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Executive
Summary
How health care workers paid
the price for Canada’s failure to
learn from SARS
The stories of our dedicated health care
workers provide a compelling window into the
emotional and physical toll of COVID-19.

The story of COVID-19 in Canada is a story of
courage, dedication and professionalism by
health care workers, whose voices went largely
unheard. Under-protected, under-resourced
and under-appreciated, they continued to
provide care, despite grave fears for their own
safety and the safety of colleagues, loved ones
and other patients.

Fearing for at-risk
family members

Workers are worried about the risks they face
each working day. Comprising about 20 per
cent of COVID-19 cases in Canada, health
care workers are more likely to get infected
than the general population. They are worried
about their families, their patients and their
co-workers, and about unknowingly infecting
them. They are worried about their colleagues
and about what will happen if too many health
care workers get infected and the health care
system gets swamped. They are worried about
a lack of appropriate personal protective
equipment, and their employers’ seeming
disregard for their health and safety concerns.
And they worry about the unknown.

Angela (a pseudonym to preserve this health
worker’s identity) is a clerk in an emergency
room. She’s often the ﬁrst face a patient sees
and the ﬁrst person to screen them. Her husband is immunocompromised. She wears a
surgical mask, not an N95 respirator, because
that is all her employer is giving her.1

“I have great concerns that
I am bringing [COVID-19]
home to someone who is on
chemotherapy.”
Michelle (another pseudonym) is a health care
worker in a group home. Her grandson has an
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especially when helping to prone a patient:
turning them onto their stomach so they can
draw more air.

inherited disorder for which there is no cure.
She also has a baby granddaughter. When
she asked for a surgical mask, her supervisor asked: “Is your client sick?” Michelle
answered “no.” The supervisor asked: “Are
you sick?” Michelle again answered “no.” The
supervisor responded: “If you are not sick, we
are not allowed to give you masks.”2

“When we’re doing the proning, [the patient
is] connected to life support. If that circuit
disconnects, it’s just going to shower [us] with
all that spray, which puts us at [a] high, high
risk of getting COVID.”5

Preparing for
the worst

His anxiety is a constant. At one point, he took
himself to the emergency room, worried about
his chest pains, which he later found out were
anxiety-related.

Across Canada, health care workers and their
families made the kind of preparations normally
made by those going oﬀ to war.

“There’s the fear because I don’t want to take
this back to my family; I don’t want to hurt
anyone else.”6

An Edmonton nurse reported that she and her
husband prepared their wills just before she
began treating possible COVID-19 patients.

Dealing with
“a sneaky virus”

The nurse, a mother of two, said: “A lot of my
colleagues and I have described it as standing
on the edge of a cliﬀ and looking down, but
not knowing how far it is to the bottom or
when you’re going to fall.”3

An experienced nurse in Ontario has experienced SARS, H1N1 and Ebola. But this
pandemic, she says, is diﬀerent.

She is worried about shortages of personal
protective equipment and about what would
happen if she or her ﬁreﬁghter husband were
to get sick.

“COVID-19 is a sneaky virus. This outbreak is
scarier because patients can spread the virus
while symptom-free. With SARS, it was clearer
who was infected. With COVID-19, we have
fewer clues that someone might be a carrier.”7

“I have anxiety, but I’m not necessarily afraid.”4
COVID-19 raises the stakes – and the pressures – normally found in any emergency room.

Daily risks and
heightened anxiety

“In the ER, we’re still treating car accident
injuries, heart attacks, strokes – anything you
can think of and a dozen things you can’t.
And it’s all complicated by this virus. Say, my
team is running a Code Blue to resuscitate
a patient. This happens often. But now we
have to think about the fact that, if a patient is
unresponsive, we can’t ask for their medical

Health care workers face signiﬁcant risks
each and every working day.
Consider a respiratory therapist in Toronto.
He faces life-and-death situations every day,
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evidence is not conclusive, it’s best to err on
the side of caution and safety.

or travel history. We can’t know if they’re
infected. Right now, we don’t have the luxury
of getting it wrong. We have to assume they
could have the virus.”8

Since the start of COVID-19, the lessons of
the precautionary principle have largely been
ignored, despite repeated warnings from health
care workers, unions and worker safety experts.

Introduction
The system for protecting Canadian health
care workers is broken. It must be ﬁxed before
the second wave of COVID-19.

According to a snapshot of data analyzed by
the Canadian Institute for Health Information,
as of July 23, 2020, more than 21,000 health
care workers in Canada had been infected with
COVID-19. The highest infection rates, as a proportion of total provincial cases, are in Quebec,
New Brunswick, Nova Scotia and Ontario.12

If the reader notices a parallel between this
language and the language used by the late
Justice Archie Campbell to describe the
systemic failures of severe acute respiratory
syndrome (SARS) in 2003,9 it is no coincidence. Similar language is being used to
describe health care worker safety problems
exposed by COVID-19 that are similar in cause
and manifestation to those revealed by SARS.

Nationally, health care workers comprise
almost 20 per cent of all COVID-19 infections
in Canada,13 a rate that is double the global
health care worker infection rate (10 per cent)
reported by the WHO and the International
Council of Nurses.14 15

In COVID-19, Canada is witnessing a systemic
preventable failure to learn from the 2003
SARS outbreak. It is a failure to both adequately prepare and to urgently respond in a
manner that is commensurate with the gravest
public health emergency in a century.

Canada’s national health worker infection rate
is also more than four times the rate in China,
where airborne precautions are used.16
Health care workers comprised 24.1 per
cent of cases in Quebec and 16.7 per cent
of cases in Ontario. In the Atlantic provinces,
health care workers represented 18.8 per cent
of total cases in New Brunswick and 17.2 per
cent of cases in Nova Scotia. In contrast, in
Prince Edward Island and Newfoundland and
Labrador, health care worker infections stood
at 5.6 per cent and 6.1 per cent respectively.
The Canadian Institute for Health Information’s
data snapshot highlights lower ﬁgures in the
western provinces than the national average:
10.1 per cent in Manitoba, 5.4 per cent in
Saskatchewan, 8.8 per cent in Alberta and 7.6
per cent in British Columbia.17

The biggest SARS lesson – ﬂowing from the
heavy burden of the disease on health care
workers, who comprised 44 per cent of cases
in Ontario10, the largest outbreak outside
Asia11 – was the precautionary principle.
When facing a new pathogen, there is a call
for safety: protect health care workers at
the highest level using airborne precautions,
including N95 respirators or higher, until we
better understand the new virus; scale the
protection down only if it is safe to do so.
The precautionary principle also extends to
other pandemic containment measures, like
border closings and public masking: when the

About 13,000 Canadian health care workers
have ﬁled workplace injury claims arising from
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airborne disease, which typically involve
N95 respirators;

COVID-19, representing 75 per cent of all
claims in Canada. Most were ﬁled in Quebec
and Ontario.18

Rule out the need for airborne precautions by summarily dismissing the
possibility that SARS-CoV-2, the virus that
causes the new disease, was spread by
small particles, known as aerosols, that
ﬂoat in the air; and

Tragically, while oﬃcial reports put the number
of health care worker deaths from COVID-19
at 12,19 at least 16 health care workers have
died of COVID-19 in Canada according to
union sources.20 They include:
Warlito Valdez, 47, a residential worker
in Richmond, British Columbia, who
assisted people with intellectual and
physical disabilities and worked multiple
jobs to support his wife and young
daughter. A former colleague said he
was “like a father, a brother to everyone.
If you need something, you [could]
count on him any time.”21

Assert with high levels of certainty that
enough was known about SARS-CoV-2 –
the virus that causes COVID-19 and a
cousin of SARS – that contact and droplet
precautions, including surgical masks, are
suﬃcient, except for high-risk procedures.
There are many instances of a disconnect
between infectious experts’ guidance and
the on-the-ground reality faced by health
care workers.

Brian Beattie, 57, a nurse at a seniors’
home in London, Ontario. The Ontario
Nurses’ Association said: “Brian was a
well-liked and respected registered nurse.
He was the deﬁnition of dedication, and
he considered his colleagues and residents to be his other family.”22

None is more striking than the following
example from Quebec.

We have been abandoned.
The term is strong, but it
represents the reality.

Victoria Salvan, 64, a health care worker
at an under-staﬀed long-term care home
in Montreal, caught the virus just weeks
away from retirement. A colleague said
Victoria always elicited a smile from her
patients “because they knew they would
be treated with love and kindness.”23

On the same day that a top Montreal infectious
disease specialist declared that COVID-19
has demonstrated “how rarely an N95 mask
is truly needed” and that surgical masks are
suﬃcient protection,24 Quebec unions published an article citing the fact that more than
13,600 health care workers in the province
relying on that advice had been infected.25

Despite the mounting toll on health care
workers, Canadian public health agencies
and their advisers, acting with the best of
intentions, have repeatedly ignored the
warnings of unions, health care workers and
worker safety experts, and have continued to:

The president of the Confédération des syndicats nationaux, Jeﬀ Begley, reproached the
government for sending his members to the
front lines so poorly equipped.

Dismiss the need for the precautionary
principle and for the higher protections for
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borne infection [...], we would see large and
widespread outbreaks in places adhering to
droplet prevention [...]. We have not.”29

“We have been abandoned. The term is
strong, but it represents the reality. Public
health recommendations, blindly followed
by health institutions, have failed to protect
staﬀ. And health care workers continue to
be put at risk.

In July 2020, another infectious disease
expert said that if surgical masks and other
contact and droplet precautions “didn’t work,
we would see vastly higher numbers in our
health care workers.”30

From the start of the pandemic, when there
was uncertainty about how the virus was
transmitted, we asked for protection against
possible airborne transmission, which we
were denied. Transmission of the virus by
aerosols appears more and more likely. The
World Health Organization has recognized
this recently, and much research is now
pointing in this direction. How can we
explain that our public health authority
continues to recommend the wearing of
masks, equipment as well as preventive
procedures that do not protect against this
mode of transmission?”26

Tragically, the number of infected and dead
Canadian health care workers has proven far
worse than public health agencies had anticipated and has conﬁrmed the worst fears of
health care workers, unions and occupational
safety experts.
It has also demonstrated the strong link
between health care worker safety and
pandemic containment. Consider that, as of
August 31, 2020:

This example is not isolated. Public health
agencies and their advisers have steadfastly
maintained their aversion to the precautionary
principle since the start of COVID-19.

Canada had more COVID-19 cases
(129,888) than China (85,048),
Hong Kong (4,801) and Taiwan (488)
combined; and

In March 2020, a Public Health Ontario
document conﬁdently stated: “Healthcare
workers caring for COVID-19 patients in other
jurisdictions [...] have not acquired COVID-19
while using droplet and contact precautions
recommended in the province.”27

Canada had more COVID-19-related
deaths (9,164) than China (4,634), Hong
Kong (88) and Taiwan (7) combined.
Chinese health care workers comprise
4.4 per cent of COVID-19 cases. Most were
infected before airborne precautions were
implemented.31 As of late July 2020, in Hong
Kong, ﬁve health care workers had been
infected.32 Similarly, in Taiwan, just three
health care workers had been infected as of
late July 2020.33

In May 2020, an infectious disease specialist in
Toronto said: “The reason we know [COVID-19
is not airborne] is because we have hundreds
of health care workers who are taking care of
patients wearing regular masks. If this [were]
airborne, [...] all those health care workers
would be getting sick.”28
In a May 2020 letter to a major Canadian
newspaper, a group of infection control
experts wrote: “If COVID-19 were an air-
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A litany of systemic
problems

tionary approach, and did not seem open to
the possibility that a completely new virus
might behave in a completely new and unexpected manner.

COVID-19 exposed the systemic failure to
keep an open mind to the possibility that
SARS-CoV-2, the virus that causes COVID-19,
was profoundly diﬀerent from all other
pathogens experienced by humankind and
thus warranted a precautionary approach.

There were early warning signs from China,
however, about these so-called “silent carriers.”
In a letter published in The Lancet on February
13, 2020, Chinese experts warned that, based
on their frontline experience, asymptomatic
COVID-19 patients were a serious issue and
could spread the disease. In their view, this
was an important reason for protecting health
care workers at a precautionary level with
airborne protections:

COVID-19 has consistently surprised the
medical community with a host of other symptoms and complications:
“[T]he virus has been implicated in skin
lesions, the loss of taste and smell, heart
problems, strokes, brain damage, and
other side eﬀects, some of which can be
traced back to the virus’s ability to infect
the endothelial cells that line blood-vessel
walls. The virus also appears to trigger an
out-of-control immune reaction, known as a
cytokine storm, in some patients.”34

“These ﬁndings warrant aggressive measures
(such as N95 masks, goggles and protective
gowns) to ensure the safety of health care
workers,” they concluded.39
Moreover, citing classiﬁed Chinese government data, the South China Morning Post
reported in March 2020:

Perhaps the most surprising characteristic
of COVID-19 is the large number of what are
generally called asymptomatic cases – people
who get infected but do not show symptoms or
feel suﬃciently unwell to see a doctor. These
cases fall into two categories. There are people
who are subclinical35 or pre-symptomatic,36
with the latter not appearing to be ill but eventually becoming visibly ill. And there are those
who are truly asymptomatic and appear healthy
throughout the course of their infection.37

“The number of ‘silent carriers’ – people
who are infected by the new coronavirus
but show delayed or no symptoms –
could be as high as one-third of those
who test positive.”40
A study published in August 2020 in JAMA
Internal Medicine conﬁrmed that estimate, suggesting that 30 per cent of COVID-19 cases
may be asymptomatic. Dr. Anthony Fauci,
director of the National Institute of Allergy and
Infectious Diseases in the United States, puts
the estimate as high as 40 per cent.41

Until COVID-19, the evidence suggested that
asymptomatic transmission was generally a
“rare event,” and that epidemics historically
were not driven by that kind of transmission.38

Unlike Canada, China and South Korea felt
the evidence of asymptomatic transmission
was suﬃcient to take a precautionary approach early in the pandemic. They decided to
test anyone who had had close contact with a

With the beneﬁt of hindsight, we can see that
Western experts were not taking a precau-
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COVID-19 patient, regardless of whether the
person presented symptoms. Some experts
suggested this may explain why the two Asian
countries seem to have stemmed the spread
of the virus.42

The federal government destroyed and did not
replace its stockpile of up to two million N95
respirator masks in May 2019, leaving only
100,000 in federal warehouses at the start of
the pandemic.43

Canada’s failure to take a precautionary
approach to the possibility of asymptomatic
transmission – as China and South Korea did –
has had profound consequences for health
care workers and for border control measures.

In 2017, Ontario began destroying as many
as of 55 million N95 respirators that had been
stockpiled on the recommendation of the
SARS Commission in preparation for a public
health emergency. These respirators had been
allowed to expire and were not replaced.44

If a “silent carrier” can transmit the disease,
then emphasizing such symptoms as fever,
cough and gastrointestinal issues as indicators of COVID-19 (as Canada did for far
too long) is an inadequate means of triaging
passengers arriving at Canadian airports.

Because of N95 shortages during COVID-19,
health care workers across Canada have been
pressured to use surgical masks, even though
worker safety experts overwhelmingly believe
ﬁt-tested N95 respirators, or better, along with
other personal protective equipment, should
be considered the minimum requirement
to protect workers against a new pathogen
like COVID-19.

In hindsight, Canada’s approach for detecting
COVID-19 cases at the border or in the health
care system left a huge blind spot.

“We’re so low on N95
masks that we’re expected
to enter COVID-19 rooms
with surgical masks.”

Inadequate supplies
of PPE
There have been persistent and widespread
systemic supply management problems during
COVID-19, leading to debilitating shortages
of personal protective equipment, despite the
lessons from SARS on stockpiling supplies.

One nurse reported a negative experience
with management after refusing to conduct
COVID-19 tests without an N95:

These problems had been years in the making
because Canada had allowed itself to be
dependent on foreign manufacturers. Successive federal and provincial governments had
sat on their hands on this issue, even after it
had been exposed by SARS.

“This didn’t go over well. I was made
to feel belittled, and my concerns were
dismissed.”45
Another nurse expressed similar anxieties
about having to engage with COVID-19
patients without the appropriate personal
protective equipment:

This was compounded by the destruction of
signiﬁcant stockpiles in the years leading up
to COVID-19.

“We’re so low on N95 masks that we’re
expected to enter COVID-19 rooms with
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derline the breadth of systemic worker safety
failings during the ﬁrst phase of COVID-19,
and of the extent to which the lessons from
SARS were not heeded.

surgical masks, which are not eﬀective
against the virus. Not only are we risking
our own health, but the health of our children and spouses.”46
Even surgical masks were often rationed during
the pandemic. Some hospitals limited frontline
staﬀ to one or two disposable masks a day.

To be sure, other countries, like the United
States, have fared much worse than Canada in
containing the pandemic. That is little comfort
to the thousands of infected Canadian health
care workers and their families. Countries like
the United States escaped SARS and did not
have the opportunity to learn from it. Canada
experienced SARS but tragically did not apply
the lessons learned.

“They’re treating us like we’re disposable,”
said one nurse, whose identity was kept
conﬁdential by CBC.47
Another anonymous nurse expressed similar
feelings to the Toronto Star.

Failure to heed
warnings from
health care workers
and unions

“When you walk [into the hospital] and see
your entire worth as a human being is two
masks in a brown paper bag – like, that’s
all you’re worth to the hospital, that’s all
your health is worth, two masks for a whole
shift – you’re like, what am I doing here?”48
“I didn’t sign up to die on my job.”49

A signiﬁcant systemic problem during
COVID-19 – as it was during SARS – is that
health care workers and unions were not seen
by governments and public health agencies
as collaborative partners in setting safety
guidelines and procedures. This is, unfortunately, still the case, despite the fact that the
Internal Responsibility System, the principle
underlying all Canadian worker safety laws
and regulations, mandates the equal participation of unions and workers in keeping
workplaces safe.

Going to work meant that health care workers
risked not only their own health but also that
of their families.
The case of Felicidad Maloles, a highly regarded 65-year-old personal support worker
in Toronto, underscores the risks to health
care workers’ families. She survived a bout of
COVID-19, but lost her 69-year-old husband,
her partner for 40 years, to the disease.
“I’m so stressed, and blaming myself
because I got the virus,” said Maloles.
If I didn’t get the virus, maybe he would
not die.”50

Consider the following timeline on how hard
it was for unions to be included in the Public
Health Agency of Canada’s discussions on
worker safety:

These heartbreaking stories of disease and
death, of mental anxiety and anguish – combined with troublingly high rates of infection
and death among health care workers – un-

January 24, 2020: The Canadian Federation of Nurses Unions (CFNU) wrote to the
Public Health Agency of Canada (PHAC),
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We are able to say this with the beneﬁt of
hindsight. This tool was not available to Canadian public health agencies, their experts and
their advisers. It goes without saying that no
one wished for the unacceptably high levels
of disease and death among Canadian health
care workers. We are using the beneﬁt of
hindsight not to demonize or scapegoat, but to
identify where things went wrong and to draw
lessons from mistakes.

asking for unions to be directly involved
in developing COVID-19 health care
infection prevention and workplace safety
guidance, as they had with the H1N1 outbreak in 2008 and Ebola in 2013-2014.51
January 28, 2020: PHAC refuses to allow
nurses’ unions to participate.
January 29, 2020: Nurses unions made a
second plea to Dr. Theresa Tam regarding
PHAC’s refusal to include them in the
development of guidance that had a direct
impact on workers’ safety.52

We will never know for certain to what extent
those unbearably high numbers of health care
worker infections and deaths could have been
reduced, had the warnings of unions, health
care workers and safety experts been heeded.

January 29, 2020: Nurses unions pled
with federal Health Minister the Honourable Patty Hajdu regarding PHAC’s refusal
to include them in health care worker
safety discussions.53

What we do know – and will demonstrate in this
report – is that other nations that experienced
SARS, like China, Hong Kong and Taiwan, were
able to draw from that experience and apply
its vital health care worker safety lessons. And
their health care workers fared better than ours.

February 1, 2020: Nurses unions are
provided with an embargoed copy of the
ﬁrst edition of the PHAC worker safety
guidance for acute care (Infection Prevention and Control for Novel Coronavirus
(2019-nCoV): Interim Guidance for Acute
Healthcare Settings).

Who is to blame?
While it would be tempting to point ﬁngers at
particular individuals, or groups of individuals,
for worker safety failures, those failures are, in
fact, systemic.

February 3, 2020: the PHAC released the
guidance online prior to CFNU’s response.
More will be said later in this report about
how the subsequent consultations between
public health agencies, unions and workers
generally have not been conducted in a spirit
of collaboration and cooperation, and in a
manner reﬂecting the principles of the Internal
Responsibility System.

In the SARS Commission’s ﬁnal report, Justice
Campbell noted ﬁndings that are as relevant
today as they were in 2006:
“It is too easy to seek out scapegoats.
The blame game begins after every public
tragedy. While those who look for blame
will always ﬁnd it, honest mistakes are
inevitable in any human system. There is
always more than enough blame to go
around if good faith mistakes made in the
heat of battle are counted in hindsight as
blameworthy.”54

The lens of hindsight
Canada should have done better to protect
our health care workers.

17

and contact precautions (including surgical
masks) or airborne precautions (including
ﬁt-tested N95 respirators or higher) suﬃciently protected health care workers against
a novel pathogen.

The leaders of the COVID-19 response in
Canada – like their predecessors during
SARS – are dedicated, competent, well
intentioned, highly trained and hard-working.
Leaders in 2002 and in 2020 acted in good
faith and with the best of intentions.

The fact that this debate still rages during
COVID-19 demonstrates the wide continuing
gap between widely accepted worker safety
principles in health care and the ethos of
public health agencies and their advisers.
The former are rooted in the precautionary
principle of erring on the side of caution in the
face of scientiﬁc uncertainty; the latter – on
levels of scientiﬁc certainty more appropriate
for the safe introduction of new medicines
and vaccines.

The failures to heed the warnings of SARS
and fully protect health care workers during
the current pandemic are systemic ones55 –
grounded in organizational shortcomings,
deﬁciencies and imperfections – and not
directly attributable to any individual or group.
Writing of SARS in sentiments equally applicable to COVID-19, Justice Campbell wrote:
“This was a system failure. We were all
part of it because we get the public health
system and the hospital system we deserve.
We get the emergency management system
we deserve and we get the pandemic preparedness we deserve. The lack of preparation against infectious disease, the decline
of public health, the failure of systems that
should protect nurses and paramedics and
doctors and all health care workers from
infection at work, all these declines and
failures went on through three successive
governments of diﬀerent political stripes.
We all failed ourselves, and we should all
be ashamed because we did not insist that
these governments protect us better.”56

The best evidence of SARS’s ability to spread
through the air under certain conditions did not
emerge until about a year after the outbreak.
Justice Campbell noted that this validated the
precautionary approach:
“Knowledge about how SARS is transmitted
has evolved signiﬁcantly since the outbreak.
Some recent studies suggesting a spread
by airborne transmission lend weight to a
precautionary approach to protect health
care workers against a new disease that is
not well understood.”57
Compared to the absence of evidence during
the SARS outbreak itself, there is now growing
evidence of possible airborne transmission of
SARS-CoV-2.

Because of systemic failures, Canada has
experienced a tragic replay of many of the
worker safety issues identiﬁed by Justice
Campbell and the SARS Commission. Sadly,
it was these very systemic failures that the
SARS Commission’s ﬁndings and recommendations had been designed to address.

Over and over during COVID-19, health
care workers, unions, and health and safety
experts have presented mounting research
on airborne and aerosol transmission, not as
deﬁnitive proof but as suﬃciently compelling
for the precautionary principle to be invoked.

During the SARS epidemic outbreak, as now
during the COVID-19 pandemic, there was
a passionate debate over whether droplet

18

March, April up until now. I’m not quite
sure what the fuss is all about.”60

Over and over, public health agencies and
their advisers have misinterpreted the submissions on airborne transmission by unions and
safety experts as failed attempts at deﬁnitively
proving that SARS-CoV-2 spreads through
breathing, talking, singing and coughing.
Deﬁnitive proof was never their intention.
Instead, unions and safety experts were
simply demonstrating the need for adopting
a precautionary approach until the science
is settled.

The debate over the WHO letter was reminiscent of Justice Archie Campbell’s warning in
the SARS Commission’s ﬁnal report regarding
the importance of the precautionary principle:
“The point is not who is right and who is
wrong about airborne transmission. The
point is not science, but safety. Scientiﬁc
knowledge changes constantly. Yesterday’s
scientiﬁc dogma is today’s discarded
fable. [...] We should not be driven by the
scientiﬁc dogma of yesterday or even the
scientiﬁc dogma of today. We should be
driven by the precautionary principle that
reasonable steps to reduce risk should not
await scientiﬁc certainty.”61

A prime example is the response by the Canadian public health community to a July 2020
letter to the WHO. The letter, which was signed
by 239 experts from 32 countries, called on
the WHO to revisit its deep-seated resistance
to growing evidence of airborne transmission.
Suggesting that it is precisely during a time of
scientiﬁc uncertainty that the precautionary
principle should be invoked, the authors noted:

Blame and
accountability

“It is understood that there is not as
yet universal acceptance of airborne
transmission of SARS-CoV-2; but in our
collective assessment there is more than
enough supporting evidence so that the
precautionary principle should apply. In
order to control the pandemic, pending
the availability of a vaccine, all routes of
transmission must be interrupted.”58

The strength of inquiries like the SARS Commission is that they can identify systemic root
causes and systemic solutions.
Their weakness is that, because they are precluded from assigning civil or criminal liability,
no one and no group is held accountable. No
one was ﬁred after SARS. No one was scrutinized over their actions or omissions.

The letter has been widely dismissed by the
Canadian public health and infection control
experts, who judged it not on its precautionary message but on whether it proved
airborne transmission.

There were many remarkable leaders during
SARS – like the late Dr. Sheila Basrur, then
head of Toronto Public Health. She was integral to the response’s success, especially in
light of the absence of eﬀective leadership.

One public health leader called it “a tempest
in a teapot.”59
An infectious disease expert said:

But there were also those whose actions
fell well below the standards set by the
commendable actions and leadership of
Dr. Basrur.

“We’re just rehashing the same arguments
that we’ve heard throughout February,
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Protecting health care workers breaks the
chain of transmission. If they are protected,
they cannot be infected by their patients,
residents or their colleagues. Conversely, if
they are protected, they cannot infect their
patients, their residents, their colleagues and
their families.

Which brings us to the question of how best
to ﬁx the systemic problems that COVID-19
has revealed.
We must recognize that our public health
leaders have acted in good faith and with the
best of intentions to address systemic failings
that have been years in the making.

One of the strongest lessons from SARS is that the
health and safety of health
care workers and other
ﬁrst responders is vital in a
public health emergency.

However, just because problems are systemic
and require systemic solutions does not mean
that the actions of decision-makers should not
be reviewed on a go-forward basis.
This should be done not to ﬁnd scapegoats
but to determine who is most qualiﬁed to ﬁx
the systemic problems revealed by COVID-19.

As Justice Campbell noted, protecting health
care workers during a pandemic has a positive knock-on eﬀect by helping to mitigate
pandemic’s human, societal and economic
negative consequences.

Protect health care
workers, protect
the community

“One of the strongest lessons from SARS
is that the health and safety of health
care workers and other ﬁrst responders is
vital in a public health emergency. SARS
demonstrated that an emergency
response can be seriously hampered by
high levels of illness or quarantine among
health care workers.”63

In the wake of the ﬁrst phase of COVID-19,
Canada has little to celebrate. It has paid a
heavy price in disease, death, anguish and
anxiety for failing to have learned from SARS
and taken a precautionary approach.
Canada’s pandemic scoreboard is a depressing read.

We owe a great debt of gratitude to the tens
of thousands of Canadian health care workers
who bravely cared for COVID-19 patients,
often in environments like long-term care
facilities with exceptionally high levels of risk
and disease, and troubling working conditions.

More than 21,000 Canadian health care
workers have contracted COVID-19. They
make up about one in ﬁve cases. On pandemic containment, we have more cases and
deaths than China, Hong Kong and Taiwan,
our SARS peers,62 combined.

For decades, health care workers have
witnessed ﬁrst-hand the understaﬃng, overcrowding and persistent lack of funding that
have chronically impoverished long-term care
facilities, and now revealed by COVID-19. And

COVID-19 has reaﬃrmed an important lesson
from SARS: health care worker safety and
outbreak containment go hand in hand.

20

principle to protect their workers and to more
eﬀectively contain the pandemic.

for decades, governments, long-term care
owners and operators have turned a blind eye,
relying on the dedication and courage of health
care workers to act as the fragile glue to mend
the unmendable – the many, deep, persistent
and long-standing cracks in this sector.

Justice Campbell presciently warned in his
ﬁnal report in December 2006:
“SARS taught us to be ready for the
unseen. This is one of the most important
lessons of SARS. Although no one did
foresee and perhaps no one could foresee
the unique convergence of factors that
made SARS a perfect storm, we know now
that new microbial threats like SARS have
happened and can happen again. However,
there is no longer any excuse for governments and hospitals to be caught oﬀ guard
and no longer any excuse for health care
workers not to have available the maximum
level of protection through appropriate
equipment and training.”66

At the beginning of September 2020,
about eighty per cent of Canadian deaths
from COVID-19 had been in the long-term
care sector, exceeding by far deaths from
COVID-19 in hospitals or within the community. During the same period, approximately
one in ﬁve seniors’ homes in Canada had
experienced outbreaks.64
As COVID-19 has exposed this sector’s ﬁssures and shortcomings, health care workers
have paid a heavy price. Since the start of the
pandemic, over 10,000 health care workers
have contracted COVID-19 in long-term care,
representing about a third of all cases in
nursing homes.65

There is no longer any excuse to not fully protect our health care workers from COVID-19.

These issues need to be addressed on an
urgent basis.

The systemic failures revealed by COVID-19
must be ﬁxed, and quickly.

We also owe a great debt of gratitude to other
essential front-line workers in a myriad of sectors and to the millions of Canadians who have
followed public health advice and have persevered in the face of one of Canada’s greatest
challenges. That we ﬂattened the curve during
the ﬁrst phase of COVID-19 is a testament to
them, and to their profound commitment to
Canada’s foundational social values.
We cannot waste the breathing room they
have bought us. As we brace for a potential
second wave of COVID-19, public health
agencies and governments must act urgently
to ﬁx the worker safety systemic failings
exposed by the current pandemic, and learn
from other jurisdictions, like China, Hong
Kong and Taiwan, that used the precautionary
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Recommendations
Precautionary
principle
•

That the precautionary principle, which
states that action to reduce risk need not
await scientiﬁc certainty, be expressly
adopted as a guiding principle throughout
Canada’s public health, employer infection policies, measures, procedures
and worker safety systems by way of
immediate action in: policy statements; all
relevant operational standards and directions; and by inclusion, through preamble,
statement of principle, or otherwise, in all
relevant legislation.

•

That in any infectious disease public health
emergency, the precautionary principle
guide the development, implementation
and monitoring of measures, procedures,
guidelines, processes and systems for the
early and ongoing detection and treatment
of possible cases.

•

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

•

and regularly refreshing strategic stockpiles and developing a made-in-Canada
supply chain.

That federal and provincial/territorial
governments must collaboratively act on an
urgent basis to ensure that there are suﬃcient supplies of N95 respirators, or better,
or equivalent, to ensure that all health care
workers can be protected at a precautionary level. This must include maintaining
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•

The precautionary principle should be
the primary driver in setting and properly
maintaining levels of personal protective
equipment in national and provincial stockpiles. Stockpiles should be set and maintained at levels that ensure that all health
care workers are protected at an airborne
level. Building on its contracts with 3M
and Medicom to produce N95 in Canada,
the federal government should ensure that
Canada has suﬃcient domestic production
capability to protect health care workers at
a precautionary level.

•

When a new pathogen emerges – and
experts believe COVID-19 is not the last
time we will face this threat – health care
workers should be protected at a level
consistent with the precautionary principle.
This precautionary requirement should be
enshrined in all occupational health and
safety legislation.

•

Chief medical oﬃcers of health (CMOHs)
should be statutorily required to consider
and apply the precautionary principle in
assessing their jurisdiction’s public health
emergency preparedness, thus ensuring
that their health care workers are protected at a precautionary level.

•

Decisions to forego the precautionary
principle should not be taken arbitrarily,
with a lack of transparency, or without the
concurrence of health care worker unions
and workplace safety experts. Decisions to

Occupational
health and safety

forego the precautionary principle should
be reviewed by relevant legislative committees and auditors general.
•

•

That the health and safety concerns of
health care workers be taken seriously,
and that in the spirit of the precautionary
principle, health care workers should also
feel safe.
Canada should critically assess WHO
guidance on worker safety and pandemic
containment through the lens of the
precautionary principle, and determine
whether it is in Canada’s best interests and
reﬂects the best evidence from other countries’ natural experiments, and emerging
scientiﬁc evidence.

•

Canada should immediately add occupational hygienists, worker safety experts
and aerosol experts to the PHAC and
jointly develop guidance that exercises the
precautionary principle and accepts and
consider diverse sources of evidence, not
just randomized control trials.

•

On worker safety and pandemic containment measures, Canada should have the
resources and capabilities, including suﬃcient worker safety and aerosol expertise,
to independently assess guidance from the
WHO and to formulate our own.

Example of PPE worn in South Korea during the COVID-19 pandemic
(source: Korean Health & Medical Workers’ Union)
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•

A formal national health care table should
be established involving health care unions,
employers and the PHAC, with a legal
requirement for the PHAC to consult that
committee in a transparent and meaningful
manner before ﬁnalizing guidance on
infectious disease response.

•

Guidance on the safety of health care
workers should be made on a precautionary basis by workplace regulators,
health care worker unions and worker
safety experts working collaboratively,
and that those decisions form the basis of
health worker safety guidance issued by
public health agencies.

for decision-making on matters pertaining
to worker safety, including the preparation
of guidelines, directives, policies, and strategies. It would be modeled on NIOSH, an
essential part of the U.S. CDC, and would
be focused on worker safety and health
research, and on empowering employers
and workers to create safe and healthy
workplaces. Like NIOSH, its staﬀ would
represent all ﬁelds relevant to worker safety,
including epidemiology, nursing, medicine,
occupational hygiene, safety, psychology,
chemistry, statistics, economics, and
various branches of engineering.
•

In the interim and on an urgent basis, any
section of the PHAC involved in worker
safety have, as integral members, experts
in occupational medicine and occupational
hygiene, and representatives of workplace
regulators, and consult on an ongoing
basis with workplace parties.

•

Ensure that provincial labour ministries
have the resources and ability to act independently from provincial health ministries
and fully enforce occupational health and
safety laws.

•

That provincial ministries of labour use
their enforcement and standard-setting
activities, and ministries of health use their
funding and oversight, to promote organizational factors that give rise to a safety
culture in health workplaces.

Accountability,
transparency and
independence

•

That in any future infectious disease crisis,
ministries of labour have a clearly deﬁned
decision-making role on worker safety
issues, and that this role be clearly communicated to all workplace parties.

•

•

That provincial ministries of labour have
the capabilities and resources to safely,
eﬀectively and comprehensively conduct
in-person, on-site inspections during
public health emergencies.

It is important that Canadian ministers
and senior public health oﬃcials continue to participate in relevant WHO
decision-making bodies. However, to
preserve Canada’s independence, Canadian participants in policy and Canadian
guidance-making bodies should not wear
two hats. They should either participate in
policy and guidance making at the WHO
or at Canadian public health agencies, but
not at both.

•

Establish a worker safety research agency
as an integral part of the Public Health
Agency of Canada with legislated authority

•

Federal and provincial chief medical
oﬃcers of health (CMOHs) be statutorily
required, on an annual basis, to report to
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their respective legislatures, and to the
public that they’re mandated to protect,
on the state of their jurisdiction’s public
health emergency preparedness, and
make recommendations on addressing
any shortcomings. The preparation of this
report should reﬂect the concerns and
perspectives of health worker unions and
safety experts.
•

including through regular cycles of refreshing, to ensure a minimum stockpile,
use the government’s limited funds more
eﬀectively, and achieve the goal of sustainable management.

The reports of the CMOHs be required to
go to a standing committee of their respective legislatures, which will hold annual
hearings into the report and related issues.

•

Chief medical oﬃcers of health be
given the statutory independence – in
jurisdictions where they do not have this
right – to speak publicly on vital issues like
pandemic preparedness without fear of
political interference or retribution.

•

Qualiﬁed outside auditors with suﬃcient
expertise and resources independently
audit, on a biannual basis, CMOHs’ preparedness resources and their statutory
declarations on pandemic preparedness,
and publicly report their ﬁndings.

•

That all jurisdictions be required to publicly
report to their stakeholders – and to the
federal government – in a consistent,
detailed and timely manner the number of
health care worker infections in their area.

•

Governments and public health agencies
be open and transparent on levels of
PPE stockpiles.

•

With regards to eﬃciently and costeﬀectively maintaining stockpiles of
PPE, governments may want to consider
Taiwan’s three-tier stockpiling framework.
It has proven its ability during COVID-19
to optimize the PPE stockpiling eﬃciency,

•

That signiﬁcant good faith eﬀorts be made
to iron out federal-provincial jurisdictional
conﬂicts hindering timely data sharing on
health care worker infections.

•

That Statistics Canada be given the
authority and resources to implement
and operate a transparent national
system on health care worker data. The
resulting data sets must have consistent
terminology and criteria. They must have
signiﬁcant granularity to allow monitoring
and trend analysis by occupation and
sector at a detail level (e.g., PSW, nurse,
physician; or LTC, nursing homes, hospitals, pandemic wards within hospitals,
direct patient care and other key roles
such as triaging). The data has to be
shared in real time, not delayed by weeks
or even months. And the performance
of the system must be monitored and
tested regularly.

Long-term care
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•

Fixing a historical anomaly, the Canada
Health Act should be amended to include
long-term care, making it available to Canadians on a universal basis. Government
programs aimed at assisting Canadians
with long-term care needs vary by jurisdiction and typically are income-based.
This is not consistent with the principle
of universality at the heart of Canada’s
publicly funded health care.

•

Convene a national commission to develop
short-, medium- and long-term strategies

for the structure of the long-term care
sector in light of the shortcomings revealed
by COVID19.
•

•

Develop and implement a long-term care
labour force strategy to address the
multiple labour force problems revealed
by COVID-19, including the problems of
inadequate compensation, staﬀ shortages,
overreliance on part-time staﬃng, and
training failures.
Improve wages, beneﬁts (including paid
sick leave) and conditions of employment
for health care workers in the long-term
care sector to levels that are commensurate with the social importance of
their work, the complexity of their duties
and the daily hazards they face, even in
non-pandemic times.

•

Oﬀer all part-time workers in this long-term
care sector full-time employment (with
full-time wages and beneﬁts) and limit their
work to one single facility.

•

Examine best practices of jurisdictions like
South Korea, Hong Kong and Singapore
that have a strong track record of limiting
COVID-19 in their long-term sectors. In
South Korea, for example, anyone with suspected COVID-19 is immediately isolated
and moved out to a separate emergency
quarantine centre or hospital. In Hong
Kong, all long-term care facilities have, as
a minimum, a three-month supply of N95
respirators and other PPE. Also in Hong
Kong, all long-term care facilities conduct
emergency exercises every year to coincide with the advent of ﬂu season to ensure
infection control measures and resources
are in an acceptable operational state.

•

care facilities to isolate COVID-19 cases,
it is vital that on an urgent basis separate
emergency isolation facilities be created,
resourced and staﬀed. This would permit
COVID-19 cases to be transferred out of
long-term care facilities that are unable to
isolate them.

Because systemic infrastructure shortcomings limit the ability of many long-term
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•

Ensure that any surge in COVID-19
hospitalizations does not result in shifting
patients to already overburdened,
under-resourced, and understaﬀed longterm care facilities, who may be unable to
isolate new admissions.

•

Reﬂecting a best practice developed in the
U.S., consider establishing, where space
and resources permit, a cohort unit for
exposed and new admissions as an eﬀective way to separate and screen higher risk
individuals for the 14-day incubation period.
Keeping these patients on isolation and
with dedicated staﬀ would make contact
tracing for exposure identiﬁcation easier.

•

Ensure that all long-term care facilities are
staﬀed by a dedicated infection control
professional with occupational health and
safety training. Require that professional
to provide quarterly, publicly accessible
assessments of the state of infection
control and occupational health and safety
at their facility.

•

Ensure that relevant workplace regulators
conduct in-person, proactive inspections
of all long-term facilities to ensure compliance with occupational health and safety
laws, regulations and best practices.

•

On an urgent basis, ensure that all health
care workers in the long-term sector are
properly trained and ﬁt-tested on the
use of N95 respirators and other
protective equipment.

All sectors
(community, acute
and long-term care)

•

Ensure adequate supplies of personal
protective equipment (PPE), including
N95 respirators or better (e.g., elastomeric respirators), and that workers and
essential family visitors have access to
appropriate PPE.

•

Respect and enforce the health and safety
rights of workers.

•

•

Ensure workers have the right to participate in decisions that could aﬀect their
health and safety.

•

Ensure workers have the right to know
about the hazards in their workplace and
receive the training they need to be able to
do their jobs safely.

Recognizing that while suﬃciently
protective, N95s have their drawbacks,
including comfort, the federal and provincial governments should collaborate
on standards and suﬃcient supplies of
alternative respiratory protective equipment, like elastomerics, that protects at the
same level or better than N95s, and that,
evidence suggests, may have comfort and
cost advantages.

•

Ensure workers have the right to refuse
work that could endanger their health and
safety or that of others.

•

•

That the right of health care workers to
speak out about unsafe working conditions be protected from retaliation by
their employers.

Provide hands-on training on infection
prevention and control, including training
testing and drilling workers on donning,
doﬃng, safe use and limitations of
PPE – for all workers and essential family
visitors working in and entering long-term
care homes.
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Stories from
the front lines
[...] Almost 20 years later, nurses have been
kind of waiting for the next pandemic. These
mistakes that we made – that’s on us for that
period of time in history. Now we don’t have
any kind of excuse.”68

Though the SARS multi-country outbreak
took place on a far smaller scale than the
COVID-19 global pandemic, it nonetheless
had a signiﬁcant impact on health care
workers in Toronto, the Canadian epicenter
of the 2003 outbreak. Many of the struggles
faced by these workers echo those faced
by heath care workers on the front lines of
today’s COVID-19 pandemic.

Her advice to health care workers during
COVID-19: Sorrenti believes health care
workers currently battling COVID-19 need to
better advocate for themselves and trust their
instincts when faced with danger. “[Don’t]
accept any kind of less-than-adequate protection for yourself.”69

“I was the sickest I’d
ever been.”
Four of every 10 SARS cases in Ontario was
a health worker.67

Back on the
front lines

One of the ﬁrst was Susan Sorrenti, a nurse
at Mount Sinai Hospital in Toronto. She
caught SARS from a patient being transferred
from another hospital. Sorrenti had been
assured the patient did not have SARS.

Pat Tamlin is another Toronto nurse who
contracted SARS in 2003. Seventeen years
later, she is still on the front lines. During the
SARS outbreak, her daughter also caught the
virus. Today, Tamlin’s children are grown up,
but she is worried about her husband, who is
currently immunocompromised as a result of
chemotherapy treatments.

That patient went on to infect 13 others.
These included three members of his immediate family, a cousin and two close friends –
one of whom died. His family doctor, three
nurses, two physicians and one respiratory
therapist were also among the infected.
Sixty-nine Mount Sinai staﬀ were quarantined,
and the hospital’s ICU had to be closed to
new patients.

Nevertheless, she is determined to keep
caring for patients and demands that she be
appropriately protected: “We signed up to
look after patients [...] but with the expectation
that we are allowed to protect ourselves and
everybody else with the right equipment.”70

“I was the sickest I’d ever been,” Sorrenti
recalled. She was the primary income earner
for her family. “My anxiety was overwhelming.
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Chapter 1
SARS: A Dress Rehearsal
for COVID-19
Introduction
•

With a potential pandemic on the horizon,
Canada should have been uniquely prepared
to contain COVID-19. Having suﬀered an
outbreak of SARS in 2003 – the 21st century’s
“ﬁrst severe and readily transmissible new disease”71 – Canada was uniquely positioned to
apply the lessons imparted by that experience.

And yet, COVID-19 revealed that Canada
largely disregarded the lessons of SARS.
Justice Archie Campbell, who led the SARS
Commission inquiry into the 2003 outbreak,
had warned about this possibility:

Canada had:
•

•

•

Learned what happens when we don’t have
suﬃcient lab-testing capacity and modern
data and communication systems

First-hand experience in facing a completely new coronavirus that coincidentally
originated from the same horseshoe bat
reservoir in southern China as its close
cousin, SARS-CoV-2, the virus that causes
COVID-19;72

“SARS taught us lessons that can help
redeem our failures. If we do not learn the
lessons to be taken from SARS, however,
and if we do not make present governments ﬁx the problems that remain, we will
pay a terrible price in the face of future
outbreaks of virulent disease.”73

Witnessed the tragic consequences in
death and disease of not following the
precautionary principle against a new
pathogen with unknown dynamics and
transmission characteristics;

Sadly, he proved far more prescient than
anyone feared.
This chapter will set out the ﬁndings and
recommendations of the SARS Commission
that might have addressed many of the same
problems revealed by COVID-19, and that
could have changed the course of the pandemic had they not been ignored.

Seen the impact on worker safety of
shortages of N95 respirators and other
personal protective equipment; and
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Nelia Laroza, 52, a nurse at North York
General Hospital, died during the second
phase of SARS after authorities ignored
nurses’ warnings that SARS had not gone
away. Married, Nelia had two children. One
colleague said: “She was as good as it
gets for anyone, she was just your good,
basic, decent person.”

As Dr. Sandy Buchman, past president of the
Canadian Medical Association, noted:
“That SARS Commission report was
prescient. It almost predicted everything.”74

SARS takes ﬂight

Tecla Lin, 58, a nurse at West Park Health
Care Centre, died after volunteering to
care for fellow nurses sickened in the
outbreak. Her husband also died, following his wife’s exposure to SARS. One
doctor recalled: “When Tecla Lin died, it
was the worst.”

The emergence of COVID-19 was strangely
similar to the dawning of SARS.
•

In November 2002, reports surfaced of an
unusual pneumonia circulating in China,
strangely echoing the early days of the
COVID-19 pandemic.

•

As they would 17 years later, Chinese
authorities tried to censor the news,
even going so far as to sanction a doctor
who warned about its severity.75 During
COVID-19, the Chinese Public Security
Bureau attempted to silence a key whistleblower, Dr, Lin Wenliang.76

•

Nestor Yanga, 55, a family physician, died.
He was married and had two children. A
colleague recalled: “He would make you
feel that you were special and that you
were the most important patient.”
As the world reels from the COVID-19 pandemic, SARS can be seen with the beneﬁt
of hindsight as “a dress rehearsal”80 for
COVID-19, oﬀering vital lessons in health
worker safety and pandemic preparedness.

Come February 2003, the new illness – by
then known as severe acute respiratory
syndrome (SARS) – had spread globally,
aﬀecting Canada among others.77

Canada, unfortunately, missed this opportunity,
despite the detailed lessons and recommendations81 of the SARS Commission.

Thus unfolded, in a matter of months, the
SARS epidemic.
By the time SARS ended in the summer of
2003, 8,096 SARS cases and 774 deaths
were recorded around the world. These
ﬁgures include 375 cases and 44 deaths in
Ontario, which was the jurisdiction worst affected outside of Asia. The burden of disease
was heavy on Ontario’s health care workers,
who comprised 44 per cent of all SARS cases
in Ontario – one of the world’s highest rates.78

The precautionary
principle
The precautionary principle – the central
ﬁnding of the SARS Commission – is simple to
understand. It is intuitive. Precautionary warnings are common in our daily lives. There is
“better safe than sorry.” There is “look before
you leap.” There is “haste makes waste.”

Three remarkable Ontario health care
workers died.79
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transmitted by blood, the principal actors
in the blood supply system in Canada
refrained from taking essential preventive
measures until causation has been proved
with scientiﬁc certainty. The result was a
national public health disaster.”83

We all intuitively understand this sage advice,
though we don’t always follow it.
It is no great leap of faith to see the advantages of taking a similar approach to
protecting health care workers – especially
against a wholly new disease like SARS or
COVID-19, whose transmission dynamics and
characteristics are still obscure.

The precautionary
principle: a tale of
two cities

The precautionary principle is foundational
to the science and practice of worker safety,
and to the laws and regulations implemented
to protect all workers, including those in
health care.

Some of the most important evidence to support the precautionary principle came at the
start of the SARS outbreak, when Canada’s
ﬁrst two SARS patients presented separately
to Scarborough Grace Hospital in Toronto
and Vancouver General Hospital, on the same
day (March 7, 2003), within three hours of
each other.84

As will be detailed in this chapter, it was also
the central ﬁnding and recommendation of the
SARS Commission.
Justice Campbell was inﬂuenced by the work
of Justice Horace Krever, who was appointed
in 1993 by the Canadian government to head
the Royal Commission of Inquiry on the Blood
System in Canada. The Krever Commission,
as it became known, was established to investigate how and why tainted blood and blood
products infected thousands of Canadians
with the AIDS virus and hepatitis C.82

The Vancouver index patient was isolated within
ﬁve minutes of being admitted. Ten minutes
later, he was placed on “full respiratory precautions.” This meant that staﬀ treating him wore
airborne precautions, including N95 respirators.
It was the policy of Vancouver General that,
when dealing with an undiagnosed respiratory
illness, health care workers automatically went
to the highest level of protection and then
scaled down, if appropriate, as the situation
was clariﬁed.

While many factors contributed to the tainted
blood tragedy, Justice Krever focused on the
absence of a precautionary approach by the
administrators and regulators of Canada’s
blood system:

One Vancouver General Hospital expert told
the Commission:

“The slowness in taking appropriate
measures to prevent the contamination
of the blood supply was in large measure
the result of the rejection, or at least the
non-acceptance, of an important tenet in
the philosophy of public health: action to
reduce risk should not await scientiﬁc certainty. When there was reasonable evidence
that serious infectious diseases could be

“We always start with the highest level of
precaution … we don’t use droplet precautions in our hospital, never have, because
we’ve always believed that droplets have
been aerosolized. So we only have one
category. That’s airborne. And you always
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down as the situation is clariﬁed. While the
circumstances at Vancouver General and
the Grace Hospital were diﬀerent, it is not
surprising that SARS was contained so
eﬀectively at an institution so steeped in
the precautionary principle.”87

start with the highest precautions, and then
as the clinical situation becomes clearer,
you step back on precautions.”85
In contrast, the index patient at Scarborough
Grace was not isolated for nearly 21 hours. He
spent 16 of those hours in a crowded emergency ward. Health care workers used contact
and droplet precautions. In those 21 hours,
SARS spread dramatically at Scarborough
Grace, leading to a total of 128 SARS cases.
Forty-seven of the cases, or 36.7 per cent,
were hospital staﬀ who had been using the
contact and droplet precautions of a surgical
mask. Patients and visitors accounted for 36
of the cases, or 28.2 per cent, demonstrating
the strong correlation between health worker
safety and outbreak containment.86

The precautionary
principle: N95 vs.
a surgical mask
The most contentious worker safety issue
during SARS – much as it is now during
COVID-19 – was over how health care
workers should be protected.

British Columbia had just four probable cases
and only one case of local transmission,
which involved a nurse. No other nurse, physician, respiratory therapist, cleaner or other
B.C. health worker caught the disease.

More speciﬁcally, the debate was over
whether health workers needed airborne
precautions, including ﬁt-tested N95 respirators or better, for any worker at risk of being
exposed to a patient – or whether contact and
droplet precautions, including surgical masks,
were suﬃcient on the assumption that SARS
behaved like other respiratory viruses?88

While some have suggested that good fortune
was the reason for British Columbia’s better
outcome, Justice Campbell found that the
province had “made its own luck” because of
the precautionary approach taken by institutions like Vancouver General Hospital, which
treated British Columbia’s index patient.

What turned the tide in this debate were
alarming transmissions of SARS among
health care workers and in health care settings, especially during the initial outbreak at
Scarborough Grace Hospital when, as noted
above, 47 of the 128 total cases, or 36.7 per
cent, were hospital staﬀ wearing surgical
masks as droplet and contact precaution.89

The SARS Commission’s ﬁnal report said the
precautionary approach:
“[...] was in use at Vancouver General
Hospital when it received B.C.’s ﬁrst
SARS case on March 7, 2003, the same
day Ontario’s index case presented at the
Scarborough Grace Hospital [in Toronto].
When dealing with an undiagnosed respiratory illness, health care workers at
Vancouver General automatically go to the
highest level of precautions and then scale

On March 26, 2003, nearly three weeks
after the ﬁrst index patients presented to
Scarborough Grace Hospital, SARS disastrous toll on health care workers forced the
province to raise health worker protections to
airborne precautions.90
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ensuring that N95s protect at required levels –
did not get under way until the outbreak’s ﬁnal
stages in June 2003. And this occurred only
after a worker exercised her right to refuse
unsafe work, and this work refusal was upheld
by the Ministry of Labour at that time.

One of the leaders of the SARS response
said the decision was made on a precautionary basis.
“We chose, for means of protection, to
use the N95 mask. We believed from the
beginning that it was droplet spread, but
we believed, until we were more certain,
that we should use the more protective
N95 mask.”91

Some prominent infection control specialists
questioned in good faith whether ﬁt-testing
was required by law even though it had, in fact,
been mandated by law since 1993 and demonstrated by worker safety regulators as being
essential to the proper use of N95 respirators.

Another SARS response leader echoed this
sentiment:

Justice Campbell wrote:

“Early on, we didn’t know how it was transmitted. We couldn’t say it wasn’t airborne
transmitted. And therefore we assumed
the worst and made the decision. We were
going to require everybody in the city wear
an N95 mask in a health care facility.”92

“One prominent hospital infection control
director insisted in a June 2003 memo to
heath workers that ‘Canadian regulations
have never required ﬁt testing in a health
care setting.’ Nothing could have been
more untrue. While no one questions the
good faith of this person, there is something
profoundly wrong with a system in which
a person in this position can be so utterly
wrong about worker safety in hospitals.”94

The implementation of this policy was problematic. Directives on who should wear an
N95 were confusing. The initial directives on
March 27, 2003, as health care unions pointed
out, required only emergency departments
and clinics to wear N95 respirators.

Some health care workers – believing that
placing a surgical mask underneath an N95
would improve its performance – were infected, having not been trained that anything
placed between skin and an N95, including
beard stubble, negated the medical device’s
protective seal.95

A joint submission by the Ontario Nurses’
Association (ONA) and the Ontario Public Service Employees Union (OPSEU) to the SARS
Commission noted: “This distinction between
what protection was recommended for which
groups of workers in the same facilities arose
again and again throughout the crisis.93

Justice Campbell wrote that to send health
care workers “… like this into SARS without
training does not reﬂect well on the way the
health care system protected its workers.”96

N95s tended to be distributed with little or no
training and no ﬁt-testing.
Fit-testing – the legally required process for
matching wearer to the right mask for their
facial dimensions – was a hot-button issue.

Sadly, this same situation recurred during
COVID-19.

While Ontario law required ﬁt-testing for all
users of N95s, ﬁt-testing – the procedure for

Military personnel helping to ease the crisis at
Ontario long-term care facilities found similar
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Despite these eﬀorts, N95 shortages persisted
during SARS.

unsafe use of N95s by personnel who had
not been properly trained or ﬁt-tested. In one
report, military medical staﬀ observed the
following at one facility: “[...] surgical mask
under N95, scarves under mask [...]”. At
another, they observed: […] N95s provided to
staﬀ without ﬁt-test.”97

An article published in The Lancet medical
journal written shortly after SARS noted:
“With 211 hospitals in Ontario alone
requiring these supplies, Canadian
suppliers rapidly ran out of stock. There
was not pre-existing supply stockpile, and
our mask suppliers were obtained from
foreign manufacturers.”99

The precautionary
principle: shortages
of supplies

Ontario was fortunate because, unlike during
COVID-19, SARS did not aﬀect the United
States, and thus American N95 supplies were
not needed domestically.

Justice Campbell was acutely aware that in
order to implement the precautionary principle
during a major outbreak, suﬃcient supplies of
N95 respirators, or better, are required.

The authors added:
“Because SARS was a worldwide threat,
there was great diﬃculty in acquiring masks
from other countries, since foreign governments understandably wanted to keep such
supplies for their own citizens.”100

We use the term “or better” in this report
because N95 respirators, while in wide use in
health care, are not the be-all and end-all in
respiratory protection. There are alternatives
that provide the same or higher protections.
Examples are elastomeric respirators, reusable
devices with exchangeable cartridge ﬁlters, and
powered air-purifying respirators (PAPR), which
use a battery-powered fan to blow air through a
ﬁlter to a hood or face piece. More will be said
on these alternatives later in this report.

Recognizing these supply chain issues,
Justice Campbell highlighted the importance
of suﬃcient supplies of protective equipment:
“SARS not only underlined the importance of having an eﬀective emergency
management structure, it also emphasized
the need to have suﬃcient quantities of
medical supplies, secure supply chains and
the means to distribute the supplies.”101

During SARS, there were shortages of N95s
from the moment that Ontario required all
health care workers to wear them.
Since Canada did not have any domestic
production supply of N95s during SARS (and
still did not have at the start of COVID-19),
Ontario scrambled to buy as many as it could.

To ensure there were suﬃcient supplies of
N95s and other protective equipment, Justice
Campbell recommended:

One SARS response leader told the SARS
Commission: “The decision was made to buy
every N95 in North America. We bought out
the market by the weekend.”98

“Measures resulting from advance planning
require resources of people and equipment.
Examples are surge capacity for human
resources and medical equipment such as
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Justice Campbell wrote:

N95 respirators, gloves, gowns, visors and
other protective equipment, and a secure
source of supply and an eﬀective logistical
system to distribute them.”102

“Perhaps the most important respiratory
protective lesson from SARS is the
importance of focusing not just on one
protective component, whether it’s the
N95 respirator or ﬁt-testing. To return to
the title of this chapter, it’s not about the
mask; and it’s not about ﬁt-testing. It’s
about a whole system of safety controls
in which the respirator and other personal
protective equipment are simply the last
component, the ﬁnal line of defense. That
bigger safety system, of which the respirator is just one small part, is known as
the hierarchy of controls.”106

On Justice Campbell’s recommendation,
Ontario established a stockpile of 55 million
N95s in the wake of SARS. It was largely
destroyed before the pandemic and not
replaced.103 Similarly, the federal government
destroyed but did not replace its stockpile of
up to two million N95s in May 2019, leaving
only 100,000 respirators at the start of
the pandemic.104
These unfortunate failures demonstrate that
this vital lesson of SARS was not heeded.
More will be said about this later in this report.

The hierarchy of controls is a fundamental
principle of worker safety. Among these controls, personal protective equipment is the last
line of defense, not the ﬁrst.107

The hierarchy
of controls

The hierarchy of controls involves:
1. Engineering controls
2. Administrative controls
3. Personal protective equipment

There was too much emphasis during SARS
over whether health care workers should wear
surgical masks or N95 respirators.105 It is as if
nothing else mattered in worker safety. There
are echoes of this during COVID-19.

The Healthcare Health and Safety Association
of Ontario described the hierarchy of controls
as follows:

In fact, worker safety experts regard personal
protective equipment (PPE) like N95s as a last
line of defense against workplace hazards.
They recommend that PPE should be utilized
not in isolation but within a holistic, coordinated system of workplace controls.

“These controls are meant to address
hazards through control at the source of a
hazard, along the path between the worker
and the hazard and lastly, at the worker.
Controls that are implemented at the
source should be put into place ﬁrst. These
include using engineering controls such as
enclosing the hazard or using local exhaust
ventilation. An isolation room with negative
pressure ventilation is an example of an
engineering control aimed at the source of
the hazard.

Reﬂecting this perspective, Justice Campbell
titled the chapter dealing with the respiratory
protection issue, “It’s not about the mask.”
He concluded that worker safety is not just
about a particular piece of personal protective
equipment like an N95 respirator (important
as it may be) or about PPE policies like ﬁttesting (signiﬁcant as they may be).
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workplaces through eﬀective internal responsibility systems.

Controls that are implemented along the
path should be put in place next. These
include general exhaust ventilation or the
use of shielding or barriers.

Regarding close co-operation between infection control and occupational hygienists,
as Justice Campbell noted, this had been
recommended in a Health Canada worker
safety manual issued in 2002. He noted that
close cooperation between worker safety and
infection control disciplines is essential for
the safe operation of a health care facility,
referencing Health Canada’s Prevention and
Control of Occupational Infections in Health
Care guideline:

Administrative control and workplace
practice controls are also critical. These
controls include such program components
as processes to ensure early recognition
and appropriate placement of patients who
are infectious, surveillance for detection
of outbreaks, adequate cleaning and disinfection of patient care equipment and the
environment and education programs for
health care workers about identifying and
managing risk.

“A component of the [worker safety]
program relates speciﬁcally to infection
control and must be planned and delivered
in collaboration with the Infection Control
(IC) program of the workplace [...] This
document supports the close collaboration
of OH personnel with those responsible for
the IC program [...] It notes the essential
collaboration of both groups working together where responsibilities overlap, especially in the management of outbreaks.”109

If, after implementing controls at the
source and along the path does not eliminate the worker’s risk of exposure, then
controls at the worker can be put in place.
These include the use of personal protective equipment such as respirators and
eye protection.
The essential point from the hierarchy of
controls is that employers should not rely
exclusively on personal protective equipment (PPE) to protect workers. All other
means of control should be used to protect
workers and PPE used only when other
controls have not eliminated or reduced
the hazard signiﬁcantly.”108

Unfortunately, this knowledge was not used
during SARS. This expertise was ignored.”110
Tragically, neither does this knowledge appear
to have been eﬀectively used during COVID-19.
From the evidence presented in this report, it
appears that once again worker safety experts
have been largely sidelined during COVID-19.

The culture of safety

The internal
responsibility system

SARS demonstrated the importance of a
strong safety culture. Its key elements incorporate: close co-operation between infection
control and worker safety experts, including
occupational hygienists, the engineers
trained and specializing in workplace safety;
listening to workers’ concerns; and ensuring
workers have a dynamic role to play in their

During SARS, as is now occurring during
COVID-19, governments and public health
agencies appear to have generally misunderstood and under-appreciated the legally
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Justice Campbell found evidence of the
Internal Responsibility System in the strong
safety culture in British Columbia and its
absence in Ontario:

mandated vital role that unionized and other
workers play in keeping workplace safety.
Justice Campbell noted:

“The Vancouver experience demonstrated
the value of a safety culture in health workplaces. Expressions of this safety culture
included the close cooperation and mutual
respect between infection control and
worker safety, the emphasis on listening to
health care workers, and the deployment of
joint teams of infection control and worker
safety experts. [...]

“The evidence reveals widespread,
persistent and ingrained failures by the
health system to understand and comply
with Ontario’s safety laws including the
Occupational Health and Safety Act and
related regulations. Ontario’s worker safety
laws are based on the Internal Responsibility System.”111
The Internal Responsibility System (IRS) is
based on the principle that everyone in the
workplace has a role to play in health and
safety. Directors, executives, managers and
supervisors have the greatest responsibility
to establish and implement safe workplace
policies, procedures and systems. They must
take every precaution reasonable in the circumstances to protect workers.

In Ontario, infection control and worker
safety disciplines generally operated as
separate silos during SARS. Until this
divide is bridged and infection control and
worker safety disciplines begin to actively
and eﬀectively cooperate, it will be diﬃcult
to establish a strong safety culture in
Ontario.”114

The Ontario Ministry of Labour describes this
system as follows:

Reﬂecting the IRS principles, employers’
responsibilities are laid out in provincial
occupational health and safety laws and
regulations. Employers must work with joint
occupational health and safety committees
on their pandemic plans, protocols, and other
measures and procedures for the protection
of workers. They must: provide training for all
employees on health and safety measures and
procedures; establish a respiratory protection
program; and provide ﬁt-testing for N95 respirators to all employees who may need them.
Employers are also responsible for making
PPE readily accessible and available to health
care teams so they can do their jobs safely.

“Employers, workers and others in the
workplace share the responsibility for
occupational health and safety. Each party
is responsible to act to the extent of the
authority that they have in the workplace.
This concept of the internal responsibility
system is based on the principle that the
workplace parties themselves are in the
best position to identify health and safety
problems and to develop solutions.”112
This concept emerged from the Royal Commission on the Health and Safety of Workers
in Mines in Ontario in 1976 and was soon
adopted as the basis of the province’s new
Occupational Health and Safety Act in 1978.113
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Listening to health
care workers

oﬀ. [...] It just seemed like they were more
concerned with what we looked like to the
community, how we appeared. [...]
It was ridiculous that they cared more
about what we looked like to the general
public than they cared about how we could
have been exposed.”116

One of the recurring lessons of SARS was the
importance of listening to health care workers
and respecting their insights, experience,
expertise and intelligence.

Nurses at North York General saw many signs
that SARS was still there and appeared to be
spreading. Their growing concerns culminated
in a May 20, 2003, meeting with hospital
oﬃcials and infectious disease experts, who
told the nurses they were wrong. The meeting
with emergency room nurses, as Justice
Campbell observed, “[...] seemed focused on
convincing them that they were wrong, that
SARS was gone.”117

During COVID-19, workers’ concerns were
once again ignored or silenced.
In their own voices, and through the interventions of their unions, this report will detail
how, once again, the failure to heed the urgent
warnings raised by health care unions, and
to listen to their membership on the ground,
has led to high rates of possibly preventable
health care worker infections.

One nurse who attended the meeting said her
colleagues tried to convince the hospital’s infection control expert that a case involving one
family was SARS – not a form of pneumonia:

During SARS, the most troubling example of
not listening to health care workers occurred at
North York General Hospital in Toronto during
the second phase of SARS, just after Ontario
had declared victory over the new pathogen.115

“The nurses were telling her this is SARS;
if it smells like SARS and it looks like SARS
and acts like SARS, it’s SARS. [The infection control expert] said no, it was community-acquired pneumonia and they should
stop it. You know: Stop talking about it.”118

SARS precautions were lifted on May 13, 2003;
four days later the provincial emergency ended.
There was widespread euphoria at the time in
Toronto – not unlike the feelings of relief many
Canadians felt after the COVID-19 lockdowns
began to ease.

Justice Campbell wrote: “It turns out that the
nurses were exactly right and the hospital’s
assurances were exactly wrong.”119

However, at North York General, the mood
among nurses was less than euphoric. They
wanted to keep wearing N95 respirators but
were discouraged from doing so. They didn’t
think SARS had gone away.

This outbreak resulted in 118 new SARS cases
and 17 deaths, including nurse Nelia Laroza.
The fact that nurses had not been listened to
had, as Justice Campbell noted, “[...] a terrible
impact on the morale of health care workers.
Many lost faith in the system and the ability of
their employers to protect them.”120

One nurse told the SARS Commission:
“We heard a lot of how it appeared to see
us wearing masks, how it frightened them
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duties. Ministry staﬀ assigned to the SARS
response needed on occasion to ask the
unions for copies of Ministry of Health directives instead of, as Justice Campbell noted,
trying to penetrate the information barriers
within government.

One physician at North York General said
this outbreak demonstrated the importance of
humility and taking a precautionary approach:
“I think what SARS did is it humbled us and
it also made us aware that even when we
think we know everything, we don’t. [...] I
would always err on the side of caution. [...]

The Ministry was shut out of important
workplace safety investigations, including at
Sunnybrook Hospital, where nine health care
workers were infected during the intubation of
a patient.

I would err on the side of caution and use
the most protective equipment I could until
I had absolute assurance that a modiﬁcation was safe. Especially if you’re dealing
with someone’s life.”121

Justice Campbell wrote:

Justice Campbell contrasted the failure to
listen to health care workers to the situation
at Vancouver General, where listening to
workers’ concerns was an integral component
of that hospital’s robust safety culture.

“After the Sunnybrook [Hospital] disaster
on April 13, when nine health care workers
got sick after they did everything they
were told they needed to do to be safe,
the government called in experts from the
Centers for Disease Control and Prevention
(CDC) without informing the Ministry of Labour’s experts whose job it was to prevent
such future safety lapses.”124

An infection control expert at Vancouver
General told the Commission:
“And we get the feedback from the workers
… I mean you know we are not working
in isolation here. You have to respect the
opinions of the health care workers. And
they have to have conﬁdence in the system
and in what you are doing for them. If they
don’t have conﬁdence, then you won’t have
people coming to work [...].”122

The Ministry of Labour did not conduct any
proactive inspections of SARS hospitals
during virtually all of the outbreak.
Justice Campbell observed:
“Labour’s approach was vastly diﬀerent
from what occurred in British Columbia,
where the workplace regulator began
proactive inspections in early April 2003
and paid special regulatory attention
to a hospital where a nurse contracted
SARS. This was a missed opportunity in
Ontario, although we will never know what
impact that might have had on the SARS
response.”125

Ministry of
Labour sidelined
Despite its legal mandate to protect workers,
Justice Campbell found that the Ministry of
Labour in Ontario was largely sidelined during
SARS.123

The most egregious example of the Ministry of
Labour’s sidelining involved the perplexing circumstance surrounding the decision to cancel

It was not given a role in the SARS response
that was commensurate with its statutory
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Seven Oaks: an
attack on the
precautionary
principle

an urgent safety meeting on June 13, 2003, at
Mount Sinai Hospital. It had been called under
the Occupational Health and Safety Act to
investigate mounting worker safety complaints
at the hospital and as a condition of averting a
possible walkout by nurses.
The Commission conducted an extensive
investigation to determine how and why the
safety meeting was cancelled. The results
were troubling, to say the least.

Justice Campbell discovered that the sidelining of the Ministry of Labour continued after
SARS – and was accompanied by eﬀorts to
undermine the precautionary approach, and
the Ministry of Labour’s independent role as a
workplace safety regulator.

No one in a position of authority was able to
recall who made the decision, or why.
Justice Campbell wrote:

In tone and content, these eﬀorts foreshadowed similar issues during COVID-19.

“Someone made this controversial
high-proﬁle decision, but no one in a
position of authority remembers who made
the decision. This collective lack of recollection becomes more and more pointed
with every witness on the direct chain of
cancellation who suggests the Commission
speak to someone else in the chain of
recollection, and that person – indeed,
each person in turn – cannot recall who
made the decision.”126

After the outbreak of Legionnaire’s disease in
the fall of 2005 at the Seven Oaks long-term
care facility, the Ministry of Labour was not
invited to participate in a Ministry of Health investigation into the response to the outbreak,
even though nearly 30 per cent of the victims
were health care workers.128
The investigation was carried out by three
highly respected physicians with SARS
experience, but, as Justice Campbell noted,
their investigation would have beneﬁted from
the inclusion of worker safety experts. Their
report contained a number of errors that had
to be corrected after the fact by the Ministry
of Labour.

Justice Campbell concluded:
“Regardless of how the meeting was cancelled, the bottom line is it was called oﬀ. If
a health and safety inspection is cancelled,
the process requires full transparency
and accountability. There should be no
mystery surrounding its cancellation and
surrounding the chain of command that led
to its cancellation. [...] [T]he prime consideration should be the safety of health care
workers. The safety of health care workers
is always paramount. If they are not safe,
then neither are patients, visitors or the
public.”127

For example, the report said Ontario did not
have speciﬁc standards for environmental
maintenance. In fact, as the Ministry of Labour
pointed out, provincial laws contained speciﬁc
requirements to prevent Legionnaire’s growth
in water and ventilation systems.
Most signiﬁcantly for worker safety, the
medical experts’ report came down hard
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worn improperly. This paternalistic perspective
treats health care workers as far less than the
intelligent, highly capable professionals that
they are.

against taking a precautionary approach to
personal protective equipment:
“While many think that, in terms of infection
prevention and control, ‘more is better’ –
that is not the case. There are serious and
inherent risks – to health care providers,
to patients and to the system – in using
higher-level precautions when they are
not required.”129

The comments by two health care unions,
the Ontario Nurses’ Association and Ontario
Public Service Employees Union, in a joint
response to the Seven Oaks report are that:
“The work environment of an HCW [health
care worker] is not known for its ease or
comfort. It is our experience arising from
SARS that most workers are prepared to
accept a certain level of discomfort if they
believe it may save their lives. We have
seen no evidence to support the statement
that because the equipment is uncomfortable or diﬃcult to put on that it is often
misused or worn improperly. Our experience during SARS was that workers had
never been ﬁt-tested, nor had they received
prior training about putting on and wearing
N95s and other new PPE – consequently,
they made errors. However, the problem
was lack of training and experience, problems which can be readily addressed.”130

Similar comments and arguments have been
made during COVID-19 by public health
agencies and their advisers.
The Seven Oaks report listed what its authors
felt were risks related to what it called an
inappropriate use of higher-level precautions.
These alleged risks were presented without
evidence and included the following:
•
•
•
•
•
•

Personal protective equipment is uncomfortable and diﬃcult to put on, so it is often
misused or worn improperly.
Errors are more common.
Workers tend to become over conﬁdent
in their equipment and neglect other key
measures, such as hand hygiene.
Health care providers experience
health problems (e.g., rashes, problems
breathing).
Patient care may suﬀer.
It is costly and uses supplies that may be
required when the system is faced with diseases that require that level of protection.

Perhaps the most pernicious argument in the
Seven Oaks report is the one about cost –
that N95s are too expensive: “It is costly and
uses supplies that may be required when the
system is faced with diseases that require that
level of protection.”131

Without evidence, public health agencies
and their advisers have cited these same
supposed drawbacks during COVID-19 as
reasons for why N95s are risky and inferior to
surgical masks.

The same argument has been used over and
over during COVID-19. When compared to
the billions spent on pandemic containment,
the cost of N95s is negligible – especially had
public health oﬃcials taken a precautionary
approach and stocked up before the pandemic.

Public health agencies and their advisers often
cite the fact that N95s are uncomfortable and
diﬃcult to put on, and so can be misused or

It’s estimated that before the pandemic, N95s
cost 62 cents each. During COVID-19, that
price shot up to $8 per unit.132
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If cost was such an important consideration,
why did public health oﬃcials and their
advisers do so little before COVID-19 to
establish better stockpiles? Instead, they sat
on their hands. This is all the more troubling
given that many had experienced SARS, knew
ﬁrst-hand about the SARS-era shortages of
N95s and, in some articles, had even written
about this issue in medical journals.

scientiﬁc research, occupational health
and safety expertise and best practices,
and the standards recommended by other
agencies, such as the National Institute for
Occupational Safety and Health (NIOSH).
Second, once safety standards are set, the
regulator must ensure that all workplaces
are aware of and in compliance with those
standards.

In comments as relevant today as they were
in 2005, unions representing health care
workers took issue with these Seven Oaks
Report’s arguments:

It would be improper for the Ministry of
Health, as the ministry that funds and
oversees the health care delivery system,
to regulate itself and the system for which
it is responsible. This would place it in an
untenable position.”134

“A day in the life of a health care worker
is replete with all varieties of discomfort.
While health care workers (like all workers)
would prefer not to wear respirators, they
are prepared to adjust to discomfort when
necessary to make the very air they breathe
safe for themselves and safe to pass on
to patients and family. Fireﬁghters, steelworkers, chemical workers and others have
for decades routinely crouched in cramped,
conﬁned spaces for hours at a time,
dragged down by much heavier respiratory
protection than the N95 respirators ... Given
information and training about hazards
and the need for respiratory protection, all
workers tolerate the discomfort.”133

The precautionary
principle and
employers’ duty
of care
One of the most far-reaching impacts of the
SARS Commission may involve the worker
safety responsibilities of hospitals and other
health care employers.
Lawyers at Osler’s, the high-proﬁle Toronto
law ﬁrm, suggest that the precautionary
principle creates a higher duty of care for
employers, and they can’t rely on following
government directives as a defense for failing
to do so.

The Seven Oaks report also recommended
that the Ministry of Labour’s worker safety
standard setting powers be given to the
Ministry of Health.
Justice Campbell was sharply critical of this
suggestion, which was never carried out:

The lawyers stated:
“Following the SARS outbreak, the SARS
Commission Final Report established that
hospitals are expected to exercise an
elevated duty of care in accordance with
the “precautionary principle,” meaning

“SARS demonstrated that worker safety
requires an independent regulator with two
important roles. First, the regulator must be
responsible for the development of worker
safety standards that reﬂect the latest
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peers: China, Hong Kong and Taiwan. Tragically, as will be detailed in the next chapter,
our Asian peers took advantage of the lessons
from SARS, while Canada did not.

that scientiﬁc proof of a particular risk
(e.g., airborne transmission of SARS and,
therefore, the need for the N95 mask) is
not required before taking precautionary
measures against that potential risk.
In our view, this sets out a higher standard
for the duty of care and expands the scope
of the meaning “every precaution reasonable” as required under the [Occupational
Health and Safety Act]. As Honourable
Mr. Justice Archie Campbell stated in the
SARS Commission’s ﬁnal report, “[t]he
point is not science, but safety. [...] We
should be driven by the precautionary
principle that reasonable steps to reduce
risk should not await scientiﬁc certainty.”135
This elevated duty of care may carry signiﬁcant legal consequences, even if employers
try to rely in their defense that they were
following directives from governments and
public health agencies:
“Hospitals should be cognizant that it
will be the hospital (and potentially the
hospital’s oﬃcers, directors, supervisors or
other personnel) that will be legally liable
for any failures to protect patients and staﬀ
from harm, even if hospitals have relied
on federal, provincial or municipal government directives in establishing its own
plans, policies and procedures. Where
there are directives issued by public
bodies, the hospital should review such
directives with an independent perspective
as to whether adhering to such directives
will enable to the hospital to discharge its
duty to exercise elevated reasonable care,
skill and diligence to protect its patients
and staﬀ.”136
The lessons of SARS gave Canada a unique
advantage heading into COVID-19. It is an
advantage that Canada shared with its SARS
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Stories from
the front lines
patients. She said she had learned that no
one wants to rent to a nurse in the middle of
a pandemic.138

Each day, health care workers risk their lives
to protect their communities from COVID-19.
Linda Lapointe, president of the Fédération
interprofessionnelle de la santé du Québec,
told the Commons’ health committee on
April 9, 2020:

On the other side of the country, a Vancouver
nurse chose to move out after feeling pressured to ﬁnd new accommodations because
of her landlord’s COVID-19 fears. She said the
experience “deﬁnitely made being a nurse a
whole lot tougher.”

“Healthcare professionals were already
overworked at the beginning of the pandemic, and they are now facing signiﬁcant
overloads. While many people are seeking
care, healthcare professionals themselves
or their loved ones may become ill. […]

She contrasted community expressions of
support with her personal experience:
“At a time when the 7 p.m. cheer was at its
loudest, my landlord and their family made
it really diﬃcult for me to focus on what
was important, which was supporting my
partner with the loss of his brother, as well
as on my job as a nurse. I wish fear hadn’t
gotten the best of them and caused them
to act the way they did.”139

Our members are under a lot of stress.
They feel unprotected in the face of the
virus. Right now, they feel that, if they
are not well protected, they may become
infected and they may infect other patients,
colleagues or family members. Even
more worrisome is that this feeling is not
unfounded: employers deny them access
to protective measures when they could
provide better safety.”137

In Montreal, a nurse alleged that she was
refused entry to the big-box store where she
usually shops because the security noticed
she was still wearing her hospital ID badge.

While there have been many expressions of
public support, health care workers have also
faced troubling examples of discrimination.

This left her shaken: “I hate to admit it, but I
kind of sat in my car after and cried a little
bit. I think that it’s sad that we’re being called
guardian angels and then all of a sudden,
we’re contaminated.”140

An Ottawa nurse was left homeless when her
new landlord reneged on the agreement to
rent her a room. The landlord, who suﬀered
from a medical condition, was worried about
renting a room to a nurse treating COVID-19
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Many of her colleagues alleged that they had
had similar experiences. One said:
“After being here all day, I just feel like forgetting about COVID for a few minutes and
I just want to push my little cart through the
grocery store for 20 minutes, and not think
about work and just be me.”141
To survive ﬁnancially, many health care workers
are forced to take multiple jobs or take on
higher-risk positions to stabilize their income.
For ﬁnancial relief, one nurse moved four
hours from her home city to work at a troubled
long-term care facility where about half of
its residents and 30 of its staﬀ have been
infected. Twenty-three residents have died.
She said:
“The staﬃng is very skeletal right now so
there really isn’t that much time to mourn.
We kind of deal with what needs to be
done and we move on. I think the time for
mourning is going to come after.”142
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Chapter 2
The World Health Organization,
and How Canada Ignored the
Lessons of SARS
Introduction
This chapter tells the story of what may be the
WHO’s most troubling worker safety failure
during COVID-19. It is a story with profound
implications for Canadian health care workers
and all that they have suﬀered and endured. It
is the story of the most important validation of
the precautionary principle during COVID-19,
and of the pandemic’s most signiﬁcant natural
experiment on health care worker safety.143
And it is a story that raises disturbing questions about the WHO and the price paid by
Canada for relying so heavily and so uncritically on its guidance.

of COVID-19 in China … among the HCW
infections, most were identiﬁed early in
the outbreak.”144
When compared with the rates of health
worker infections in Canada – comprising
almost 20 per cent of all COVID-19 cases as
of late July 2020 – the numbers from China
are startling.
A recent study stated:
“As of May 8, 2020, 3,514 [health care
workers] with COVID-19 were clinically
or laboratory diagnosed in mainland
China [about 4.4 per cent of all Chinese
COVID-19 cases]. [...] In Wuhan, out of
110,000 HCWs, 2,897 were diagnosed with
COVID-19. The overall infection rate [for
health care workers in Wuhan] is 2.63%.”145

Of prime concern is the puzzling treatment by
the WHO-China Joint Mission of a remarkable
worker safety accomplishment in China.
On February 28, 2020, as the rest of the world
was preparing for COVID-19 and eager to
learn best practices from China, the Mission
released its report, revealing that China was
so successful at protecting its health care
workers that:

How exactly had China achieved this? What
could the rest of the world learn from the Chinese worker safety experience? Did it validate
Canada’s approach to health care worker
safety? Could Canadian health care workers
take comfort that they were being protected at
the same level as their Chinese counterparts?

“Transmission within health care settings
and amongst health care workers does not
appear to be a major transmission feature
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gear in January as the number of virus
cases jumped – but before authorities
conﬁrmed the virus was being transmitted
between humans on January 20.”149

Inexplicably, the body of the WHO report
is largely silent. It does not detail what PPE
Chinese health care workers wore. It was mum
on whether they wore surgical masks, as the
WHO and Canada recommended, or N95 or
higher respirators, as health care workers,
unions and safety experts recommended. The
body of the WHO report simply stated:

By January 20, 2020, the rising toll of health
worker infections prompted the National
Health Commission of China to act on a
precautionary basis, issuing a directive150
requiring all health care workers in contact
with suspect or conﬁrmed COVID-19 cases
to wear airborne precautions, including N95
respirators.151 The directive was posted on the
Commission’s website.

“The Joint Team noted that attention to
the prevention of infection in health care
workers is of paramount importance in
China. Surveillance among health care
workers identiﬁed factors early in the
outbreak that placed HCW [health care
workers] at higher risk of infection, and
this information has been used to modify
policies to improve protection of HCW
[health care workers].”146

However, this momentous decision appears
to have been overlooked – and not publicly
disclosed – by the WHO-China Joint Mission,
even though:

Before detailing how China kept its health care
workers safe, some background and context.

•

China had initially been on the same page
as the WHO and Canada on health worker
protection, but began having doubts as more
and more Chinese health care workers became infected.147

•

•
Alarmed by this situation, individual groups of
Chinese health care workers decided on their
own to treat COVID-19 as if it could be spread
through the air, and they turned to wearing
N95 respirators.

They visited Wuhan and met with leading
Chinese experts on January 20, 2020, the
day the N95 decision was announced.152
The Joint Mission met with both oﬃcials
of China’s National Health Commission
(on February 16, 2020) and the Chinese
Center for Disease Control and Prevention
(on February 17, 2020).153
The Joint Mission included oﬃcials from
both Chinese agencies.154

For some still unexplained reason – and
despite the above evidence suggesting the
WHO had ample opportunity to know the full
story – the body of the WHO report did not
explain that infection rates among the more
than 150,000 China’s health care workers
in Wuhanx155 were so low because they had
gone to airborne protections.

Staﬀ at Wuhan Central Hospital, the epicenter
of COVID-19 in China, were among the ﬁrst to
do so.148
The South China Morning Post reported:

This vital fact was buried in a technical annex
at the back of the WHO report – on page
32 of the 40-page report, 21 pages from
the relevant health worker safety section.
Isolated there, without context, explanation or

“According to emergency department
director [Ai Fen], staﬀ on the front line at
Wuhan Central Hospital began wearing
N95 respirator masks and other protective
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transmission occurred through droplets,
contact and fomites, suggesting that the
transmission mode of the 2019-nCoV can
be similar.”158

reference to the body of the report, the report
brieﬂy stated:
“Staﬀ in China wear a cap, eye protection,
N95 masks, gown and gloves (single
use only). [...] Staﬀ wear PPE continuously, changing it only when they leave
the ward.”156

This appeared to be a mischaracterization
of the transmission dynamics of SARS, or its
coronavirus cousin, Middle-East respiratory
syndrome (MERS).159

The motives for the World Health Organization’s actions and omissions are a mystery
and warrant further investigation.

A paper by leading Canadian and Hong Kong
experts noted:

Some experts suggest that the complete and
transparent disclosure of this information at
the start of the pandemic might have changed
the course of health worker safety in Canada,
providing important support for those advocating a precautionary approach.

”… from the various published studies, for
both MERS and SARS, it is arguable that a
proportion of transmission occurs through
the airborne route, although this may vary
in diﬀerent situations (e.g., depending on
host, and environmental factors).”160

A Canadian worker safety expert who tried
repeatedly to warn Canadian public health
agencies about the Chinese health worker
safety experience has wondered: “If this
would have been common knowledge in
March, would things have turned out differently [in Canada]?”157

With regards to MERS, it is worth noting that
the Ontario Ministry of Health itself recommended airborne precautions for health care
workers on a precautionary basis:
“The use of Airborne Precautions is a
higher level of precaution than is being
recommended by the PHAC or the WHO,
or that is normally recommended for
coronavirus. The ministry is recommending
that health care workers apply Airborne
Precautions based on its application of the
precautionary principle to this novel virus
for which little information about transmission and clinical severity is available.”161

Despite China’s airborne directive, which by
its nature explicitly acknowledged the risk
of airborne transmission, the WHO and the
PHAC continued to assert that COVID-19
does not spread through the air, and that
surgical masks were suﬃcient. All provinces
have subsequently relied on the WHO and
PHAC’s guidance as the foundation for their
own directives.

One might try to put the best face on the
WHO’s China report and argue that the omission might have been inadvertent – potentially
understandable in the rush to complete a
report within an extremely tight timeframe.

In a January 27, 2020, situation report, for
example, the WHO stated:
“During previous outbreaks due to other
coronavirus (Middle-East Respiratory Syndrome (MERS) and Severe Acute Respiratory Syndrome (SARS), human-to-human

If this was the case, why hasn’t the WHO
issued a correction or clariﬁcation? Why
didn’t it explain how this omission might have
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In the weeks following the release of the
WHO-China Mission report, and before the
ﬁrst case of community transmission was
identiﬁed in Canada in early March,165 there
were no signs that Canadian oﬃcials independently tried to determine how and why
China had succeeded in protecting its health
care workers.

occurred? Why hasn’t it explained why the
Chinese experience did not persuade the WHO
to change its worker safety recommendations?
That this omission was never corrected or
explained lends weight to the suggestion that
it may not have been inadvertent, accidental
or unwitting.

Instead, even though China had the world’s
most extensive experience with COVID-19,
Canada ignored its evidence as a natural
experiment and continued to move in lockstep
with the World Health Organization on health
worker safety guidance.

Canadian public health agencies and their advisers, for their part, have never explained why
they never conducted their own independent
assessment of China’s health worker safety
performance, why they have never questioned
the WHO report’s worker safety ﬁndings but,
instead, continue to follow the WHO’s advice
to this day.

Consider the following Canadian statements
and actions – concurrent to the WHO-China
Joint Mission and to China adopting airborne precautions:

It is not as if the Chinese health worker experience was a secret.
Unions and worker safety experts, like the
one quoted above, repeatedly raised the
Chinese worker safety experience in formal
and informal discussions with Canadian
public health oﬃcials. All their concerns
were ignored:
•

The information was widely available in the
medical community. An online webinar by
Harvard Professor of Biostatistics Xihong
Lin on March 23, 2020, for example, tried to
set the record straight and detailed China’s
precautionary approach to worker safety,
including its use of airborne precautions.162

•

This issue was highlighted in a presentation to Parliamentarians, organized by the
Canadian Federation of Nurses Unions on
May 13, 2020.163

•

Appearing as a witness before the House
of Commons Standing Committee on
Health on July 6, 2020, I detailed this
exact issue in my testimony.164
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•

On January 24, 2020, the Public Health
Agency of Canada (PHAC) issued its ﬁrst
guidance, recommending contact and
droplet precautions.166

•

On January 26, 2020, Chief Public Health
Oﬃcer of Canada Dr. Theresa Tam advised
that, according to scientiﬁc evidence, the
coronavirus is spread by droplets.167

•

On January 27, 2020, a senior adviser
to PHAC assured Canadians: “Every
indication that we have so far is that it’s
transmitted like many other coronaviruses
and other respiratory viruses that we call
droplet transmission. That’s generally
larger respiratory secretion droplets,
so things that are generated when you
cough or sneeze and you’re infected with
the virus.”168

•

On February 3, 2020, the PHAC released its
ﬁrst interim infection prevention and control
guidance for hospitals and identiﬁed droplet

As the Financial Times reported:

and contact precautions as suﬃcient for
anything other than aerosol-generating
medical procedures.169
•

“[The WHO’s] approach to science – the
foundation for any pandemic response – is
a … source of contention. Critics charge
that [the] WHO is slow to adapt its public
health guidance to the latest research insights. They argue that it is sometimes too
cautious when it lacks scientiﬁc evidence
that meets the highest standards, even
in cases where that is hard to obtain and
where there are few if any health downsides to endorsing a course of action.”172

On February 5, 2020, Dr. Tam told the
Commons health committee: “It’s really
a droplet-spread disease. It’s when
someone’s coughing most vigorously and
they’re more symptomatic that we believe,
this virus is transmitted.170

Months later, leading Canadian experts, who
exert signiﬁcant inﬂuence in policy-making in
Canada and at the WHO, continue to appear
to be misinformed about the Chinese health
worker experience.

What has gone wrong at the WHO, including
the WHO’s refusal to apply any weight to
important areas of research critical to understanding workplace health and safety, parallels much of what has gone wrong in Canada
on worker safety and pandemic containment.
Canada has been locked into the WHO’s
COVID-19 missteps, including its apparent
misrepresentation of the Chinese experience.

An example is an article in the prestigious
Canadian Medical Association Journal by an
inﬂuential Canadian expert who consults with
both the WHO and Canadian public health
agencies. The article suggested, despite an
abundance of evidence showing the opposite,
that “… thousands of [Chinese] health care
workers acquired the virus” while using
airborne precautions.171 This was completely
false. The opposite is true.

This is stated with the beneﬁt of hindsight,
a tool used in this report to understand root
causes and learn the lessons of our experience
with COVID-19 thus far; not to ﬁnd scapegoats.

The World Health Organization’s inﬂuence on
Canada cannot be overstated.

It is also said through the lens of the precautionary principle. The principle is a continuum
of decision making. It is not a single act.
Rather, it oﬀers opportunities as new evidence
arises to change course and take a precautionary approach.

By uncritically following the WHO’s guidance,
Canada was slow to implement – or avoided
implementing altogether – precautionary
worker and public safety measures. The same
is true for such containment measures as
public masking and border closings, which
are now widely accepted.

As this chapter will detail, the WHO and Canadian public health agencies had opportunity
after opportunity to learn from the Chinese
health care worker safety experience and to
change course, but chose not to.

The World Health Organization remains an
important global institution that Canada should
continue to support and fund. However, its
scientiﬁc leadership during the pandemic on
worker safety and pandemic containment has
been disappointing.

Canada and the WHO are joined at the hip.
They share thought leaders and inﬂuencers.173
Some of the WHO’s most inﬂuential advisers
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All four jurisdictions:

are Canadians who play similar inﬂuential
roles back home. There is nothing intrinsically
wrong with this. In fact, Canada should be
honoured that some of its experts are so
highly recognized that they are considered
global experts and advise the WHO.

• Suﬀered terribly from SARS, recording a
combined 94.8 per cent of all its cases
and 94.0 per cent of its deaths;174
• Experienced similarly high rates of health
care worker infections, registering a
combined 91.7 per cent of all SARS cases
involving health care workers;175

Where it becomes problematic is when, as
seems to have occurred during COVID-19,
Canada and the WHO are seamlessly locked
into the same policies and perspectives that
are produced by the same experts.

• Most importantly, had the same opportunity to learn from SARS, and plenty of time
to put those lessons into practice.

This leaves little room for independent
thinking. It leaves little room for critically
assessing, as China did, whether the WHO’s
policies and guidance are in the best interests
of Canada and Canadian health care workers.

Seventeen years later, the evidence suggests
that China, Hong Kong and Taiwan used
that time productively to learn from SARS.
Canada largely did not, and ﬁnds itself on the
opposite side of the COVID-19 ledger from its
SARS peers.

An important lesson from COVID-19 is that
what is good for the WHO is not necessarily in
Canada’s best interests.

On health worker safety, China, Hong Kong and
Taiwan have signiﬁcantly outperformed Canada:

This chapter will investigate the reasons –
and consequences – of Canada’s seemingly
uncritical loyalty to the WHO and aversion to
the precautionary principle, despite mounting
questions and criticism of the world body’s
guidance and science.

Canada and the
cost of following the
WHO uncritically
How to assess the price that Canadians,
including Canadian health care workers, have
paid for Canada’s seemingly uncritical adherence to the WHO’s policies?
A revealing and germane comparison is with
Canada’s SARS peers, China, Hong Kong
and Taiwan.
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•

More than 21,000 Canadian health care
workers had been infected with COVID-19
as of late July 2020. They comprise over
19 per cent of all COVID-19 infections
in Canada,176 almost double the global
infection rate (10 per cent) reported by
the WHO;177

•

Chinese health care workers, as noted
above, comprise 4.4 per cent of COVID-19
cases. Most were infected before airborne
precautions were implemented.

•

As of late July 2020, in Hong Kong, ﬁve
health care workers were infected.178

•

Similarly, in Taiwan, just three health
care workers were infected as of late
July 2020.179

Questions on
public masking
and border closure

On pandemic containment, Canada has done
no better. Consider that, as of August 31, 2020:
• Canada had more COVID-19 cases
(129,888) than China (85,048), Hong Kong
(4,801) and Taiwan (488) combined; and
• Canada had more COVID-19-related
deaths (9,164) than China (4,634), Hong
Kong (88) and Taiwan (7) combined.

Canada has also paid a heavy price for too
closely adhering to the WHO’s guidance on
pandemic containment measures like public
masking and border closings.

What can account for such divergent
outcomes?

Beginning with public masking: although there
had been calls for the WHO to recommend
public masking since early in the pandemic,
it was not until June 5, 2020 that the WHO
reluctantly did so.

China, Hong Kong and Taiwan appear to have
learned from SARS, and taken its central
lesson – the precautionary principle – to heart
on worker safety and pandemic containment.
Like China, Hong Kong and Taiwan have
disregarded the WHO’s guidance, which has
been anything but precautionary.

The New York Times reported:
“Since the beginning of the pandemic,
surprisingly, the WHO had refused to endorse masks. The announcement was long
overdue, critics said, as masks are an easy
and inexpensive preventive measure. Even
in its latest guidance, the WHO made its
reluctance abundantly clear, saying the usefulness of face masks is ‘not yet supported
by high quality or direct scientiﬁc evidence,’
but that governments should encourage
mask wearing because of “a growing
compendium of observational evidence.”181

China, Hong Kong and Taiwan rejected the
WHO’s view that surgical masks are suﬃcient
health care worker protection in most cases.180
Their health care workers are protected at a
precautionary level.
Summarily dismissing the risk of airborne
transmission, Canadian public health
agencies and their advisers have decided
that neither a precautionary approach nor
airborne precautions are necessary, and that
surgical masks are suﬃcient for everything
but aerosol-generating medical procedures.

Dr. George Gao, the Oxford-trained head of
the Chinese Center for Disease Control and
Prevention, had warned in March that:

In the process, they also ignored both the
real-time COVID-19 worker safety experiences of China, Taiwan and Hong Kong, and
repeated warnings from Canadian health care
workers, their unions, occupational health
and safety experts, and scientists in other
disciplines that this policy would have tragic
consequences for health care workers.

“The big mistake in the U.S. and Europe,
in my opinion, is that people aren’t wearing
masks. This virus is transmitted by droplets
and close contact. Droplets play a very
important role – you’ve got to wear a
mask, because when you speak, there
are always droplets coming out of your
mouth. Many people have asymptomatic
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and become infectious, even before they
have symptoms.

or pre-symptomatic infections. If they are
wearing face masks, it can prevent droplets that carry the virus from escaping and
infecting others.”182

In public health, a principle is we try to limit
the source of harmful exposures rather
than do mitigation, if we can. Hand-washing
is a form of mitigation.

Dr. Gao underscored the importance of public
masking to contain a disease whose unusual
characteristics included large numbers of
‘silent spreaders’.

I’m not suggesting in the least that people
should stop washing hands. It’s very
important. But if you’re out in public in a
supermarket, or in a subway train or on
the bus, I think it makes a lot of sense for
everyone to wear a mask.”187

Early in the pandemic, Chinese scientists
presented evidence and warnings on the issue
of asymptomatic spread.183 It is now widely
accepted that seemingly healthy people can
spread the virus. Though estimates vary,
models using data from Hong Kong, Singapore
and China suggest that 30 to 60 per cent of
spreading occurs when people either show no
symptoms throughout their infection, known as
asymptomatic, or may be pre-symptomatic and
develop symptoms later.184

About seven weeks after her dismissive comment, Dr. Tam made a remarkable about-face,
echoing the advice of Dr. Gao and Dr. Cheng,
saying: “It is recommended that the general
public wear non-medical masks or facial
coverings in situations where you cannot
maintain physical distancing of less than two
metres.”188

In March 2020, Canada was not persuaded on
public masking or asymptomatic transmission.

The hesitancy on public masking by the WHO
and Canada came despite real-world examples
of the eﬀectiveness of public masking in Asia
and Europe. Instead, the WHO and the PHAC
continued to look for the kind of certainty
only possible through randomized trials while
ignoring so-called natural experiments. Natural
experiments involve studying “something that is
really happening – for example when a country
introduces a policy of wearing masks.”189

Shortly after Dr. Gao’s comments, Dr. Theresa
Tam, Chief Public Health Oﬃcer of Canada,
summarily dismissed the advice and the
possibility of spread by infected cases who
don’t show symptoms: “Putting a mask on an
asymptomatic person is not beneﬁcial, obviously, if you’re not infected.”185
At the time, some experts warned that Dr. Tam
was making what they described as a dangerous assumption in dismissing the possibility that a pre-symptomatic or asymptomatic
person could be a spreader.186

South Korea is a good example of a natural
experiment. Its rapid community spread in
February closely tracked Italy until South
Korea, in late February, began to supply
masks to all its citizens.

One was Dr. K.K. Cheng, director of the Institute of Applied Health Research at the University of Birmingham in the U.K., who said:

Dr. Trisha Greenhalgh observes: “From that
point, everything changed. As Italy’s death
count accelerated to horriﬁc levels, South
Korea’s actually started decreasing.”190

“The important thing about this coronavirus
is that some patients start to shed virus,
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Canada concurred.

Natural experiments are problematic because,
unlike in randomized trials, there is no control
group, so it is diﬃcult sometimes to separate
the impact of public masking when other measures like social distancing were concurrently
being introduced.

On February 3, 2020, Dr. Tam said: “The WHO
advises against any travel and trade restrictions, saying they are inappropriate and could
actually cause more harm than good in terms
of our global eﬀort to contain.”195

Nevertheless, notes Dr. Greenhalgh:
Taiwan restricted travel from China on
January 26, following by the United States
on January 31, Australia on February 1 and
South Korea on February 24.

“Even in these cases, we can ﬁnd relevant
comparisons. For instance, European
neighbours Austria and Czechia introduced
social distancing requirements on the
same date, but Czechia also introduced
mandatory mask wearing. The Austrian
case rate continued its upward trajectory,
whilst Czechia’s ﬂattened out. It wasn’t until
Austria also introduced mask laws weeks
later that the two counties returned to
similar trajectories.”191

Between January 22 and February 13, 2020,
55,598 travellers arrived in Canada directly
from mainland China; 1,587 came from Hubei.196
On March 5, 2020, Prime Minister Trudeau
defended the decision to keep borders open,
dismissing calls to close them as “knee-jerk”
and arguing that they were not required to
keep people safe.197

Despite this mounting evidence, it wasn’t until
May 20, 2020, that Dr. Theresa Tam recommended that Canadians should wear masks
“as an added layer of protection.”192 Two
weeks later, the WHO had a similar change of
heart.

One week later, federal Health Minister Patty
Hajdu echoed those sentiments, rejecting
travel restrictions:

The issue of border closings is another
example of Canada following the WHO’s
recommendations without question.

“It is much better to have targeted measures at the border that helps you identify
people who are coming from severely
aﬀected areas, that will help you ensure
you know who’s coming in, that they have
the information about what to do, and we
can monitor them as they self-isolate.”198

On January 24, 2020, the WHO advised
against a travel ban on China. But within days,
a growing list of countries, including Taiwan,
Singapore and the United States, did the
exact opposite, restricting travel from China.193

Neither the federal government nor the
PHAC has presented evidence to support
that assertion.

This led WHO Director-General Tedros
Ghebreyesus to strongly urge other countries
not to follow suit. He said: “There is no reason
for measures that unnecessarily interfere with
international travel and trade. We call on all
countries to implement decisions that are
evidence-based and consistent.”194

By May 2020, however, Dr. Theresa Tam
conceded that Canada had been too slow in
closing its borders.199
The result of Canada’s reluctance to close its
borders, observed national security expert
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That science is not always the lead driver
of decision making was acknowledged by
Dr. Benedetta Allegranzi, the WHO’s technical lead on infection control. She said the
agency must consider the needs of all its
member nations, including those with limited
resources, and make sure its recommendations are tempered by “availability, feasibility,
compliance, resource implications.”202

Dr. Wesley Wark, is Canada’s “two lost months”
in pandemic containment.200
As noted earlier, the precautionary principle is
a continuum of decision making. The history
of the pandemic has shown that there are
many opportunities to change course and take
a precautionary approach.
Each delay in border closure and public
masking was a missed opportunity to take
a precautionary approach. The beneﬁts that
would have been derived from such precautionary approaches were likewise delayed.
Even if there is initially a non-precautionary
decision, there were subsequent opportunities
to reverse course and beneﬁt from a precautionary approach. Sadly for Canada, those
opportunities were missed.

“If the problem is the
shortage of N95s, the WHO
should acknowledge that
and not pretend that medical
masks are equally eﬀective.”
Dr. Paul Hunter, a member of the WHO’s highly
inﬂuential infection prevention committee and
a professor of medicine in Britain, echoed that
sentiment, saying if the WHO were to push
for rigorous control measures in the absence
of proof, hospitals in low- and middle-income
countries may be forced to divert scarce
resources from other crucial programs.

We will never know for sure what exact impact
an earlier course correction on public masking
or border closure might have had. But it would
be hard to argue that earlier implementation
would not have had a positive impact.

Science vs.
supply shortages

He said:
“That’s the balance that an organization
like the WHO has to achieve. [...] It’s the
easiest thing in the world to say, ‘We’ve got
to follow the precautionary principle,’ and
ignore the opportunity costs of that.”

Critics are concerned that the WHO’s guidance
on issues like worker safety is not always
based on science, as it publicly asserts, but on
other considerations, like shortages of N95s.
Health care worker unions and safety experts
have shared similar concerns about decisions
made by Canadian public health agencies.

Experts like Dr. David Michaels, who headed
the U.S. Occupational Safety and Health
Administration during the Obama administration, are critical of the fact that the WHO
is using those kinds of arguments to dismiss
evidence that N95s are far more eﬀective
than surgical masks in protecting health care
workers from COVID-19 exposure.

Tammam Aloudat, deputy executive director of
the Access campaign at Médecins Sans Frontières, the global medical charity, said: “The
sad truth is that global health is a political ﬁeld,
not a medical one.”201
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One day later, on March 12, similar sentiments
surfaced in leaked letters from other infectious
disease experts to Dr. David Williams, Ontario’s
Chief Medical Oﬃcer of Health.

He stated:
“If the problem is the shortage of N95s,
the WHO should acknowledge that and
not pretend that medical masks are
equally eﬀective.”203

According to The Toronto Star:
“Some of Ontario’s rules for treating
COVID-19 infections are outdated, ignore
good science and could put health care
workers and the sickest patients at risk, say
hospital infection control doctors.”

An application for injunctive relief by the Ontario
Nurses’ Association uncovered a similar issue.
Initially, Public Health Ontario took a diﬀerent
approach from other Canadian public health
agencies and, on a precautionary basis,
required airborne precautions, including N95
respirators, for all COVID-19 contacts.

Speciﬁcally, the doctors had called on the
Ministry of Health to “stop requiring the use
of N95 respirator masks and other high level
infection control measures when treating any
coronavirus patients.” The doctors had raised
concerns over supply issues.206

This reﬂected an obligation – enshrined in
Justice Campbell’s recommendation in section
77.2 of the provincial Health Protection and
Promotion Act (HPPA) – that required Ontario’s
Chief Medical Oﬃcer of Health to “consider the
precautionary principle” in issuing directives related “to worker health and safety in the use of
any protective clothing, equipment or device.”

Their campaign proved successful.
That same day (March 12), Dr. Williams,
without consulting other health care stakeholders, including health care unions, made
a sudden 180-degree turn and fell in line with
other Canadian public health agencies and
the WHO, reserving airborne precautions only
for high-risk procedures.207

However, this obligation does not appear
to have sat well with a number of infection
control experts, who were sharply critical of
Ontario’s precautionary approach to health
worker safety. They appeared to organize a
well-coordinated media campaign to force
Ontario to change course. On March 11,
2020, The Globe and Mail reported:

Because this new directive was issued under
the HPPA, and because of his statutory obligation to “consider the precautionary principle,”
Dr. Williams claimed there was suﬃcient
evidence to discharge the principle:

“… numerous infectious disease experts
say mounting evidence shows COVID-19
spreads through droplets, such as when an
infected person sneezes and coughs, and
that airborne precautions are not appropriate
nor are they supported by evidence.”204

“The guidance outlined in this directive is
a change in current practices respecting
COVID-19 based on a better understanding of the epidemiology of the virus
and the spectrum of illness that it causes,
three months into this COVID-19 outbreak.
It has been made in close consultation
with Public Health Ontario and I have

The article quoted one prominent infection
control expert as saying: “I don’t know where
the [Ontario] ministry gets its advice.”205
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not being available for workers performing
[aerosol generating medical procedures] in
the future weeks.”210

considered the Precautionary Principle in
issuing this directive.”208
On March 21, 2020, the Ontario Nurses’
Association wrote to Dr. Williams, challenging
this downgrading of PPE protection and
Williams’ claim that the precautionary principle
was being met:

Ruling in ONA’s favour, Justice Morgan found
that “the need to conserve supply [...] is her
central point”211 and was not publicly cited as
the reason for Dr. Williams’ change of heart on
airborne precautions.

“It is our view, and that of the experts we
have consulted, that this [directive] fails
to recognize the foundational importance
of the precautionary principle when establishing the guidelines for personal protective equipment (PPE) for those on the front
line of this pandemic. Given the uncertainty
about modes of transmission, and the
experience in both China and Europe,
nurses require N95 respirators, not simply
surgical masks with poor ﬁltration and poor
ﬁt, when caring for patients with suspected
or conﬁrmed severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2).
This is a novel virus, transmission dynamics
are not completely known, and the precautionary principle must be applied, as
nurses sadly learned from our experience
with SARS.”209

Indeed, according to Michael Hurley,
vice-president of the Canadian Union of Public
Employees, which represents 30,000 long-term
care home workers in Ontario:
“I heard Dr. Williams say that when we
get the supply problem dealt with, we can
return to the precautionary principle, which
I think is an admission that the whole
watering down of the safety standards is all
supply-related. It’s not got anything to do
with whether people actually believe this is
an airborne virus.”212
It is troubling and disappointing that worker
safety decisions at the WHO and in Ontario
are framed as being based on science, when
the evidence suggests they are not. This
endangers health care workers, their patients,
residents, clients and the general public, and
it breeds distrust in public health leaders.
When such decisions are made, the reasons
must be transparent – and precautionary.

The judgement on the ONA’s application for
an emergency injunction disclosed that the
main consideration in foregoing a precautionary approach was based on concerns over
N95 shortages, and not science.
In his ruling, Justice Edward Morgan cited
the aﬃdavit of the Ontario government’s main
expert witness, which argued:
“It is clear that the supply of N95 respirators
is insuﬃcient to provide them for all care
for COVID-19 patients, that that supply is
unstable, that re-use is fraught with challenges, and that failure to conserve N95 respirators in Ontario is likely to result in them
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Mounting criticism
of the WHO

staunchest supporters said the committee
should diversify its expertise, and relax
its criteria for proof, especially in a fastmoving outbreak.”214

Mounting questions are emerging about the
WHO’s scientiﬁc decision making.

There are suggestions that some WHO experts
may be held back by concerns over the impact
to their specialization. One WHO committee
member and an epidemiologist stated:

Sir Venki Ramakrishnan, president of Britain’s
Royal Society, a scientiﬁc group that dates
back to the 17th century and comprises about
1,600 of the world’s top scientists, spoke for
many critics when he observed:

“I do get frustrated about the issues of airﬂow and sizing of particles, absolutely. [...] If
we started revisiting airﬂow, we would have
to be prepared to change a lot of what we
do. [...] [I]t will cause an enormous shudder
through the infection control society.”215

“My impression is that the WHO treats
its scientiﬁc advice like some sort of
academic research project. They wait for
deﬁnitive evidence to emerge before they
issue guidance. The problem is that in a
fast-changing scenario where urgent decisions have to be made, you have to go with
the available evidence while you wait for
the best evidence to accumulate.”213

An example of this apparent rigidity occurred
in April 2020, when a group of experts on
aerosols and worker safety experts met with
the WHO and urged it to reconsider growing
evidence of airborne transmission. Instead of
a collaborative dialogue, several participants
said the discussion was dominated by a
few WHO-aligned experts who are staunch
supporters of hand washing and felt it must be
emphasized over aerosols. The committee’s
position remained unchanged.216

The WHO’s infection prevention and control
committee, in particular, has been described
as intransigent.
According to an article by Apoorva Mandavilli
of The New York Times:

A big problem is that before accepting
airborne transmission or changing worker
safety recommendations, this WHO committee
requires the same level of evidence that are
usually reserved for assessing drug or vaccine safety.

“[T]he infection prevention and control
committee in particular, experts said, is
bound by a rigid and overly medicalized
view of scientiﬁc evidence, is slow and
risk-averse in updating its guidance and
allows a few conservative voices to shout
down dissent.

This has meant that the WHO – and Canadian
public health agencies – won’t recommend
airborne precautions, or even concede the
possibility of airborne transmission, unless the
supporting evidence meets the certainty of
randomized control trials.217

[...]
‘They’ll die defending their view,’ said one
longstanding WHO consultant, who did not
wish to be identiﬁed because of her continuing work for the organization. Even its

Dr. Trisha Greenhalgh, a signatory of the
WHO letter, notes that while randomized trials
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reasonable steps to reduce risk should not
await scientiﬁc certainty.”220

make sense for drug and vaccine safety, this
standard is not appropriate for gauging public
health measures:

Moreover, say critics, the WHO – and Canadian
public health agencies for that matter – do
not appear to apply the same high evidentiary
standards to the public health measures that
they advocate.

“Randomized trials were developed to test
drugs. As we know from thalidomide, new
drugs can cause terrible harm. Scientists
arguing for caution in the masking debate
are almost all medically trained and view
the principle “do no harm” (by which they
mean, never give a new drug to any patient
before it’s been tested in a randomised
trial) as overriding.”218

As Dr. Greenhalgh noted:
“There are no randomized controlled trials
in community settings, for example, of
hand washing, social distancing, closing
schools, quarantining, closing borders or
contact tracing.”221

Randomized trials for health worker safety
measures also are neither ethical nor practical.
Dr. Lidia Morawska, a leading aerosol researcher in Australia, has noted:

The experience
at Canadian
“science tables”

“There [is] no way to humanly conduct
the kind of experiment that would prove
unequivocally that SARS-CoV-2 could infect
people through respiratory aerosols. It
would involve putting healthy people in one
room and COVID-19 patients in another,
with only an air vent between them. And
you’d need to do it in large enough numbers
to reach statistical conclusions. No ethical
body would sign oﬀ on such a study.”219

Worker safety participants at “science tables”
at Canadian public health agencies report
similar experiences.
In discussions with the Public Health Agency
of Canada, health care unions have repeatedly brought forward the growing evidence
of aerosol transmission and the need to
implement the precautionary principle – only
to be met with rigid critiques of the evidence.
The agency and its advisers repeatedly
failed to see that what the unions were presenting was not conclusive proof of airborne
transmission but suﬃcient grounds to take a
precautionary approach.

Recall that Justice Campbell said it is precisely in this kind of situation of scientiﬁc
uncertainty that the precautionary principle
should be invoked:
“The point is not who is right and who is
wrong about airborne transmission. The
point is not science, but safety. Scientiﬁc
knowledge changes constantly. Yesterday’s
scientiﬁc dogma is today’s discarded fable.
[...] [W]e should not be driven by the
scientiﬁc dogma of yesterday or even the
scientiﬁc dogma of today. We should be
driven by the precautionary principle that

After repeatedly raising the growing body
of evidence on aerosol transmission, one
safety expert asked the Public Health Agency
of Canada during its weekly COVID-19
stakeholder meetings (including health
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The New York Times reported that the WHO’s
“[...] infection control guidance, before and
during this pandemic, has heavily promoted
the importance of hand washing as a primary
prevention strategy, even though there is
limited evidence for transmission of the virus
from surfaces. (The U.S. Centers for Disease
Control and Prevention now says surfaces are
likely to play only a minor role.)”224

care unions) how many infected health care
workers it would take for the agency to
change its policies. His comment was met
with silence.
At the science table in Ontario, as in other
provinces, there has been a similar confrontational approach by the agency’s own experts
and advisers to using a doctrinaire approach
to rebutting any evidence that questions the
status quo.

Dr. Julian Tang, a virologist at the University of
Leicester in the U.K., says there’s more and
better proof of airborne transmission “than
contact or droplet evidence for which they’re
saying wash [your] hands to everybody.”225

The WHO and the
debate over airborne
transmission

It was only after months of pressure from
leading researchers and worker safety experts, most notably through an open letter
from 239 scientists from 32 countries, that the
WHO slightly changed its position on airborne
transmission in July 2020.

A case in point has been the WHO’s handling
of the airborne transmission debate.
Since January 2020, the WHO – in tandem
with Canadian public health agencies – has
steadfastly asserted that COVID-19 was an
airborne risk to health care workers only in rare
circumstances involving aerosol-generating
medical procedures (AGMP).

Dr. Linsey Marr, a leading aerosol researcher,
described the shift as a “grudging partial
acceptance.”226
Giving little ground, the WHO said:

During an AGMP, the patient’s airways are
manipulated in such a manner that aerosols
are produced that can potentially spread a
pathogen. An example is an endotracheal
intubation, in which a tube is placed into the
windpipe to open the airway to administer
oxygen, medication or anesthesia.222

“Further studies are needed to determine
whether it is possible to detect viable
SARS-CoV-2 in air samples from settings
where no procedures that generate aerosols are performed and what role aerosols
might play in transmission.”227
The WHO’s reluctance on airborne transmission was echoed in the comments of leading
Canadian infection control experts. Referring
to the WHO letter, one such expert said:
“We’re just rehashing the same arguments
that we’ve heard through February, March,
April, up until now. I am not sure what the fuss
is all about.”228

The WHO – like Canadian public health
agencies – also has continued to emphasize
the importance of hand washing over airborne precautions, even though the evidence
suggests that touching infected contacts
is a less important transmission route than
originally thought.223
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choir example and other similarly compelling
case studies.

He dismissed the possibility that COVID-19
can be contracted through airborne transmission, using the following example:

Dr. Trisha Greenhalgh, a professor at Oxford
in the U.K. and a WHO letter signatory, said
that in each case, instead of accepting the
possibility of airborne transmission, they have
“dreamed up an alternative story” in which an
infected person spat on his hands, wiped it on
something and “magically” infected numerous
other people.234

“If someone had COVID-19, they were
in a room, then they left the room and if
someone just went into that room an hour
later and they just stood there, they’re not
going to get COVID-19.”229
In fact, according to Dr. Marr and other
signatories to the WHO letter, this example
suggests he may not fully understand the
evidence cited in the letter.

Failing to listen
to warnings from
China’s doctors
and scientists

Dr. Marr notes: “Can you walk into an empty
room and contract the virus if an infected
person, now gone, was there before you.
Perhaps, but probably only if the room is small
and stuﬀy.”230
More likely, says Dr. Marr and other experts,
is short-range airborne spread by being near
an infected person: “Just like the smoke from
a cigarette, aerosols are most concentrated
near the infected person (or the smoker).”231

The WHO-China Joint Mission report was not
the only warning that COVID-19 might spread
through aerosols and that, as demonstrated
by the Chinese experience, health care
workers needed the higher protections of
airborne precautions.

Dr. Julian Tang, a British virologist, uses a
similar everyday analogy: “If you can smell
what I had for lunch, you’re getting my air, and
you may be getting virus particles as well.”232

Chinese doctors and scientists tried to
spread this message to the world in a series
of studies and articles in leading Western
medical journals.

Dr. Marr, Dr. Tang and other experts point to
a number of cases of what appears to have
been airborne transmission.

Consider:

One case involved an infected person who
spread COVID-19 to 52 out of 60 people at a
choir practice in March in the U.S. They used
hand sanitizers and practiced social distancing. Dr. Marr concluded: “Aerosols likely
were the dominant means of transmission.”233

• February 6, 2020: A study by Chinese
experts oﬀering guidance on the treatment of COVID-19 patients “strongly”
recommended that health care workers
wear airborne precautions, including N95
respirators, for all interactions with suspect
and conﬁrmed cases.235

But WHO experts – and their Canadian public
health counterparts – have yet to accept the

• February 13, 2020: In another study,
Chinese experts warned that asymptomatic
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genome of the virus, and to tell the world
about it. It’s true that we don’t fully know
what was taking place in China during December, and that needs to be investigated.
But as soon as scientists understood that
this was a new virus they did tell the WHO
and the WHO informed the world about that
in early January.”

COVID-19 patients could spread the disease, concluding that their “ﬁndings warrant
aggressive measures (such as N95 masks,
goggles and protective gowns) to ensure
the safety of health care workers.”236
• February 15, 2020: In yet another study
into the initial outbreak, Chinese experts warned: “We are concerned that
2019-nCoV could have acquired the ability
for eﬃcient human transmission. Airborne
precautions, such as ﬁt-tested N95 respirators, and other personal protective
equipment, are strongly recommended.”237

“The scientists in China actually did a
spectacular job of tracking down this agent
and telling the world about it. The failure
was on behalf of Western governments to
not taking their warnings seriously.”240

• March 5, 2020: In a study in still another
journal, Chinese and U.K. experts used
the Chinese pandemic experience to warn
other countries that “high-ﬁltration masks
such as N95 masks and protective clothing
(goggles and gowns) should be used in
hospitals where health-care workers are in
direct contact with infected patients.”238

In an article published in The Guardian, Horton
is particularly aggrieved that the UK government did not heed the warnings in a series of
articles published in The Lancet as early as
January 2020.
“He still can’t understand why the [UK]
government’s scientiﬁc advisers didn’t
consult their counterparts in China. The
world of medicine is a small one, he
says, and everyone knows the people
responsible for coordinating the Chinese
government’s response. These are people
they could have literally sent an email to,
or picked the phone up to, and said, ‘Hey,
we read your paper in The Lancet, can it
really be as bad as that? What is going on
in Wuhan?’ And if they’d done that they
would have found out that this was indeed
as bad as described.”241

• March 5, 2020: also saw the publication of
a study by medical experts in Hong Kong,
indicating that its health care workers wore
airborne precautions for all interactions
with suspect and conﬁrmed cases.239
There are many valid troubling questions over
China’s actions and transparency during the
pandemic. But as Richard Horton, editor of
The Lancet, has noted, it is important to not
conﬂate the actions of the Chinese government, including the stiﬂing of whistleblowers,
and the eﬀorts of Chinese doctors and scientists to warn the world through articles like
those just cited. Horton said:

The same question could be asked of Canadian public health agencies.
On February 5, 2020, in a hearing of the
House of Commons health committee, MP
Jenny Kwan (Vancouver East) tried to probe
this exact issue. She asked whether the PHAC
was directly in contact with Chinese experts
over, for example, the issue of asymptomatic

“I’d like to distinguish between the Chinese
government and Chinese scientists and
doctors because Chinese scientists and
doctors actually worked tirelessly to describe this new disease, to sequence the
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transmission of COVID-19. But, as Kwan’s
frustration mounted, Dr. Tam seemed unable
to formulate a simple response:

is diﬃcult is that we actually need to... It’s
actually quite a diﬃcult piece of epidemiology to ascertain whether some asymptomatic person could ever transmit. It’s
not just a matter of getting that data. The
Chinese have been publishing the studies,
and those studies are being critiqued on an
international stage.

“Kwan: However, the Minister of Health in
China has been reported as saying that it
can spread asymptomatically.
My question, then, is this. Have we contacted China directly to ask this question
for clariﬁcation? As was acknowledged last
week by the panel, China has the foremost
knowledge about the virus. Can we not
contact China directly to verify that information? It seems to me that it is a critical
question that we should have a deﬁnitive
answer on.

Kwan: Yes. I understand that, too, but the
Minister of Health must have had something
on the basis of which that statement was
made. I think that going back to the source
to ask on what basis that statement was
made will provide an abundance of clarity
for us. The concern I have is this. I don’t
think people purposely spread the virus; it’s
the people who don’t know that they might
be a carrier.... In those instances, it might
be spread. That is a major concern.”242

Tam: The international construct is that the
Chinese authorities have been providing
data, and in quite a lot of detail, to …

This dialogue points to a fundamental
problem, the failure of public health agencies
in the U.K. and Canada and their advisers, let
alone the WHO, to listen to China’s experts.

Kwan: I’m sorry. I’m going to interrupt
because we’ve run out of time.
I had a conversation with the minister
after she made that statement to privately
ask her whether we have the capacity to
contact China directly to ask that question.
She said yes, and I asked if she would
undertake to get that information for us,
and she said yes. I haven’t heard back, but
I’m wondering if, with the health oﬃcials,
you have the capacity to do that.

As a possible explanation, Horton of
The Lancet cited Western exceptionalism:
“There was a general skepticism combined
with exceptionalism. We thought our
health systems are better. Our scientists
are better. Our doctors are better. And we
will be able to handle this better than the
Chinese have done. This is why tens of
thousands of our citizens died, and they
didn’t need to die.”243

I understand that we are dealing with
the international framework, but we also
have an opportunity, I think, to have direct
contact with China to ask that question for
clariﬁcation. Can we undertake to do that?

Dr. Saverio Stranges, who chairs the Department of Epidemiology at the University
of Western Ontario medical school, echoed
that sentiment.

Tam: Of course there are diﬀerent linkages,
whether technical or scientiﬁc, or through
consular linkages, and also through our
actual operation centres, but I think what

“From our Western arrogance, sometimes
we believe that our systems are the
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and pandemic containment guidance based
on standards more appropriate to drug and
vaccine safety.

best and there is nothing to be learned
from other countries, especially, if you like,
from the Asian continent,” said Stranges,
who has worked in Europe, Canada and the
U.S. “But in these systems, I think there is
a lot that can be learned in terms of emergency preparedness for either a second
wave or even for the next pandemic.”244

The precautionary principle is a continuum of
decision making. It is not a single decision. On
worker safety, on border closings and on public
masking, the evidence suggests that Canada
missed signiﬁcant opportunity after opportunity
to change course and follow a precautionary
approach. It is hard to overstate the beneﬁt to
Canada and Canadian health care workers,
had a course correction occurred earlier.

In a related article in a medical journal,
Stranges added that this failure has cost
Canada and other Western countries dearly:
“In case of the ongoing COVID-19
pandemic, most Western countries have
missed the boat by not using the golden
window period at the early days of the
spread of epidemic that the East Asian
countries used to halt the COVID-19 epidemic.”245

Recommendations
When a new pathogen emerges – and experts
believe COVID-19 is not the last time we will
face this threat – health care workers should
be protected at a level consistent with the
precautionary principle. This precautionary
requirement should be enshrined in all occupational health and safety legislation.

One PHAC analyst told The Globe and Mail:
“The Agency thought it was China’s problem
and that, because they had [dealt with] SARS,
they were ready.”246

Decisions to forego the precautionary
principle, as Dr. Williams did in Ontario on
March 12, should not be taken arbitrarily,
with a lack of transparency, or without the
concurrence of health care worker unions
and workplace safety experts. Decisions to
forego the precautionary principle should be
reviewed by relevant legislative committees
and auditors general.

A continuum of
decision-making
The experience of China, Hong Kong and
Taiwan demonstrates the value of taking a
precautionary approach to worker safety and
pandemic containment, and of not slavishly
following the directives and guidance of the
World Health Organization.

Canada should critically assess WHO
guidance on worker safety and pandemic
containment through the lens of the precautionary principle, and determine whether it is in
Canada’s best interests and reﬂects the best
evidence from other countries’ natural experiments, and emerging scientiﬁc evidence.

The experience of Canada demonstrates
the cost in death and disease of health care
workers and others of uncritically adhering to
the advice of the WHO, an organization that
does not follow the precautionary principle,
whose decision making has raised troubling
questions, and that issues worker safety

It is important that Canadian ministers and
senior public health oﬃcials continue to
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participate in relevant WHO decision-making
bodies. However, to preserve Canada’s independence, Canadian participants in policy and
Canadian guidance-making bodies should not
wear two hats. They should either participate
in policy and guidance making at the WHO or
at Canadian public health agencies, but not
at both.
Canada should immediately add occupational
hygienists, worker safety experts and aerosol
experts to PHAC and jointly develop guidance
that exercise the precautionary principle and
accepts and consider diverse sources of
evidence, not just randomized control trials.
On worker safety and pandemic containment
measures, Canada should have the resources
and capabilities, including suﬃcient worker
safety and aerosol expertise, to independently
assess guidance from the WHO and to formulate our own.
A formal national health care table should
be established involving health care unions,
employers and the PHAC, with a legal requirement for the PHAC to consult that committee
in a transparent and meaningful manner
before ﬁnalizing guidance on infectious disease response.
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Stories from
the front lines
Few COVID-19 issues have caused more
worry, anxiety and anguish among health
care workers than shortages of personal
protective equipment. These shortages were
largely preventable.

to assist everyone to help slow down the
spread of COVID-19.”247
When they are told to wear surgical masks instead of N95 respirators, they know this is not
safe, despite the assurances of public health
leaders. Yet their concerns over safety are
too often met with inappropriate pressure and
patronizing comments that, in tone, intent and
eﬀect, seem to diminish the professionalism
and competence of health care workers.

Health care workers are highly trained professionals. They review and understand the
literature on airborne transmission. Through
a strong institutional memory, they recall
the lessons of SARS and the importance of
the precautionary principle. They know that
too many health care workers got sick and
died during SARS. And they know full well
that governments and public health agencies
largely ignored the worker safety lessons
of SARS.

Health care workers have been shocked by
the PPE shortages and the way they have
been treated by their superiors.
One nurse said she and her colleagues have
been caught oﬀ guard by the shortages:

Paula Doucet, President of the New Brunswick
Nurses Union, stated:

“We’re scared. This has never happened …
Because of the scale in which we are
working, there just isn’t the proper amount
of protective equipment. We’re all terriﬁed,
and that goes for nurses, doctors and any
other bedside health professionals.”248

“Throughout history, nurses have made
clear we will not abandon our patients or
communities needing care, regardless
of the danger to ourselves. But we are
not reckless and want to make informed
choices about our own risk exposure
based on consistent, clear information,
grounded in the best available evidence,
and knowing that every possible safeguard
will be put in place for protection. It is
important to remember that we, as Registered Nurses and Nurse Practitioners, are a
voice of leadership in the healthcare ﬁeld.
We need to be well informed, and in order

Another nurse said she wore an N95 when
treating a patient who was conﬁrmed to have
COVID-19. But she was told by her manager
to wear a surgical mask instead. The manager
claimed that COVID-19 spreads only by large
droplets, even though the nurse was well
aware of the growing evidence of airborne
transmission. She said: “I wasn’t feeling comfortable or protected.”249
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A third nurse said she started feeling unsafe
when her employer, a large hospital, sent an
email to all staﬀ that they would be limited
to two surgical masks per shift. The nurse
recalled:
“[The message stated]: ‘When you come
into work tonight, starting at 7 p.m. tonight,
you will be receiving two masks if you’re
in a patient-facing area.’ And you have two
masks for your whole shift. You’re expected
to use those two masks and no more. And
if you want another one, you have to contact your manager.”250
Vicki McKenna, president of the Ontario
Nurses’ Association, said:
“For a decade, funding has failed to keep
up with the rate of inﬂation … We have
crises in long-term care, hospital care,
home and community care and public
health … It is evident to ONA and its frontline members that we need every available
funding dollar to be able to provide safe,
quality care to our patients, residents
and clients.”251

70

Chapter 3
Pound-Wise and Penny-Foolish:
Canada, and Why We Were So
Desperately Short of Personal
Protective Equipment
Introduction
February 26, 2020: “Experts say that
Canada has all of the necessities for widespread disease outbreak … [including]
supplies,” reported Global News.255

If any country brimmed with conﬁdence at
the dawn of the pandemic, it was Canada.
Politicians, public health oﬃcials and medical
experts repeated the same message over and
over that Canada had learned from SARS, and
that it was well resourced and ready.

February 28, 2020: “Hospital staﬀ
have personal protective equipment at
their disposal – masks, face shields,
gloves – to protect them from virtually
any high-consequence pathogen,” said a
Toronto medical expert.256

January 21, 2020: “Experts say the Canadian health care system is well equipped
to handle any potential coronavirus cases
thanks to the lessons learned during the
SARS outbreak,” CTV News reported.252

February 28, 2020: “We’ve stockpiled
more [N95 respirators] than most countries,” said another medical expert.257

January 26, 2020: “We have much better
preparedness this time around,” said
Dr. Peter Donnelly, President and CEO
of Public Health Ontario, the province’s
public health agency.253

Far from being ready, Canada was woefully unprepared; the lessons of SARS largely ignored.
With the beneﬁt of hindsight, we can see their
rose-coloured sentiments acting as a bridge
linking two largely preventable disasters:

January 29, 2020: Prime Minister Justin
Trudeau told the House of Commons:
“Our health system is very well prepared
to deal with the coronavirus in Canada.”254

• The failure to build up suﬃcient PPE supplies ahead of time; and
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• Newfoundland and Labrador decided to
stock up on PPE after the 2009 H1N1
pandemic. The largest regional health authority procured pivotal supplies, including
500,000 N95 masks. By September 2016,
the regional health authority had let much
of the inventory expire, only to then dispose of it and close the warehouse. Other
health authorities similarly let their supplies
expire and dwindle.264

• The laconic, at times seemingly uninterested, pace of governments’ and public
health agencies’ response to those shortages in what looked, for all intents and
purposes, like shutting the barn door after
the horses have bolted.
Except for Alberta, which maintains a threemonth supply of N95s,258 Ottawa and the other
provinces appeared to enter the pandemic in
similar dire straits:

• In the midst of the COVID-19 crisis in
Saskatchewan, reports surfaced that in
2014, 166,000 N95 respirator masks
were disposed from a storage room at a
Regina hospital.265

• In 2017, Ontario quietly began destroying
as many as 55 million N95 respirators that
had been stockpiled on the recommendation of the SARS Commission in preparation for a public health emergency. These
respirators had been allowed to expire and
were not replaced.259

Alberta may have been the best prepared jurisdiction thanks to the preparedness actions
of previous governments. But it did not take
advantage of that stockpile to protect health
care workers at a precautionary level.

• Two years later, the Public Health Agency
of Canada (PHAC) destroyed up to two
million expired N95 respirators when it
closed its Regina warehouse – an undisclosed event that did not come to light until
COVID-19. This left the federal stockpile
with just 100,000 N95s at the start of the
pandemic.260

COVID-19 revealed that when it came to
preparedness, Canada was penny-wise and
pound-foolish.
While the cost of the up to two million N95s
destroyed by Ottawa is not known, the total
cost of Ontario’s pandemic stockpile, including 55 million N95s, was just $45 million.

• British Columbia’s stockpile of medical
equipment, including N95 respirators,
shrank by more than 60 per cent between
July 2013 and January 2020.261 Over that
period, $2.76 million in supplies owned by
B.C.’s ﬁve regional health authorities had
expired, become obsolete or had been
donated to anti-Ebola eﬀorts in Africa.262

As The Globe and Mail noted in an editorial:
“Set against the approximately $400 billion
in combined federal-provincial deﬁcits
the pandemic is expected to deliver this
year, the cost of being better prepared
is minuscule.”266

• In Quebec, despite a 2012 recommendation from a senior government committee
for the establishment of a strategic stockpile, the province entered the pandemic
“without any provincial medical equipment
reserves,” reported the Fédération interprofessionnelle de la santé du Québec.263

Justice Campbell had presciently noted
in 2006:
“Whenever one speaks of cost, the cost to
the government to protect us better, the
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would consume 152,174 N95 respirators
and 4.5 million surgical masks over a 60-day
period. If accurate, we can extrapolate
that suﬃcient supplies would have allowed
Ontario to substitute N95s for those
4.5 million surgical masks and protect its
health care workers at a precautionary level.

cost to hospitals of better infection control,
surveillance, and worker safety, we should
never forget the cost of SARS in sickness,
pain, suﬀering, and unspeakable loss.”267
Like other unprepared countries, most of
whom did not have the beneﬁt of the lessons
of SARS, Canada was forced to wade into the
chaotic “wild west” of the exorbitantly priced
and uncertain Chinese personal protective
equipment market. Desperate buyers from
around the world scrambled for N95s and
were at the mercy of fraudsters and quickbuck artists. Although Canadian oﬃcials
worked valiantly and diligently, the Chinese
market was so lawless that Canada unwittingly
bough eight million sub-standard N95s.268
Global prices soared. After one unidentiﬁed
government placed an order for 200 million
N95s in China, the price of Chinese respirators is said to have trebled.269

Throughout COVID-19, health care workers
and their unions have been stonewalled when
they asked for information about the state of
Canada’s PPE supplies.
Ontario Nurses’ Association president Vicki
McKenna said:
“There is a supply problem but government
oﬃcials will not conﬁrm supply. ... This
question is asked at every meeting with
ministry oﬃcials.”273
National security expert Dr. Wesley Wark
is critical about the secrecy surrounding
PPE supplies:

If federal and provincial stockpiles of N95
respirators had been properly established,
maintained, refreshed and available at the
start of the pandemic, it would have gone a
long way to ensuring that all Canadian health
care workers could be protected at a precautionary level.

“How much usable PPE is in the stockpile
is not known … The reasons for this all-out
secrecy are hard to fathom. The lid has
begun to come oﬀ the US stockpile, in the
midst of growing controversy about shortages of crucial medical supplies. It is time
it came oﬀ the Canadian stockpile.”274

For a sense of what that might have meant,
let’s look at the possible burn rate – or rate of
consumption – of respiratory protective equipment during COVID-19.

This chapter will examine how Canada found
itself in a largely avoidable predicament and
then tried to ﬁx this problem in a lackluster
fashion. It will do so in three parts:

A study270 that examined COVID-19 burn rates
suggests the signiﬁcant potential impact of the
millions of N95 respirators that Ottawa and the
provinces allowed to expire.

• Part 1 will examine the failure to suﬃciently
stockpile PPE before the pandemic;

Based on current worker safety guidelines, the study271 estimated that Ontario
health care workers using N95s solely for
aerosol-generating procedures272 and surgical masks for all other patient contacts

• Part 2 will probe eﬀorts to address
those shortages in the early days of the
COVID-19 pandemic;
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Recognizing these supply chain issues, Justice
Campbell highlighted the importance of suﬃcient stockpiles of protective equipment:

• Part 3 will examine the issue of accountability on this important COVID-19 issue.

Part 1 – From
SARS to the dawn
of COVID-19

“SARS not only underlined the importance of having an eﬀective emergency
management structure, it also emphasized
the need to have suﬃcient quantities of
medical supplies, secure supply chains and
the means to distribute the supplies.”277

The (forgotten)
lessons of SARS

To ensure there were suﬃcient supplies
of N95s and other protective equipment,
Justice Campbell recommended:
“Measures resulting from advance planning
require resources of people and equipment. Examples are surge capacity for
human resources and medical equipment
such as N95 respirators, gloves, gowns,
visors and other protective equipment, and
a secure source of supply and an eﬀective
logistical system to distribute them.”278

With no domestic manufacturers, shortages
of N95s were a constant ﬁxture of SARS,
much as they are now. The major diﬀerence
was that SARS was relatively contained and
barely touched the United States – it had just
27 cases and no deaths – where a signiﬁcant
portion of Canada’s N95s are made.
An article written by Canadian medical
experts shortly after SARS and published in
The Lancet noted:

A case study: after
SARS – lessons
learned and
forgotten in Ontario

“With 211 hospitals in Ontario alone
requiring these supplies, Canadian suppliers rapidly ran out of stock. There was
no pre-existing supply stockpile, and our
mask supplies were obtained from foreign
manufacturers.”275

In the months following SARS, the Ontario
government began building up stockpiles of
personal protective equipment.279

Echoing COVID-19 supply chain problems,
The Lancet article also noted:

This was detailed in the SARS Commission’s
ﬁrst interim report released in April 2004:

“Because SARS was a worldwide threat,
there was great diﬃculty in acquiring masks
from other countries, since foreign governments understandably wanted to keep such
supplies for their own citizens.”276

“In order to address the serious problem of
the lack of a suﬃcient supply of personal
protective equipment for health care
workers, patients and others that arose at
the outbreak of SARS I, the Ministry has
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diﬀerent picture emerged. Eighty per cent of
its supplies had expired, and the province had
begun destroying them:

begun to stockpile and secure its supplies.
The Ministry reported that a two-month
stockpile of personal protective equipment,
including masks, gloves, gowns, eye
protection and other clinical supplies, for a
community the size of Toronto is available
and could be distributed quickly through a
central distribution system.”280

“... [M]ore than 80% of these supplies have
reached their expiry date. The original cost
of the expired supplies is approximately
$45 million. Although the ministry has
donated a small amount of supplies to two
other countries for emergency situations,
it did not put the majority of these supplies
into circulation within the health-care
system so that they could be used before
expiring. The ministry informed us that its
budget for these supplies only allowed
for storage and not the management
of them.”283

Three years later, the Auditor General of
Ontario reported that signiﬁcant progress had
been made to build up a provincial stockpile:
”During an outbreak, health-care workers
and patients would need additional protective equipment and medical supplies
to protect themselves from the virus. The
2003 Ontario Nurses’ Association survey,
mentioned earlier in this report, found that
more than half of the respondents had
concerns about the adequacy of protection
they had been given.

In a stunning revelation, not only had those
supplies been allowed to expire, but no one
had thought to circulate them in the health
care system.

Medical supplies such as masks, gloves,
gowns, and hand sanitizers are mostly
made outside Canada, in places where
the inﬂuenza pandemic may originate and
where border closure is a possibility during
a global epidemic.

The Toronto Star reported that by 2017:
“… Ontario had disposed of 80 per cent of
the stockpile [of N95s] because they were
deemed not up to 100 per cent par. Elastic
bands had degraded and were susceptible
to snapping. The crucial ﬁltering material
had deteriorated.”284

The Ministry had therefore, in early 2007,
contracted with a number of vendors to provide a four-week supply of such equipment
and supplies for health-care workers who
are in contact with patients with infectious
diseases. As of March 31, 2007, the Ministry
had obtained more than 60 per cent of the
required quantities and planned to have all
items stockpiled by March 2008.”281

A case study:
the Canadian
pandemic plan
In the wake of SARS, the federal government
commissioned a national pandemic plan.
Co-chaired by Dr. Theresa Tam, who was then
Director of the Immunization and Respiratory
Infections Division of the PHAC, it was released
in 2006 and ran to more than 500 pages.

The purchases included 55 million
N95 respirators.282
Ten years later, when the Auditor General of
Ontario revisited the stockpile, a completely

75

While a 16-week supply is a commendable
and potentially reasonable target, the rest
of the report is silent on how this should be
accomplished, including detailing:

A scan of the index page shows detailed
appendices on many important pandemic
planning elements.
For example, much attention was paid to the
National Antiviral Stockpile, established in the
fall of 2004 to stockpile antiviral medicines, like
Tamiﬂu and Relenza, against inﬂuenza.285 The
stockpile held an initial supply of 16 million
doses of antivirals.286 A subsequent meeting of
experts in 2006 led to an increase to 55 million
doses.287 The pandemic plan goes into great
detail on how the antiviral stockpile would be
used during an inﬂuenza pandemic.

• Who would coordinate between Ottawa
and the provinces?
• Who would be responsible for maintaining
the 16-week supply – Ottawa or
the provinces?
• Would purchases be centralized at the
provincial and/or federal level through
group purchasing organizations?
While this level of detail was abundant in the
plan’s section on antivirals and vaccines, it
is silent on worker safety preparations. And
it appears to reﬂect a marked lack of health
worker safety expertise, awareness and
understanding in the preparation of the pandemic plan.

Vaccine sections of the pandemic plan were
equally in-depth.
One would think that after the worker safety
experience of SARS, including shortages
of N95 respirators, gloves, head coverings,
gowns, etc., the pandemic plan would be just
as detailed on issues related to stockpiling
personal protective equipment.

It is worth noting that questions about potential antiviral-related conﬂicts of interest and
transparency were also raised about some of
the PHAC’s experts.

That was not the case.

A Radio-Canada investigation in 2011 found
three high-proﬁle members of the team that
prepared the Canadian pandemic plan and
continued to advise the PHAC had received
research funding, or acted as a consultant or
speaker for Roche, the producer of the antiviral Tamiﬂu, during the period when Tamiﬂu
was being heavily promoted by Roche.

The word “stockpile” is found 24 times in the
text of the 2006 plan. Each use involves either
antivirals, vaccines or laboratory testing. None
involves personal protective equipment.
The one brief mention of stockpiles of
protective equipment during a pandemic is
the following:

Radio-Canada reported that the PHAC said
it was aware of these aﬃliations, but this was
not publicly known:

“There will be shortages of the materials
and supplies needed during the pandemic
period. Therefore, plans are required to
allow for a consistent 16-week supply (i.e.
two pandemic waves) of both inﬂuenza and
non-inﬂuenza related materials to address
sporadic interruptions of supply chains (e.g.,
resulting from mail and courier disruptions,
border closures, supply limitations).”288

“Public Health Agency says it has always
been aware of the drug industry aﬃliations
of its private sector advisers and takes
these into account. But these relationships
were rarely reported in broader public
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These concerns appear to have been borne
out with emergence of the H1N1 ﬂu pandemic
in 2009 caused by a novel inﬂuenza virus.292

forums, in the media or even when some
of these individuals would appear in marketing videos or ﬂu-warning commercials
on television produced by Roche.”289

Nonetheless, the Canadian pandemic plan
did not appear to foresee the possibility of a
public health emergency created by a non-inﬂuenza pathogen like SARS.

There is no suggestion that the three individuals
might have acted improperly. This issue was
raised to indicate the focus of some of the key
people who prepared Canada’s pandemic plan.
The contents of the pandemic plan suggest that
worker safety wasn’t one of their priorities.

However, on a dissonant note, the plan was
published in December 2006 at the same
time that Justice Campbell was warning health
authorities to be prepared for the unexpected:

Citing privacy, the PHAC suggested it would
be inappropriate to release information on
drug company connections of its advisers
“without their consent.”290 The agency thus
appeared to view the privacy of its advisors as
being more important than the public’s need
for transparency. This imbalance should be
corrected: if you’re going to advise governments on pandemic planning and response,
you should be prepared to disclose potential
conﬂicts of interest.

“SARS taught us that we must be ready
for the unseen. That is one of the most
important lessons of SARS. Although no
one did foresee and perhaps no one could
foresee the unique convergence of factors
that made SARS a perfect storm, we know
now that new microbial threats like SARS
have happened and can happen again.
However, there is no longer any excuse for
governments and hospitals to be caught
oﬀ guard and no longer any excuse for
health care workers not to have available
the maximum level of protection through
appropriate equipment and training.”293

Preparing for an
inﬂuenza pandemic?
Canada’s pandemic plan was geared towards
inﬂuenza and not to a new unexpected
pathogen – like SARS or COVID-19.

The pandemic plan reﬂected an inﬂuenza
orientation not just in its emphasis on antivirals but also in its limited worker safety
recommendations, which advised that health
care workers wear surgical masks, not N95
respirators. This is the exact same advice
that the PHAC has been giving from the start
of COVID-19.

To be fair, there were valid worries at the time
the pandemic plan was released in 2006 of an
inﬂuenza pandemic:
“Concerns about the likely occurrence of
an inﬂuenza pandemic in the near future
are increasing. The highly pathogenic
strains of inﬂuenza A (H5N1) virus circulating in Asia, Europe, and Africa have
become the most feared candidates for
giving rise to a pandemic strain.”291

The plan stated:
“Masks may be worn by HCWs to prevent
transmission of other organisms from
patients with undiagnosed cough. For the
purpose of this document the term mask
refers to surgical masks, not to special
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One wonders whether – based on the inﬂuenza orientation of the 2006 pandemic plan –
Canadian public health oﬃcials might have
suﬀered from a similar “cognitive bias.”

masks or respirators. Special masks,
i.e. high-eﬃciency dust/mist masks, are
required for patients with infectious tuberculosis and for non-immune HCWs entering
the room of a patient with measles or
disseminated varicella.”294

A case study: NESS

Faced with a similar set of facts, experts in
other jurisdictions have wondered whether too
much of a pandemic planning focus on inﬂuenza might help explain the COVID-19 containment shortcomings in places like the U.K. Their
point is that inﬂuenza and inﬂuenza treatments,
like antivirals, are a much more known quantity, although there is growing evidence that
inﬂuenza can also spread through the air.295

The National Emergency Stockpile System
(NESS), part of the Public Health Agency of
Canada (PHAC) and thus under the responsibility of the federal Chief Medical Oﬃcer of
Health, was established during the Cold War
as a stockpile in case of a nuclear strike.
In the aftermath of SARS, this mandate came
to include pandemic preparedness.

Testifying before British MPs, a senior
Hong Kong oﬃcial, for example, attributed
the territory’s remarkable achievements
during the pandemic, including on enviable
low health worker infections, to Hong Kong
treating COVID-19 as if it was SARS – and
not inﬂuenza.296

A 2011 audit of NESS noted:
“The SARS outbreak triggered preparations
for a new global threat, pandemic inﬂuenza,
with the subsequent initiation of substantial
NESS stockpiling of pandemic response
supplies. This surge supply included
antiviral agents, antibiotics speciﬁc to
pandemic response, syringes, ventilators
and related oxygen supply equipment,
personal protective equipment (masks, face
shields, gloves), and other supplies such as
gowns, disposable sheets, pillows, needles,
syringes and body bags.”298

Dr. Richard Horton, editor of The Lancet, has
made a similar point about the U.K.:
“The UK imagined the pandemic would be
much like inﬂuenza. The inﬂuenza virus is
not benign – the number of annual deaths
from inﬂuenza in the UK varies widely,
with a recent peak of 28,330 deaths in
2014-2015 – but inﬂuenza is not COVID-19.

At the dawn of the pandemic, there were
suggestions that NESS was fully prepared
for COVID-19.

China, by contrast, was scarred by its
experience of SARS. When the government
realised that a new virus was circulating,
Chinese oﬃcials didn’t advise hand
washing, a better cough etiquette and
disposing of tissues … As one former
secretary of state for health in England
put it to me, our scientists suﬀered from a
“cognitive bias” towards the milder threat
of inﬂuenza.”297

A senior PHAC oﬃcial assured the House of
Commons health committee as late as February 26, 2020 that NESS had suﬃcient stockpiles of supplies to assist provincial requests.
Canada’s Deputy Chief Public Health Oﬃcer
Dr. Howard Njoo told the House of Commons
health committee that “should a province
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and across jurisdictions. Provinces/territories and other federal government departments have expressed concern that there
is not a universal understanding about the
current scope of what the NESS program
is and does, its potential and its links with
other public health related stockpiles.”303

require additional support … we’re certainly
able to meet that request.”299
Two days later, another medical expert was
quoted as saying: “We’ve stockpiled more
[N95 respirators] than most countries.”300
Sadly, these assurances, though well intended,
were misplaced. It soon became clear that
NESS was unable to meet provincial requests
for N95s and other medical equipment. The
shortcomings of NESS revealed by COVID-19
were not a mystery. They had been raised –
and apparently left unanswered – in the aforementioned 2011 audit.

To address these shortcomings, the
audit recommended:
“The Agency needs to develop a strategy
to clarify processes, aﬃrm responsibilities
and raise awareness of the stockpile,
ensuring that knowledge and expertise on
stockpiling are shared within the federal
government and across Canadian jurisdictions. This eﬀort will help build conﬁdence
in the stockpile and allow others who rely
on this service to better understand what
the stockpile can and cannot provide.”304

The audit had recommended a central role for
NESS in pandemic preparedness, including
continuing “… to ensure the following stock is
available for provincial/territorial surge: pandemic preparedness supplies.”301
The audit also highlighted the need for proper
stockpile management: “For stock being
acquired and retained, attention should also
be paid to its life-cycle management – such as
methods of procuring and storing supplies.”302

The evidence suggests that this never occurred, and inter-provincial communication was
troubled in the early stages of the pandemic.
As evidence, The Globe and Mail reported
that, entering the pandemic:

The destruction of up to two million respirators in May 2019 – together with the fact that
NESS held only 100,000 respirators entering
the pandemic – indicated that these recommendations were ignored.

“The federal agency did not have a target
for the levels of personal protective gear
it should maintain in the stockpile, did not
know what level of stockpiles the provinces
and territories had and did not advise
lower-level governments about how much
should be stockpiled, the oﬃcials said.
This, despite calls in the wake of the 2003
SARS outbreak for governments to stockpile personal protective equipment and
secure supply chains.”305

That is not the only audit recommendation
that, if implemented, might have improved
Canada’s pandemic response.
The audit highlighted the importance of eﬀective communication and coordination between
Ottawa and the provinces. But it found signiﬁcant impediments:

Indeed, COVID-19 demonstrated that little or
no NESS-related planning or coordination
had been done, according to national security
expert Dr. Wesley Wark.

“Information about the NESS is not routinely shared within the federal government
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No Canadian jurisdiction was well prepared,
except for Alberta, where its eﬃcient procurement system had been in place since 2009.

He noted few eﬀorts “to integrate the federal
government’s stockpile system with those held
by the provinces and territories”:

But the excuses and explanations about
NESS’s shortcoming – valid as they may be in
some cases – do not hide the facts that something went terribly wrong in the years leading
to COVID-19, and that no one in a position of
authority seems to have noticed.

“It’s not until February – a month into
the COVID-19 crisis – [that] the federal
government wakes up to the fact that they
don’t even know what is held in provincial
and territorial stockpiles, nor do provinces
and territories know what’s held in the
federal stockpile. That points to a basic
strategic failure.”306

University of Toronto associate professor,
Dr. Alison Thompson, an expert on pandemic
planning, stated:

By March, when the reality of serious PPE
shortages began to bite, NESS went from
strategic stockpile to distribution portal for
Ottawa’s panicked eﬀorts to source supplies
in China.

“It’s a bit shocking … They were caught oﬀ
guard by this, which is really ridiculous.”
She noted that NESS’s problems show
that governments failed to meet “… their
reciprocal obligations to protect health care
workers … and that’s because of a failure to
stockpile and procure these resources.”310

Concluded Dr. Wark:
“The whole thing was just a desperate
scramble. And it didn’t need to have been
that way, if proper attention had been paid
to the important role that the stockpile
system was meant to play.”307

With respect to the failings of NESS, Canadians
are left asking some key questions:
• Did no one at the PHAC, including its
leadership, ask whether the up to two
million respirators destroyed in May 2019
should be replaced?

The PHAC and its allies have tried to refute the
criticism of Dr. Wark and others, suggesting
it was based on a mistaken understanding of
NESS’s mission.

• Did no one ask whether the poor handling
of up to two million N95s was an indication that the supply management system
at NESS was broken and needed to be
ﬁxed before a pandemic or other public
health emergency?

Canada’s ﬁrst chief public health oﬃcer, David
Butler-Jones, stated that the intention of the
federal stockpile was not to replace provincial
and territorial responsibilities but to act as
an “additional level of security.” He said that
security fell short, but so did the provinces.308

• Did no one investigate whether any of the
N95s could still be used?

Health Minister Patty Hajdu, for her part,
said the stockpile was “never meant” for a
pandemic of this size, adding that Ottawa was
not alone in this predicament: “Provinces and
territories were also struggling.”309

• Did no one ask if Canada, as a whole, was
prepared to protect health care workers at
a precautionary level during a pandemic?
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to increase emergency preparedness and
response capacity in Canada, build on the
lessons learned from past experiences, and
facilitate cross-sector preparedness and
resiliency. This work has been multi-focal,
ranging from the production and updating
of plans, protocols, and technical guidance
to conducting training, stockpiling vaccines,
and therapeutics, to running exercises to
test current knowledge and capabilities.

At the time of writing, these vital questions
remain unanswered.

Part 2 –
The response to
COVID-19
Off to a shaky start

[...]
Although there is a strong existing system
in place, ongoing work is still needed to
achieve a state of ﬂexible and scalable
readiness for the next public
health emergency.”315

Alberta was one of the few Canadian bright
spots on the eve of the pandemic.
It maintains a three-month supply of protective
equipment, including N95 respirators.311 With
one centralized health authority, Alberta uses
the bulk buying power of a population of
more than four million to get better prices and
terms.312

The article did not attempt to explain how
the “signiﬁcant investments” cited by Dr. Tam
squared with the destruction of up to two
million N95 respirators just months earlier, and
the fact that NESS only had 100,000 N95s in
its stockpile in February 2020.

In mid-December 2019, when the ﬁrst inklings
of possible problems were surfacing in Asia,
Alberta’s procurement team doubled their
regular order for ﬁve-day supply of PPE, including N95s, gloves and gowns. A few weeks
later, concerned about news from Wuhan, they
bought 500,000 additional N95 respirators.313

Dr. Tam even went so far as to laud the global
ranking of Canada’s pandemic preparedness:
“Canada has met the International Health
Regulations 2005 core capacity requirements and was ranked 5th in the world in
the Global Health Security index, assessing
global health security and capabilities.”316

If the writings of Dr. Theresa Tam are any
indication, the PHAC – echoing the sentiments
of Canadian politicians and medical experts –
entered COVID-19 on a self-assured note.

When the rubber met the road in February –
and dire shortages of PPE became glaringly
evident – Ottawa and the provinces seemed
distracted and unfocused. Surprisingly,
Ottawa didn’t know how much PPE each
province had and where the shortages might
be. So, in early February, as COVID-19 was
raging in China, the PHAC sent a survey to the
provinces, asking about their stockpiles and
their expected needs.

In an article published in March 2020, but
apparently completed on the eve of COVID-19
in November 2019,314 Dr. Tam conﬁdently
painted a picture of pandemic preparedness:
“The Public Health Agency of Canada,
established following SARS as the national
coordinating body for health emergencies,
has made signiﬁcant investments in order
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There are indications of what urgent action by
Ottawa might have accomplished. At the same
time, in early February 2020, a major American
hospital moved quickly to shore up its stockpile, spending about $5 million on PPE and
other supplies, before world markets exploded
in chaos. Said a hospital oﬃcial: “It turned
out to be a wise move … one of the lessons
learned is that you have to stockpile PPE.”322

As national security expert Dr. Wark noted,
it’s a huge “strategic problem” that Ottawa
didn’t know what supplies the provinces held,
and the provinces didn’t know what was in
Ottawa’s reserves.317
As early as February 13, 2020, oﬃcials at the
PHAC warned that NESS contained only “a
modest supply of personal protective equipment including surgical masks, respirators,
gloves, gowns and coveralls.”318

One wishes that Canadian oﬃcials had been
as wise.

The PHAC oﬃcials added:
Provincial oﬃcials also appeared to have been
caught oﬀ-guard by the lack of PPE.

“We anticipate increased demand and
further requests, and also shortages, limits
to availability and impacts on the global
supply chain. We want to be as ready as
possible to meet immediate needs.”319

In March 2020, as PPE shortages were
growing, Dr. David Williams, Ontario’s Chief
Medical Oﬃcer of Health, said the province’s
advance planning was thrown into a loop as
it jostled on the global market to purchase
personal protective equipment:

This warning does not appear to have been
turned into action. Urgent federal eﬀorts to replenish supplies do not appear to have started
until mid-March 2020. Documents indicate
that the ﬁrst orders for N95s were not ﬁnalized
by Ottawa until March 18, 2020 – about three
months after Alberta Health Services made its
urgent order in late December 2019.320

“… things changed drastically … The challenge that we found out as we got into it
more and more is that the suppliers were
dealing with an ever-increasing demand
so you’re not just ordering on your own
volition, you’re dealing with a very highly
competitive global situation.”323

Indeed, in the week before the PHAC’s February 13, 2020 internal warning, Canada had
decided to ship 16 tons in medical supplies,
including PPE, to China.

In other words, Ontario had apparently not
planned for the possibility of a mad scramble
by every country in the world for personal
protective equipment during a pandemic.
This, in a province that was the epicenter of
SARS outside of Asia. This, in a province that
had already faced those exact same kinds
of supply chain problems. This, in a province
where the SARS Commission warned repeatedly about PPE shortages during a public
health emergency.

This decision caught Dr. Amir Attaran, a
professor at University of Ottawa’s school of
epidemiology and public health and its faculty
of law, by surprise:
“It was absolutely certain in early February
that we would need this equipment … This
decision went beyond altruism into high
negligence and incompetence because
Canada did not, and does not, have surplus
equipment to spare.”321

The situation was similar in Quebec.
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some are more protective than N95s and
are said by some wearers to be more comfortable. Not only are they readily available,
but they may also be more cost-eﬀective
than N95s.328 329

In late January 2020, Quebec’s Chief Medical
Oﬃcer of Health, Dr. Horacio Arruda, seemed
unaware of his province’s lack of preparedness. He conﬁdently predicted that his
province was ready to deal with COVID-19,
having learned its lessons from SARS, saying:
“Our network of health is ready to detect and
to treat.”324

As Dr. Lisa Brosseau, a respiratory protection
and infectious diseases scientist at the University of Illinois, Chicago, noted:

Quebec subsequently became the epicenter
of COVID-19 in Canada, accounting for close
to half of all the country’s COVID-19 cases.
Amid dire shortages of PPE, including N95s,
health care workers comprised about one in
four Quebec cases.325

“The elastomeric material and design ﬁt
much better against your face,” and they
are cleanable and washable. “Especially in
pandemic situations, why not give everyone
an elastomeric respirator, ﬁt-test them, and
they’ll have it forever?”330

In an admission of his province’s pandemic
preparedness failure, Quebec Premier
François Legault said, “nobody anticipated we
would use so many [N95s] so fast. There is
a race for protective equipment. We are all in
the same situation.”326

In the early days of the pandemic, there
appears to have been no governmental eﬀorts
to acquire supplies of N95s already in the
Canadian wholesale and retail systems.
In late January 2020, drug stores and medical
supply wholesalers began reporting that N95
respirators and other supplies were rapidly
selling out.

Even British Columbia’s highly regarded
CMOH, Dr. Bonnie Henry seems to have been
caught oﬀ-guard by her province’s lack of
preparedness.

The experience of a major wholesaler in
Toronto was typical. A senior oﬃcial said that
in early January there was a two-to-thre-hour
line-up outside his Toronto-area oﬃce.
Ontarians with family in China were evidently
buying up N95 respirators by the crate to
send to family and contacts in China. The
wholesaler said provincial health bodies did
not start calling until March, but the shelves
were long since bare.331

The Breaker News reported:
“On March 23, she [Dr. Henry] said she
was unaware of PPE shortages in B.C. Just
two days later, on March 25, a 180-degree
pivot: Henry revealed that hospitals were
“going through way more personal protective equipment than we expected, so we
are on a tenuous level.”327
While shortages of N95s are expected to
persist into the fall and winter, some health
worker safety experts have wondered why
so little eﬀort has been made by federal and
provincial public health agencies to consider
reusable alternatives like elastomeric respirators. Equipped with replaceable cartridges,

By March 2020, the situation had become
so dire – and the lack of urgent government
attention so worrying – that a group of volunteers began doing what provincial governments should have been doing from the dawn
of COVID-19.
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enough. I think federal governments for decades have been under-funding things like
public health preparedness … I would say
that, obviously, governments all across the
world are in the same exact situation.”334

Chris Houston, who has worked overseas
in health care logistics for various humanitarian agencies, including Doctors Without
Borders, said:
“Our group of volunteers started in March
what the provincial health authorities should
have started in January. We began holding
PPE-collection drives at which people and
companies dropped oﬀ surplus PPE and
hand sanitizer; local alcohol companies,
which had pivoted to sanitizer production,
donated it by the crate. We registered as
a non-proﬁt organization called Conquer
COVID-19 so we could process donations.
Support from hockey legend Hayley
Wickenheiser and actor Ryan Reynolds
sparked national attention. We sold T-shirts
to raise funds for more supplies.”332

A ray of hope
Canada is slowly moving to being self-suﬃcient
in N95 respirators.
While subject to much criticism, Ottawa should
be commended on kick-starting signiﬁcant
domestic production:
• In August 2020, the federal and Ontario
governments announced a deal with a 3M
plant that will see the company’s Canadian
facilities eventually produce 100 million N95
respirators a year. Unfortunately, production
will not begin until early next year.335

Houston was shocked that Canada needed
the kind of volunteer grassroots eﬀort more
typically needed for developing nations.
Despite the enthusiasm around this eﬀort, he
cautions that:

• In April 2020, Ottawa signed a ten-year
deal with Montreal-based Medicom to
produce 20 million N95s each year.
Medicom’s production was expected to be
available in the fall of 2020.336

“This is not a feel-good story. The responsibility to provide PPE to health care facilities
should not rest with volunteers. In light
of the WHO’s warning in January, failing
to source and distribute the equipment
needed to protect frontline workers and
patients was – and remains – a serious
failure. It’s unacceptable that it fell to private citizens to ﬁll these gaps in a country
such as Canada.”333

Canada also has contracts for 154.5 million
N95 and KN95 masks but, as of August 3,
only 54 million N95 and KN95 respirators had
been delivered – all imported from outside the
country. It is not known how many of those
imported respirators have passed quality tests
and are available for a potential second wave
in the fall.337

By April 1, 2020, federal Health Minister Patty
Hajdu was forced to admit that “we likely did
not have enough” personal protective gear
in the national stockpile heading into the
COVID-19 pandemic:

But, as domestic production ramps up,
Canada is nearing a potential milestone: being
able to protect all health care workers at a
precautionary level with airborne precautions.

“To your question about whether we
had enough – no, we likely did not have

There will likely be some prominent public
health and infection control experts who may
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fall back on arguments ﬁrst raised during
SARS that:

unions to these unfounded and unsubstantiated arguments:

• N95s are costly, and the universal use of
airborne precautions may consume supplies that should be reserved for what they
claim are higher-risk situations;

“The work environment of [a health care
worker] is not known for its ease or comfort. It is our experience arising from SARS
that most workers are prepared to accept
a certain level of discomfort if they believe
it may save their lives. We have seen no
evidence to support the statement that
because the equipment is uncomfortable
or diﬃcult to put on that it is often misused
or worn improperly.”338

• N95s are uncomfortable and diﬃcult to
put on, so they are often misused or worn
improperly;
• Workers who use N95s tend to become
over conﬁdent in their equipment and
thus neglect other key measures, such as
hand hygiene;

Part 3 – A question
of oversight and
accountability

• Health care providers experience
health problems (e.g., rashes, problems
breathing); and
• Patient care may suﬀer.

How can the PPE
ﬁasco be prevented
in the future?

Argument number one is largely ruled out by
a potentially abundant supply – assuming that
governments and public health agencies take
a precautionary approach and see the end
goal as protecting health care workers with
airborne precautions.

Memories fade; priorities change.
The arc of failed preparedness exposed by
COVID-19 and detailed in the opening two
sections of this chapter – from building up
stockpiles just after SARS to letting those
stockpiles wither away a few years later— is
not unusual.

While some issues have been identiﬁed
with N95s, worker safety experts say those
problems often can be addressed through
training and education.
The other arguments are unfounded: there
is no evidence that protecting health care
workers with N95 respirators leads to
eitherlower levels of patient care or the
neglect by health care workers of other
hygiene measures.

History is littered with such examples of
preparedness fading as memories of a
disaster dim. Researchers suggest that
collective memories of disaster, and of the
accompanying community consensus of
collective prudence, can dissolve in less than
a generation, or nearly as much time as has
elapsed since SARS.339

In remarks as relevant today as they were
in 2006, the SARS Commission quoted the
following responses from health worker
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Oversight by CMOH

The question is, as time passes and as memories fade: who acts as the public’s guardian?
Who ensures that the focus on pandemic
preparedness is not diminished by time and
changing political priorities?

Justice Archie Campbell was acutely aware
that as time passes and the urgency of a
public health emergencies like SARS fade,
governments may be less and less willing to
devote resources to pandemic preparedness.

Some might say this is the role of the federal
and provincial auditor generals. While they
play an important function as public watchdogs, they have a limited ability to force
governments to change course.

He also recognized that the public health
problems exposed by SARS were systemic,
years in the making, and resulted from longterm neglect by all political parties:

Look at what happened when the Ontario
auditor general revealed in 2017 that as many
as 55 million N95s had expired: nothing. The
provincial government did not decide to ﬁx
the problem and replenish this stockpile. The
opposition parties did not raise the issue in
question period in the provincial legislature.
The media did not seem to notice. The
Ontario Chief Medical Oﬃcer of Health did
not publicly speak out, warning that, in the
event of a pandemic, this might compromise
the province’s ability to protect health care
workers at a precautionary level. Just the
sound of crickets.

“These problems developed during regimes of successive governments and no
government or political party is immune
from responsibility for the decline of public
health protection.”340
Systemic problems aﬄict an organization
as a whole. They pervade its culture. They
are not caused by an individual or a group
of individuals. Even if you change personnel
or modify organizational charts, systemic
problems can persist because they are experienced by the whole of an organization, and
not just particular parts of it.

This is what happens with systemic problems.
When red ﬂags are raised, as they were in Ontario in the 2017 auditor general report, they
are often no match for the inertia inherent in
systems gripped by the deep-seated problems
revealed by COVID-19.

Justice Campbell reasoned that if it took
years to create systemic problems, it would
also take years, potentially under diﬀerent
governments of diﬀerent political orientations, to ﬁx them. And, as occurred in the
past – as diﬀerent parties assume power, or
hold inﬂuential positions in minority government
situations, and as memories of a disaster ebb
– there is the danger that public health funding
could fall victim to changing political winds and
stiﬂe eﬀorts to address systemic failings.

So, what is to be done to ensure that we remain vigilant, that the lessons of COVID-19 are
not forgotten as the lessons of SARS were?
It may be time to revisit the solution put forward by Justice Campbell and implemented
in Ottawa and in Ontario. It was a solution of
great merit and insight. But it was no match
for the systemic immobility revealed by
COVID-19.

Justice Campbell wrote:
“Competition for tax dollars is ﬁerce. It is
not easy in a time of ﬁscal constraint for
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and legislators would be informed and not be
left unprotected.

any government to make additional funds
available for any public programme.”341
What was needed, he reasoned, was an
independent sentinel to warn legislative assemblies and the public if government neglect
risked another disaster like SARS, or worse.

His proposed solution thus had two elements:
• Statutory independence for chief medical
oﬃcers of health to safeguard them from
political interference; and

His solution was to put that responsibility
on the shoulders of Chief Medical Oﬃcers
of Health (CMOH). Pandemic planning and
containment were already their prime responsibility. Risk communication was already
part of their job, and historically had played
a key role in curbing cigarette smoking and
other health risks. Public health leaders were
already using their risk communication powers
on a wide range of issues, including obesity,
inequitable access to health care by racialized
minorities, and substance abuse.

• The right and duty to communicate directly
to legislative bodies and the public about
public health hazards both regularly and
as required.
Justice Campbell wrote:
“The public must be assured that if there
is a public health hazard the Chief Medical
Oﬃcer of Health will be able to tell the
public about it without going through a
political ﬁlter.”342

“The public must be assured
that if there is a public health
hazard the Chief Medical
Oﬃcer of Health will be
able to tell the public about
it without going through a
political ﬁlter.”

He recommended:
“That the Chief Medical Oﬃcer of Health
be given independence in respect of
medical matters, with the right and the duty
to report directly to the public on the risk
from infectious diseases, and on the measures necessary to protect the community
from communicable disease.”343
Because the SARS Commission was established by the Province of Ontario, his recommendation was directly applicable only to the
province. However, the federal government of
the day also consulted with Justice Campbell
on this issue when the oﬃce of the federal
CMOH was being established in 2004.

To allow Chief Medical Oﬃcers of Health to
act as sentinels on a potentially politically
charged issue like pandemic preparedness,
Justice Campbell suggested that they needed
to have suﬃcient rights, duties and independence to critically assess, on behalf of
the public, their governments’ public health
policies and actions. Independence was vital
because of the risk of political expediency
and interference. This would help ensure,
he believed, that on important public health
risks like pandemic preparedness the public

In establishing the federal and Ontario Chief
Medical Oﬃcers of Health in 2004, the federal
and Ontario governments sought and acted
on Justice Campbell’s advice and recommendations. The resulting federal and provincial
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legislation reﬂected his analysis and recommendations. Not surprisingly, the wording on
rights and duties of the federal and Ontario
chief medical oﬃcers of health are quite similar.

information used in the preparation of the
report and the methodology employed to
arrive at the report’s ﬁndings, conclusions
or recommendations.

Rights and duties
of the federal and
Ontario chief medical
ofﬁcers of health

Contents of a report
(5) The Chief Public Health Oﬃcer may,
in any report submitted or published
under this section, refer to public health
problems and their causes, as well as any
measures that may, in his or her opinion,
be eﬀective in preventing or resolving
those problems.

Section 12 of the Public Health Agency of
Canada Act344, which established the position
of the federal Chief Public Health Oﬃcer, sets
out the oﬃcer holder’s rights and duties to
independently communicate on public health
risks and hazards:

The similarly worded Section 81 of Ontario’s
Health Promotion and Protection Act345, which
also created the position of the province’s chief
medical oﬃcer of health, sets out similar rights
and duties to communicate with legislators and
the public on public health risks and hazards:

Annual report on public health
12 (1) The Chief Public Health Oﬃcer
shall, within six months after the end of
each ﬁscal year, submit a report to the
Minister on the state of public health
in Canada.

Annual report
(4) The Chief Medical Oﬃcer of Health
shall, in every year, make a report in
writing on the state of public health in
Ontario, and shall deliver the report to
the Speaker of the Legislative Assembly.
2004, c. 30, s. 1 (2).

Tabling in Parliament
(2) The Minister shall cause the report to
be laid before each House of Parliament
on any of the ﬁrst 15 days on which that
House is sitting after the Minister receives
the report.

Laying before Assembly
(5) The Speaker shall lay the report
before the Assembly at the earliest reasonable opportunity. 2004, c. 30, s. 1 (2).

Other report on public health
(3) The Chief Public Health Oﬃcer may
prepare and publish a report on any issue
relating to public health.

Minister’s copy
(6) The Chief Medical Oﬃcer of Health
shall deliver a copy of the report to the
Minister at least 30 days before delivering
it to the Speaker. 2004, c. 30, s. 1 (2).

Data and methodology
(4) The Chief Public Health Oﬃcer shall,
to the extent possible, in any report
submitted or published under this section, set out the source of the data and

Other reports
(7) The Chief Medical Oﬃcer of Health
may make any other reports respecting
the public health as he or she considers
appropriate, and may present such a
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multiple governments the needs to which they
have.” But when Dr. Tam was asked whether
she personally had ever given cabinet that
advice, the Minister intervened, saying: “Actually I’ll answer that, because the conversations
at cabinet are private as the member knows.347

report to the public or any other person
he or she considers appropriate. 2004,
c. 30, s. 1 (3).

Did anyone
speak out?

We may never know what warning, if any,
Dr. Tam or her agency might have given the
federal government.

And yet, despite these rights and duties,
despite the fact that risk communication is
part of the integral duties and responsibilities
of CMOHs, neither the federal or Ontario
CMOHs appear to have publicly raised the
alarm that their jurisdictions were unprepared
for a pandemic and that urgent action was
needed to ﬁx this problem.

We conducted extensive media searches to
see whether any CMOH outside of Ottawa
or Ontario publicly warned their legislators
and their citizens about a lack of pandemic
preparedness. We found none. Again, as with
the federal and Ontario examples cited above,
our searches were limited by the nature of
those search capabilities. However, we did not
ﬁnd evidence that media or opposition politicians had themselves uncovered instances
of warnings by provincial CMOHs that had
gone unheeded.

We use the word “appear” because it is
possible that they did publicly speak out. It is
always diﬃcult to prove a negative. However,
we were unable to ﬁnd any instances of this
in our extensive media searches, though
we caution that media searches have their
limitations and blind spots. Neither have
opposition parties, who have been searching
high and low for this kind of politically
charged ammunition.

The conclusion is that on the limited available
evidence no CMOH appears to have spoken
out and warned about a lack of pandemic
preparedness in their jurisdictions with the
weight, authority and urgency that they typically communicate other public health risks.

We do not know whether the federal or Ontario
CMOHs privately warned government about the
lack of preparedness.

This is not a reﬂection on Canada’s dedicated,
hard-working and highly trained CMOHs.
Rather, it’s another example of the consequences of the systemic failures revealed by
COVID-19 and of the immense gravitational
pull they exerted.

This possibility on the federal side was raised
in May during an appearance before the
Commons standing commitee on health by
federal Health Minister Patty Hajdu and CPHO
Dr. Theresa Tam.346

Recommendations

The Minister was initially asked whether in the
past decade the PHAC had warned cabinet
that the federal stockpile could not meet the
challenges of a pandemic. The Minister answered that the agency has been “extremely
responsive in terms of communicating to

Oversight and accountability
Having regard to the systemic failures revealed by COVID-19, and of the vital role of
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CMOHs in public health risk communication,
we thus recommend that:

• Guidance on the safety of health care
workers be made on a precautionary
basis by workplace regulators, health care
worker unions and worker safety experts
working collaboratively, and that those
decisions form the basis of health worker
safety guidance issued by public health
agencies.

• Federal and provincial chief medical oﬃcers of health be statutorily required, on an
annual basis, to report to their respective
legislatures, and to the public that they’re
mandated to protect, on the state of their
jurisdiction’s public health emergency
preparedness, and make recommendations on addressing any shortcomings. The
preparation of this report should reﬂect
the concerns and perspectives of health
worker unions and safety experts.

Personal protective equipment
We will never know how many of the more
than 21,000 Canadian health care workers
infected with COVID-19 might have been kept
safe had there been suﬃcient stockpiles at
a precautionary level. What we do know, as
outlined earlier in this report, is that jurisdictions like China, Hong Kong and Taiwan,
that took a precautionary approach to worker
safety, have signiﬁcantly lower levels of health
worker infections.

• The reports of the CMOHs be required to
go to a standing committee of their respective legislatures, which will hold annual
hearings into the report and related issues.
• Chief medical oﬃcers of health be statutorily required to consider and apply the
precautionary principle in assessing their
jurisdiction’s public health emergency
preparedness, thus ensuring that their
health care workers are protected at a
precautionary level.

The PPE supply shortcomings exposed by
COVID-19 need to be addressed on an
urgent basis.
• The precautionary principle should be
the primary driver in setting and properly
maintaining levels of personal protective
equipment in national and provincial
stockpiles. Stockpiles should be set and
maintained at levels that ensure that all
health care workers are protected at an
airborne level.

• Chief medical oﬃcers of health be
given the statutory independence – in
jurisdictions where they do not have this
right – to speak publicly on vital issues like
pandemic preparedness without fear of
political interference or retribution.
• Qualiﬁed outside auditors with suﬃcient
expertise and resources independently
audit, on a biannual basis, CMOHs’ preparedness resources and their statutory
declarations on pandemic preparedness,
and publicly report their ﬁndings. These
auditors should be required to have advisory committees of health care worker
unions and worker safety experts.

• Building on its contracts with 3M and
Medicom to produce N95 in Canada, the
federal government should ensure that
Canada has suﬃcient domestic production
capability to protect health care workers at
a precautionary level.
• Recognizing that while suﬃciently protective, N95s have their drawbacks, including
comfort, the federal and provincial govern-
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ments should collaborate on standards
and suﬃcient supplies of alternative
respiratory protective equipment, like
elastomeric respirators, that protect at the
same level or better than N95s, and that,
evidence suggests, may have comfort and
cost advantages.
• With regards to eﬃciently and cost-effectively maintaining stockpiles of PPE,
governments may want to consider
Taiwan’s three-tier stockpiling framework.
It has proven its ability during COVID-19
to optimize the PPE stockpiling eﬃciency,
including through regular cycles of refreshing, ensure a minimum stockpile, use
the government’s limited funds more eﬀectively, and achieve the goal of sustainable
management.348
• Governments and public health agencies
be open and transparent on levels of
PPE stockpiles.
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Stories from
the front lines
soaking in her urine for hours, Mr. B., who
hasn’t had food or drink yet, or Ms. C., who
is screaming in pain because she hasn’t
been moved since the morning.”350

The stories of health care workers in long-term
care is one of courage, dedication, anguish
and fear.
“We are in crisis mode,” said a PSW at Anson
Place Care Centre, a retirement and nursing
home near Hamilton, Ontario where eight
residents had died of COVID-19 and several
dozen more were infected. “These people are
dying, gasping for air.”349

Miranda Ferrier, president of the Canadian
Support Workers Association, described how
PSWs are afraid of catching the coronavirus,
and afraid of what it might do to the vulnerable
people they care for; they are exhausted from
a workload that was heavy even before the
pandemic began, resulting in chronic staﬀ
shortages.

A nurse in Quebec, who later contracted
COVID-19, said:

“PSWs are crying before they go in for their
shifts in long-term care,” she said.

“Health care workers have been gagged
and left to their own device, all that on
a paltry pay…. They have been forced
to choose between Ms. A., who’s been

“They cry in their cars.”351
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Chapter 4
Long-Term Care in Canada and
COVID-19: They Deserve Better
For decades, health care workers have
witnessed ﬁrsthand the understaﬃng, overcrowding and persistent lack of funding that
have chronically impoverished long-term care
facilities and are now revealed by COVID-19.
And for decades, governments, long-term
care owners and operators have largely
turned a blind eye, relying on the dedication
and courage of health care workers to act as
the fragile glue to mend the unmendable – the
many, deep, persistent and long-standing
cracks in this sector.

have contracted COVID-19 in long-term care,
representing about a third of all cases in
nursing homes.353
The SARS Commission identiﬁed in its ﬁnal
report many of the same shortcomings in
the long-term care sector, described in this
chapter, in its ﬁnal report. It examined an outbreak of Legionnaires’ disease at the Seven
Oaks facility in suburban Toronto in 2005, two
years after SARS. In an echo of what was to
come during COVID-19, the 2005 outbreak
infected 70 residents, 39 staﬀ, 21 visitors and
ﬁve other people who lived or worked nearby.
Twenty-three residents died.354

The many warnings about the systemic
problems in long-term care give rise to a
troubling question: how much of the death
and disease suﬀered in this sector during
COVID-19 was preventable?

The SARS Commission found that problems
identiﬁed in hospitals during SARS had not
been addressed in the long-term care sector:

At the beginning of September 2020,
about eighty per cent of Canadian deaths
from COVID-19 had been in the long-term
care sector, exceeding by far deaths from
COVID-19 in hospitals or within the community. During the same period, approximately
one in ﬁve seniors’ homes in Canada had
experienced outbreaks.352

“Seven Oaks demonstrated that many
worker safety lessons of SARS have not
been learned… The Seven Oaks outbreak
also demonstrates the continuing reluctance of the health system to fully accept
the importance of the precautionary
principle in worker safety. Until this precautionary principle is fully recognized,
mandated and enforced in our health care
system, nurses and doctors and other
health care workers will continue to be at
risk from new infections like SARS.”355

As COVID-19 has exposed this sector’s ﬁssures and shortcomings, health care workers
have paid a heavy price. Since the start of the
pandemic, over 10,000 health care workers
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That the long-term sector suﬀered so
much disease and death during the
COVID-19 pandemic shows that the
lessons of the SARS Commission were
not heeded. Military medical staﬀ who
provided emergency assistance to longterm care facilities in Ontario and Quebec
found some of the same worker safety
problems identiﬁed by the SARS Commission that should have been ﬁxed long ago.

Daniel Fontaine, chair of the Canadian Association for Long Term Care, noted presciently in
2019 that “the cost of government action now
will be dwarfed by the cost of inaction later.”359
While the ﬁnancial impacts of inaction are
still being experienced by both federal and
provincial governments, as of early September
2020, COVID-19 had taken the lives of more
than 7,000 seniors in long-term care facilities
and 16 long-term care staﬀ.360 In June 2020,
the Canadian Institute for Health Information
(CIHI) reported that Canada’s COVID-19 mortality rate in long-term care was the highest
among all OECD countries and almost double
the OECD average (42 per cent).361

For example, at one long-term care home in
suburban Toronto, the military observed that
N95s were provided to staﬀ without a ﬁt-test.356
Fit-testing is a legally required process that
helps users select a respirator that best ﬁts
their face and teaches them how to get a
proper seal each time they use a respirator,
a procedure known as a seal check, as well
as how to safely don and doﬀ a respirator. A
test veriﬁes that the chosen respirator works
properly. There are two types of tests. One is
called a qualitative ﬁt test and relies on the
user’s subjective response to taste, odour or
irritation. The other is a quantitative ﬁt test and
relies on an instrument to quantify the ﬁt of
a respirator.357

Health care workers in the LTC sector remain
the underpaid, underprotected, under-resourced, undertrained, understaﬀed and
underappreciated lynchpins who have held
together a fractured, broken system that has
been decaying for decades under successive
governments, whatever the political stripe.
This chapter will tell their stories.

The pre-COVID
context: the conditions of work are the
conditions of care

Justice Campbell said to send health workers
like this into SARS without training and
ﬁt-testing does not reﬂect well on the way the
health care system protected its workers.358
The warnings went beyond the SARS
Commission.

There is much that is wrong in the long-term
sector. None of it comes as a surprise. Much
was ﬁxable and preventable if only governments and many employers had acted.

Seniors’ advocates, academics, geriatricians, health care unions and associations
have warned about the sectors’ inherent
weaknesses in dozens of reports going back
decades. They have repeatedly called for
investments and leadership on the part of
federal and provincial governments.

The problems are many: few, if any, minimum
standards of care; insuﬃcient staﬃng;
low-paid precarious employment; residents
with complex medical needs; outdated and
crowded facilities; and ownership models
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Long-term care staﬀ must have a detailed and
intimate knowledge of the needs of residents,
especially given the frequent cognitive and
communication diﬃculties. Dementia, in
particular, requires a specialized skill set.
For example, staﬀ must consider the risk of
infections, pressure ulcers, responsive behaviours, and know who has diﬃculty eating,
swallowing or walking. They must know their
residents’ characteristics.367

that often appear to prioritize proﬁts over
investing in staﬀ, resources and facilities. It
is thus perhaps not surprising that Canada
experienced its worst COVID-19 outcomes in
long-term care.
The lack of regular proactive on-site inspections in many homes362 meant it took Canadian
provincial authorities weeks to realize the
impacts of COVID-19 on long-term care
residents in some regions. Unobserved by
regulators, the virus thus spread like wildﬁre
through many homes, especially in Ontario
and Quebec, where community infections
were at the highest levels in the country.

This means that health care workers in longterm care need suﬃcient time to care for
residents. It also means that having regular
full-time staﬀ – rather than casual or agency
staﬀ – provides direct beneﬁts to long-term
care residents.

Nursing homes/long-term care residents in
Canada are typically seniors and others with
chronic conditions that require the availability
of 24-hour-a-day, seven-day-a-week professional health care. In addition to dementia and
cognitive impairment, residents in long-term
care also suﬀer from multiple and co-existing
conditions, including diabetes, chronic heart
disease and lung or kidney disease.

Unfortunately, even as the population of
long-term care has become increasingly
older, with more and more complex health
conditions, there has been a move towards
unsustainable staﬃng levels and higher
resident-to-staﬀ ratios.368
Unions have highlighted the lack of suﬃcient
staﬃng, and other issues such as violence in
long-term care, in numerous reports.369

Some of Canada’s most vulnerable live in
long-term care homes. Sixty-nine per cent of
residents have dementia, and 87 per cent have
some form of cognitive impairment (including
dementia and other conditions such as stroke);
82 per cent require extensive assistance or
are heavily dependent.363 About a quarter of
seniors in long-term care take 10 or more
diﬀerent medications.364 The average age in
long-term care/nursing homes is 85 or older.365

For example, the Ontario Health Coalition
(OHC) found in a January 2020 report
prepared for Unifor, Canada’s largest private
sector union, that some of Ontario’s long-term
care homes were short as many as 20 to 50
personal support workers. According to the
OHC report: “Ministry of Health data [shows],
after a slight improvement from 2006-2012,
care levels have dropped to their lowest levels
of the decade, despite the increases in levels
of resident acuity.370

Staﬀ in long-term care – totaling 100,000
in Ontario alone – are knowledgeable and
skilled. They sustain their patients’ quality
of life through tasks like bathing, dressing,
feeding, toileting, ensuring medications are
taken when and as required, diaper changing
and repositioning.366

In testifying on Parliament Hill before the
Standing Committee on Health, Amanda Vyce,
Senior Researcher with the Canadian Union
of Public Employees (CUPE), and Lou Black,
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paid out more than $1.5 billion in dividends
to shareholders over the last decade.”374

Research Director, Hospital Employees’ Union
(HEU), reported similar staﬀ shortages in a
B.C. union survey:

Across Canada, there appear to have been
two concurrent trends: the downward trend
in investments in staﬃng appears to have
coincided with the move to increased private
delivery of long-term care services.

“…staﬀ at one site reported their staﬃng
ratio at night was as low as one care aide
for 75 residents. Residents were reported
to routinely go without their weekly bath or
without being toileted in a timely manner.”371

Over the past decade, Alberta reduced its
beds in public facilities; by 2016, 43 per
cent of the beds in the province were in forproﬁt facilities. The same trend emerged in
B.C.: approximately 25 per cent of B.C. LTC
facilities are government owned and operated,
with non-proﬁt and for-proﬁt owned facilities
making up equal parts of the remainder. In
Ontario, about 60 per cent of facilities are
for-proﬁt.375 376

Employers appear to have also lowered
staﬃng costs by reducing the proportion of
regulated nursing staﬀ. The majority of frontline care in long-term care is now provided by
unregulated personal support workers/aides
who, the evidence shows, are routinely underpaid, overworked and forced to work multiple
jobs in order to make ends meet. Many make
little more than minimum wage for work that
is socially vital and is both physically and
psychologically demanding.372 373

In Ontario, only one registered nurse is
required on site in long-term care, regardless
of the number of residents (which might be
100 or more) or the shift time. In Quebec,
a nurse working in long-term care routinely
cares for 100 patients. During the height of
the pandemic’s ﬁrst wave, there were reports
of 160 patients to a single nurse.377

Residents and their families, health care
workers and their unions regard investments
in staﬀ, facilities and resources as investments
in quality of life and worker safety. Private
sector operators, while acknowledging the
importance of quality of life and worker safety,
position such investments on the cost side
of the ledger. Return to shareholders is the
essential purpose of all private sector corporations. While making a proﬁt is part of our
free-market economy, in view of the failures
revealed by COVID-19, it would be reasonable to ask whether the signiﬁcant proﬁts
generated in the long-term sector should go
to shareholders or be re-invested in staﬃng,
facilities and resources.

Personal support workers in Ontario routinely
care for as many as 32 residents each on
night shift, according to a recent provincial
staﬃng report, which recommended a guideline of one support worker to eight residents
during day and evening shifts.378
Data from Ontario suggests that for-proﬁt
long-term care facilities have 17 per cent
fewer staﬀ than non-proﬁt nursing homes.379

A Toronto Star investigation found that:
Canada does not fare well, compared to its
international counterparts.

“Three of the largest for-proﬁt nursing
home operators in Ontario, which have
had disproportionately high numbers of
COVID-19 cases and deaths, have together

In terms of staﬃng levels at seniors’ facilities
(2017-2019), Canada had just 1.3 nurses and
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there are always desperate families on lengthy
waiting lists seeking institutional care for their
elderly loved ones.

2.3 personal care aides/personal support
workers per 100 residents 65 and over, a rate
much lower than many other OECD countries,
including Australia and the United States.
Canada had half the staﬃng complement of
the Netherlands and Norway.380

Saskatchewan health policy expert, Stephen
Lewis, noted:

The expert panel set up in February 2020 to
advise the Ontario government on long-term
care staﬃng conﬁrmed there was a staﬃng
crisis, with “critical staﬃng shortages”
throughout the pandemic. It recommended
a minimum of four hours of direct care per
resident each day, and additional funding to
realize this objective.381

“Most homes are owned and operated
either by non-proﬁt societies with limited
capital or for-proﬁt companies. In both
cases there is an incentive to extend the
life of the buildings for as long as possible,
and to house the maximum number of
revenue-generating residents...”384
Ontario provides a good example of how
outdated facilities, and a failure of successive
governments to invest in long-term care, may
have led to dire consequences for both residents and long-term care workers.

In addition, most work in long-term care is
poorly compensated, is part-time or casual,
and oﬀers workers few, if any, beneﬁts, including paid sick leave.
As the Toronto Star reported:

Changes in 1998 to Ontario’s structural safety
standards for long-term care meant that
nursing home rooms could no longer house
more than two residents. However, under the
legislation, existing homes were grandfathered
in and allowed to operate under a previous
standard from 1972, which allowed for rooms
with up to four beds.

“There are many reasons why the longterm care system collapsed during the
pandemic, among the most obvious is
the fact many homes pay minimum wage
and limit the workers to part-time hours
with few beneﬁts, forcing most to work in
two or three homes. That is how a virus
spreads.”382

While a third of the 78,163 beds in Ontario’s
homes remain at the 1972 standard (‘C’ standard), CBC’s Marketplace found these beds
disproportionately account for COVID-19
deaths: 57 per cent of the province’s reported
COVID-19 deaths in long-term care homes
were in overcrowded wards. In addition,
according to the CBC, most of the C-level
beds (80 per cent) remaining in Ontario are
in for-proﬁt homes, meaning about half of the
beds in for-proﬁt facilities are still at the 1972
standard or below.385

Even before COVID-19 entered the scene
in Canada, long-term care facilities were
known to be particularly at risk of infectious
disease spread. The buildings and their infrastructure are outdated, a factor exacerbated
by chronic overcrowding.
While the age and quality of long-term care facilities varies across the country, long waiting
lists in most parts of Canada,383 and the
limited ﬁnances of families, mean that there
is no market incentive to improve facilities.
Regardless of how poorly performing they are,

Health care workers raised the alarm very
early in the pandemic that some of these
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overcrowded homes were failing to properly
isolate and cohort residents who had tested
positive for COVID-19. Experts say there is an
obvious ﬁx to the infrastructure issue:
“So how can we ensure our homes are
safe for all? We can design them so that
more people can live in single-bed rooms,
with enough space to spread them out in
the event that they need to be isolated,”
said Dr. Samir Sinha, Director of Geriatrics, Sinai Health System and University
Health Network.386

Distribution of PPE was also largely focused
on hospitals, rather than long-term care. On
late March, for example, the provincial CMOH
Dr. David Williams said health care workers
in long-term care did not need PPE every
day unless the home was in the midst of
an outbreak.390 Even after a directive called
for universal masking of staﬀ and visitors at
long-term care homes, positive – but asymptomatic – health care workers were told to
come into work if deemed critical and told
to “work under work isolation.” This, despite
growing evidence of the risks posed by “silent
carriers” of COVID-19.391

Ontario and Quebec
During the pandemic, COVID-19 had the
greatest impact on long-term care facilities in
Ontario and Quebec, although Nova Scotia
also had a major outbreak at one of its
long-term care facilities.

In March 2020, The Ministry of Labour
received a complaint from a staﬀ member at
the Anson Place facility, with concerns about
conﬁrmed cases of COVID-19 in the workplace and the lack of information provided to
workers regarding those positive cases, as
well as concerns about PPE.392

Ontario
At the beginning of the pandemic, perhaps
understandably, the province’s attention
was focused on fears that COVID-19 would
overwhelm hospitals, as it had in Italy and
China. To ensure hospitals had suﬃcient
capacity, elderly patients were transferred
from hospitals to long-term care facilities. This
practice continued in homes across Ontario
throughout much of March and April, despite
an increasing number of outbreaks in longterm care facilities. It did not end until about
a month after the province declared a state of
emergency, when hospital occupancy rates
were at a historic low, averaging 69 per cent,
down from 96 per cent before the pandemic.387
Further, beds freed up in hospitals were not
allocated to those sick in long-term care.388
Most residents who died from COVID-19
remained in understaﬀed facilities even as
many hospital beds sat empty.389

In response to this complaint, on March 30,
2020, the Ministry conducted a telephone
interview. No orders were issued in response,
according to The Globe and Mail:
“Anson Place breezed through the ﬁrst
review on March 30, without a single order
issued against it. In the second review on
April 8, also by phone, the inspector told
Anson Place to make face masks available
for night staﬀ, the report says.”393
The use of telephone interviews, as opposed
to on-site, in-person inspections, was a continuing problem during COVID-19, much as it
had been during SARS. During the ﬁrst two
months of the pandemic, Ministry of Labor
inspectors relied almost exclusively on phone
calls to assess health care worker risks in
seniors’ homes: of the 612 COVID-19-related
inspections in March and April 2020, only 25
were in person, according to ministry ﬁgures.394
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she said, “our team was faced with unprecedented challenges.”398

When asked by The Globe and Mail about this
practice, a spokesperson at the Ministry of
Labour said it halted in-person inspections
during the pandemic to help stop the virus
from spreading in long-term care homes. The
spokesperson said that many complaints involved PPE, and “often, these concerns could
be dealt with remotely to the satisfaction of
both the worker and employer without orders
being issued.”395

In an eﬀort to address the situation, on April 9,
2020, the CEO of the Ontario Nurses’ Association (ONA) wrote to the Medical Oﬃcer of
Health for Haldimand-Norfolk Health Unit about
their concerns that Anson Place Care Centre
could be in breach of the Chief Medical Oﬃcer
of Health’s Directive #3 stating ONA had
received information that “there are four-bed
rooms in which some of the residents have
COVID-19, and the others do not.”399

Managers gave direction to inspectors not
to enter long-term care homes, according
to Smokey Thomas, the president of Ontario
Public Service Employees Union, the union
representing the long-term care home inspectors. He added that there were not enough
inspectors for all Ontario long-term care
homes, and that inspectors needed to be
provided with appropriate PPE.396

Subsequently, in mid-April 2020, ONA ﬁled
a successful Application for Injunctive Relief
against Anson Place Care Centre and three
other homes, Eatonville Care Centre, Hawthorne
Place Care Centre and Henley Place to:
“Provide [staﬀ] with appropriate access
to the PPE that they need to protect themselves and the residents of the facilities
and to implement the required administrative controls for LTC facilities. This includes
allowing nurses to make PPE decisions on
an ongoing basis at the point of care, as
well as isolating and cohorting residents
and the staﬀ attending to them so that
those who are infectious are kept separate
from and treated by diﬀerent nurses than
those who are not.”400

Court ﬁlings, regulatory documents and
investigative media articles highlight systemic
failures and the reluctance of oﬃcials to heed
frontline workers warnings:
“Everyone from the management of the
home to the Premier’s Oﬃce was slow to
respond to cries for help from frontline
health care workers, who were forced to
ask both an Ontario Superior Court judge
and the province’s quasi-judicial Labour
Relations Board to intervene.”397
The executive director of Anson Place Care
Centre said:
“The home was guided in its handling of
the outbreak by public health oﬃcials, and
has worked closely with the local health
unit and the provincial government to update its infection-control and outbreak-management policies as health experts
continue to improve their understanding of
the new virus. “Due to COVID-19’s impact,”

A spokesperson for the owner of three of the
homes said they were “comfortable with the
decision…it conﬁrms that the directives from
Ontario’s chief medical oﬃcer of health are appropriate to protect staﬀ in long-term care.”401
Meanwhile, Sharleen Stewart, President of
SEIU Healthcare, which also represents many
workers at Anson Place Care Centre and
Eatonville Care Centre, took a diﬀerent tack,
asking the province to take control of the two
facilities for the duration of the pandemic.
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Snapshot: Working conditions in
long-term care during COVID-19
“They turned a blind eye to their residents,” said one ONA
member of LTC Homes.402
N95 respirators locked in management
oﬃces. So much red tape to obtain,
staﬀ stopped asking. Residents dying at
alarming rates. Nurses and other workers
getting sick – and worse.

on the front lines became exhausted and
completely overwhelmed, and some got
sick. The employer turned a blind eye
to their residents, as only the bottom
line mattered. Many needlessly passed
away – most without being able to see
or say goodbye to their loved ones. It’s
something I will never forget.”

These are just some of the heartbreaking
realities experienced by many long-term
care members of the Ontario Nurses’ Association as COVID-19 ravaged that sector
– and the reason ONA was compelled to
launch an injunction against four of the
worst for-proﬁt oﬀenders where dozens of
residents lost their lives: Eatonville Care
Centre, Anson Place, Hawthorne Place and
Henley Place.
As ONA President Vicki McKenna, RN, put
it, “As nurses and health-care professionals,
as unionists – and as human beings – what
choice did we have? Someone needed to
speak up for our suﬀering LTC residents,
members and other staﬀ.”

Thankfully, in its wide-reaching decision
on April 23, the Ontario Superior Court of
Justice sided with ONA and ordered the
four homes to immediately rectify health
and safety issues that resulted in these
deadly COVID-19 outbreaks and comply
with public health directives, quoting the
precautionary principle (erring on the side
of caution). As a result, nurses and other
workers were ﬁnally given access to PPE
and were able to make decisions on its
use and other health and safety measures
based on their assessments.
“ONA and those of us working in LTC
advocate for our residents daily, so
why did it take so many tragic deaths
before we were ﬁnally heard?” asked
the member. “How many more residents
will we lose before these homes take
accountability for their misgivings and
show true compassion and concern, and
the government addresses the shortcomings in this sector once and for all?”

“As COVID-19 made its way to our
already vulnerable sector, we were not
given proper PPE to protect ourselves
and our residents in the very place they
call home and should feel safe,” said
one such member, an RN who works
at a for-proﬁt home in northern Ontario.
“Safeguards were not put in place.
Staﬃng reached critical levels as those
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Regarding the dire situation in the two
facilities, she said: “It’s like sending people
into war and they can’t see where the bullets
are coming from. [...] It’s totally mismanaged
and reckless.”403
Stewart pointed out there was precedent for
taking over troubled homes in British Columbia
and Quebec. The Ontario Government refused
the request.404
The Executive Director of Eatonville said:
“We have always strived to provide a safe
and healthy home to our residents as well
as a fulﬁlling workplace for our staﬀ… That
goal has not changed at this time and we
are committed to working alongside the
Government of Ontario to ﬁnd long-term
solutions to ongoing challenges within
long-term care and to ensure an outbreak
like this never happens again.”405
SEIU ﬁled urgent applications with the Ontario
Labour Relations Board (OLRB) on April 20,
2020,406 seeking government action in three
Toronto area care homes: Eatonville Care
Centre, Anson Place Care Centre and
Altamont Community Care Centre. SEIU
alleged in its applications for each home
that the “employer is, quite frankly, failing the
members, the residents, their families, and the
public at large by its unlawfully inadequate response to this crisis.”407 The homes disputed
the allegations.
SEIU Healthcare’s application alleged the
homes failed to:408 409
• Provide proper equipment, materials and
protective devices in accordance with
OHSA and regulations
• Provide information, instruction and
supervision to the union’s members to

protect the health or safety of the workers
and residents
• Take every precaution reasonable in
the circumstances for the protection of
a worker
SEIU Healthcare’s application detailed
allegations of a lack of transparency about
COVID-19 infections, severe staﬀ shortages
and critical shortages of PPE.410 According
to the Toronto Star, one staﬀ member wrote
that despite requests for the employer to
provide ﬁtted N95s, these were not provided
until the day after a co-worker, Christine
Mandegarian, died from COVID-19. “The day
after Christine died, April 16, 2020, was the
ﬁrst time frontline workers were given N95
masks,” says the written declaration from
personal support worker Karen Ellington, who
has also since fallen ill with the virus. She
said, “We were told to keep and reuse them
as they were not sure if or when they would
receive another.”411
Following mediation, on April 24 2020, the
Board ordered weekly physical inspections for
two months, and that the inspector attend the
facilities’ joint health and safety meetings. The
ruling also mandated access to appropriate
protective gear for all workers, and instructed
the three homes to update workers and
their union daily about COVID-19 cases and
deaths, and provide weekly staﬃng reports to
help address staﬀ shortages.412 413 414
On April 27, 2020, an inspector from the
Ministry of Labour visited Anson Place in
person. This time, Anson Place was cited
with nine violations of provincial occupational
health and safety laws. The list included staﬀ
not wearing the recommended PPE, “boxes
of surgical masks left open in a hallway,
exposing them to potential contamination,
and workers leaving the home during breaks
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about removing that access from the
provincial rules because it believed the
masks weren’t necessary in every setting in
the facilities, the union said.”419

and returning wearing the same, potentially
contaminated, face masks.”415
But this was not the end of litigation in Ontario
over long-term care.
Prior to seeking its emergency injunction,
ONA had ﬁled many grievances against
homes throughout the province, claiming that
the homes were violating collective agreements.
In early May 2020, these grievances were
brought before the arbitrator John Stout.416
According to legal experts, the Stout award
“suggests there is a high standard imposed
on employers when it comes to taking all
“reasonable precautions” to ensure the health
and safety of staﬀ and residents, and to reduce risk – regardless of whether that risk is
supported by scientiﬁc evidence.”417

In late April, the military was sent to assist in
a number of Toronto-area homes, including
Altamont Care Community, Eatonville Care
Centre and Hawthorne Place Care Centre.
Their ﬁndings conﬁrmed some of the reports
from ONA and SEIU members. According to
the National Observer, “All ﬁve homes faced
staﬃng shortages and failed to meet basic
standards of care for their patients.”421

Legal experts suggest that together with
Justice Morgan’s ruling in Ontario Nurses’
Association v. Eatonville/Henley Place, 2020,
the Stout award reinforces the importance
of the point-of-care risk assessment and
respecting nurses’ professional and clinical
judgement when determining what PPE is
necessary: “Nurses must be provided with
PPE, including N-95 masks if, in the nurses
reasonably professional and clinical judgment,
they determine such PPE is necessary.”418

Among the ﬁndings in the military report,422
according to the Observer:423 424
• At Eatonville Care Centre, the military
reported that residents were allowed to
wander and reported a “general culture
of fear to use supplies because they
cost money”;425 426

Litigation has helped to clarify the rights
of health care workers in long-term care in
Ontario, but the ﬁght continues.
Shortly after these legal decisions in favour of
workers’ health and safety, CUPE went public,
suggesting that the province was trying to
“water down” existing requirements for access
to N95s by staﬀ in long-term care:
“The province asked the Canadian Union
of Public Employees to begin discussions

Similarly, ONA continued to receive numerous
complaints from its members that many
long-term care homes were failing to adhere
to the terms of the Stout award. For example,
two of Ottawa’s long-term care homes were
brought separately by ONA and Unifor before
the arbitrator, John Stout, for the failure to
provide workers with suﬃcient access to
ﬁt-tested N95s.420

• At Hawthorne Place Care Centre, the
military reported protocols that allowed
for a “near 100 per cent contamination
rate for equipment, patients and overall
facility”;427
• At Altamont Care Community, according
the military report, “most residents were
reported to not having received three
meals per day”. “Severe bed sores”
[pressure ulcers] and residents not being

104

private facility in Dorval, and Sainte-Dorothée,
a public facility in Laval, where 100 residents died from COVID-19 and a total of
211 residents contracted the virus, along with
173 workers.434

moved, repositioned in bed or washed
were reported.428 429
It was only after the military report was
released that the Ontario government ﬁnally
agreed to take over operations at ﬁve care
homes, including Altamont Care Community,
Eatonville Care Centre and Hawthorne Place
Care Centre, something Ontario health care
unions had petitioned the government to do
for more than a month.430

According to the government’s report, Résidence Herron had a total of 38 people die
between March 26 and April 16, including 23
who died in less than a week between April
5 and April 10. The health authority took over
management of the facility on April 7.435

As of mid-June, data revealed an apparent link
between ownership status and the severity and
potential for death in long-term care homes in
Ontario. Although outbreaks of COVID-19 were
about as common in for-proﬁts, non-proﬁts and
municipal homes, ﬁve per cent of residents died
in for-proﬁts, three per cent died in non-proﬁts
and 1.1 per cent died in municipal homes.431
And the Ontario Health Coalition found that
the results of a survey in July 2020 showed
staﬃng will continue to be a signiﬁcant issue
over the long term:
“Conducted over the week from July 10
to July 17 in every region of Ontario, the
survey found that 95 per cent of the staﬀ
report that their long-term care homes are
short staﬀed and 53 per cent of those report
that they are short shortages every day.”432
Quebec

On March 29, local public health oﬃcials had
entered the home to ﬁnd three employees
caring for 133 residents.436 According to a
media source:
“There were patients who hadn’t had any
basic care for a number of days, diapers
that hadn’t been changed for three or four
days, excrement that was covering their
skin and patients who hadn’t been fed.”437
The media reported that some staﬀ, who had
not been provided with suﬃcient PPE, had ﬂed
the facility.438
The government’s report noted that the
home’s reliance on temp agencies to ﬁll
staﬃng shortages and a high turnover rate left
it vulnerable when the pandemic struck.439

In Quebec, as of July 26, 2020, there
were 4,856 deaths related to COVID-19 in
long-term care facilities, or about 85 per cent
of Quebec’s total. Eight long-term care staﬀ
have died in Quebec.433

The government report concludes that “the
managers of the facility did not have full control over their facility and they lacked understanding of what was required to respond to
residents’ needs.” The report thus concludes
that the authorities of the Herron CHSLD
demonstrated “organizational negligence”.440

On September 23, 2020, the Quebec government released two reports commissioned to
investigate major outbreaks that had swept
through two homes: Résidence Herron, a

Katasa Group, the company that owns the
Herron, said it is reviewing the report. “We
will take the time to carefully analyze the
conclusions and recommendations,” said
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Katherine Chowieri, a manager with the
company.441

“a new and strange environment” and faced
poor conditions:447

At Sainte-Dorothée, the Quebec government’s
report noted “staﬃng shortages, a lack of
protective equipment and poor managerial
oversight contributed to the fatal outbreak.”442
Two employees at Sainte-Dorothée said in
interviews that there were no N95 respirator
masks, only procedural masks, which weren’t
readily available but instead locked in a
manager’s oﬃce.443 “We didn’t have enough
gowns, not enough masks. People were
coughing,” one employee said.”444
At Sainte-Dorothée, the outbreak began
around March 22, according to an occupational safety board report. As the numbers
of those infected increased, “a COVID-19
hot zone was set up in the cafeteria, with
curtains separating the beds. There were
no toilets and no running water, so workers
had to go outside the zone to fetch water to
clean residents.”445
Conditions at the home had led to a complaint
to the provincial occupational safety board.
According to The Globe and Mail, the board’s
investigative report found that ‘things took an
acrimonious turn’ on April 3, 2020:
“[...] when auxiliary nurses were told to
perform procedures in the hot zone on
residents who were wearing oxygen masks.
Fearing this could create airborne particles
that could carry the virus, they refused to
work without N95 respirator masks. They
received “intimidation and threats,” their
union said.”446
A hospital nurse, Audrey Power, who was
deployed to Sainte-Dorothée, recounted in
a Facebook post shared with The Globe and
Mail how she arrived with ﬁve other nurses in

“They worked shifts of 12 to 16 hours.
Their group shrank to two after the others
developed symptoms or tested positive.
She found herself responsible for 40 residents. She couldn’t take breaks to eat or
sip water. She broke into tears on the job
and had nightmares and insomnia.”448
Asked to comment on Sainte-Dorothée, the
spokeswoman for the local health authority
said that during the month of March they
followed standards set by the province’s
health department and public health institute.
“These evolved daily as the situation and our
knowledge of the disease changed.”449
By mid-April, so many workers were absent
in Quebec’s long-term care sector that the
media reported that oﬃcials ordered social
workers and speech therapists with only two
hours of training to work in seniors’ homes
where there were COVID-19 outbreaks. There
were reports of the threat of dismissal if redeployment was refused.450
Workplace safety inspection reports, resulting
from staﬀ safety complaints obtained by The
Globe and Mail in May through access-to-information requests, conﬁrmed the “disarray
and poor conditions” in a number of Quebec’s long-term care residences hardest hit
by the COVID-19 pandemic.451 In general,
The Globe’s investigation found that problems
stemmed from “lack of staﬀ, lack of protective
equipment, [and] confusion about steps
needed to counter the contagion.”452
Quebec had asked Ottawa for military help with
its long-term care facilities in crisis on April 15.
Military personnel were initially deployed to ﬁve
Quebec facilities; the number later grew to 25.

106

While the Canadian Armed Forces reported
that conditions had improved at the 25 homes,
the report noted that “inadequate” staﬃng and
a lack of proper equipment continued. The
military found that “there still aren’t enough
patient attendants, who provide much of the
basic care in the homes.”453

PPE, conﬁrmed long-standing union concerns
about inadequate protections.
As evidence has mounted that aerosols
remained suspended in the air, particularly
in rooms with poor ventilation, health care
workers are demanding more protection –
N95 respirators or higher.

The military
Vignette: Nova
deployment in
Scotia’s Northwood
Quebec and Ontario:
LTC Facility
military personnel
Overlooking a busy port-city harbour, built on
contract COVID-19, the foundation of hope and safe shelter for
Halifax senior and most vulnerable population,
conﬁrming health
stands Northwood Halifax campus.
care worker unions’ It is the largest in Atlantic Canada not-for-proﬁt
continuing care organization with 485 beds.
concerns
Some residents share double- and triple-occu456

pancy rooms, shared bathrooms are common,
with residents spending signiﬁcant time in
communal areas. Administrators and staﬀ
have long understood that the outdated facility
modelled on a hospital ward could create
problems with infection control – a concern
that is now a dark legacy in its 55-year history.

Dubbed Operation Laser, the military ultimately
deployed more than 1,600 troops in long-term
care homes in Quebec and Ontario.454
What was apparent is that within weeks of
being deployed to long-term care homes, the
military serving in homes became infected in
large numbers, despite wearing the PPE recommended by public health oﬃcials, including
surgical masks (rather than N95 respirators).
Ultimately, the military reported 55 members
contracted the virus, likely from exposure in
the homes.455
That staﬀ working at long-term care homes
had good reason to fear they would become
infected with COVID-19 was something health
care unions had been saying since the start of
the pandemic. The number of military infected
in long-term care, wearing the recommended

It is at this towering, multi-storey site that
90 per cent of the deaths to COVID-19 in
Nova Scotia occurred, a grim statistic and a
heart-wrenching reality for ﬁfty-three families
whose loved ones perished between April and
May 2020. In total, Northwood experienced
345 cases of the virus, involving 246 residents
and 99 employees.
Amid early calls from health care unions and
their members at numerous LTC facilities
across Nova Scotia for more PPE, staﬃng reinforcements and guidance was a high degree
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of uncertainty from public health about how
the virus spreads and whether masking was
necessary, even though sites in Ontario and
Quebec were already experiencing distress.

In the months following the worst of the outbreak, there remains much discourse about
what could have been done diﬀerently to avoid
the staggering death toll at Northwood.

Northwood contested claims about the lack
of PPE: Janet Simm, CEO of Northwood, said
health care workers have “adequate” supplies
of personal protective equipment. “This is an
unprecedented demand for those supplies,
but we have enough,” she said.457

Could interventions based on recommendations on staﬃng and other issues from
NSNU’s 2016 Broken Homes459 report on the
state of long-term care in Nova Scotia have
made a diﬀerence?
Could funding for increased rooming capacity
and other provisions, requested by Northwood
dating back several years, have prevented
the outbreak?

While the Chief Medical Oﬃcer of Nova Scotia
Dr. Robert Strang said the union was “using
hyperbole” and “fear-mongering”, Nova Scotia
Government and General Employees Union
(NSGEU), which represented some workers
deployed to the facility, responded that the
CMOH was clearly out of touch with the reality
on the ground at Northwood, and that its role
was to pass on the direct comments it was
hearing from frontline workers.458

Would an early implementation of mandatory
masks have made an impact?

By mid-April, overwhelmed by the speed at
which the relentless and insidious virus was
taking hold, Northwood asked for assistance. It
came in abundance. Business and local communities rallied together to support workers,
residents and their families with generous
oﬀers of gifts, PPE, kind words, song, prayer,
food and other donations. Health care workers
from outside Northwood and throughout the
province came to the rescue to provide relief,
without hesitation, placing themselves and their
own families at greater risk of infection.
Nurses and others assumed the roles of care
provider, communicator, friend, conﬁdant,
family liaison and more, once families were
restricted from visiting Northwood and other
long-term care sites. They provided emotional
support and, in many cases, full palliative
care in the absence of family members. These
added responsibilities were willingly fulﬁlled but
took a physical and emotional toll on workers.

The Nova Scotia government has convened
a review committee in response to lingering
questions. The NSNU has been called upon to
provide testimony. However, some are calling
for a full inquiry into the matter, and a class
action lawsuit is pending, further evidence of a
province and people in need of more answers
and healing.
Whatever the outcome, and whatever failures
are addressed following the investigation,
nothing can erase the pain from profound
loss suﬀered by the families and friends
whose loved ones died due to COVID-19,
and the Northwood family of workers who are
also grieving.
It is diﬃcult to predict if the lessons learned
in this ﬁrst wave of the novel coronavirus will
better prepare Northwood and other long-term
care sites against this invisible adversary, but
that is the expectation. We know that masking
and appropriate PPE are vital, and that nursing
homes are not hospitals; that is an important
distinction and a practical place to start.
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respect to the imminent danger of outbreaks in
long-term care. This failure to listen and heed
health care worker warnings contributed to
many deaths.

COVID-19 robbed victims of their last moments with loved ones, leaving families and
friends to mourn in isolation. It reminded
health care workers, nurses, that sacriﬁce
and self-care are both compulsory in order to
cope with the instability of a global pandemic.
COVID-19 has been one of several traumatic
events to strike Nova Scotia in 2020, but it has
not diminished the compassion and resilience of those who made Northwood Strong,
Nova Scotia Strong, their rallying cry.

In Ontario, it has been left up to the courts to
ensure that worker safety and resident safety
in long-term care are ensured.
Meanwhile, in the midst of the pandemic,
adding insult to injury, it was reported by SEIU
Healthcare and Unifor that for-proﬁt facilities
paid out millions to their shareholders:

Long-term care and
COVID-19 in Canada:
a preventable tragedy
The tragic illness and many deaths in
long-term care in Canada, with the resulting
toll it has taken on health care workers, residents and residents’ families, did not have to
happen. It is hard to argue that this tragedy
was not largely preventable.

“[...] while families and care staﬀ were
dying throughout the pandemic, three of
the largest long-term care businesses
combined paid shareholders more than
$58 million in dividends in the past three
months alone.”460

Early warnings
Starting early in 2020, the international community had sent out strong and consistent
messaging that seniors were at high risk of
death, and infection, from COVID-19. By midMarch, when the pandemic began in Canada,
this was abundantly evident.

We are left trying to explain the unexplainable
to the health care workers who contracted
COVID-19 and their families. This need not
have happened.

Consider:
If workers had been provided with appropriate
PPE, if staﬃng levels were designed to meet
the needs of residents, if LTC homes had been
of proper design to avoid overcrowding, and
if facilities had properly cohorted and isolated
positive cases of COVID-19, among other
measures, the outcomes of outbreaks would
likely have been very diﬀerent.
What the tragedies in Quebec and Ontario
make clear is that there was, just as during the
SARS tragedy in Ontario, a catastrophic failure
to listen to health care workers warnings with

• In mid-February, the Chinese Center for
Disease Control and Prevention releases
an analysis of 72,314 patient records. The
age group 80 and older had the highest
case fatality rate of all age groups – at
14.8 per cent.461
• On March 4, 2020, an analysis of data
from Italy found that of the 105 patients
who had died of the virus the average age
was 81.462
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• In Spain in mid-March, after seniors
living in squalor were found by the army
when disinfecting homes, the Spanish
government announced that it would take
over control of senior care facilities from
private companies.463

in the applicable HEABC (Health Employers
Association of British Columbia) collective
agreement. B.C. has since announced it will
provide on the job training to 7,000 new health
care workers for long-term care at a starting
salary of $20.00 per hour.467

• A U.S. CDC report on a major outbreak
of COVID-19 in King County, Washington
State, in late February concluded that
staﬀ members working in multiple facilities
contributed to the virus spread and recommended that proactive steps be taken
in long-term care to protect residents and
preserve the health care workforce.464

Similarly, faced with a growing course of
action on the part of the public after the
release of the military report into long-term
care in Quebec at the end of May, the
Quebec government announced it would
hire 10,000 orderlies at an annual salary of
$49,000 to help address the current crisis.468

Thus, it was evident early on that the outbreaks
in homes would be spread by the movement of
workers between homes. While most provinces
in Canada recommended single-site orders,
the degree to which they helped workers
adhere to this measure varied greatly.
The measure clearly had large ramiﬁcations
for workers’ ﬁnances. To oﬀset the ﬁnancial
impacts for workers whose total hours have
been reduced by single worksite policies, the
provinces of British Columbia and Alberta
mandated that employers increase an employee’s scheduled hours of work. In other
provinces, it was left to employers to try to
pressure staﬀ to work in one home, but fulltime work was not guaranteed to workers.465
As a result, in Ontario, for example, long-term
care workers were still working at multiple
facilities well into April 2020.466 Similar issues
existed in Quebec.
At the beginning of April, the B.C. government
agreed to a “single-site transition framework”
in conjunction with bargaining agents, that
included making all long-term care workers
full-time at a single site, and boosting hourly
wages for long-term care workers so they
would earn not less than the equivalent wages

Ontario has also taken steps to limit the
number of beds in rooms in long-term care.
As of July 2020, all new admissions may only
be placed in a room with no more than two
beds.469
Governments across Canada have now
publicly pledged their commitment to
improving long-term care. Some have announced new funding. Others have initiated
inquiries or other investigations into what
happened in long-term at the beginning of the
pandemic.
What is apparent is that action is needed now
to address our dysfunctional long-term care
system, if we are to avoid further deaths as we
enter a potential second wave.
Inquiries and subsequent reports cannot,
and should not, be a way for governments to
avoid accountability and deﬂect responsibility.
Health care workers, the families of those who
have died and the Canadian public will hold
them accountable for their failure to act.
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Recommendations
• Fixing a historical anomaly, the Canada
Health Act should be amended to include
long-term care, making it available to Canadians on a universal basis. Government
programs aimed at assisting Canadians
with long-term care needs vary by jurisdiction and typically are income-based.
This is not consistent with the principle
of universality at the heart of Canada’s
publicly funded health care.

South Korea, for example, anyone with suspected COVID-19 is immediately isolated
and moved out to a separate emergency
quarantine centre or hospital. In Hong
Kong, all long-term care facilities have, as
a minimum, a three-month supply of N95
respirators and other PPE. Also in Hong
Kong, all long-term care facilities conduct
emergency exercises every year to coincide with the advent of ﬂu season to ensure
infection control measures and resources
are in an acceptable operational state.

• Convene a national commission to develop
short-, medium- and long-term strategies
for the structure of the long-term care
sector in light of the shortcomings revealed by COVID-19.

• Because systemic infrastructure shortcomings limit the ability of many long-term
care facilities to isolate COVID-19 cases,
it is vital that on an urgent basis separate
emergency isolation facilities be created,
resourced and staﬀed. This would permit
COVID-19 cases to be transferred out of
long-term care facilities that are unable to
isolate them.

• Develop and implement a long-term care
labour force strategy to address the
multiple labour force problems revealed
by COVID-19, including the problems of
inadequate compensation, staﬀ shortages,
overreliance on part-time staﬃng, and
training failures.
• Improve wages, beneﬁts (including paid sick
leave) and conditions of employment for
health care workers in the long-term care
sector to levels that commensurate with the
social importance of their work, the complexity of their duties and the daily hazards
they face, even in non-pandemic times.
• Oﬀer all part-time workers in this long-term
care sector full-time employment (with
full-time wages and beneﬁts) and limit their
work to one single facility.
• Examine best practices of jurisdictions like
South Korea, Hong Kong and Singapore
that have a strong track record of limiting
COVID-19 in their long-term sectors. In

• Ensure that any surge in COVID-19
hospitalizations does not result in shifting
patients to already overburdened,
under-resourced and understaﬀed
long-term care facilities which may be
unable to isolate new admissions.
• Reﬂecting a best practice developed in the
U.S., consider establishing, where space
and resources permit, a cohort unit for
exposed and new admissions as an eﬀective way to separate and screen higher-risk
individuals for the 14-day incubation period.
Keeping these patients on isolation and
with dedicated staﬀ would make contact
tracing for exposure identiﬁcation easier.
• Ensure that all long-term care facilities are
staﬀed by a dedicated infection control
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professional with occupational health and
safety training. Require that professional
to provide quarterly publicly accessible
assessments of the state of infection
control and occupational health and safety
at their facility.

on donning, doﬃng, safe use and
limitations of PPE – for all workers and
essential family visitors working in and
entering long-term care homes.

• Ensure that relevant workplace regulators
conduct in-person proactive inspections
of all long-term care facilities to ensure
compliance with occupational health and
safety laws, regulations and best practices.

• Ensure that provincial labour ministries
have the resources and ability to act independently from provincial health ministries
and fully enforce occupational health and
safety laws.

• On an urgent basis, ensure that all health
care workers in the long-term sector are
properly trained and ﬁt-tested on the use
of N95 respirators and other protective
equipment.
• Respect and enforce the health and safety
rights of workers:
• Ensure adequate supply of personal
protective equipment (PPE), including
N95 and better (e.g., elastomeric
respirators), and that workers and
essential family visitors have access to
appropriate PPE.
• Ensure workers have the right to know
about the hazards in their workplace
and receive the training they need to
be able to do their jobs safely.
• Ensure workers have the right to participate in decisions that could aﬀect
their health and safety.
• Ensure workers have the right to refuse
work that could endanger their health
and safety or that of others.
• Provide hands-on training on infection
prevention and control, including
training testing and drilling workers
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Stories from
the front lines

470

Health care workers are placed in a terrible
position. They are being told that contact and
droplet precautions are suﬃcient, but are
aware – based on their training, knowledge
and expertise – that airborne precautions
should be standard PPE.

One nurse in Atlantic Canada said:
“I go to work scared. My days oﬀ are spent
wondering if I have brought the virus home.
Each person I care for could be carrying
the virus.
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I walk into droplet precaution rooms wearing
a procedure mask while aware of the
evidence-based literature on SARS and the
use of N95s. I know that procedure masks
are disposable and are unsafe to reapply to
my face, yet I am forced to do this. I feel like
a thief when I need a new mask.
My biggest fear is that I will bring the virus
home and my loved ones will become sick.”
A nurse in Ontario described her on-the-job
fears because her hospital and her government were unable to protect her:

to the proximity of our desks. We were
gathering for morning huddles. The initial
request for additional PPE was denied
and all masks and hand sanitizer were
removed from our stock room to prevent
‘stealing’. We were to ask if we needed a
mask for a visit and initially told we did not
need to wear masks in the oﬃce. Many of
us expressed concern that we would be
a danger to each other especially if there
was an asymptomatic incubation period.
We were told it was ‘business as usual’.
It felt like we were the canaries in the mine
since this pandemic started. It felt surreal
and awful to be continuously told by
management that it was ‘business as usual’
when we could all clearly see that nothing
was usual.”

“I was told to wear a mask until grossly
soiled. To cycle through four masks
because ‘if it’s in a paper bag between
shifts it will ‘self-sanitize’. As a medical
professional I know a mask is soiled after
four hours of use regardless if it appears
dirty. This made me so afraid I would bring
home this virus and kill either my mother
or boyfriend.
I was forced to live in a vehicle in my
driveway for months. My back ached not
only from my work but from sleeping in
awkward positions on tough surfaces. My
spirit was drained.
I cried every day alone or at work to my
colleagues who were just as stressed
as me.”
An Alberta nurse works in a home care oﬃce
where social distancing was not possible
because of the close proximity of their desks
in the open-concept workplace.
“As soon as this pandemic became
apparent, many of us home care nurses
asked that the same guidelines recommended for the public be applied to our
oﬃces. We could not social distance due
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Chapter 5
Health Care Unions and the Fight
to Protect Health Care Workers
Introduction
The evidence demonstrates that the health
care worker safety failures of COVID-19 are
deep, broad and may have been largely avoidable. This chapter will tell the story of how
health care unions have fought on many fronts
to protect their health care workers because
current health and safety systems have proved
unequal to the challenge.
The federal and provincial governments failed
to protect health care workers. Occupational
laws and regulations were often disregarded
or, at best, appeared to be reluctantly
enforced. Ministries and regulators, whose
mission it is to ensure that occupational
health and safety laws were properly applied,
often failed to proactively inspect and monitor
health care workplaces as required by law.
The number of Canadian health care workers
infected with COVID-19 is a national shame.
While globally, the International Council of
Nurses reports that health care workers
represent 10 per cent of cases on average, in
Canada health care workers represent almost
double this number.471

As of late July 2020, 21,842 health care
workers were infected in Canada, or about one
in ﬁve total cases. In Quebec and Ontario, the
two hardest-hit provinces: health care workers
represent 24 per cent of cases in Quebec and
16.7 per cent of total cases in Ontario.472
Since the start of the pandemic, health care
worker unions have been raising the alarm,
as the numbers of infections amongst their
membership continues to rise.
Health care worker unions have repeatedly
urged governments to follow the precautionary
principle – meaning that, in the event of scientiﬁc uncertainty about transmission routes
for the virus, health care workers be provided
with PPE to address contact, droplet and
airborne protection.
This did not happen. Instead, Ontario, the only
province which had airborne precautions in
place – requiring the use of N95 respirator
masks for health care workers caring for
presumed or conﬁrmed cases of COVID-19 –
downgraded protections at the very start of
the pandemic on March 12, 2020.
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protective equipment and with inadequate
eﬀort to eliminate the hazards at source.
This is a clear demonstration of regulatory
failure.”473

This chapter will examine the following issues:
• Governments’ failure to adhere to occupational health and safety laws designed
to protect workers, including the right to
know, the right to participate and the right
to refuse;
• The limits on health care workers’ duty of
care during a pandemic;
• The governments’ failure to follow the
precautionary principle and the impacts on
health care workers;
• Health care unions’ eﬀorts to protect
worker and patient safety through negotiations, grievances and litigation; and

Dr. Lippel writes that in both Quebec and
Ontario, occupational health and safety legislation provides workers with certain rights,
including information, training and PPE. In
Ontario, in particular, occupational health and
safety principles are explicitly framed around
the right to know and the right to participate.
Both provinces provide the right to refuse
unsafe work.474 Every “reasonable precaution”
must be taken to protect health care providers, regardless of their employment status,
and whether they are regulated or unregulated
care providers.475
Having reviewed a response to health care
unions from a Superior Court injunction, a
decision of the Ontario Labour Relations Board
(OLRB) and an order rendered by an arbitrator,
Dr. Lippel concludes that “all of these rights
have been violated in many workplaces.”476

• The roles and actions of ministries of
labour and workers’ compensation boards.

“A clear
demonstration of
regulatory failure”

“Workers are not provided with adequate
protective equipment, they are not consistently informed of the hazards, and they
are not told who among their colleagues or
patients has COVID-19.

Echoing the views of many worker safety
experts, Professor Katherine Lippel, Holder of
the Distinguished Research Chair in Occupational Health and Safety Law at the University
of Ottawa, has concluded that, across Canada,
occupational health and safety legislation,
which requires employers to protect workers,
including providing appropriate PPE, was
not followed.
Noting that some employers failed to protect
workers, Dr. Lippel said:
“Evidence is abundant that workers were
and are endangered because they are exposed to obvious hazards with insuﬃcient

[...]
These judgments show that access to
appropriate masks and gowns was denied
to frontline workers, and workers’ rights to
participate have been stymied by a lack
of transparency.”477
Health care workers’ jobs routinely involve
more risks and hazards than those faced by
the general population. Regulated health care
professionals agree to assume greater risks
based on their professional obligations and a
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duty of care, a moral duty which arises from
the relationship between health care worker
and patient. However, a pandemic represents
an extraordinary circumstance and goes well
beyond the normal risks inherent to the job.

And concludes:

In fact, experts make clear that “the duty of
care is neither limitless nor ﬁxed”.478

During a pandemic, health care workers have
a responsibility to care for patients unless
there is signiﬁcant risk of harm.

The B.C. government’s ethics framework for
COVID-19 states that health care professionals have a duty of care which can only be
discharged if there is a “certain” and “signiﬁcant” risk of harm.479
Commentators have questioned this focus on
certainty in the course of a pandemic, noting
the practice of medicine is inherently uncertain. When our understanding of the virus
and the inherent risks is in ﬂux, they suggest,
certainty isn’t possible.480
This focus on certainty has troubled many
worker safety experts and ethicists.
According to Dr. Udo Schuklenk, professor
of philosophy and Ontario Research Chair in
bioethics, the focus on 100 per cent certainty
puts the onus on health care workers to take
care of patients, potentially at a high cost:481
“What if someone faced a 70 per cent probability for life-threatening illness?” he asks.
“They’re expected to work? You can’t expect
any HCW to accept any higher than average
risk of on-the-job injury without them volunteering to do so. It’s that simple.”482

“… it shouldn’t be our health-care workers
who pay a price for our failure to live up to
our end of the deal.”484

But the employer also has a reciprocal obligation to health care workers to provide timely
and accurate information to team members
to enable risk assessments, appropriate
personal protective equipment, training
and a safe environment, accommodation,
screening, as well as counselling and other
psychological supports.485
Given the infection rates in Canada among
health care workers, and Dr. Lippel’s conclusions on the violations of occupational health
and safety, there are grounds to question
whether this reciprocal obligation is being met.

Science or supply?
What was the rationale for abandoning the
precautionary principle?
The precautionary principle is intrinsic to
Canada’s occupational health and safety laws.
“OHS legislation exists throughout Canada
requiring employers to ensure that workers
are not exposed to hazardous situations
that can lead to injury or death because of
their work. The precautionary principle that
provides that prevention measures be put
in place when scientiﬁc uncertainty prevails
is intrinsic to OHS law.”486

The Globe and Mail op-ed asks:
“Do they tend to patients with the virus
despite not having all the protective equipment they need to completely feel safe in
that environment?”483

Since January 2020, health care worker
unions have repeatedly warned employers and
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governments that the precautionary principle
was not being followed, that the science was
in ﬂux and that, given what we knew about
the SARS coronavirus and even inﬂuenza,
evidence pointing to aerosol transmission
was mounting.
It is in this precise situation that the SARS
Commission recommended:
“[...] the precautionary principle, which
states that action to reduce risk need not
await scientiﬁc certainty, be expressly
adopted as a guiding principle throughout
Ontario’s health, public health and worker
safety systems by way of policy statement,
by explicit reference, in all relevant operational standards and directions, and by way
of inclusion, through preamble, statement
of principle, or otherwise, in the Occupational Health and Safety Act, the Health
Protection and Promotion Act, and all
relevant health statutes and regulations.”487
In early February, Canada’s protections for
health care workers (except for those in
Ontario) were lower than those in the U.S., the
U.K. and the European Union,488 all of which
called for airborne precautions. Ontario, at the
time, was an outlier in Canada and required
airborne precautions. The precautionary
principle had been embedded in Ontario
worker safety law as recommended by the
SARS Commission.
As we now know, China had moved towards
airborne precautions early in its outbreak in
order to stamp out the virus. Hong Kong and
Taiwan also implemented airborne precautions for workers.489 All of these jurisdictions
followed the precautionary principle when
Canada did not, and as noted throughout this
report, they recorded much lower infection
rates among health care workers and better
pandemic containment outcomes.

Throughout January and February, the
Canadian Federation of Nurses Unions
(CFNU) and its provincial member unions,
along with all other health care unions in
Canada, urged provinces and the federal
government to move towards the Ontario PPE
precautions and to oﬀer health care workers
caring for COVID-19 patients the higher
protections of N95 respirators.
Globally, similar meetings were being held
on the international stage, advocating for the
protection of workers, and uniting health care
workers worldwide in a shared experience
through Global Nurses United (GNU), the
International Council of Nurses (ICN), Public
Services International (PSI) and the International Trade Union Confederation (ITUC).
The CFNU and its member organizations pointed out in letters and meetings
with governments:
• That the website of the Public Health
Agency of Canada (PHAC) stated there
was little known about the transmission of
the virus;
• That the PHAC, rather than adhering to the
lowest standard of personal protection,
including surgical masks, should act to
protect health care workers given the
uncertainty about transmission routes;
• That the PHAC should commit to preparing
any future updates to its guidance with
health care worker unions as essential partners as had happened during H1N1 and
Ebola in Canada, citing health care unions’
established role as a participant in matters
related to occupational health and safety.
In late February, in a meeting with the Health
Minister Patty Hajdu and the Deputy Chief
Public Health Oﬃcer Dr. Howard Njoo, the
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directive “completely contrary” to the conclusions of the SARS Commission.492

CFNU reiterated its message on the precautionary principle and noted that Canada was an
outlier compared to many other jurisdictions.
The minister and the deputy chief public health
oﬃcer recognized at this meeting that infection
control and prevention (IPC) were impossible
if unions were not at the table. Health care
workers, they acknowledged, had a central role
to play in ensuring IPC measures were carried
out. Dr. Njoo indicated he would direct the
PHAC to include unions in all meetings about
guidance that impacted health care workers.
Asked about supply at this meeting, the minister
indicated decisions about appropriate PPE
were not being made on the basis of supply.
However, the PHAC-updated COVID-19 draft
guidance for health professionals working in
acute care appeared to reinforce the primacy
of supply issues in decisions about PPE. The
preface to the guidance document indicated
policies were not being driven by supply
concerns, but reference was made to the
‘security’ of supplies to ‘prevent pilfering’.490

Union oﬃcial Michael Hurley was taken
aback by the about-face during a meeting
with Williams:
“When it becomes clear that there aren’t
enough supplies in Ontario, the Ontario
government responds by changing the
safety protocols,” said Hurley, a vice-president of Canadian Union of Public Employees, which represents 30,000 long-term
care home workers in Ontario.”493
Hurley added that he had heard Williams say
that supply was a problem, and once this
was resolved, there could be a return to the
precautionary principle.494
In addition to issues with PPE supply, there
were also concerns about a lack of transparency on the part of governments. A statement
by the Canadian Federation of Nurses Unions
reads in part:
“As nurses’ unions, we have repeatedly
asked governments to identify both the
supply and demand of personal protective
equipment, in order that we can work with
governments and health authorities to implement strategies that focus on reducing
hazardous exposures.”495

The draft guidance also appeared to blur the
lines between diﬀerent kinds of protective
equipment, referring to N95 respirators as
not a higher level of protection but a ‘diﬀerent
level’ of protection. It also referred to some of
the negative side eﬀects of N95s and fatigue
from wearing them. N95s were reserved
in the document for aerosol-generating
medical procedures.491

In British Columbia, the nurses’ union also
asked the government to be transparent about
PPE supply:

On March 12, Ontario abruptly downgraded its
precautions, ruling out airborne transmission
because it claimed the science on COVID-19
transmission characteristics had been settled.
In response, the Ontario Nurses’ Association
wrote to Ontario’s Chief Medical Oﬃcer of
Health, Dr. David Williams, asking that airborne precautions be reinstated, declaring the
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“If they are having diﬃculty accessing
personal protective equipment, we are
asking them to advise the union, advise the
nurses, make sure they’re transparent and
tell us exactly what the supply is,” Christine
Sorensen, head of the B.C. nurses’ union,
said of health authorities.496

Fitzgerald downgraded airborne protections
for swabbing on March 19, 2020 stating that
“much more information is now available about
this disease.”500

A BCNU survey found 72% of employers had
restricted members’ access to PPE and over
a third of members feel pressured to not use
PPE due to supply issues. The majority also
felt decisions about PPE were being driven by
supply, not science.497

In a letter to the Chief Medical Oﬃcer of
Newfoundland and Labrador protesting this
decision, Debbie Forward, President of the
Registered Nurses’ Union Newfoundland and
Labrador, cited expert evidence to warn:

From early in the pandemic, Alberta had the
most transparent approach to sharing PPE
supply data with union representatives. On
April 16, 2020 it began sharing PPE supply
numbers – broken down by each PPE type
(face shields, surgical masks, N95 respirators,
etc.) – indicating the current inventory, burnrate, and projected burn rate with details of
incoming inventory. The data also speciﬁed
the days until inventory would be depleted
based on current supply and burn rate.498

“The eﬃciency of the ﬁlters of surgical
masks to block penetration of nasopharyngeal-sized particles is unknown. The lack
of a sealed ﬁt on a surgical mask will allow
for the inhalation of an unknown quantity of
nasopharyngeal-sized particles.”501
Similarly, the United Nurses of Alberta (UNA)
reported in late March 2020 there were
several work refusals by Alberta nurses who
were not being provided with N95 masks for
nasopharyngeal swabbing.502

Even for medical procedures that experts had
acknowledged in the past were potentially
aerosol-generating, there was evidence that
the precautionary principle was not followed,
despite the potential for harm.
For example, in 2009, the WHO’s PPE guidance for the H1N1 inﬂuenza outbreak called
for airborne protections for the collection of
nasopharyngeal swabs, noting that, “Nasopharyngeal swabbing and the vigorous swabbing
of tonsils for sample collection may trigger
intense cough at very close distance to the
person doing the procedure.”499
However, in provinces across Canada as
health oﬃcials ramped up testing, health care
unions were informed that nasopharyngeal
swabbing no longer generated aerosols
suﬃcient to warrant the protection of N95
respirator masks.
In Newfoundland and Labrador, the province
began with a precautionary approach to
nasopharyngeal swabbing, calling for N95s,
but then suddenly the CMOH Dr. Janice

Nurses in Newfoundland and Labrador sent
1,700 emails to their Ministry of Health and
Community Services, asking that proper PPE,
including N95s, be accessible to nurses, and
that the precautionary principle be followed. In
an interview, Minister of Health and Community
Services the Hon. Dr. John Haggie appeared
dismissive referring to N95 respirator masks as
a ‘security blanket’ for health care workers.503
Rather than provide for appropriate protection
in its guidance, the Public Health Agency of
Canada’s infection prevention and control
guidance for acute care acknowledges the
inherent potential for coughing as a result of
nasopharyngeal swabbing. It recommends
health care workers performing the specimen
collection “… stand to the side of the patient,
not directly in front of them, and should move
away from the patient (to more than 2 metres
distant) when the procedure is complete.”504
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Snapshot: Nurses denied proper personal
protective equipment
505

“I wouldn’t wish this on my worst enemy.”
This is how Elisabeth French, an RN from
New Brunswick, described her experience
after contracting COVID-19 on the job.

confess that she had tested positive for
the virus. Not surprising, considering every
patient on her unit also tested positive.
As ambulance and hospital workers came
to her aid, all wearing N95 masks and the
appropriate PPE, she became increasingly
upset about being denied protection, even
when she speciﬁcally requested it.

When her employer put out a call for RNs to
go and work at a special care home which
was experiencing a COVID-19 outbreak,
Elisabeth felt compelled to help. She commuted from Moncton to provide her nursing
expertise. Upon arrival, Elisabeth noted
the “working conditions were terrible,” but
decided to stay in hopes of making an
improvement and aiding her fellow health
care workers.

As a frontline worker, Elisabeth trusted
her employer and the government to take
care of her. Instead, she felt let down by
the very system she was trying to assist. If
she had been provided with an N95 mask
and proper PPE, it is likely that she would
avoided contracting COVID-19. Elisabeth
hopes the government can learn from their
mistakes and provide proper PPE to all
frontline workers going forward. A grievance has been ﬁled by NBNU.

When she requested an N95 mask,
Elisabeth was informed by her employer
that it was not required since she was
not working on an impacted unit. However,
after several days, she had to call 911 and

Unions indicated that given that copious
coughing could be caused by taking a swab
from deep inside the nasal cavities, and
standing beside the patient, and then rapidly
moving backwards to more than two metres
immediately after the procedure is completed
might prove diﬃcult. As unions have repeatedly stated, often government guidance seems
to be disconnected from the reality faced by
workers on the front line.

is why it is simpler – and safer for everyone –
to protect health care workers at the higher
levels of airborne precautions.
As Dr. Elizabeth Bryce, head of Infection
Control at Vancouver General Hospital, told
the SARS Commission:

In a health care setting it is impossible to try
to maintain the safe social distancing suggested by the PHAC, and properly look after a
patient. This is a dynamic environment. Which
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“And how can the health care worker
make the determination what the illness is
and whether they should use droplet and
airborne? I mean it is kind of expecting
them to have a whole level of expertise
which they shouldn’t be expected to
have ... Even if you did determine it like

poof, you know you are at this distance,
you put on a mask and presto and you
step back a foot and you no longer need
a mask ... they are moving in and out of
the “danger zone” for droplets. They are in
and out when they are in a room. And it is
just simply easier for everyone and safer
for them to put on some sort of respiratory
protection when they step into the room ...
You’ve got the patients moving around and
the staﬀ moving around. It is very hard to
keep the spatial separation and we just feel
it is safer too.”506

The risks to pregnant,
medically at risk, immunocompromised,
and older workers

In Quebec, ambulance technicians and ﬁrst
responders also had their PPE downgraded
early in the pandemic. They were originally
provided with an N95 respirator when dealing
with any patient diagnosed with COVID-19 but
were later told, unless the patient had “serious
respiratory problems” and required procedures such as intubation, a simple surgical
mask, gloves and a gown were deemed to be
suﬃcient.507

As the pandemic intensiﬁed, one issue that was
of signiﬁcant concern to health care unions
was the safety of at-risk groups: pregnant
workers, workers with underlying medical
conditions, those who might be immunocompromised, and older workers.

On April 7, 2020, Linda Silas, President of
the CFNU, appearing before the House of
Commons Standing Committee on Health,
lamented the failure of governments to act to
protect workers. Silas said:
“Frontline workers across the country who
are directly involved in the care of presumed and conﬁrmed COVID-19 patients
are not being provided with the PPE they
need to do their jobs. That’s simply outrageous and unacceptable in a world-class
health system like ours.”508

Human rights legislation in every province
provides for the accommodation of employees
who have a medical condition up to the point of
“undue hardship.”

Unions also raised the issue of physical
changes due to pregnancy and recommended
accommodation because these changes could
make it diﬃcult for a pregnant health care
worker to don and wear the required personal
protective equipment in a safe manner (i.e.
ﬁt-tested N95s and gowns).
While the data was still emerging on the risk
to pregnant workers,509 public health oﬃcials
across Canada advised employers that workers
with underlying medical conditions, those
who might be immunocompromised and older
workers were at risk of severe illness if they
contracted the virus.
One pregnant nurse in Regina, Saskatchewan,
expressed her fears for herself and her baby,
highlighting the gap between the approach to
COVID-19 and towards new medications:
“Because [COVID-19] is an illness, we’re
being told that, ‘We have a little bit of
research that says it’s probably okay so you
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should go and expose yourself and hopefully you’ll be okay. Hopefully, your unborn
child will be okay.’”510
“The studies that we have are so tiny and
they’re studying such a small group of
people. It’s reassuring that they’re saying,
‘You’re probably okay’, but if the tables
were turned and this was a new medication as opposed to an illness that was
spreading, pregnant women would be told
that, ‘We don’t have enough research to
support that it’s safe for you, so please, by
all means, avoid it.’”511
Early on in the pandemic, the Quebec government accepted that health care workers who
were pregnant, over 70 or immunocompromised should not be working in care settings.
These groups of health care workers would
be reassigned, or in some cases, be paid to
stay home.512
Quebec’s approach – to take precautions for
at-risk workers, recognizing the heightened
and potentially deadly consequences of
contracting COVID-19 – contrasted sharply
with other provinces.
Some provincial and federal public health
oﬃcials – such as those in Alberta – insisted
that if health care workers donned and doﬀed
PPE properly, workers who were medically
at risk or pregnant were no more at risk than
other workers. United Nurses of Alberta
asked, “Why would AHS want to take this risk
with these groups of healthcare workers?”513
Similarly, in Manitoba, the government took
a hard line on accommodating health care
workers who were pregnant or immunocompromised. Manitoba maintained that even if health
care workers were told by their own primary
care provider they required medical accommodation, the government’s Occupational and

Environmental Safety & Health oﬃce could
overrule any medical note by a medical professional. The Manitoba government and Manitoba
Nurses Union, after weeks of negotiating a
settlement – and with a grievance arbitration
hearing scheduled in the event that no reasonable terms could be achieved – ﬁnally
reached an agreement that restored the rights
of workers to accommodation based on their
primary care provider’s medical note.514

Putting families
at risk
Many health care workers, while fearing for
their own safety, expressed greater concern
for their families.
Precy Miguel, a cleaner at a hospital in
Vancouver, who lives with her elderly parents
and two brothers, described her ritual upon
returning to home from work:
“When she gets home, her parents open
the door and then dash away, so she
can hop in the shower without touching
anything. Sometimes, paranoia sets in, and
she double and triple cleans.”515
Many health care workers chose to live apart
from their families during the pandemic, either
in hotels, others’ houses or RVs at the back
of properties.516
In B.C., in light of widespread reports of
inadequate PPE supplies, the president of
the British Columbia Nurses’ Union Christine
Sorensen appealed to the government to help
nurses ﬁnd hotels near hospitals where they
could stay instead of going home:
“They would like to be able to stay somewhere that they don’t have to potentially put
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other family members or the community at
risk, so they are asking if accommodations
can be provided in hotels or other arrangements around the hospitals,” said Sorensen,
adding that some nurses are now working
up to an 18-hour day.517

Snapshot: The psychological toll of the
pandemic on one Newfoundland nurse
“Uncertainty. The fear of the unknown can
really aﬀect the way you go about your
daily life. The questions that I asked myself
daily: What patient will I have today? Will
I have a COVID-19 positive patient? What
PPE should I be wearing and what will be
available? Why are some healthcare professionals wearing diﬀerent (and possibly
better) PPE? Do I have what I need to keep
myself and my patients safe?”
“It was frustrating when we didn’t have
what we felt we needed for our own protection. It’s like asking a ﬁreﬁghter to run into

A Winnipeg nurse, Emma Cloney, penned an
emotional poem about her fears of bringing
COVID-19 home to her family:
My hands are cracked from washing,
My heart heavy with fear,
Knowing that the enemy we’re ﬁghting
Can follow me home from here.518
Every day, Cloney stays late at work to take
a shower to ensure she is decontaminated
before returning home.519

a burning building without guaranteeing
them that their gear was ﬁreproof. We as
critical care nurses will all run into the ﬁre,
as long as we know we are safe.”
“Another challenging moment for me was
one day when I realized I hadn’t had a hug
in months. It was somewhat overwhelming
to think that I had not seen my family in
such a long time. Thankfully, a fellow RN
dressed in full PPE was nearby and gave
me the much-needed reassuring hug that
brought tears to my eyes.”

In response to the potential contamination
of uniforms that workers then bring home to
families, Quebec negotiated an agreement with
health care workers, stating that uniforms would
be supplied and maintained by the employer in
priority sectors, units dedicated to COVID-19,
and CHSLDs with an outbreak of COVID-19, as
well as during transfers between institutions.520
Alberta Health Services also agreed to issue
uniforms for workers in certain designated
units,521 as did Nova Scotia health authorities.
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Reuse, substitution
and decontamination:
efforts to stretch
PPE supply
A nationwide survey by the Occupational
Health Clinics for Ontario Workers Inc.,
which was undertaken in the midst of the ﬁrst
wave of the pandemic, reported in late June
that there was a wide gap between PPE needs
and what health care workers were provided.
Speciﬁcally, for surgical masks the gap was
53 per cent. The deﬁciency was even greater
for N95s, with 56 per cent of need being
unmet according to survey participants.522

Unions have been assured that decontamination will only be used in the case of
severe supply issues. Notably, Alberta Health
Services, which is conﬁdent that supplies
will be suﬃcient, has since informed health
care unions that they have paused their decontamination program. The quantity that has
already been decontaminated is stored and is
at capacity.”
In April, after universal masking policies involving surgical masks in health care facilities
became ubiquitous across Canada, policies
limiting surgical masks to one or two per shift
were introduced in several provinces. Health
care workers were told to only change their
mask if it was wet, damp, soiled or damaged.
This was a complete deviation from proper
infection control practices.

As governments rationed supply, health care
workers across Canada were asked to reuse,
substitute masks or save masks for decontamination in an eﬀort to stretch existing supplies.
Each of those measures carried serious
potential risk.

This measure introduced potential risks to
health care workers, as donning and doﬃng of
masks (and storing them in paper bags over
breaks and lunch) are known to increase the
risk of cross-contamination. It also presented
a risk to residents, patients and clients, who
often touch health care workers when being
repositioned, toileted, fed or just wanting their
attention and then inadvertently touch their
own eyes, nose or mouth.

In April, health care workers and their unions
were informed that used N95 respirator masks
would start being collected for decontamination and reuse in the eventuality that supplies
were depleted.
Health care workers and their unions were
concerned that Health Canada’s approval
process for decontamination and reuse was
hurried and did not meet the speciﬁc criteria of
N95 manufacturers such as 3M which included
inactivating the target organism, not damaging
the respirator’s ﬁltration, not aﬀecting the
ﬁt, and ensuring the respirator was safe for
the person wearing it.523 Concerns were also
expressed by unions about N95s being used
beyond the manufacturers’ expiry date.524

In some health care workplaces, workers
were discouraged from asking for a surgical
mask to be replaced, even after their mask
might not be functional. Workers were told
supplies were at risk. Some workers were
made to feel selﬁsh for wanting even the
lowest levels of protections, let alone an N95
or better protection.
Darlene Jackson, President of the Manitoba
Nurses Union, said of the practice:
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“Reusing PPE is nothing but a form of
rationing. I don’t believe it’s safe. Nurses

don’t believe it’s safe. And this situation
is just declining as the days go by.”
She added, “It sends a message…that
nurses are “dispensable,” and that “if they
become exposed, if they become ill, they
can always be replaced.”525

questioning the President of the Canadian
Federation of Nurses Unions:
Don Davies: You know, an alarming memo
was recently sent to frontline health care
workers in Hamilton, Ontario. It stated,
“Staﬀ should be keeping their ﬁrst surgical
mask on until grossly soiled or wet, or
until an N95 respirator is needed for an
aerosol-generating procedure. ... After the
procedure, the N95 will be kept on until
grossly soiled.” Do you have any comment
on that memo?

Tracy Zambory, President of the Saskatchewan Union of Nurses, said the same thing
was happening in her province:
“Well, there is rationing going on. … I’ve
heard from members in busy emergency
rooms in this province, that they are
being told to keep it to two masks per
shift. I just got another message from
another in a northern hospital that that
members are being told that the masks
are locked [up] and they have to ask
permission and they get to have two
and they’re worried of discipline if they
require more than two masks. So yes, it
is happening.”526
In some provinces health care workers were
also asked to preserve their N95 respirators
by using one per shift. Nurses were asked to
label their mask with their name and to take
it oﬀ as little as possible (because of the risk
entailed in donning and doﬃng).
Christine Sorensen, president of the British
Columbia Nurses Union, also noted that N95s
need to be accessible, on the unit where care
is provided. Instead, she said:
“Some hospitals keep personal protective
equipment at only a central location where
nurses are expected to sign it out as strict
counts of N95 masks are kept, which could
result in delayed patient care.”527
The risk of reuse practices were raised at
the federal Standing Committee on Health
by Member of Parliament, Don Davies, in

Linda Silas: Sick, sick, sick. It goes against
all our training in disease prevention. Any
training that we ever got is that you have
to derobe after you leave the patient. You
have to throw away anything from one
patient to the other. And of course, as soon
as it is soiled, never mind grossly soiled,
you have to discard it.528
Alberta Health Services, in contrast to many
other provincial health authorities, regularly
provided detailed reports to unions on the
status of PPE supplies, and with suﬃcient PPE
on-hand, health care unions in Alberta had
fewer concerns about the rationing of surgical
masks and N95s.
There were many examples of workers being
provided with alternative PPE that was inadequate, potentially putting their safety at risk:
• In May 2020, the nurses’ union in
Newfoundland and Labrador expressed
concerns that one health authority was
distributing European-rated surgical
masks that had not been approved by
Health Canada.529
• A surgical mask (Vanch, i.e. level 1 type)
distributed in Alberta led to numerous
complaints that they did not seal properly
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as well as about their smell. Complaints
included headaches, rashes and other skin
irritations as a result of wearing them.530
• Some supplies of KN95s (the Chinese version of the N95) purchased by the federal
government were quickly withdrawn after
they were found to be sub-standard and
did not ﬁt workers properly, nor did they
provide the 95-per-cent particle ﬁltration of
a respirator. Health Canada subsequently
announced a recall.531
• The nurses’ union in British Columbia
complained that nurses “have sometimes
been given masks with straps that don’t tie
or gowns that don’t fully cover them.”532
These decisions regarding accommodation
(or the lack of it), supply rationing, reuse,
alternative PPE and decontamination were
largely being made without consultation with
joint health and safety committee members,
appointed by their unions, as was required
under occupational health and safety laws.

Health care unions
negotiate joint
statements with
governments
and employers
Early in the pandemic, health care unions
joined together to insist that the precautionary principle be followed and that
employers provide airborne protections to all
workers caring for presumed or conﬁrmed
COVID-19 patients. But the rejection of the
precautionary principle and the anxiety and
fear expressed by their membership led

health care unions to pragmatically change
their strategy.
Faced with PPE supply issues – and burdened
by the lack of suﬃcient preparedness on the
part of most governments and employers
in Canada – health care unions focused
on providing their members with practical
tools they could use to help protect patients
and themselves.
The result were a number of agreements
based on point-of-care risks assessment
(PCRA). These agreements acknowledge
that individual health care workers are best
positioned to determine the appropriate PPE
required based on the situation or their interaction with an individual patient.
This approach was pioneered in Alberta.
PCRAs were at the heart of a March 2020
agreement between Alberta Health Services,
Covenant Health (one of Canada’s largest
Catholic health care providers) and three
provincial health care unions, including the
United Nurses of Alberta.533
The agreement set PPE standards for
frontline health care workers dealing with
suspected, presumed or conﬁrmed COVID-19
patients, including:
• Access to N95 respirators if a worker is
within two metres of a patient;
• The requirement to perform a point-of-care
risk assessment (PCRA) before every
client interaction;
• If a health care worker determines on
reasonable grounds that speciﬁc PPE,
including N95 respirators or better, is
required, it will not be unreasonably
denied; and
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• Use of N95 respirators by all health care
workers in rooms where AGMPs being
performed are frequent or probable, or
with any intubated patents.

equipment (PPE) is available when you
need it. We were the ﬁrst province to
obtain an agreement between unions and
employers that recognizes the expertise
of front-line staﬀ to determine what PPE is
appropriate based on your point of care
risk assessment.”534

Heather Smith, President of the United Nurses
of Alberta (UNA), said about this achievement:
“UNA staﬀ have been at the forefront of
ensuring appropriate personal protective

Snapshot: The toll on nurses working in
Intensive Care Units
535

I work in the Intensive Care Unit at the
Misericordia Hospital in Edmonton. I’m
sure most of you have heard of the place
by now. I’m vice-president of Local 11 of
United Nurses of Alberta.
ICU staﬀ watched in horror and nervous anticipation as nurses from around the world
described their experiences with COVID-19.
We were devastated for them and terriﬁed
for ourselves. So in early July, when multiple
cases around the hospital began appearing,
we were on a full-facility outbreak within
days. I had three exposures in a week. I
have been “contract traced” and swabbed
more times that I care to count.
I have young children and for the ﬁrst time
this became real. Very real. Very fast. I experienced what I had read so many times:
being afraid of hugging my kids goodnight.
Every hour of my two weeks of isolation felt
like an accomplishment.

I did not contract COVID during my exposures in the workplace. That meant I
got to walk back into a hospital during on
outbreak. I learned many UNA members
had become sick, some very sick, some
requiring ICU care. People I know and love.
Having to look after our own was not something anyone can prepare you for. And it
will take a very long time to recover from.
Our local executive heard stories that would
break anyone’s heart: Being denied access
to appointments, even family members of
staﬀ being denied surgery, all due to where
we work. These are people who are “ﬁt to
work” and are not isolated. This became
more than we could bear. With help from
UNA’s OHS Advisor and others, this was
corrected, but the damage was done.
We are somehow not the same coming out
of this. Our hospital is now open again. We
did it. We kicked this thing’s butt. But at a
price we will all pay for a very long time.
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Over the next four months, all provinces with
the exception of Nova Scotia and Quebec have
negotiated similar joint agreements between
unions and employers and governments.

and the two main health care employers in
Alberta states:
“In the event that the supply of PPEs reach a
point where current supplies are anticipated
to last for only 30 days (i.e. a shortage),
or where utilization rates indicate that a
shortage will occur, the employers will be
responsible for developing contingency
plans in consultation with the unions and
applicable Joint Worksite Health and Safety
Committees to ensure the safety of health
care workers,” the agreement says.”537

Nova Scotia’s failure to enter into a memorandum of understanding to respect the
professional judgement of nurses – even
as the evidence on airborne transmission
continued to mount – prompted an open letter
to the Premier of Nova Scotia from the Nova
Scotia Nurses’ Union (NSNU) President Janet
Hazelton on July 29, 2020, in anticipation of a
second wave in the province:
“Earlier this year, you and [Nova Scotia
CMOH] Dr. Strang revised your recommendation on public masking in response
to the emergence of new evidence. We
are asking you to do the same thing with
respect to the precautions used with
conﬁrmed and suspected COVID-19
patients. We ask that you enter into a
memorandum of understanding that ensures access to ﬁt-tested N95 respirators
and respects nurses’ and other health care
workers’ point-of-care risk assessment.
An example of the agreement reached in
Alberta is provided with this letter. Further,
we ask that the province increases its
stock of N95 respirators, ensure nurses
and others are ﬁt-tested for their use,
and ensure they have access to them
when required.”536
While these agreements represent a step
forward for a membership that was feeling besieged, they put the onus on union members to
ask for PPE, rather than holding the employers
accountable to proactively protect them as
required by OH&S legislation.
Moreover, the agreements acknowledge the
ongoing issue of PPE supply; for example, the
joint agreement between health care unions

Early on in the pandemic, unions representing
as many as one million health care workers
had issued a joint statement stating that
“safety is not negotiable for anyone, including
health care workers” and demanding respect
for their members’ professional judgement:
“To health ministers and health employers,
we say: this responsibility lies with you. To
stop the transmission of COVID-19, health
care workers must be equipped with the
appropriate ﬁt-tested personal protective
equipment. Employers must provide the
necessary training and supports – and they
must mandate point-of-care risk assessments that empower health care workers to
assess their own risk andact accordingly.”538
However, even where supplies were not at
issue, it became immediately evident, even after
agreements were signed, that governments and
employers would need to be held to account
for failing to respect the joint agreements.
Consider:
• In June 2020, the president of the nurses’
union in Newfoundland and Labrador,
citing two provincial health authorities’
failure to respect the principles of the joint
agreement noted: “Providing no access at
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Health and Safety Act. During a pandemic,
where risks to workers are dramatically
heightened, the Ministry of Labour is supposed
to assume a larger and more important role,
acting to protect workers at risk.

all is unreasonable. Simply dismissing the
PRCA before it even happens is unacceptable. The only reason a health care worker
should be denied is because of supply.”539
• In Ontario, the Ontario Nurses’ Association
took a number of employers to court, and
made appeals to the Ontario Labour Board
about the Ministry of Labour’s failure to
make orders requiring employers to provide
N95s based on the outcomes of PCRAs.
ONA was successful in getting the Ministry
to agree that Directive #5 would be interpreted consistent with Justice Morgan’s
Eatonville/Henley 2020 decision.540

At least it should. But this has not been
workers’ experience in Ontario during
COVID-19 or during SARS.
The SARS Commission reported that the
Ministry of Labour was largely sidelined
during the 2003 outbreak. The SARS Commission ﬁnal report referred to:

• In Alberta, an issue arose over cardiopulmonary resuscitation (CPR), another
medical procedure likely to generate
aerosols in the air. The nurses’ union in
Alberta has repeatedly raised the issue
with Alberta Health Services (AHS) over
the direction given to its members at
numerous sites across Alberta that CPR
(speciﬁcally, chest compressions) is not an
aerosol-generating medical procedure and
that an N95 is not required. Even some of
AHS’s own guidance has designated CPR
as an oﬃcial aerosol-generating medical
procedure,541 and it was agreed to as a
procedure requiring an N95 respirator
mask in the joint agreement. AHS is
still reviewing this issue and lists chest
compressions as unresolved in terms of
aerosol-generating classiﬁcation.542

“…widespread, persistent, and ingrained
failures by the health care system to
comply with, and by the Ministry of Labour
to enforce, Ontario’s safety laws, including
the Occupational Health and Safety Act and
Ontario Regulation 67/93, Regulation for
Health Care and Residential Facilities.”543
Similarly, during COVID-19, the Ontario
Federation of Labour (OFL) reported that:
“[...] [A]n internal ministry committee, the
Work Refusal Advisory Committee now
known as the COVID-19 Advisory Team,
rather than inspectors, has been making
decisions on how the health and safety
inspectors will address COVID-19 issues,
including work refusals. For example,
work refusals have been downgraded to
complaints; occupational health has been
ignored in favor of less stringent public
health directives, and advice from unions
and workers has been ignored. The end result of Committee decisions is that workers
are not properly protected from exposures
to the virus that causes COVID-19.”544

A case study:
where is the Ontario
Ministry of Labour?
One of the Ministry of Labour’s key jobs in
Ontario is the enforcement of the Occupational

Even in the midst of ongoing outbreaks
at long-term care homes, on a number of
occasions, health care unions have been
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forced into the courts to protect their workers
because of the lack of labor ministry actions.
In reaction to the Ontario Nurses’ Association
v. Eatonville/Henley Place order “to provide
nurses working in their respective facilities
with access to ﬁtted N95 facial respirators
and other appropriate PPE when assessed by
a nurse at point of care to be appropriate and
required, as set out in Directive #5 issued by
the CMOH.”545
Dr. Eric Tucker, a professor at Osgoode Hall
Law School in Toronto, asked:
“In what world is a court order needed
to require employers to provide frontline
health care workers with the personal protective equipment that they, in their professional judgment, relying on best practices
and government directives, determine is
needed to perform their jobs safely?”546

Workplace complaints
and refusals across
Canada
COVID-19 has seen a ﬂurry of complaints
across Canada about unsafe workplaces and
unsafe work practices:
• In Ontario, more than 4,300 COVID-related
complaints were made between March and
the end of May, up from just 33 complaints
in the ﬁrst two months of 2020.547
• Quebec, meanwhile, has seen the total
number of labour complaints from March 1
to May 31 more than double from the same
period in 2019.548
• In British Columbia, between March 20 and
early May, there were 1,700 complaints ﬁled

Work refusals
Province

Claims submitted

Accepted

Ontario

278

1

Newfoundland and Labrador

27 (all in health care)

0

Quebec

24

1

Alberta

18

0

Saskatchewan

10*

N/A

Manitoba

9

1 (improvement order)

New Brunswick

12

1 (improvement order)

Nova Scotia

10**

1 (was still under investigation)

Prince Edward Island

0

N/A

British Columbia

Data not provided

Data not provided

* Resolved without Ministry of Labour Relations
** Three involved Department of Labour
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It is profoundly disappointing to see this level
of inaction to safeguard the highest risk sector
during a pandemic. What makes it even worse
is that this is occurring in a province where
the absence of labour ministry involvement
during SARS had tragic consequences in
death and disease.

with BCNU from its members across the
province.549
Provincial ministries of labour can either
respond to complaints – where a problem
has already been identiﬁed – or it can do
proactive inspections of workplaces. SARS
demonstrated the importance of proactive
inspections during a public health emergency
like COVID-19.

In the face of the health authorities’ refusal to
uphold the precautionary principle, and faced
with the failure to follow even joint agreements
negotiated in good faith with governments,
there have been work refusals by health care
workers. Most work refusals have not been accepted. This is detailed below in the following
table with data from March until June 2020.553

The ministry can also do its inspections in
person or by telephone, but the latter form of
inspection is far less likely to ensure ministry
orders on infection control are being met.
The situation in Ontario is particularly enlightening. The United Steelworkers requested information on Ministry of Labour COVID-related
inspections in the province between March 11
and July 13. It found that the ministry conducted 14,031 ﬁeld visits related to COVID-19;
5,572 were conducted by phone or email, and
8,441 were conducted in person.550
Of the ﬁeld visits to health care facilities,
the vast majority were reactive rather than
proactive (1,305 versus 457). Most visits were
to long-term care homes. Of the 1,305 reactive ﬁeld visits, 705 were in response to
complaints.551

Nurses’ unions across Canada, along with
other health care worker unions, including
Unifor, the Service Employees International
Union (SEIU) Healthcare, The National Union of
Public and General Employees (NUPGE), the
Canadian Union of Public Employees (CUPE)
and their provincial aﬃliates have received
work refusals, complaints and grievances
related to COVID-19 from their membership.

Workers compensation
claims: the campaign
for COVID-19 presumptive legislation

The largest proportion of the 705 complaints
related to ‘multiple issues’ and PPE, speciﬁcally mask/N95.
Field visits related to COVID-19 in all sectors
led to 9,875 orders and requirements between
March 11 and July 13, 2020. Only 323 improvement orders and requirements were
issued in the health care sector. Meanwhile,
the Ministry issued 7,513 orders in the construction industry and another 1,795 orders in
the industrial sector.552

Workers whose employers pay worker compensation premiums cannot sue their employers. In
return, workers look to the workers’ compensation board when they are injured at work.
This is the bargain public health care workers
have made with the government. This is the
historic trade-oﬀ that workers, including public
health workers, have made with Canadian
governments for more than a century.
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of being exposed for long periods of time to
COVID-19 patients.

However, prior to, and during this pandemic it
has become increasingly evident to workers
that this agreement may be beneﬁting one
party more than the other.
The World Health Organization declared early
on in the pandemic: “Health workers are at the
front line of the COVID-19 outbreak response
and as such are exposed to hazards that put
them at risk of infection.”554 By mid-July, the
WHO was reporting that health care workers
accounted “for more than 10 per cent of
infections and that over 1.4 million health care
workers had been infected with COVID-19.”555

Some have gone as far to suggest that the
health care worker infection rates are no
greater than the general population, and
any discrepancies are due to other extraneous factors.
Alberta Health Services (AHS) notes:
“Alberta based data synthesized from the
WHS dashboard [not including private
long-term care] indicated a current absolute
occupational risk of documented COVID-19
infection in healthcare workers to be 0.01%,
with an overall HCW risk of 0.14%, on the
basis of detailed case investigation. This is
compared with the overall current 0.1% risk
in the community in Alberta. The elevated
HCW non-occupational risk as compared
with the general population may be explained in part by higher rates of testing in
the HCW population (15% tested versus
2.9% of the general population tested), and
by diﬀerences in travel patterns amongst
HCWs compared with other populations
prior to recognition of the pandemic and the
implementation of travel restrictions.”559

Similar ﬁgures have been provided by the International Council of Nurses, which has reported
that on average 10 per cent of global infections
are health care workers.556 In Canada, in late
July over 21,000 health care workers had been
infected with COVID-19, representing about
one in ﬁve of the total cases in Canada.557
You would think that the high number of
infections among health care workers would
alarm governments and public health agencies across Canada, as the January rise
in health care work infections did in China.
You would think that they would respond, as
China did, and rapidly escalate protections for
airborne precautions.558
That has not been the case. Though the evidence shows otherwise, they appear to act as
if Canadian health care workers were as safe
as anywhere in the world. Instead of seeing
China’s low rate health care worker infection
as the goal, they appear to be satisﬁed by
the status quo. If they were dissatisﬁed by the
status quo, they would have acted. Sadly, they
have not.
Some oﬃcials have suggested that health
care workers were infected outside the
workplace. This, despite the self-evident risk

The Alberta agency points to “the absence
of reliable risk data” and that HCW perceptions
of personal COVID-19 risk “being driven by
preferential media reporting of cases in
HCWs”.560
In Alberta, as the end of July 2020 approached, 75 per cent of health care worker
infections had been deemed to result from
community exposure. In Ontario, the percentage was 40 per cent.561
British Columbia was the ﬁrst province to
adopt presumptive legislation for COVID-19. In
late July, Work Safe BC amended the Workers
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Compensation Act to add a presumption for
infections caused by communicable viral
pathogens, including COVID-19, which “are
the subject of a B.C.-speciﬁc emergency
declaration or notice”.562

Over and over, during the course of the
research for this report, we have seen case
after case of health care workers being told to
be quiet and to not speak publicly about their
workplace safety concerns.

Similar measures have been called for in
provinces across the country by worker safety
advocates and health care worker unions.

The Vitalité Health Network, the health authority
that runs the Campbellton Regional Hospital
in New Brunswick, was accused of silencing
doctors who were speaking out against the
lack of availability of PPE.

The impact of COVID-19 on the long-term
health of health care workers is also evidenced in the data: roughly 13,000 workers
have ﬁled workplace injury claims related
to COVID-19.563
Whether these claims are successful, or
whether a long battle with employers is
required, may depend on whether COVID-19
infections are presumed by provincial compensation boards to be workplace-related.

A deep moral failure
Justice Archie Campbell wrote that health
care workers must feel safe and trust the
measures being taken to protect them. It is
shameful that 17 years after SARS this is not
the case. It is shameful that 17 years after
SARS, employers, governments and public
health agencies too often appear to regard
a safe work environment as something to
be bargained.
It is shameful that health care worker unions
have to go to court to protect their members,
because laws are not enforced and regulators
are not doing their jobs.
Safety, as many health care workers and
union leaders have said, is not negotiable. It
is not negotiable in construction, or in mining,
or in smelting, or in auto factories. Health care
workplaces should be treated no diﬀerently.

After 10 workers rapidly became infected
at the hospital, Dr. Vona MacMillan spoke
about her unease during shifts on the
COVID-19 unit. She wanted the health authority to allow staﬀ to wear N95s while treating
COVID-positive patients, regardless of the procedure being performed. She later retracted
her comments.564 Employees at the hospital
were ordered not to speak to the media after
she retracted her comments about the working
conditions on the COVID-19 units.565
In other provinces, there have been similar
eﬀorts to silence health care professionals
who speak out about the lack of appropriate
protective equipment.
An Ontario nurse said:
“Hospitals are telling us to keep quiet
about this information and even threatening
to ﬁre staﬀ should we speak out on social
media or to the public.”566
Similarly, in Quebec, health care workers
are expressing their frustrations with the
lack of PPE on twitter using the hashtag
#BasLesMasques (Down with Masks): “People
speaking out were not doing it to be petty or
because we’re angry at our employers. We’re
doing it because we are afraid,” said Natalie
Stake-Doucet, a nurse who started practicing
again after the pandemic started.567
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velopment, implementation and monitoring
of procedures, guidelines, processes and
systems for the early detection and treatment of possible cases.

There have been many other media reports
where nurses are afraid to be identiﬁed because they fear being disciplined or being ﬁred.
It is unconscionable that Canadian health
care workers are being treated this way. What
makes it worse is that no government has
come to their support. No Canadian health
care worker should feel afraid to express their
concerns about workplace safety. This right is
at the heart of our country’s values.
Governments have a duty to ensure all workplaces are safe. May fulﬁlling this duty voluntarily, without the need of labour union-initiated
legal actions, be a lasting legacy of COVID-19.

Recommendations
• That the precautionary principle, which
states that action to reduce risk need not
await scientiﬁc certainty, be expressly
adopted as a guiding principle throughout
health, public health and worker safety
systems by way of policy statement, by
explicit reference in all relevant operational
standards and directions, and by way of
inclusion, through preamble, statement of
principle or otherwise, in all relevant health
statutes and regulations.

• That provincial ministries of labour use
their enforcement and standard-setting
activities, and ministries of health use their
funding and oversight, to promote organizational factors that give rise to a safety
culture in health workplaces.
• That in any future infectious disease crisis,
ministries of labour have clearly deﬁned
decision-making role on worker safety
issues, and that this role be clearly communicated to all workplace parties.
• That provincial ministries of labour have
the capabilities and resources to safely,
eﬀectively and comprehensively conduct
in-person, on-site inspections during
public health emergencies.

• That the health and safety concerns of
health care workers be taken seriously,
and that in the spirit of the precautionary
principle, health care workers be made to
feel safe.
• That the right of health care workers to
speak out about unsafe working conditions be protected from retaliation by
their employers.
• That in any future infectious disease crisis,
the precautionary principle guide the de135
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Stories from
the front lines

568

With all their experience, expertise and
training, nurses across Canada reported
being the subject of patronizing attitudes by
infectious disease and other specialists.

school for [protection against] aerosolized
particles … After that incident, I don a
surgical mask, a yellow gown, safety
glasses, and hair cover. I felt completely
under dressed.”

A nurse in British Columbia said:
An Ontario nurse said:
We do not have enough PPE. The ﬁrst
time I donned PPE to enter the COVID-19
isolation room, I was sternly told not to by
a senior hospital employee and reported
to my manager for donning an N95 mask.
That’s what I was taught to don in nursing

“Our hospital had our Infectious Disease
Specialist and other doctors go around on
a weekly basis to each unit in the hospital
and have huddles about how N95 masks …
are not needed!”
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A nursing colleague in Saskatchewan was
critical of:
“[...] constantly changing and conﬂicting
recommendations that do not seem to be
based on any science or evidence, but
based on product availability. For a while
our PPE recommendations changed daily.
[...]
I’ve been a nurse for 20 plus years and
never before in my career have I been
advised to reuse a single use product. We
have been advised to wear a procedure
mask until our break or it’s soiled. Procedure masks have always been for a single
procedure. We had hand sanitizer that was
recalled. These are my personal examples.
This makes me very uncomfortable and
makes me feel like my life is not valued by
my employer. You walk away feeling like
you are expendable.”
Another Ontario nurse said she and her
colleagues were told N95 respirators were not
necessary when assisting COVID-19 patients
receiving dialysis:
“Nurses were told N95 is not required unless we are doing aerosolized procedures
but … they kept removing their [procedure]
masks to breathe and cough as patients
felt suﬀocated under mask during dialysis.
Nurses were not given proper PPE when
were asked to screen patients for COVID19, and manager locking up surgical
masks and asking nurses to wear [surgical]
masks when screening patients.”
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Chapter 6
Health Care Workers and the
Pandemic Data “Black Hole”
Introduction
Quebec, Nova Scotia and British Columbia,
have gone as far as to refuse to release some
health care work infection data.

Bringing a canary into a coal mine was one
of the earliest occupational safety devices.
Starting in 1911, these birds protected miners
by detecting carbon monoxide and other toxic
gases long before they reached levels dangerous to humans.569

Dr. Amir Attaran is by training an immunologist and lawyer, but he is also the Canada
Research Chair in Law, Population Health and
Global Development Policy, and a professor at
the University of Ottawa in both the faculties of
law and medicine. This is how he describes the
importance of data in pandemic containment:

More than 100 years later, good data on
health care worker infections can similarly
serve as an early warning system, helping to
identify issues and trends before they mushroom into major crises.

“Without complete, timely data, it is impossible for scientists to analyze the epidemic
optimally in real time … I cannot exaggerate
how dangerous such blindness is. Without
complete, accurate, timely data Canada
ﬁghts COVID-19 not by skating to where
the virus’s puck is going, or even where it is
now, but where it was several weeks ago.”570

Accurate data on the location and extent of
outbreaks was all important as governments
worked to “ﬂatten the curve” in the ﬁrst phase
of COVID-19.
Data on COVID-19 infections among health
care workers and in health care settings could
have served a similar purpose, giving public
health oﬃcials a roadmap on the path of the
virus in workplaces, and a picture of the risks
faced by those on the front lines.
That has not been the case, despite the best
eﬀorts of health care workers and their unions
to press for this vital information. It would help
frontline staﬀ better understand their workplace risks. Inexplicably, some provinces, like

Instead of providing a roadmap, the
data on health care worker COVID-19
infections remains an uneven patchwork
without consistent data classiﬁcations and
collection procedures.
Even more than 200 days after Ottawa activated its emergency operations centre on
January 15, there was a marked absence of

139

unions have reported – the muddled system
across Canada for collecting, analyzing and
distributing public data on COVID-19 health
care infections is largely ineﬀective, siloed and
disorganized. It is far from being up to the task.

comprehensive data on the extent, severity
and causes of COVID-19 cases among
Canadian health care workers.
Over and over, in consulting extensively with
public health agencies, unions, Statistics
Canada and other agencies in an attempt to
form a complete picture of COVID-19’s impact
on health care workers, the available data was
fragmented, incomplete and insuﬃcient.

This chapter will examine the failings of
national, provincial and local systems that
collect, analyze and disseminate health worker
safety data, and will provide recommendations
for addressing these shortcomings.

Such data is needed not just to tell us how
many health care workers are infected but
also to make informed health care worker
safety decisions.

National-level data
A fragmented patchwork

The best (albeit incomplete) information was
released in early September by the Canadian
Institute for Health Information (CIHI) and
indicates that more than 21,000 health care
workers had been infected as of late July
2020, comprising about one in ﬁve cases in
Canada.571 As of September 2020, national
data could not be broken down by provider
type, nor by health care sector (acute, longterm care, community, etc.).

The problems with public health data were a
feature of SARS. In his 2004 interim report,
Justice Archie Campbell noted that: “[p]roblems with the collection, analysis and sharing
of data beset the eﬀort to combat SARS,” and
that this was largely due to “a lack of federal-provincial cooperation.”573
Of the 23 problems set out in the interim
report, six were directly related to failures of
public health information systems and the
sharing of data.574

The Chinese COVID-19 experience is an
example of how better data can inform
better policy.572 The Chinese authorities
closely tracked the initial circumstances
surrounding COVID-19 cases, and early
case data enabled them to identify high
health worker infection rates, a clear sign of
human-to-human transmission.

Two decades later, Dr. Amir Attaran and Adam
Houston, both at the University of Ottawa,
in their evaluation of data sharing during the
COVID-19 pandemic, concluded:

On January 20, with a clear picture of health
worker infection before them, they immediately
upgraded to airborne precautions. As the infections among health care workers declined,
they could see the success of their approach
and never downgraded precautions.
However, as this investigation has discovered –
and as frustrated health care workers and their
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“… it remains true that nearly two decades
after data sharing proved a catastrophic
failure in the 2003 SARS epidemic, epidemiological data still are not shared between
the provinces and the federal government.
This is largely due to a baseless and erroneous belief that health falls purely within
the jurisdiction of the provinces, despite
the Supreme Court of Canada’s clear
conclusions to the contrary, which has

report, data from Ontario alone showed
that almost 3,000 workers had already
contracted the virus.581

misled Canada to rely on voluntary data
sharing agreements with the provinces
that are not merely ineﬀective, but actually
inhibit data sharing.”575
The failure to properly track and share data
between individual provinces and the federal
government appears to be due to the historical jurisdictional conﬂict over ownership of
this data. Reports from the Auditor General of
Canada and from public health professionals
have raised warnings about Canada’s dysfunctional system of public health data sharing
for decades.576

• As of May 31, the PHAC possessed detailed data on just 36 per cent of known
COVID-19 cases, because either the data
from the provinces were late or the provinces declined to share, “leaving Canada
dangerously blind” and making it “impossible for the PHAC to know, until weeks
later, whether eﬀorts are succeeding to
keep the virus’s eﬀective reproductive
number (called “Re”) well below one.582

Provinces have historically insisted on ownership of epidemiological data and how it is
shared. This is reﬂected in the current data
sharing agreement between Ottawa and the
provinces, which is non-binding and gives
the provinces 30 days to comment before
any publication of their data and a veto under
certain circumstances.577 578

• As of August 8, 24 per cent of cases provided by Statistics Canada data (supplied
by PHAC) lacked any occupational coding.
When excluding Quebec, that number
increases to 47.5 per cent. This means
that any attempt to calculate the number
of health care worker infections using this
data would be riddled with errors.583

Flying blind

Health care workers and their unions were
understandably frustrated. They raised the
issue of inadequate national data with the
PHAC in several weekly teleconferences. It
wasn’t until late June, however, that the PHAC
published a draft work plan to address the
heath care worker data gaps. It included the
acknowledgement that the existing data had
many limitations. For example, data could not
be disaggregated by provider type or setting,
and demographics were limited to age and
gender. There were also some completeness
issues with some jurisdictions.584

The patchwork of data creates delays, deﬁciencies and errors.
Early in the crisis, experts noted that the
PHAC’s national modelling of the pandemic
lagged behind the modelling conducted by
provinces and other countries.579
At various points during the ﬁrst phase of
COVID-19, the PHAC seemed less than well
informed on the pandemic’s progress:
• As of April 30, only 56 per cent of total
cases in the PHAC’s daily epidemiological
update contained detailed data. Data on
health care workers, for example, indicated there were 3,810 cases “exposed
in a healthcare facility.”580 This data was
incomplete. At the time of the April 30

Statistics Canada
Statistics Canada, drawing upon information
by the Public Health Agency of Canada, has
scrambled to paint a picture of COVID-19
across country.

141

In Quebec, the data has been provided intermittently through the PHAC or media reports,
but granular data broken down by health
care provider type or health care sector has
been diﬃcult to obtain. In contrast, the city
of Montreal regularly publishes very detailed
situation reports which include health care
worker infections.588

Statistics Canada produces a single data
ﬁle that, in theory, records COVID-19 cases
among health care workers.585
Its publication has been irregular, often
shifting between weekly and biweekly publication and providing data up two weeks out
of date. These delays are compounded by
deﬁciencies and openly acknowledged errors.

The Prairie Provinces all report their ﬁgures
in diﬀerent formats. Alberta provides their
statistics through a geographic breakdown
of health worker infections. Manitoba only
identiﬁes the source of infection of their health
care workers. Saskatchewan merely reports a
ﬁgure with no timeline or context.

For example, provincial data in this ﬁle is
grouped into regions like Atlantic Canada
and the Prairies, reducing the value of the
data by rendering interprovincial comparison
impossible. To make matters worse, data is
also published with outdated ﬁgures as some
provinces simply do not submit updated data
on categories as pivotal as occupation.

Provincial-level data

The most problematic jurisdiction may be
British Columbia. Its publicly disclosed data
has been incomplete, inconsistent and on
occasion, seemingly contradictory.

A fragmented patchwork

British Columbia

Data on COVID-19 cases originate in hospitals,
long-term care homes and public health authorities across the country. It is then compiled
by provincial health authorities. The extent to
which this data is then shared with the federal
government and made available to public health
partners varies from province to province.

British Columbia’s data on health worker
COVID-19 infections can be found in four
separate locations: surveillance reports, press
brieﬁngs, the media and Statistics Canada.
While our researchers have worked long and
hard to make sense of the situation in B.C.,
none of these numbers seem to add up.

The Atlantic provinces do not seem to publicize the number of COVID-19 cases among
health care workers. Nova Scotia justiﬁes
the decision to not provide the exact number
of infected employees at health authorities
“because it’s so low that it could identify the
workers who became patients.”586

The British Columbia Ministry of Health May 4
press brieﬁng on COVID-19 projections stated
that “as of April 28, health-care workers represented 428 (21 per cent) of COVID-19 cases
reported in BC.”589 The provincial epidemiological surveillance report for the same day had a
diﬀerent number: it identiﬁed 144 staﬀ infected
by an “outbreak” in care facilities.590

Public Health Ontario publishes this statistic
in their accessible data dashboard, and their
weekly epidemiological reports provide the
status of all infected health care workers in
both acute and long-term care.587

The slides used in all subsequent press
brieﬁngs by the BC Centre for Disease Control
have not included the number of health care
worker infections.
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health care worker infections in the province,
the number of health care workers infected had
declined to 258, reducing the proportion of
health care worker cases in relation to the provincial total from almost 25 per cent (24.9%) in
early June to 7.6 per cent in late July 2020.595

In mid-June, a media article published
internal ﬁgures provided by the BC Centre
for Disease Control, showing that 24.9 per
cent of COVID-19 cases were health care
workers.591 This alarming ﬁgure was missed in
the aforementioned Statistics Canada data ﬁle
on COVID-19 cases, because in June British
Columbia did not provide the occupation of
any of their cases.592

Ontario

From July to August, British Columbia’s reporting to the Public Health Agency of Canada
and Statistics Canada has shown a slightly
decreasing number of health care worker
infections: in early July the ﬁgure was 346,
in mid-July this ﬁgure slipped to 344, and in
early August this number was 343.593
When Statistics Canada was reached out to
for comment, they provided this message:

Even in provinces which publicly report data
on health care worker infections, media outlets have noted glaring deﬁciencies.
In mid-April, the Toronto Star grew frustrated
with Ontario’s apparently incomplete and
outdated data on long-term care outbreaks.
They ﬁlled in the government’s information
gaps by providing a provincial map of care
homes, listing number of cases and deaths by
residents and health staﬀ, sourcing the information directly from the health regions.

“The data is sent by the provinces and
territories (PTs) to PHAC. The information
provided by the PTs varies for each province and territory. PHAC has ongoing discussions with each PT to determine what is
in-scope for sharing with the federal health
agency. Recently, the province of British
Columbia updated all of their records and
stopped sharing the ‘Occupation’ information with PHAC. A reconciliation was done
to retrieve the ‘Occupation’ variables for the
old cases but the new cases do not have
that information. This makes it impossible
to get a number of healthcare workers who
are getting infected by COVID-19 in BC.”594
British Columbia appears to have simply
refused to continue providing the number
of health care workers being infected by
COVID-19. It has not provided a reason for
doing so.
As such, when the data was released by CIHI
on September 3 2020 with a ‘snapshot’ of

“Every day, Public Health Ontario publishes
some information on conﬁrmed cases and
deaths in long-term care home outbreaks,
but The Star has found this data vastly
under-reports the true number of people
dying in these settings, as well as in retirement homes.
Provincial health oﬃcials began this week
to quote in their daily press brieﬁngs more
up-to-date death numbers collected by the
Ministry of Long-Term Care. But this data
has limitations too; it only includes deaths
at long-term care homes and not retirement
homes, it doesn’t tell where the deaths
are occurring, and it doesn’t tell you which
homes are experiencing outbreaks.”596
Throughout the spring and into the summer,
the Toronto Star continued to highlight the
Ontario government’s signiﬁcant underreporting of COVID-19 cases due to contradictory and delayed information.597
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By mid-May, the Toronto Star reported that
after two months of pressure from unions
and media outlets, the province was also
beginning to collect data on the type of
health care worker in its data system known
as iPHIS, or integrated Public Health Information System.Of the 3,722 Ontario health
care workers infected at that time, the data
included numbers for doctors, nurses, laboratory workers, ﬁrst responders and other (or
unknown) health care worker type (2,887).
Personal support workers – who comprised
the largest proportion of workers in long-term
care and retirement homes – were still included under the heading of “other” with no
further data delineations.598
In late June, the Ontario government ﬁnally
agreed to overhaul iPHIS, which still relied
on fax machines and manual data entry, and
move to a cloud-based system. Under the
existing iPHIS system, testing labs could not
enter the results directly; instead they were
sent to public health units in batches by fax,
and then the results were manually entered,
which delayed data for many days (and introduced the potential for errors).599
The problems with iPHIS echoed problems
during SARS that were supposed to have
been ﬁxed long ago.

Efforts to address
the problem
Throughout the pandemic there have been
eﬀorts to improve the reporting of data on
COVID-19 cases that should be recognized.

The PHAC, Health Canada, Statistics
Canada, Canadian Institute for Health
Information (CIHI) strategy
In late June, the Public Health Agency of
Canada, Health Canada, Statistics Canada
and the Canadian Institute of Health Information outlined a draft strategy to address what
they acknowledged as a deﬁciency in health
care worker data at the national level (and
within provincial data collection eﬀorts). The
draft work plan acknowledged that health care
workers “not only experience greater risk of
exposure to COVID-19, but are also exposed
to other hazards that increase their risk of
infection and/or secondary health impacts,”
and conceded the lack of granular data.600
The document outlined some of the gaps
in health care worker data with respect to
gender, race/ethnicity, work setting (LTC,
hospital, home care), job type (nurse, personal support worker, etc.), and job status
(casual, part-time, full-time, agency). The work
plan also recognized the importance of cataloging clinical outcomes, exposure settings,
access to personal protective equipment
(PPE) and perceived organizational support
as important variables.601
However, the draft acknowledged that many
challenges remain with national-level data
gathering. As noted earlier, national data is
dependent on the granularity of data provided
at the provincial/territorial level as well as the
degree to which data is standardized.602
While the data working group acknowledged
that the PPE access and provision issue, as
identiﬁed by unions, was ‘a critical issue,’
there was general acknowledgement that
there is no readily available source of information with respect to PPE through provincial
reporting. A short survey to ‘crowdsource’
better data on PPE was proposed.603
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Non-governmental organizations’ data
gathering eﬀorts

build barriers and deploy ﬁreﬁghters at strategic locations to try and contain it.

In the absence of government sources of
data, numerous surveys have been conducted
independently of the PHAC to make up for this
data gap, including by the Manitoba Nurses
Union, SEIU Healthcare, British Columbia
Nurses’ Union,604 Ontario Nurses’ Association
and the Occupational Health Clinics for
Ontario Workers (OHCOW).605

In battling the COVID-19 pandemic, the latest
data reﬂects not where you are today in terms
of the total number of cases, but the situation
when today’s conﬁrmed cases were themselves
infected. Today’s situation won’t be known for a
week or more from now – when cases infected
today begin showing signs of infection.

As noted earlier, journalists such as those
at the Toronto Star have made extraordinary
eﬀorts to ﬁll the data gap, documenting
infections and deaths the government has
seemingly failed to report.
On long-term care, the National Institute of
Ageing (NIA) at Ryerson University launched
a long-term care tracker on April 29. They believed that “the lack of clear data on nursing
and retirement home outbreaks was preventing responsive interventions at provincial/
territorial front lines.” The NIA tracking map
compiles and publishes data online weekly,
sourcing its information directly from public
health units, the media and information posted
by homes.606

“[Y]ou are always behind where you are if you
think that today reﬂects where you really are,”
observed Dr. Anthony Fauci, director of the
U.S. National Institute of Allergy and Infectious Diseases.607
Without adequate timely data, it is impossible
to spot and address health worker problems
in a timely manner, endangering the health
of all health care workers, their families, their
patients, and visitors to their facilities.
But, as revealed in this chapter, amid all the
COVID-19 data that federal, provincial and local
public health agencies and ministries collect
in Canada, public data on infections among
health care workers and in health care settings
remains weak, ineﬀective and unhelpful.

While the NIA has been largely successful
at compiling COVID-19 long-term care data
from across Canada, Quebec has declined to
provide provincial data to the NIA on long-term
care infections among residents and staﬀ
since mid-May.

It is impossible to answer in a timely, comparable, suﬃciently detailed manner the
following essential questions:

A path forward

• Where has the infection occurred (i.e., in
what kind of health care setting)?

To understand the importance of adequate
data in tracking health care worker safety,
imagine ﬁghting a forest ﬁre. To get ahead of
it, you might ﬂy over it, ﬁgure out how big it
is, where it’s going and how fast, so you can

• Under what circumstances and when?

• How many Canadian health care workers
have been infected with COVID-19?

• Which category of health care worker
functions are most at risk, and under
what circumstances?

145

• What kind of personal protective equipment (PPE) was worn at the time of
the infection?
• What was the status at the time of infection
of engineering and other components of
the hierarchy of controls against exposure
to COVID-19 hazards? and
• Was the infection investigated by the workplace joint health and safety committee, or
by provincial worker safety regulators?

Recommendations
• That all jurisdictions be required to publicly
report to their stakeholders – and to the
federal government – in a consistent,
detailed and timely manner the number of
health care worker infections in their area.
• That signiﬁcant good faith eﬀort be made
to iron out federal-provincial jurisdictional
conﬂicts hindering timely data sharing on
health care worker infections.
• That Statistics Canada be given the authority and resources to implement and
operate a transparent national system on
health care worker data. The resulting data
sets must have consistent terminology
and criteria. They must have signiﬁcant
granularity to allow monitoring and trend
analysis by occupation and sector at a
detail level (e.g., PSW, nurse, physician; or
LTC, nursing homes, hospitals, pandemic
wards within hospitals, direct patient care
and other key roles such as triaging). The
data has to be shared in real time, not
delayed by weeks or even months. And
the performance of the system must be
monitored and tested regularly.
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Stories from
the front lines
Justice Campbell wrote that health care
workers must be kept safe and made to feel
safe. Health care workers across Canada at
union town halls and in media interviews tell the
same troubling story over and over. They do
not feel safe. Their employers don’t make them
feel safe. Public health agencies and provincial
labor regulators don’t make them feel safe.

prevention and control) recommendations,
there is a sense of mistrust brewing
between frontline care staﬀ and the administrative upper management.”608
An emergency physician says:
“I’m on the front lines of the COVID war as
an emergency physician. I see the stress
being worn by my team of nurses and
respiratory therapists. We are scared and
tired, for ourselves, for our families, for
each other.”609

In comments echoing those often heard
during SARS, one nurse commented on mistrust in guidance provided by her employer:
“Within my organization, due to diﬀerent
sources including WHO, CDC, and local
health authorities having diﬀerent (infection

A survey of health care workers conducted in
April 2020 found that 47 per cent of Canadian
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health care workers surveyed who were on the
front lines of COVID-19 felt they need mental
health support.610
In testimony before the Commons Health Committee, Linda Silas, President of the Canadian
Federation of Nurses Unions, stated:
“As you know, the Public Health Agency
of Canada was created in the wake of the
SARS crisis. Since its beginning, it has
taken its public health duties very seriously.
However, workplace safety has never been
PHAC’s primary focus, and the agency
has unfortunately failed, over and over,
to consider and appropriately protect the
health and safety of health care workers.
That’s why I’m here. It’s to implore you to
take a stand for the health care workforce
by calling for the Prime Minister and the
government to invoke the measures of the
Emergencies Act to help our health care
system survive this global pandemic. The
CFNU believes that the current situation
in both acute and long-term care settings
across Canada ﬁts the law’s deﬁnition of an
emergency that rises above the ability of
one province to cope, thereby representing
a risk to other provinces. The time for our
government to act is now.”
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Chapter 7
The Precautionary Principle,
and Who Decides How Health
Care Workers Are Protected
Introduction
COVID-19 has revealed how little has
changed since SARS: worker safety experts
and expertise remain sidelined from public
health agencies’ occupational health and
safety decision making.

Much continues as it did in 2006, when
Justice Archie Campbell observed:
“There were two solitudes during SARS:
infection control and worker safety.
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Infection control insisted that SARS was
mostly spread by large droplets which do
not travel far from an infectious person.
Given that case, in their view, a surgical
mask was suﬃcient to protect health care
workers in most situations.

This chapter will have three parts.

Worker safety experts said workers at risk
should have the higher level of protection
of an N95. They said not enough is known
about how SARS is spread to rule out
airborne transmission by much smaller
particles, and besides, hospitals are
dynamic places where unforeseen events
and accidents can always happen.

• Part 2 contains an updated version of Justice Campbell’s recommendations intended
to ensure that worker safety expertise is an
integral part of public health agencies.

• Part 1 will contain observations regarding
the absence of worker safety expertise
as integral components of worker safety
decision making.

Infection control relied on its understanding
of scientiﬁc research as it stood at the
time. Worker safety experts relied on the
precautionary principle that reasonable
action to reduce risk should not await
scientiﬁc certainty.”611
Seventeen years later, the status quo remains
largely unchanged. The voices of health care
workers, unions, occupational hygienists,
physicians who specialize in worker safety, environmental engineers, and aerosol specialists
are still missing when occupational health and
safety decisions are made.
To be sure, worker safety experts and unions
have been invited by federal and provincial
public health agencies to participate in
COVID-19 forums, known as “science tables.”
These forums are supposed to be collaborative, but appear to be anything but. The evidence reveals that the participation of unions
and worker safety experts has been grudging,
perfunctory and belies the statutory central
role of unions and health care workers in
occupational and safety laws and regulations.

• Part 3, the ﬁnal one, will feature an
analysis that John Oudyk, a Canadian
occupational hygienist, has presented at
federal and provincial “science tables.”
The excellence of the analysis demonstrates the depth and quality of the worker
safety submissions summarily dismissed
by public health agencies, and underlines
that the expertise gap they are unwilling to
concede exists.

Part 1 –
A vast chasm
For a sense of the great divide between
public health agencies and worker safety,
look no further than the response to the letter
by 239 experts from 32 countries, including
10 Canadians. That letter urged the WHO
in July 2020 to re-consider its view of airborne transmission.
The 239 scientists comprised a wide range of
expertise – from epidemiologists to virologists,
from occupational hygienists to environmental
engineers, from occupational physicians to
bio-aerosol engineers.
Many saw the group’s multidisciplinary diversity as a big plus, as something that enhanced
their letter’s scope, breadth and credibility.
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engineers, aerobiologists, and so on,
whereas the majority of the clinical, infectious-diseases, epidemiology, public health,
and infection-prevention and control people
do not think exactly the same? Or they
appreciate this evidence, but they don’t
think that the role is so prominent?”614

Indeed, many scientists have come to believe
that the complex challenges of researching
airborne transmission – an important reason
why it is called the “the elusive pathway”612 –
require scientiﬁc collaboration across a range
of disciplines.
One year before the pandemic, this approach
was recognized by a group of leading Canadian researchers:

Dr. Allegranzi seems to have overlooked the
fact that 40 of the WHO letter signatories,
including two Canadians, Dr. Raymond Tellier
and Dr. Nelson Lee, are physicians, virologists
and infectious disease epidemiologists.615

“The transmission of infectious microbes
via bioaerosols is of signiﬁcant concern for
both human and animal health. However,
gaps in our understanding of respiratory
pathogen transmission and methodological
heterogeneity persist. New developments
have enabled progress in this domain, and
one of the major turning points has been
the recognition that cross-disciplinary collaborations across spheres of human and
animal health, microbiology, biophysics,
engineering, aerobiology, infection control,
public health, occupational health, and
industrial hygiene are essential.”613

Some leading Canadian public health and
infectious disease experts also dismissed
the WHO letter in similar tones and on
similar grounds.
The Globe and Mail reported:
“Many of the signatories are experts with
backgrounds in engineering, chemistry and
the environment and they point to evidence
of studies that demonstrate the airborne
presence. Members of Canada’s infectious
disease community take issue with the
letter, saying there’s a major diﬀerence
between laboratory studies that demonstrate a theoretical possibility of airborne
spread and the real world, where months
of experience with COVID-19 have proven
the majority of cases occur through close
contact with an infected person.”616

A year later, the WHO saw the letter’s underlying multidisciplinary expertise not as a
strength, but as a fundamental ﬂaw undermining its relevance and value.
This point was most directly made by
Dr. Benedetta Allegranzi, technical leader of the
WHO’s task force on infection prevention and
control. She questioned the relevance of the
expertise of many of the letter’s signatories:
“There is this movement, which made
their voice very loud by publishing various
position papers or opinion papers.
[...]
Why don’t we ask ourselves … why are
these theories coming mainly from

Canadian public health experts and their
advisors seem to believe that only epidemiology – the admittedly invaluable public health
discipline that investigates the characteristics
and dynamics of disease outbreaks – is
capable of identifying how infectious diseases
are transmitted. They seem to have little
regard for the lab-based studies relied upon
by the letter’s signatories.
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Health. What made his work possible was a
then-revolutionary “instrument for the bacterial
examination of air” that measured only large
respiratory droplets. It was the brainchild of
Harvard’s Department of Industrial Hygiene.621

One expert said:
“Although we recognize airborne transmission can occur, the fact of the matter, the
epidemiology of this disease tells us it is
not a major contributor to transmission of
the virus around the world.”617

Since then science’s ability to measure, track
and understand respiratory droplets has
progressed in leaps and bounds, especially
since SARS.

Another expert said that unlike the evidence
of the engineers, chemists, bio-aerosol
researchers who signed the WHO letter,
she relies on the ﬁndings of epidemiologists
like herself: “We have epidemiological
real-world experience.”618

Now, new instruments and techniques allow
scientists to demonstrate that when people
sneeze, cough and speak, they emit “turbulent
gas clouds” of various-sized respiratory particles, including the large ones that Dr. Wells
identiﬁed. The behaviour and dynamics of
these moist particles are best understood
through the modern-day capabilities of
physics and engineering622 – not instruments
nearly a century old.

Part of the problem, say health worker
experts, is that while epidemiology is vital
to identifying and tracking the contacts of
infected cases, it is limited in its ability to
determine what precise transmission route or
routes might have caused the infection.

It should be noted that Dr. Wells himself
seemed to be a fan of cross-disciplinary
collaboration. On the ﬁrst page of his seminal
1934 study, he cites the importance of the new
instrument that made his ﬁndings possible, and
gratefully acknowledges the roles and technical assistance of engineering and industrial
hygiene faculties. He hoped this paper would
not be seen as an end-all and be-all but would
rather spur further laboratory research:

As an editorial in a leading aerosol research
journal noted:
“When an infected individual reports
to a hospital there is no way to assess
deﬁnitively how they were infected. The
“contact-tracing” performed by epidemiologists carefully tracks who came into “close
contact” with a patient under investigation,
but it cannot tell you how the virus itself
was transferred from the contagious
person to those whom they infected.”619
The irony, say worker safety experts, is that
epidemiologists interpret their ﬁndings through
a disease transmission model that was itself
developed in labs in the 1930s. This model,
which divides respiratory expirations into small
and large droplets, is “by modern standards
[...] overly simpliﬁed.”620
This model was developed by Dr. W.F. Wells in
the early 1930s at Harvard’s School of Public

“No claim is made that the results are ﬁnal
in character. They are presented as found
in order that they may stimulate wider and
more thorough studies into the important
subject of airborne infection.”623
It seems ironic that the man who developed
the disease transmission model relied upon
by the infectious disease community worked
collaboratively with engineers and industrial
hygienists (the American term for the engineers known in Canada as occupational
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hygienists), and appeared to hold these
disciplines in high regard.

for Occupational Safety and Health (NIOSH)
as an integral part of its operation.

Sadly, Dr. Wells’ outdated disease transmission model seems to be embedded in current
medical training and thinking.

Canadians may best know the NIOSH as the
entity that sets standards for respirators like
the N95. But it does much more than that.
Since its founding in 1970, it has been among
the world’s top agencies in occupational
safety and health research. It is committed to
empowering “employers and workers to create
safe and healthy work places.”625

An American epidemiologist noted:
“Though infection prevention experts know
there’s a fuzzy boundary between drops
that fall and specks that ﬂoat, the dichotomy
between airborne and droplet-borne is
baked into how health care workers are
trained to respond to outbreaks.
We’ve trained [health care workers] for
decades to say, airborne is tuberculosis,
measles, chickenpox, droplet is ﬂu and
pertussis and meningitis,” Dr. Saskia
Popescu, a hospital epidemiologist in
Arizona, says. “And that’s, unfortunately,
kind of antiquated. But that’s how we’ve
always done it.”624

Part 2 – Fixing the
problem: revisiting
SARS Commission
recommendations
Justice Campbell tried to address the lack of
worker safety expertise and collaboration in
public health through a series of structural
recommendations. They were ignored by
governments of the day, unfortunately, but
in view of the lessons of COVID-19 should
be revisited.
He valued the model of the Centers for
Disease Control and Prevention (CDC) in the
United States, which has the National Institute

Germane to this chapter, its 1,300 employees
come “… from a diverse set of ﬁelds including
epidemiology, medicine, nursing, industrial
hygiene, safety, psychology, chemistry,
statistics, economics, and many branches
of engineering.”626
Justice Campbell recommended that like the
CDC, Ontario’s new public health agency
should similarly have a well-resourced, integrated organization that is focused on worker
safety research and investigation, and on
integrating worker safety and infection control.
While Ontario’s public health agency has hired
some worker safety experts, these eﬀorts,
while commendable, appear to fall far short
of Justice Campbell’s recommendation of
a well-resourced separate entity modelled
on NIOSH that can report independently on
health care worker safety issues.

Recommendations
On a national level – 17 years after SARS
and in the wake of the worker safety failures
and shortcomings revealed by COVID-19
at the PHAC – we recommend that the
federal government re-consider Justice
Campbell’s recommendations and establish
a NIOSH-type organization at the heart
of the federal agency. Such an entity, we
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recommend, would have a formal stakeholder
table that would play a signiﬁcant statutory
role in preparedness and response to public
health emergencies.
Reﬂecting the spirit of Justice Campbell’s
roadmap on this issue, we further recommend
that in the interim and on an urgent basis, any
section of the PHAC involved in worker safety
have, as integral members, experts in occupational medicine and occupational hygiene,
and representatives of workplace regulators,
and consult on an ongoing basis with workplace parties.

Seventeen years after SARS, amid the failures
of COVID-19, Justice Campbell’s recommendations are more relevant and important than
ever. COVID-19 revealed the systemic worker
safety failures and shortcomings of federal
and provincial public health agencies. His
recommendations for embedding an occupational health and safety lens at the heart of the
PHAC are an important path forward.

Part 3 –
Observations and
analysis by John
Oudyk on evidence
of COVID-19 airborne transmission

Like NIOSH, the worker safety section of the
PHAC should be suﬃciently well-resourced
and with suﬃcient expertise to be able to:
• Investigate potentially hazardous working
conditions as requested by employers or
employees. During SARS, for example,
NIOSH was part of a CDC team that
investigated a worker safety incident
at Sunnybrook Hospital in Toronto that
saw nine health care workers infected
with SARS.627
• Evaluate hazards in the workplace, ranging
from chemicals to machinery.
• Create and disseminate methods for preventing disease, injury and disability in the
work place.
• Conduct research and provide
scientiﬁcally valid recommendations for
protecting workers.

The ﬁnal section of this chapter is a paper on
airborne transmission, written by occupational
hygienist John Oudyk.
During COVID-19, John has consulted with
both the federal and Ontario public health
agencies, providing the kind of thoughtful,
scrupulously researched advice – that has
largely been ignored by Canada’s public
health leaders.
Oudyk’s paper is being included in this report
to demonstrate the vital gap in worker safety
knowledge at public health agencies.
First, a brief biography.

Thus re-organized and re-focused, the PHAC
could serve as a model for bridging the two
solitudes of infection control and worker
safety, and become a centre of excellence for
both infection control and occupational health
and safety.

Since 1989, John Oudyk has been an Occupational Hygienist with the Hamilton Clinic of
the Occupational Health Clinics for Ontario
Workers Inc. (OHCOW). Prior to working at
OHCOW, John had health & safety and
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version of the critique to update them with the
new information available.

environmental responsibilities for three
factories and three cast iron foundries with a
mid-sized auto parts ﬁrm.

Beginnings

John graduated from Chemical Engineering at
the University of Waterloo in 1983 and from
the McMaster University Health Research
Methods Program in 2005. He has an appointment as an Assistant Professor (part-time) in
the McMaster University Department of Health
Research Methods, Evidence & Impact (HEI).
He is certiﬁed both with the Canadian Registration Board for Occupational Hygienists and
the American Board of Industrial Hygiene.

When we ﬁrst heard about the outbreak of
pneumonia disease in Wuhan, China, the
reports suggested the outbreak was associated with the Huanan Seafood Wholesale
Market, although this market is no longer
thought to have been the epicenter of the
pandemic.629 Early speculation suspected the
species of origin was the pangolin, a creature
most of us had never heard of that looks like
an armadillo or an anteater. Bats were also
mentioned, however, there was thought to be
an intermediate species between the bats and
humans. At that point in time the most likely
transmission path for the pneumonia was
assumed to be animal-to-human, which was
later disproven.630

To put John’s paper in context, it arose in
response to Ontario’s ill-advised decision in
March 2020 to stop taking a precautionary
approach to worker safety. The decision,
according to Dr. David Williams, Ontario’s
CMOH, was made on the basis of new data
and science. As John eloquently demonstrates, Dr. Williams’ argument appears to lack
a ﬁrm foundation in science.

A consideration
of the rationale provided to downgrade
PPE precautions for
COVID-19
Public Health Ontario (PHO) has updated their
review of the evidence for the case against the
airborne transmission of the COVID-19 virus628
(to be referred to as the “PHO document”).
This document has two previous versions
(dated March 6 and April 28) which were quite
similar. This current PHO revision represents
a more detailed rewriting of their document,
so I have also extensively revised my previous

On December 30, 2019, Dr. Li Wenliang sent
a message to colleagues, warning them of a
possible outbreak of a SARS-like disease.631
Local government oﬃcials coerced him to
sign a retraction. He was one of eight people
who were detained by local authorities
for “spreading rumours”. On January 12,
Dr. Wenliang was hospitalized with symptoms
of the disease. He died on February 7, 2020,
at the age of 33, and according to his obituary
in The Lancet632, the circumstances of his
death were to be investigated by the National
Supervisory Commission, the country’s
highest anti-corruption agency. Municipal
leaders were later disciplined for how they
handled the situation.
Early on in the pandemic, one of the issues
of scientiﬁc contention was whether this
new disease could be transmitted from
human-to-human. The association with the
‘wet market’ in Wuhan, and the speculation
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around which species was responsible for
transmission, diverted attention from the
possibility of human-to-human transmission.
The early sign of human-to-human transmission is usually “close contact” transmission
to those who have no connection to the
animal-to-human transmission path, namely,
family members of the patient or health care
workers attending to the patient. With family
members there can always be the doubt
whether they also had direct or indirect contact with the animal of suspicion. However,
unless the HCW also frequented the wet
animal market, any case of a HCW is a clear
indication of human-to-human transmission.
Thus, HCWs are essentially treated as canaries
in the coal mine – canaries were used in
the coal mines in England to warn miners of
dangerous concentrations of carbon monoxide:
if the canary was overcome by the gas, then
the miners knew they had to quickly evacuate.633 As such, “a canary in a coalmine” has
become the symbol of early warnings in health
and safety.
Despite a number of HCWs becoming infected during the early days of the pandemic
(e.g., Dr. Li Wenliang admitted to hospital
on January 12), Chinese and WHO oﬃcials
continued to say that there was insuﬃcient
evidence to support human-to-human transmission. It was not until January 20 that
oﬃcials ﬁnally admitted that human-to-human
transmission was occurring.634 The decision
was made based on the infection experience
of HCWs. An early case series report of
the ﬁrst 138 patients with COVID from one
of the hospitals in Wuhan indicated that 40
(29 per cent) of the patients were HCWs.635

disease a Class B disease (same category
as SARS and MERS), but they declared the
protective measures to be applied would be
those prescribed for Class A infectious diseases (cholera and plague).636
Wang et al.637 report that by February 24 there
were 2,055 HCWs infected, comprising 2.6 per
cent of all conﬁrmed infections in China. Most
of these infections occurred between January
18 and February 5. Wang et al. attributed the
early infections to inadequate personal protection, intense workloads and extended shifts,
shortages of personal protective equipment,
and inadequate training. A later report638 put
the conﬁrmed number of HCW infections at
2,457 workers (3 per cent of all conﬁrmed
cases up to March 26), including 17 deaths.
A number of handbooks for dealing with the
pandemic in hospitals were published in
China, and some of these were translated into
English. One of these was produced by the
First Aﬃliated Hospital – Zhejiang University
(FAHZU).639 It describes the personal protective equipment required for the protection of
HCWs. These measures include the use of
N95 respirators for anyone treating a patient
with COVID, along with multiple layers of
other equipment. A recent paper640 in the
Canadian Medical Association Journal (CMAJ)
claimed that despite “complex and extensive”
protective measures, “thousands of health
care workers acquired the virus” in China –
implying the Chinese preventive eﬀorts were
unsuccessful. In what seems to be a characteristic misrepresentation of papers being
cited, the handbook cited by Ng-Kamstra et al.
actually states the opposite in the foreword:
“Over the past 50 days, 104 conﬁrmed
patients have been admitted to FAHZU,
including 78 severe and critically ill ones.
Thanks to the pioneering eﬀorts of medical
staﬀ and the application of new technolo-

When human-to-human transmission was
ﬁnally oﬃcially accepted, the Chinese government acted promptly to declare the new
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gies, to date, we have witnessed a miracle.
No staﬀ were infected, and there were no
missed diagnosis or patient deaths.”641
Obviously, this report is speciﬁc to the FAHZU,
but it does demonstrate that a zero infection
rate of exposed HCWs is possible.
From January 24 to March 8, the government
of China recruited 42,600 HCWs to assist the
100,000+ HCWs in Hubei province. These
HCWs used the protective measures similar to
those described in the handbook. A number
of publications report that, as of April 16
(when the last recruits ﬁnished their work in
Hubei), none of those health care workers
had been infected.642 643 644

Transmission
pathways
Generally, in the infection prevention and
control (IPC) community, there are three major
pathways of transmission: droplet, contact
and airborne.
Droplet is considered transmission by exposure to particles generally larger than 5-10 micrometers (μm), or microns (μ) (e.g., the diameter of a human hair is generally 50-100 μm),
that spread in the air quickly within a distance
of 1-2 meters from the source (e.g., coughing
or sneezing). These particles are expelled
by a person and are either inhaled or splash
onto to the mucous membranes on another
person’s face (nose and eyes). The prescribed
protection for droplet transmission focused on
preventing these particles from reaching the
face (i.e. a face shield/goggles and a surgical/
procedural mask). There is no concern about
any particles that are smaller than 5-10 μm, so
the mask is not meant to ﬁlter out these smaller
particles (although it does to a limited degree).

The idea is to provide a barrier that will prevent
the face being hit by larger particles. A National Academies of Science, Engineering and
Medicine virtual workshop on Airborne Transmission of SARS-CoV-2 (August 26-27, 2020)
suggested that the cut-oﬀ point for deﬁning a
droplet should be any particle with a diameter
larger than 100 μm which would be expelled
with a ballistic trajectory as opposed to the
smaller particles which would eventually
be carried by room air currents after initial
plume dispersion.
Contact transmission occurs when a person
touches the expelled particles (called fomites)
which have fallen onto surfaces (such as
exposed skin on the hands, or the protective
clothing covering the skin, e.g., gloves).
That person then touches the face and gets
infected. This is called direct contact. Indirect
contact happens when a surface (e.g., hand
sanitizer bottle) is contaminated by one
person, and another person touches that
surface and then touches the susceptible
regions of the face (e.g., eyes and nose). Extensive cleaning and disinfection are needed
to prevent this type of transmission. Ebola is
a classic example of a disease that can be
spread by contact transmission.
Airborne transmission is the category reserved
for those diseases that can be transmitted by
particles smaller than 5-10 μm (or <100 μm as
per the NASEM virtual workshop mentioned
earlier) and can travel a distance infecting
those farther away from the source. Two of the
classic examples of this type of transmission
are tuberculosis and measles. In order to be
infected by these pathogens, you don’t even
have to be in the same room as the person
who is the source of the particles. These
smaller particles are swept up by air currents
and can be carried to other parts of the
building through ventilation systems or other
air pathways and infect those who inhale these
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particles at a “far” distance from the person
emitting the particles containing the pathogen.
While this deﬁnition is well understood by the
IPC community, outside that community and especially among particle scientists, this distinction of “close contact” and “distant” infections
is blurred by their view of particle dynamics as
a continuum rather than dichotomous. Particle
scientists (and others with passing familiarity
with the science such as occupational hygienists) view particle size distributions as a
continuum – emitted particles being a continuous range of sizes from very small to large
depending on the source characteristics.

Categories or
a continuum?
So, whereas the IPC community see distinct
categories diﬀerentiating droplet from airborne
transmission based primarily on the distance
between the source and the recipient, aerosol
scientists see a continuous spectrum of particles being emitted, the larger of which quickly
“fall” out of the air, but the smaller of which get
swept up with the air currents and distributed
throughout the room and possibly entrained
into the ventilation system. Thus, when the IPC
community calls something “airborne,” they are
using a category that was established about
100 years ago to describe infections that occur
at a distance from the source; however, when
particle scientists hear the word “airborne,”
they don’t segregate between large and small
particles, except as a part of a spectrum of
particle sizes often classiﬁed into groups
based on where in the lungs these particles
settle. Here we see the basis of confusion
which impacts the diﬀering recommendations
for respiratory protection for HCWs.
For the IPC community, if the category of
transmission is deemed to be droplet, then

the prevention strategy is based on preventing
particles from impacting the face (face shield,
surgical mask). On the other hand, particle
scientists will look at the emitted particles
and, if they see particles in the respirable
range (< 5-10 μm), they will recommend
inhalation protection as well, i.e. respirators
(N95 masks or other with similar or higher
ﬁltering eﬃciencies such as N99s, P100s,
PAPRs, etc.) that will prevent these smaller
particles from entering the lungs. Surgical
masks (prescribed to prevent splashes of
large droplets from hitting vulnerable parts
of the face) will also ﬁlter out some of these
smaller particles but not as eﬃciently as N95
respirator masks. Surgical masks were initially
designed to prevent the emissions from the
person wearing the mask to infect others (e.g.,
in surgery preventing pathogens exhaled by
the surgeon from infecting the wound of the
patient); they were never designed to protect
the person wearing the mask from inhaling the
emissions from patients (N95s were designed
to do that).
Dr. Mark Nicas & Dr. Rachael Jones in their
modelling paper645 suggested a better way of
looking at the problem of transmission is to
assume that all infectious agents can theoretically be transmitted along all the pathways,
and that the job of researchers is to quantify
what proportion of the transmission follows
each path. Jones recently applied the method
she and Nicas pioneered and suggested that
given the limited knowledge at the time she
did the estimation, the proportion of transmission attributable to droplet was 35 per cent,
57 per cent due to inhalation, and 8.2 per
cent due to contact.646
It should be noted that diﬀerent environments
may favour diﬀerent paths of transmission. For
instance, in a crowded and poorly ventilated
space with the presence of a ‘superspreader’
(a person who emits particles with an
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possibility of airborne droplet transmission,
which emphasizes the need for adequate
respiratory protection, as well as for strict
surface hygiene practices. […] Conﬁrmation that the SARS virus can be shed into
the air of a patient room will guide the
response to any future SARS outbreaks.”648

extremely high viral load), the close-range
airborne transmission path may predominate,
whereas in a highly ventilated infection
containment hospital room (AIIR) with HCWs
wearing appropriate PPE, the predominate
route might be contact or droplet or a combination of the two, while close-range airborne
transmission might be minimal.

“When we compared use of N95 to use
of surgical masks, the relative SARS risk
associated with the N95 mask was half that
for the surgical mask; however, because of
the small sample size, the result was not
statistically signiﬁcant. Our data suggest
that the N95 mask oﬀers more protection
than a surgical mask.”649

Ontario background
Ontario has a particularly unique history in the
SARS outbreak in 2003. While the history and
outcomes of this episode are not explained in
the PHO report, one of the scientiﬁc issues
associated with that outbreak was how the
virus was transmitted. Initially droplet transmission was assumed, but when these proved
inadequate to prevent HCWs from being
infected, contact and airborne transmission
pathways were considered. The Toronto SARS
experience in 2003 is often cited as proof
that N95s are no better than surgical masks,
however, if you look at the studies published
at the time, you get a diﬀerent picture:
“Experiences in Toronto (5), Taiwan (4),
and globally (9) indicate that the primary
mode of SARS transmission is through
direct contact and respiratory droplets.
However, the cluster of SARS cases in
Toronto healthcare workers after the intubation of a patient (10), as well as other
reported super-spreader events, suggest
the possibility of limited airborne transmission under certain circumstances.”647
“During the Toronto outbreaks of SARS, we
investigated environmental contamination
in SARS units, by employing novel air sampling and conventional surface swabbing.
… These data provide the ﬁrst experimental
conﬁrmation of viral aerosol generation
by a patient with SARS, indicating the

In Ontario prior to March 9, 2020, the prescribed protection for COVID-19 included an
N95 respirator for all health care encounters
with a patient suspected or known to have
COVID-19. This was a hold-over from the 2009
H1N1 pandemic experience. At that time N95s
were recommended for any new, unknown inﬂuenza-type pathogen. Thus, at the beginning
of the pandemic experience in Ontario, which
began in late January 2020, all HCWs working
with patients with COVID were required to
wear N95 respirators or PAPRs in addition to
their droplet and contact precautions.
In early March, a newspaper article650
reported that IPC experts in Ontario were
objecting to the fact that Ontario was the only
province requiring the use of N95 respirators
for all COVID contacts, whereas other provinces deemed surgical masks to be suﬃcient
except for AGMP exposures. As proof of the
eﬀectiveness of surgical mask in preventing
HCW infections, the IPC experts noted that
none of the HCWs in B.C. who were using
only droplet precautions (i.e. surgical masks
rather than N95s) had been infected (again
treating HCWs like canaries in a coal mine).
This pressure from the IPC community in
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Ontario convinced the government oﬃcials to
downgrade the PPE requirements for HCWs
in Ontario.

This statement is followed by ﬁve points654
which provide the scientiﬁc evidence against
airborne transmission:

However, within days of the published newspaper article, it was noted in the press that
two HCWs in B.C. had been infected.651 Since
the IPC experts quoted in the newspaper
article had set the B.C. HCW infection experience as their standard of proof of the eﬃcacy
of the surgical mask to protect against infection, one would expect this new evidence of
B.C. HCW infections might raise questions
about the adequacy of the droplet and contact
precautions. However, the HCW infections in
B.C. did not precipitate a change in policy.

• “[…] WHO-China Joint Mission on
COVID-19 summarizing 75,465 cases
indicates that airborne spread has not
been reported. … The absence of signiﬁcant clusters in other settings [outside of
households] suggests that the mode of
COVID-19 transmission is not airborne.”

Earlier versions of
the PHO document
compared to the
latest revision

• “Healthcare workers caring for COVID-19
patients in other jurisdictions, including
British Columbia, have not acquired
COVID-19 while using Droplet and Contact Precautions recommended in the
province.” (Citation is a newspaper article
quoting IPC experts.)

Just days before the downgrading of health
care worker protective measures, Public
Health Ontario (PHO) produced a document
explaining the rationale for the change. The
document COVID-19 – What We Know So
Far About... Routes of Transmission (March
6, 2020)652 explained how they came to the
conclusion that:
“There is currently no evidence that
COVID-19 is transmitted through the
airborne route. As more epidemiological
data emerge on cases globally, information
is becoming available that suggest that
airborne transmission is not occurring.”653

• “[…] active follow-up of individuals exposed
to ﬁrst 10 cases of COVID-19 in the United
States describes secondary transmission
only to close household contacts.”

• “The lack of transmission to passengers
seated nearby cases who have travelled
on airplanes does not support an airborne
transmission route of COVID-19.”
• “In two studies conducting air sampling
around conﬁrmed cases, COVID-19 has
not been detected.”
In an updated version of this document,
dated April 28,655 rationale #5 was expanded
and altered, and a sixth item was added
(all others were left identical to the original,
including rationale #3 despite the opposite
being the case):
• “Studies have inconsistently detected virus
in air sampling.”
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• A review of an investigation of a
COVID-19 outbreak in a restaurant in
Guangzhou, China
Rationale #3 seems to be the most absurd of
the six. The reference cited was a newspaper
article656 which quoted IPC staﬀ :
“Ontario is the only province recommending airborne precautions. B.C. uses
droplet precautions and none of the
COVID-19 cases there have spread to
health-care workers.”
“[…] the evidence shows that droplet
precautions are suﬃcient at protecting
workers from infection. For instance,
B.C. hospital workers who are treating
COVID-19 patients have been using droplet
precautions since the outbreak began and,
so far, none has contracted the infection.”
On March 7, 2020, Global News reported an
outbreak in Lynn Valley Care Centre, where two
residents and one worker had tested positive.657 By March 21, 18 health care workers
associated with the care centre were infected
(at that time making up 33 per cent of the total
infections associated with the outbreak).658

Just over a month later:659 “Dr. Bonnie Henry
said that, as of April 28, health-care workers
represented about 21 per cent of the virus
cases reported in the province.” And: “Of
the 428 health-care workers who have tested
positive for the virus, 33 were hospitalized
and one died.” Dated the same day (April 28),
the PHO updated their document COVID-19 –
What We Know So Far About... Routes of
Transmission,660 still contained the statement:
“Healthcare workers caring for COVID-19
patients in other jurisdictions, including British
Columbia, have not acquired COVID-19 while
using Droplet and Contact Precautions recommended in the province.”661
Not until July 31, 2020 (although dated
July 16), was this PHO document ﬁnally
revised removing this section.662 While the
identiﬁcation of HCWs as an indication of the
eﬀectiveness of preventive measures is appropriate (probably the best criteria), the fact
thatthe levels of infection among the HCWs
were ignored and misrepresented as there
being no HCWs in B.C. infected, is an aﬀront
to the 428 HCWs who were infected and the
one HCW in B.C. who had died by April 28,
not to mention those infected afterwards.
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July 16: “Airborne spread has not been a
dominant or common mode of transmission. Aerosols may be generated during
aerosol generating medical procedures
(AGMPs), which may increase the risk
of transmission.”668

In a previous document we reviewed the logic
and the science behind the six rationales for
declaring SARS-CoV-2 not to be transmitted
by airborne transmission.663 The following
table is a summary of the previous critique.
Both earlier versions of the PHO document664 665 unequivocally stated:
“There is currently no evidence that COVID-19
is transmitted through the airborne route. As
more epidemiological data emerge on cases
globally, information is becoming available
that suggest that airborne transmission is
not occurring.”
However, when discussing the details further
on in the document, the tenor of the claims
seems to have been adjusted over time:
March 6: “Airborne spread has not been
documented for COVID-19.”666
April 28: “Airborne spread has not been
documented for COVID-19, but aerosols
may be generated during aerosol generating medical procedures which could
theoretically lead to transmission through
this route.”667

While the tone has changed from a conﬁdent
denial to a more conditional statement (allowing
only for the exception of AGMPs), there has
been no change in the guidelines to reﬂect
this grudging admission. The evidence against
airborne transmission is largely based on the
argument that it is droplet transmission and
therefore can’t be airborne (except under
AGMP circumstances). Again, the categories
seem to be mutually exclusive, not a continuum.

The evidence
supporting droplet
transmission
There are four main references provided to
support the premise that SARS-CoV-2 is
transmitted via the droplet pathway. These

Rationale/evidence

Critique

1. WHO-China joint report

•
•
•
•

2. no HCWs infected among the ﬁrst
10 U.S. COVID cases
3. no HCWs using droplet precautions
have been infected
4. lack of transmission during travel
5. inconsistent air sampling results
6. restaurant in Guangzhou

•
•
•
•
•
•
•
•

no evidence provided for any claims
appeal to authority
assumes close-contact excludes airborne
jumping to conclusions (now 124,000+ U.S.
HCWs)
obviously no longer the case!
actually provides evidence for the contrary
“evidence of absence” fallacy
subsequent studies conﬁrm transmission
veriﬁcation fallacy
selection bias (positive studies not included)
insuﬃcient follow-up
subsequent study contradicts PHO interpretation
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references are also included in both earlier
versions of the PHO document. Interestingly,
the evidence presented for droplet transmission is extremely weak and often contradicts
the recommendations from the cited papers.
For instance, a report by the European Centre
for Disease Prevention and Control669 states:
“Although there is no evidence of airborne
transmission so far, ECDC recommends a
cautious approach for all patient contacts,
with placement of patients in airborne
isolation rooms with negative pressure
and use of FFP2 or FFP3 respirators with
appropriate ﬁt testing.”670
What is so signiﬁcantly diﬀerent from the PHO
approach is the way the ECDC document
deals with uncertainty, namely, using the
precautionary principle they suggest using
N95-equivalent respirators (FFP2 or FFP3).
The Imai et al. document671 (also from
January 2020) is also cited as evidence
for droplet transmission, however, the word
“droplet” is not even found in the reference.

of the other two does not address the topic,
and the last reference is purely an analogy
to SARS and MERS, published prior to
COVID-19. The evidence is not particularly
convincing to support the contention that
SARS-CoV-2 is transmitted by droplet and
therefore airborne protections are not needed
(except for AGMP).
Three bullets supporting this overall view are
listed next, the ﬁrst being: “The majority of
COVID-19 cases have been linked to personto-person transmission through close direct
contact with someone with respiratory symptoms.”674 It is interesting to note that “close
direct contact” seems by deﬁnition to exclude
airborne transmission, although no rationale
is given for this underlying assumption (other
than exclusive categories, but as mentioned
above; but, what if a continuum is the more
appropriate model of transmission?). A paper
by Chen et al. cited later in this PHO document
deals speciﬁcally with this issue:
“Close contact in itself is not a transmission route, but a facilitating event for
droplet transmission. Note that the use
of ‘droplets’ in the remaining text refers
to all sizes, down to and including all ﬁne
droplets, such as the sub-micron ones.
Two major sub-routes are possible in close
contact transmission. The large droplet
sub-route refers to the deposition of large
droplets on the lip/eye/nostril mucosa of
another person at close proximity, resulting
in his or her self-inoculation. Dry surroundings enable the exhaled droplets to evaporate, and some rapidly shrink to droplet
nuclei. The ﬁne droplets and droplet nuclei
can also be directly inhaled, which is the
short-range airborne sub-route. […] The
work presented here poses a challenge
to the traditional belief that large droplet
infection is dominant.”675

The Schneider et al.672 reference is a text
book on the control of infectious disease,
which was published in 2016 – the chapter
cited deals with SARS and MERS, which we
have noted above as being in dispute with
respect to the role of airborne transmission.
The Wilson et al. citation actually contains the
following quote:
“The weight of combined evidence
supports airborne precautions for
the occupational health and safety of
health care workers treating patients
with COVID 19.”673
Thus, two of the four references cited contradict the point that they were cited for. One
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Again, the PHO document provides evidence
which contradicts the point the paper is referenced for. The other two bullets in this section
deal with contact-tracing studies establishing
the phenomenon of pre-symptomatic and asymptomatic transmission of SARS-CoV-2. Similar to the other close contact-tracing studies,
it is hard to see how this constitutes evidence
for droplet transmission and disproves airborne
transmission without the assumption of the
equivalence of “close contact” with “droplet
transmission” (i.e. a circular argument).

When every piece
of evidence can be
interpreted as supporting one’s claim
Karl Popper676 (a philosopher of science)
noted that if every and any piece of evidence
can be interpreted as supporting a particular
hypothesis (even those which on their face
seem to contradict the hypothesis), then we are
no longer dealing with a testable (falsiﬁable)
scientiﬁc statement, but rather with dogma
and opinion. It is clear from the progression
of the three versions of the PHO document
that we are dealing with a “moving target.” For
instance, the lack of infections among HCWs
using droplet precaution was stated as proof
that droplet precautions were adequate and
airborne precautions were not needed. However, once the number of infected HCWs (using
droplet precautions) could no longer be ignored, this criterion was dropped. Rather than
try to explain why over 6,500 HCWs in Ontario
were infected using the precautions prescribed,
this very signiﬁcant failure is being ignored.

Continually raising
the bar
Another example of the “moving target” standard of evidence is the initial claim that air
sampling eﬀorts were not able to measure virus
in the air around patients with COVID-19. This
is a classic example of the fallacious argument,
namely, that “the absence of evidence is the
evidence of absence.” Two of the studies677 678
cited as being unable to detect any airborne
virus, speciﬁcally stated in the body of the text
that they presumed that they had not collected
a suﬃcient amount of air in order to detect
airborne viral RNA – which is not mentioned in
the PHO discussion of these studies.
Later, when studies were published that were
able to demonstrate the presence of viral RNA
in the air,679 680 681 the PHO pointed out that
those studies combined with the negatives
studies are obviously inconsistent, which in
itself was taken as evidence against airborne
transmission. The argument then became
“the inconsistent evidence is the evidence of
absence,” which is a veriﬁcation fallacy. If one
presents the premise “all swans are white,”
it does not matter how many observations
of white swans you collect, the observation
of a single black swan is suﬃcient to refute
the premise.
Once further studies were published,682 683 and
researchers were able to show the presence of
viral RNA in air samples, the PHO counter argument became that the viral RNA collected was
not infectious (the collected samples with viral
RNA were unable to cause infections in test
cells). Recently this has also been refuted, with
two reports of researchers being able to culture viral infections from the material collected
in air samples. In response, an Ontario IPC
expert has now publicly suggested the amount
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equipment, poor ergonomic design, a failure
in user support/training/education, a failure in
the match of the product to the demands and
conditions of use, a lack of addressing the full
spectrum of the hierarchy of controls, etc.

of viable virus detected in the air is insuﬃcient
to cause an infection.684 As each piece of new
evidence refuting the PHO position emerges,
the bar for suﬃcient evidence keeps rising.

The “need” for
an RCT

The evidence from
contact tracing
and transportation
investigations

In fact, some PHO staﬀ have suggested the
only suﬃcient evidence would be a large
randomized control trial (RCT). However, as
has been pointed out, performing such a
study adequately would be nearly impossible
given the number of variables contributing to
all the paths of transmission.
You can randomize over individuals wearing
masks or respirators (although ethically this
is problematic given the knowledge we now
have). However, to expect randomization to
take care of the diﬀerences in contact and
droplet transmission paths, diﬀerences in
IPC practices in institutions, diﬀerences in
ventilation rates and exposure to COVID
patients, and other factors shown to aﬀect
infection susceptibilities? It will be very diﬃcult
to conduct an RCT that will not be subject to
signiﬁcant scientiﬁc objections.
Even if such a study were possible and it
showed there was no beneﬁt to wearing a respirator over a mask, one could ask the question what actions such a ﬁnding would imply.
Would it justify the use of the inferior protection, or would it imply the need to do better, i.e.
redesign the respirator, or re-educate users, or
improve user support programs so that HCWs
can realize the additional protection the respirators are capable of providing? A failure in
practice does not mean a failure of the device
if it has been shown to provide the protection
required in laboratory conditions. It may mean
a failure in implementation of the protective

Four contact-tracing studies are cited by
the PHO as evidence that the virus does not
transmit along an airborne path since most
transmissions occurred mostly within households. The interpretation of these studies falls
prey to the fallacy of “aﬃrming the consequent.” Namely, household contacts assume
close contact transmission which, in turn, is
assumed to exclude airborne transmission
and thus by default supports droplet transmission – a circular argument.
Interestingly, two of the four contact-tracing
studies cited only investigated household
contacts so clearly there could not be any
non-household contacts in half of the studies
referenced. Furthermore, these studies were
done in China and Taiwan during the time of
a severe lockdown period – thus, it was very
diﬃcult to have any non-household contacts.
If one had performed a time study of the
total time spent with all contacts (inside and
outside the household), the percentage of time
spent among household contacts was likely
similar to the percentage of transmissions:
the 78-85 per cent household transmission
frequency corresponds quite reasonably to
the percentage of time spent with household contact as opposed to non-household
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contacts during a lockdown period. Thus, if
there was an even likelihood of transmission
among all contacts whether at home or not,
the percentage of time spent with these
contacts would be directly proportional to
the frequency of transmission. If, due to the
lockdown (very strictly enforced in China), one
spent 80 per cent of their time with household
contacts, then it should not be a great surprise
if 80 per cent of transmission are among
household contacts.
In another study not cited in the PHO document, Liu et al.,685 looking at 11,580 contacts
of 1,361 cases between January 10 and
March 15, calculated secondary attack rates:
by spouse – 23.3 per cent; non-spouse family
members – 10.6 per cent; close relatives –
7.0 per cent; other relatives – 4.1 per cent; social activity contacts – 1.3 per cent. One sees
in the progression, that the results parallel
the proportion of one’s contact time that one
would expect was spent with such contacts.
Cultural factors also play a role, and all the
contact-tracing papers cited by the PHO
were from China and Taiwan – while an

Italian contact-tracing study686 calculated the
following secondary attack rates: cohabitant –
14.1 per cent; non-cohabitant (friend/family) –
12.9 per cent; work colleague – 15.8 per cent;
other – 9.0 per cent. Again, this perhaps can
be explained by a cultural diﬀerence in the
time spent with diﬀerent contacts and the
eﬀectiveness of the implementation of social
lockdown policies between countries. While
these are all fascinating ﬁndings and may
have valuable implications for prevention, it is
diﬃcult to see how the attack rates in diﬀerent
cultures with diﬀerent contacts prove any of
the routes of transmission, let alone disproves
airborne transmission.

Transmission during
transportation
Liu et al.687 also looked at contacts from
diﬀerent modes of transportation: ﬂight –
0.8 per cent; train – 1.2 per cent; other
public transportation (bus, cab, subway) –
2.1 per cent; private car – 4.2 per cent;
“Dream Cruises” – 9.5 per cent. The early
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PHO document versions focused a lot of
attention on a letter to the editor of a scientiﬁc
journal, that they themselves authored, about
the absence of transmission in an aircraft
with a single infected passenger. Again, we
have the absence of evidence fallacy being
used to prove the case against airborne
transmission. The current version of the PHO
document cites two additional studies as
corroborating evidence, however, one of the
studies concludes:
“[…] we believe that the most plausible
index case resulting transmission of
SARS-CoV-2 in the other nine passengers
was patient 1, the 45-year-old man from
Wuhan, who had onset of fever during
this ﬂight.”688
As per Liu et al. above, air transport seems
to be the mode of transportation with the
least risk compared to riding trains, taking
buses/subways/cabs, sharing a private car
with someone with an infection or, worst of
all, cruise ships, which rival an attack rate
of non-spouse family members.689 The study
traced a large number of passengers and
crew after requirements to wear face masks
was implemented:

The Restaurant in
Guangzhou outbreak
The PHO document mentions the Lu et al.
(April 2, 2020) study COVID-19 Outbreak
Associated with Air Conditioning in Restaurant,
Guangzhou, China, 2020691 and marvels at
how such a study could be interpreted as
supporting airborne transmission when the
authors conclude: “We conclude that in this
outbreak, droplet transmission was prompted
by air-conditioned ventilation. The key factor
for infection was the direction of the airﬂow.”692
However, the authors also pointed out: “Our
study has limitations. We did not conduct an
experimental study simulating the airborne
transmission route.” – which the PHO reiterated in their critique of the paper: “A weakness
of this report is that the authors did not conduct any aerodynamic testing to support their
hypothesis. In addition, the authors focused on
potential droplet transmission at the restaurant
and did not explore other possibilities, such as
indirect transmission of fomites.”693 What the
PHO ignored was a follow-up study by Li et
al., which addressed these limitations and, in
doing so, came to a diﬀerent conclusion:
“We collected epidemiological data,
obtained a video record and a patron
seating-arrangement from the restaurant,
and measured the dispersion of a warm
tracer gas as a surrogate for exhaled
droplets from the suspected index patient.
Computer simulations were performed to
simulate the spread of ﬁne exhaled droplets. We compared the in-room location of
subsequently infected cases and spread
of the simulated virus-laden aerosol tracer.
The ventilation rate was measured using
the tracer decay method. … In summary,
our epidemiologic analysis, onsite experimental tracer measurements, and airﬂow

“We screened 4492 passengers and
crew with suspected COVID-19 infection,
veriﬁed 161 conﬁrmed cases (mean age
28.6 years), and traced two conﬁrmed
cases who may have been infected in
the aircraft. The overall attack rate was
0.14‰ (95% CI 0-0.34‰). … We found
that the universal use of face masks on the
ﬂight, together with the plane’s ventilation
system, likely prevented all secondary
cases of COVID-19.”690
If the transmission of SARS-CoV-2 is not by
airborne pathway, then why are masks and
ventilation so eﬀective in preventing infection?
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simulations support the probability of an
extended short-range aerosol spread of the
SARS-CoV-2 having occurred in the poorly
ventilated and crowded Restaurant X on
January 24, 2020. […] Speciﬁcally, although close contact and fomite exposure
may play a major role in the transmission
of SARS-CoV-2, extended short-range
aerosol transmission of the virus is possible in crowded and poorly ventilated
enclosures. Our study suggests that it
is crucial to prevent overcrowding and
provide good ventilation in buildings and
transport cabins for preventing the spread
of SARS-CoV-2 and the development
of COVID-19.”694
Another set of outbreaks not mentioned in
the PHO documents are related to choirs.
A number of case studies have suggested
airborne transmission during choir practices
combined with the presence of a “superspreader.” As noted above by McDonald et
al. in the context of SARS1: “…the cluster of
SARS cases in Toronto healthcare workers
after the intubation of a patient (10), as well as
other reported superspreader events, suggest
the possibility of limited airborne transmission
under certain circumstances.”695

Commentaries
The PHO document cites two commentaries,
one signed by 239 experts, which stated:
“The evidence is admittedly incomplete
for all the steps in COVID-19 microdroplet
transmission, but it is similarly incomplete
for the large droplet and fomite modes of
transmission. The airborne transmission
mechanism operates in parallel with
the large droplet and fomite routes, e.g.
[16] that are now the basis of guidance.
Following the precautionary principle,

we must address every potentially important pathway to slow the spread of
COVID-19.”696
The second commentary is seemly cited to
provide a counter argument to the 239 experts’ opinion:
“The balance of evidence, however,
seems inconsistent with aerosol-based
transmission of SARS-CoV-2 particularly in
well-ventilated spaces. … It is impossible to
conclude that aerosol-based transmission
never occurs and it is perfectly understandable that many prefer to err on the side of
caution, particularly in health care settings
when caring for patients with suspected or
conﬁrmed COVID-19. However, the balance
of currently available evidence suggests
that long-range aerosol-based transmission
is not the dominant mode of SARS-CoV-2
transmission.”697
It is telling to see the similarities and diﬀerences in the two arguments. They both agree
that the evidence is not suﬃcient to conclude
airborne transmission. The 239 experts stress
that the state of evidence for droplet and
fomite transmission is also incomplete, a point
which the opposing commentary ignores.
Both arguments mention the precautionary
principle, however, the 239 experts recommend following it, while the opposing commentary view the option as an “understandable”
preference, but then imply that such a
preference is not justiﬁable on a scientiﬁc
basis. However, they couch the argument
against in such language that they create a
strawman argument by specifying “long-range
aerosol-based transmission.” As per Chen et
al. (cited in the PHO document and quoted
above): “Short-range airborne transmission is
dominant beyond 0.2 m for talking and 0.5 m
for coughing.”698 – implying that droplet transmission extends 0.5 m or less away from the
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source and beyond that “short-range” airborne
transmission predominates. The fact that
Klompas et al. qualify their conclusion as applying particularly to “well-ventilated spaces”699
again implies the possibility of short-range
airborne in poorly ventilated spaces.
In a recent Harvard Medical Grand Rounds,
Dr. Klompas stated the following:
“…what’s been remarkable is how much
has changed and how much has been
assumed … and has rapidly been overturned and that what we all, I think, need
to appreciate is what we think is true today
might not be true tomorrow, and therefore,
as we go about saying what we ought to do
today, that should be in line with the recognition that it might be completely wrong.
That, therefore we need to be expansive;
we need to embrace the sort of, the precaution principle as we set about creating
our next steps. I think that’s the lesson to
then apply to the inevitable next pandemic
that we face again – is to go in there not
with certainty but with humility.”700

The bottom line:
preventing any
HCW infections
Finally, when the IPC people do address the
infection rate of HCWs, it is often done in
comparison to community rates, implying that
the infections came from the community and
the HCWs brought them into the workplace.
With respect to LTC outbreaks, Fisman et
al.701 suggests that “The greater mobility
and connectedness of staﬀ, compared with
residents, lends biological plausibility to this
association,” meaning because staﬀ are out

in the community and residents are stationary
within the home.
However, what they fail to consider is that
residents have family and friends who were
still visiting in the early days of the pandemic.
Also, the demographic of the family members
visiting elderly parents would suggest the
retirement age Baby Boomer generation – a
demographic with a lot of travel experience.
Fisman et al. seem to have completely missed
this aspect of the possible transmission. In the
early days of the pandemic, travel outside the
country was the major risk factor for infection.
HCWs with minimum wage and part-time work
were not as likely to travel as the children of
elderly parents in LTC.
Similarly, one particular hospital in Toronto
was quite proud of the performance of their
infection control program and boasted that
2.8 per cent of frontline COVID staﬀ had been
infected while four per cent of other frontline
staﬀ and 4.3 per cent of non-clinical staﬀ
were infected. Assuming an overall average of
four per cent of staﬀ infected and assuming
10,000 total staﬀ members, this would mean
about 400 workers were infected!
The suggestion was that non-clinical staﬀ
rates of infection were comparable to the
general population, however, at that time
(May 22) in Toronto the rate of infection was
0.28 per cent – more than 10 times lower.
However, one must take into consideration
the fact that all HCWs in Ontario were being
tested at the time, while not everyone in the
general population was being tested, so one
would expect a higher rate among the more
fully tested population. However, given that the
sero-prevalence in Toronto as measured in
June was 1.5 per cent (95 per cent CI 0.9-2.1
per cent), this would mean that working at this
particular hospital implied a two to three times
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higher risk of infection than in the general
Toronto population. If we compare this to the
46,200 Chinese COVID HCW cohort, who did
not record a single infection, we can contrast
the diﬀerence in performance between the
IPC programs.
It is possible to prevent SARS-CoV-2 infections, but we haven’t been able to do that in
Ontario.
Worldwide, as was reported by the WHO on
Sept. 17, 2020, 4.16 million HCWs had been
infected so far:
“While health workers represent less than
3% of the population in the large majority
of countries and less than 2% in almost all
low- and middle-income countries, around
14% of COVID-19 cases reported to WHO
are among health workers. … Thousands
of health workers infected with COVID-19
have lost their lives worldwide.”702
It is somewhat conﬂicting to see the empathy
expressed in the quote yet knowing that if
the Chinese experience had been shared
through WHO guidelines, this number would
have been much smaller, yet the WHO seems
to be very resistant to improving protection
for HCWs – stating it requires more studies to
determine the paths of transmission and more
time to review the results.

all conﬁrmed cases),703 which is higher than
the 14 per cent the WHO reports worldwide
and much higher than the four per cent reported among Chinese HCW (most occurring
at the beginning of the pandemic prior to the
increased preventive measures). It is obvious,
that HCW infections can be prevented – we
may not understand all the details of the paths
of transmission, but the Chinese have shown
that such detailed scientiﬁc information is not
required to prevent infections.
Using the precautionary principle one can
protect oneself from incompletely understood
hazards. Tobacco companies also objected to
being held responsible for deaths and disease
caused by their products by claiming there
was not suﬃcient scientiﬁc evidence to make
the connection.704 There is no need to wait for
“the perfect RCT” in order to justify providing
more protection for HCWs today.
John Oudyk
August 11, 2020 (minor updates
September 22, 2020)

In contrast, on January 20 the Chinese
government, when they ﬁnally were willing to
accept human-to-human transmission (based
on the number of HCWs being infected),
immediately increased protections and were
ultimately able to prevent HCW infections. The
nature of this heightened response was not
described in the Joint WHO-China report.
On August 10, 2020, the PHO reported
6,537 conﬁrmed HCW cases (16.4 per cent of
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Conclusion
COVID-19 did not have to be this bad. This is
worth repeating. COVID-19 did not have to be
this bad.

The experiences of health workers battling
COVID-19 echoed over and over those of their
colleagues during SARS:
“Again and again, health workers in Ontario
were told they were safe if they would
only do what they were directed to by the
hospitals and the government. Again and
again, these conﬁdent scientiﬁc assurances
turned out to be tragically wrong.”705

COVID-19 was a perfect storm.
On worker safety, it exposed the failure to
learn from SARS and protect health workers
at a precautionary level, and to stockpile the
means of doing so.
In contrast, Canada’s SARS peers, China,
Hong Kong and Taiwan, protected their health
workers at a precautionary level and ensured
they had suﬃcient supplies.

COVID-19 exposed systemic failures in the
long-term care sector decades in the making,
that are a national shame. The deep-seated
problems were raised over and over in
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More than 20,000 health care workers in
Canada have been infected with COVID-19 (as
of June 28, 2020).708 Nationally, they comprise
about 20 per cent of all COVID-19 infections
in Canada,709 a rate that is double the global
health care worker infection rate (10 per cent)
reported by the WHO.710

inquiries and by unions, residents and their
families. Recommendations were made and
ignored. Problems were swept under the rug
year after year, decade after decade.
Under-resourced, overworked and underappreciated health workers were the glue that
held together this dysfunctional health sector
with their courage and dedication. But even
their courage and dedication could not hold
back the tsunami of COVID-19. The result is
that far too many health workers and far too
many residents of the long-term care sector
have been infected and died.

This suggests that if Canada had been able
to protect its health workers at global average
rates, as many as 10,000 health workers might
have been spared COVID-19 infections.
Chinese health care workers comprise 4.4 per
cent of its COVID-19 cases. If Canada had
been able to match that accomplishment, the
number of infected Canadian health workers
might have been as low as 5,080.

COVID-19 exposed the systemic failure to
take a precautionary approach on pandemic
containment. Canada too closely followed
the WHO and failed to beneﬁt from an earlier
adoption of such, now widely accepted,
containment measures as public masking and
border closings.

On pandemic containment, we must not
forget that:
• Canada has more COVID-19 cases
(115,470) than China (83,830), Hong Kong
(2,505) and Taiwan (458) combined; and

The dismissal of such measures by government and public health leaders – Dr. Theresa
Tam highlighting “the potential negative aspects of wearing masks”706 and Prime Minister
Trudeau’s referring to border closures as “a
lot of knee-jerk reaction that isn’t keeping
people safe”707 – looks with the beneﬁt of
hindsight more unfortunate by the day.

• Canada has more COVID-19-related
deaths (8,929) than China (4,634), Hong
Kong (18) and Taiwan (7) combined.
Canada’s performance also looks wanting
when measured by per capita deaths.

Could we have done better?
We will never know how much better our
response would have been with adequate
preparation and the application of the precautionary principle to health worker safety and
pandemic containment.
While imperfect and hypothetical, the more
successful experiences of other jurisdictions
provide a rough barometer of how much better
Canada could have performed.

Hong Kong has recorded 1.05 COVID-19
deaths per 100,000 people. Taiwan had
0.03 deaths per 100,000. Singapore had
0.46 deaths per 100,000. South Korea
had 0.61 deaths per 100,000. China had
0.32 deaths per 100,000, although this
achievement must be tempered by its totalitarian excesses in implementing lockdowns.
Germany had 11.08 deaths per 100,000.
And Canada? It recorded 24.22 deaths
per 100,000.711
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and worker safety systems by way of
immediate action in: policy statements; all
relevant operational standards and directions; and by inclusion, through preamble,
statement of principle, or otherwise, in all
relevant legislation.

With better preparation, with the lessons
of SARS heeded, with the precautionary
principle observed, the toll on Canadians and
Canadian health care workers might have
been less tragic.
Justice Campbell concluded his seminal work
with an important warning:

• That in any infectious disease public health
emergency, the precautionary principle
guide the development, implementation
and monitoring of measures, procedures,
guidelines, processes and systems for the
early and ongoing detection and treatment
of possible cases.

“If we do not learn from SARS and we do
not make the government ﬁx the problems
that remain, we will pay a terrible price in
the next pandemic.”712
He added:
“If we do not learn this and other lessons
of SARS, and if we do not make present
governments ﬁx the problems that remain,
we will leave a bitter legacy for those
who died, those who fell ill and those
who suﬀered so much. And we will pay a
terrible price in the face of future outbreaks
of virulent disease, whether in the form of
foreseen outbreaks like ﬂu pandemics or
unforeseen ones, as SARS was.”713
Sadly, Canada has paid the terrible price that
Justice Campbell warned us to avoid.
May his warnings and recommendations
ﬁnally be heeded. May this be the ﬁnal legacy
of COVID-19.

Recommendations
Precautionary principle
• That the precautionary principle, which
states that action to reduce risk need not
await scientiﬁc certainty, be expressly
adopted as a guiding principle throughout
Canada’s public health, employer infection policies, measures, procedures

• That in any infectious disease public
health emergency crisis, the precautionary principle guide the development,
implementation and monitoring of worker
safety measures, procedures, guidelines,
processes and systems.
• That federal and provincial/territorial governments collaboratively act on an urgent basis
to ensure that there are suﬃcient supplies
of N95 respirators, or better, or equivalent,
to ensure that all health care workers can
be protected at a precautionary level. This
must include maintaining and regularly refreshing strategic stockpiles and developing
a made-in-Canada supply chain.
• The precautionary principle should be
the primary driver in setting and properly
maintaining levels of personal protective
equipment in national and provincial stockpiles. Stockpiles should be set and maintained at levels that ensure that all health
care workers are protected at an airborne
level. Building on its contracts with 3M
and Medicom to produce N95 in Canada,
the federal government should ensure that
Canada has suﬃcient domestic production
capability to protect health care workers at
a precautionary level.
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• When a new pathogen emerges – and
experts believe COVID-19 is not the last
time we will face this threat – health care
workers should be protected at a level
consistent with the precautionary principle.
This precautionary requirement should be
enshrined in all occupational health and
safety legislation.
• Chief medical oﬃcers of health (CMOHs)
should be statutorily required to consider
and apply the precautionary principle in
assessing their jurisdiction’s public health
emergency preparedness, thus ensuring
that their health care workers are protected at a precautionary level.
• Decisions to forego the precautionary
principle should not be taken arbitrarily,
with a lack of transparency, or without the
concurrence of health care worker unions
and workplace safety experts. Decisions to
forego the precautionary principle should
be reviewed by relevant legislative committees and auditor generals.
• That the health and safety concerns of
health care workers be taken seriously,
and that in the spirit of the precautionary
principle, health care workers should also
feel safe.
• Canada should critically assess WHO
guidance on worker safety and pandemic
containment through the lens of the
precautionary principle, and determine
whether it is in Canada’s best interests,
and reﬂects the best evidence from
other countries’ natural experiments and
emerging scientiﬁc evidence.

and aerosol experts to PHAC and jointly
develop guidance that exercises the
precautionary principle and accepts and
considers diverse sources of evidence, not
just randomized control trials.
• On worker safety and pandemic containment measures, Canada should have the
resources and capabilities, including suﬃcient worker safety and aerosol expertise,
to independently assess guidance from the
WHO and to formulate our own.
• A formal national health care table should
be established involving health care
unions, employers and the PHAC, with a
legal requirement for the PHAC to consult
that committee in a transparent and meaningful manner before ﬁnalizing guidance on
infectious disease response.
• Guidance on the safety of health care
workers be made on a precautionary
basis by workplace regulators, health
care worker unions and worker safety
experts working collaboratively, and that
those decisions form the basis of health
worker safety guidance issued by public
health agencies.
• Ensure that provincial labour ministries
have the resources and ability to act independently from provincial health ministries
and fully enforce occupational health and
safety laws.

Occupational health and safety

• That provincial ministries of labour use
their enforcement and standard-setting
activities, and ministries of health use their
funding and oversight, to promote organizational factors that give rise to a safety
culture in health workplaces.

• Canada should immediately add occupational hygienists, worker safety experts

• That in any future infectious disease crisis,
ministries of labour have clearly deﬁned
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decision-making role on worker safety
issues, and that this role be clearly communicated to all workplace parties.

Canadian participants in policy and Canadian guidance-making bodies should
not wear two hats. They should either
participate in policy and guidance making
at the WHO or at Canadian public health
agencies, but not at both.

• That provincial ministries of labour have
the capabilities and resources to safely,
eﬀectively and comprehensively conduct
in-person, on-site inspections during
public health emergencies.
• Establish a worker safety research
agency as an integral part of the Public
Health Agency of Canada, with legislated
authority for decision-making on matters
pertaining to worker safety, including
the preparation of guidelines, directives,
policies and strategies. It would be
modeled on NIOSH, an essential part of
the U.S. CDC, and would be focused on
worker safety and health research, and
on empowering employers and workers to
create safe and healthy workplaces. Like
NIOSH, its staﬀ would represent all ﬁelds
relevant to worker safety, including epidemiology, nursing, medicine, occupational
hygiene, safety, psychology, chemistry, statistics, economics, and various branches
of engineering.
• In the interim and on an urgent basis, any
section of the PHAC involved in worker
safety have, as integral members, experts
in occupational medicine and occupational
hygiene, and representatives of workplace
regulators, and consult on an ongoing
basis with workplace parties.
Accountability, transparency and
independence
• It is important that Canadian ministers
and senior public health oﬃcials continue to participate in relevant WHO
decision-making bodies. However, to
preserve Canada’s independence,

• Federal and provincial chief medical
oﬃcers of health (CMOHs) be statutorily
required, on an annual basis, to report to
their respective legislatures, and to the
public that they’re mandated to protect,
on the state of their jurisdiction’s public
health emergency preparedness, and
make recommendations on addressing
any shortcomings. The preparation of this
report should reﬂect the concerns and
perspectives of health worker unions and
safety experts.
• The reports of the CMOHs be required to
go to a standing committee of their respective legislatures, which will hold annual
hearings into the report and related issues.
• Chief medical oﬃcers of health be
given the statutory independence – in
jurisdictions where they do not have this
right – to speak publicly on vital issues like
pandemic preparedness without fear of
political interference or retribution.
• Qualiﬁed outside auditors with suﬃcient
expertise and resources independently
audit, on a biannual basis, CMOHs’ preparedness resources and their statutory
declarations on pandemic preparedness,
and publicly report their ﬁndings.
• That all jurisdictions be required to publicly
report to their stakeholders and to the federal government – in a consistent, detailed
and timely manner – the number of health
care worker infections in their area.
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• Governments and public health agencies
be open and transparent on levels of
PPE stockpiles.
• With regards to eﬃciently and cost-effectively maintaining stockpiles of PPE,
governments may want to consider
Taiwan’s three-tier stockpiling framework.
It has proven its ability during COVID-19
to optimize the PPE stockpiling eﬃciency,
including through regular cycles of
refreshing, ensure a minimum stockpile,
use the government’s limited funds more
eﬀectively, and achieve the goal of sustainable management.
• That signiﬁcant good faith eﬀort be made
to iron out federal-provincial jurisdictional
conﬂicts hindering timely data sharing on
health care worker infections.
• That Statistics Canada be given the authority and resources to implement and
operate a transparent national system on
health care worker data. The resulting data
sets must have consistent terminology
and criteria. They must have signiﬁcant
granularity to allow monitoring and trend
analysis by occupation and sector at a
detail level (e.g., PSW, nurse, physician; or
LTC, nursing homes, hospitals, pandemic
wards within hospitals, direct patient care
and other key roles such as triaging). The
data has to be shared in real time, not
delayed by weeks or even months. And
the performance of the system must be
monitored and tested regularly.
Long-term care
• Fixing a historical anomaly, the Canada
Health Act should be amended to include
long-term care, making it available to Canadians on a universal basis. Government
programs aimed at assisting Canadians

with long-term care needs vary by jurisdiction and typically are income-based.
This is not consistent with the principle
of universality at the heart of Canada’s
publicly funded health care.
• Convene a national commission to develop
short-, medium- and long-term strategies
for the structure of the long-term care
sector in light of the shortcomings revealed by COVID-19.
• Develop and implement a long-term care
labour force strategy to address the
multiple labour force problems revealed
by COVID-19, including the problems of
inadequate compensation, staﬀ shortages,
overreliance on part-time staﬃng, and
training failures.
• Improve wages, beneﬁts (including paid
sick leave) and conditions of employment
for health care workers in the long-term
care sector to levels that commensurate with the social importance of their
work, the complexity of their duties and
the daily hazards they face, even in
non-pandemic times.
• Oﬀer all part-time workers in this long-term
care sector full-time employment (with
full-time wages and beneﬁts) and limit their
work to one single facility.
• Examine best practices of jurisdictions like
South Korea, Hong Kong and Singapore,
which have a strong track record of limiting COVID-19 in their long-term sectors.
In South Korea, for example, anyone
with suspected COVID-19 is immediately
isolated and moved out to a separate
emergency quarantine centre or hospital.
In Hong Kong, all long-term care facilities
have, as a minimum, a three-month supply
of N95 respirators and other PPE. Also in
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Hong Kong, all long-term care facilities
conduct emergency exercises every year
to coincide with the advent of ﬂu season
to ensure infection control measures and
resources are in an acceptable operational state.

of all long-term facilities to ensure compliance with occupational health and safety
laws, regulations and best practices.
• On an urgent basis, ensure that all health
care workers in the long-term care sector
are properly trained and ﬁt-tested on the
use of N95 respirators and other protective equipment.

• Because systemic infrastructure shortcomings limit the ability of many long-term
care facilities to isolate COVID-19 cases,
it is vital that on an urgent basis separate
emergency isolation facilities be created,
resourced and staﬀed. This would permit
COVID-19 cases to be transferred out of
long-term care facilities that are unable to
isolate them.

All sectors (community, acute and
long-term care)
• Respect and enforce the health and safety
rights of workers.
• Ensure workers have the right to participate in decisions that could aﬀect their
health and safety.

• Ensure that any surge in COVID-19
hospitalizations does not result in shifting
patients to already overburdened,
under-resourced and understaﬀed
long-term care facilities, which may be
unable to isolate new admissions.

• Ensure workers have the right to know
about the hazards in their workplace and
receive the training they need to be able to
do their jobs safely.

• Reﬂecting a best practice developed in the
U.S., consider establishing, where space
and resources permit, a cohort unit for
exposed and new admissions as an eﬀective way to separate and screen higher-risk
individuals for the 14-day incubation period.
Keeping these patients on isolation and
with dedicated staﬀ would make contact
tracing for exposure identiﬁcation easier.
• Ensure that all long-term care facilities are
staﬀed by a dedicated infection control
professional with occupational health and
safety training. Require that professional
to provide quarterly publicly accessible
assessments of the state of infection
control and occupational health and safety
at their facility.
• Ensure that relevant workplace regulators
conduct in-person proactive inspections

• Ensure workers have the right to refuse
work that could endanger their health and
safety or that of others.
• That the right of health care workers to
speak out about unsafe working conditions be protected from retaliation by
their employers.
• Ensure adequate supplies of personal
protective equipment (PPE), including
N95 respirators or better (e.g., elastomeric respirators), and that workers and
essential family visitors have access to
appropriate PPE.
• Recognizing that while suﬃciently protective, N95s have their drawbacks, including
comfort, the federal and provincial governments should collaborate on standards
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and suﬃcient supplies of alternative
respiratory protective equipment, like
elastomeric respirators, that protects at the
same level or better than N95s, and that,
evidence suggests, may have comfort and
cost advantages.
• Provide hands-on training on infection
prevention and control, including training
testing and drilling workers on donning,
doﬃng, safe use and limitations of PPE –
for all workers and essential family visitors
working in and entering long-term care
homes.
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Résumé
Le Canada ignore les leçons du SRAS,
et les travailleurs de la santé en
paient le prix
L’histoire de la COVID-19 au Canada est
l’histoire du courage, du dévouement et du
professionnalisme des travailleurs de la santé
dont les voix ont été grandement ignorées.
Avec peu de protection, peu de ressources
et peu de reconnaissance, ils ont continué à
dispenser des soins malgré la peur ressentie
par rapport à leur propre sécurité, celle de
leurs collègues, êtres chers et autres patients.
Les travailleurs sont inquiets par rapport
aux risques auxquels ils sont confrontés à
chaque jour. Représentant environ 20 pour
cent des cas de COVID-19 au Canada, les
travailleurs de la santé sont plus susceptibles
d’être infectés que la population générale. Ils
sont inquiets par rapport à leur famille, leurs
patients et leurs collègues, et ils ont peur de
les infecter sans le savoir. Ils sont inquiets par
rapport à leurs collègues et à ce qui pourrait
arriver si un trop grand nombre de travailleurs
de la santé sont infectés et que le système
de soins de santé devient engorgé. Ils sont
inquiets du manque d’équipements adéquats
de protection individuelle et du fait que leurs
employeurs semblent ignorer leurs inquiétudes
par rapport à leur santé et leur sécurité. Et ils
sont inquiets par rapport à l’inconnu.
Les histoires de nos travailleurs de la santé dévoués oﬀrent une fenêtre sur les répercussions
physiques et émotionnelles de la COVID-19.

Des membres de la
famille à risque
Angela (pseudonyme pour protéger l’identité
de cette travailleuse de la santé) est réceptionniste à la salle d’urgence. Elle est souvent
le premier visage que voit le patient et la
première à les évaluer. Son mari est immunosupprimé. Elle porte un masque chirurgical,
et non un respirateur N95, parce que son
employeur ne lui fournit rien de plus.1

« J’ai vraiment peur
d’apporter [la COVID-19]
chez-moi où il y a une
personne recevant un traitement de chimiothérapie. »
Michelle (autre pseudonyme) est travailleuse
de la santé dans un foyer de groupe. Son
petit-ﬁls a une maladie héréditaire pour
laquelle il n’y a pas de remède. Elle a aussi
une petite-ﬁlle encore nourrisson. Lorsqu’elle
a demandé des masques chirurgicaux, son
superviseur a répondu : « Est-ce que votre
client est malade? », Michelle a dit : « Non »,
le superviseur a alors demandé : « Êtes-vous
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malade? », Michelle a répondu « Non » encore
une fois. Le superviseur a alors dit : « Si vous
n’êtes pas malade, nous ne sommes pas
autorisés à vous fournir des masques. »2

Risques quotidiens
et anxiété accrue

Se préparer au pire

Les travailleurs de la santé s’exposent à des
risques majeurs à chaque jour de travail.

Partout au Canada, les travailleurs de la santé
et leur famille ont fait le type de préparatifs qui
sont généralement faits par ceux qui vont à
la guerre.

Imaginez un inhalothérapeute à Toronto. Il est
confronté à des situations de vie ou de mort
à chaque jour, particulièrement lorsqu’il doit
aider à retourner un patient sur le ventre aﬁn
de lui permettre de mieux respirer.

Une inﬁrmière d’Edmonton mentionne que son
mari et elle ont fait leur testament juste avant
qu’elle commence à traiter des patients présentant un cas possible de COVID-19.
L’inﬁrmière, mère de deux enfants, a dit :
« Plusieurs de mes collègues et moi avons
décrit notre situation comme si nous étions au
bord d’un précipice et regardions en bas mais
sans voir le fond ou savoir quand nous allions
tomber. »3
Elle s’inquiète des pénuries d’équipements de
protection individuelle et de ce qui arriverait si
elle ou son mari, un pompier, tombaient malade. « Je ressens de l’anxiété mais ce n’est
pas nécessairement de la peur. »4

« Lorsque nous plaçons le patient en position
ventrale, ce dernier est branché à des ﬁls qui le
maintiennent en vie. Si ces ﬁls se débranchent,
nous allons recevoir plein de gouttelettes, et
cela représente un risque vraiment élevé de
contracter la COVID. »5 [Traduction]
Son anxiété est constante. À un moment
donné, il s’est rendu à la salle d’urgence car
ses douleurs au thorax l’inquiétaient. Il a appris
plus tard qu’elles étaient causées par l’anxiété.
« La peur est là parce que je ne veux pas
apporter ça à ma famille; je ne veux pas faire
mal à une autre personne. »6
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Gérer un
« virus sournois »
Une inﬁrmière d’expérience en Ontario a vécu
le SRAS, la H1N1 et l’Ebola. Mais cette pandémie, dit-elle, est diﬀérente.
« Le COVID-19 est un virus sournois. Cette
éclosion fait peur davantage parce que les patients peuvent transmettre le virus alors qu’ils
sont asymptomatiques. Avec le SRAS, c’était
plus clair de savoir qui était infecté. Avec le
COVID-19, nous avons moins d’indices qui
nous indiquent qu’une personne pourrait être
porteuse du virus. »7 [Traduction]
La COVID-19 augmente les risques – et les
pressions – généralement présentes à la salle
d’urgence.
« À la salle d’urgence, nous nous occupons
encore des blessures causées par un accident de voiture, des crises cardiaques et des
accidents vasculaires cérébraux. En fait, tout
ce que vous pouvez imaginer et une dizaine
d’autres que vous ne pouvez pas imaginer. Et
tout cela est rendu plus compliqué en raison
de ce virus. Par exemple, mon équipe est en
code bleu en train de réanimer un patient.
Cela arrive souvent. Mais, maintenant, nous
devons penser au fait que nous ne pouvons
pas nous informer des antécédents médicaux
du patient ou de ses récents déplacements si
ce patient ne peut répondre. Nous ne pouvons
pas savoir s’il est infecté. En ce moment, nous
n’avons pas le luxe de nous tromper. Nous
devons présumer qu’il pourrait être porteur du
virus. »8 [Traduction]
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Introduction
Le système qui protège les travailleurs de la
santé du Canada a des failles. Nous devons les
réparer avant la deuxième vague de COVID-19.
Ce n’est pas une coïncidence, si vous, lecteur,
voyez un parallèle entre ce discours et celui
utilisé par le juge Archie Campbell pour décrire les failles systémiques lors du syndrome
respiratoire aigu sévère (SRAS) de 2003.9 Un
discours similaire est utilisé pour décrire les
problèmes liés à la sécurité des travailleurs de
la santé, mis au jour par la COVID-19, et dont
les causes et les manifestations s’apparentent
étrangement aux problèmes mis au jour lors
du SRAS.
Avec la COVID-19, le Canada est témoin d’un
échec systémique qui aurait été évité si l’on
avait tenu compte des leçons tirées de l’épidémie du SRAS en 2003. Échec parce que le
Canada ne s’est pas préparé adéquatement,
et n’a pas répondu de façon urgente et appropriée à l’urgence sanitaire la plus grave en
matière de santé publique en un siècle.
Le principe de précaution est la plus grande
leçon tirée du SRAS dans la foulée de l’impact
foudroyant de cette maladie sur les travailleurs
de la santé, qui représentaient 44 pour cent
des cas en Ontario,10 soit la plus grande
éclosion à l’extérieur de l’Asie.11
Devant tout nouveau pathogène, il faut privilégier la sécurité : protection au niveau le plus
élevé des travailleurs de la santé grâce à des
précautions contre la transmission par voie
aérienne, y compris des masques N95 ou
supérieurs, jusqu’à ce que nous comprenions
mieux le nouveau virus; diminuer la protection seulement si cela ne met pas la sécurité
à risque.

Le principe de précaution englobe aussi
d’autres mesures pour contenir le virus en
cas de pandémie, par exemple la fermeture
des frontières et les masques obligatoires
pour le public. Lorsque les données ne sont
pas concluantes, il est mieux de privilégier la
prudence et la sécurité.
Depuis le début de la COVID-19, les leçons
du principe de précaution ont été grandement
ignorées malgré les mises en garde répétées
venant des travailleurs de la santé, des syndicats et des experts en sécurité au travail.
Selon une analyse ponctuelle des données,
analyse en date du 23 juillet 2020 par
l’Institut canadien d’information de la santé,
plus de 21 000 travailleurs de la santé au
Canada ont contracté la COVID-19. Les taux
d’infection les plus élevés, en proportion du
total des cas provinciaux, sont au Québec, au
Nouveau-Brunswick, en Nouvelle-Écosse et
en Ontario.12
Dans l’ensemble du Canada, les travailleurs
de la santé représentent près de 20 pour
cent des infections liées à la COVID-19,13 soit
presque deux fois le taux d’infection mondial
chez les travailleurs de la santé (10 pour
cent), tel que cité par l’OMS et le Conseil
international des inﬁrmières.14 15
Au Canada, le taux d’infection des travailleurs
de la santé est plus de quatre fois plus élevé
que celui de la Chine où les précautions
contre la transmission par voie aérienne
sont utilisées.16
Les travailleurs de la santé représentent 24,1
pour cent des cas au Québec et 16,7 pour
cent des cas en Ontario. Dans les provinces
atlantiques, ils représentent 18,8 pour cent
des cas au Nouveau-Brunswick et 17,2 pour
cent en Nouvelle-Écosse. Par contre, à l’Île-duPrince-Édouard et à Terre-Neuve-et-Labrador,
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les taux d’infection chez les travailleurs de la
santé sont 5,6 pour cent et 6,1 pour cent respectivement. Les données ponctuelles de l’Institut canadien d’information sur la santé mettent
en relief les taux inférieurs à la moyenne
nationale dans les provinces de l’Ouest :
10,1 pour cent au Manitoba, 5,4 pour cent en
Saskatchewan, 8,8 pour cent en Alberta et 7,6
pour cent en Colombie-Britannique.17

Victoria Salvan, 64 ans, travailleuse de
la santé dans un établissement de soins
de longue durée de Montréal, où il y avait
manque de personnel. Elle a contracté le
virus peu de semaines avant de prendre
sa retraite. Une collègue mentionne que
Victoria faisait toujours sourire ses patients « parce qu’ils savaient qu’ils seraient
traités avec amour et bienveillance. »23

Environ 13 000 travailleurs de la santé au
Canada ont fait une demande d’indemnisation
en raison de la COVID-19. Cela représente 75
pour cent de toutes les demandes d’indemnisation au Canada. La majorité des demandes
viennent du Québec et de l’Ontario.18

Malgré l’escalade du nombre de victimes chez
les travailleurs de la santé, les agences canadiennes de la santé publique, et leurs conseillers, ont agi de bonne foi mais ont ignoré, à
répétition, les mises en garde des syndicats,
des travailleurs de la santé, des experts en
sécurité au travail, car ils ont continué à :

Bien que les fonctionnaires fassent état de
12 travailleurs de la santé décédés de la
COVID-19,19 au moins 16 travailleurs de
la santé sont décédés de la COVID-19 au
Canada selon les syndicats.20 Ils comprennent :
Flozier Tabangin, 47 ans, employé dans
une résidence pour personnes handicapées à Richmond en C.-B., et s’occupant
de personnes handicapées intellectuellement et physiquement. Il avait plusieurs
emplois aﬁn de soutenir sa femme et sa
jeune ﬁlle. Un collègue en parle en disant
qu’il était « comme un père, un frère pour
tout le monde. Si vous aviez besoin de
quelque chose, vous [pouviez] compter
sur lui en tout temps. »21
Brian Beattie, 57 ans, inﬁrmier dans
une résidence pour personnes âgées à
London, Ontario. L’Association des inﬁrmières et inﬁrmiers de l’Ontario mentionne
ceci : « Brian était un inﬁrmier autorisé
qu’on aimait et respectait. Il était la déﬁnition du dévouement et il considérait ses
collègues et les résidents comme son
autre famille. »22

•

Ignorer qu’il était vital de respecter le
principe de précaution et de recourir aux
protections contre la transmission par voie
aérienne qui, typiquement, signiﬁe des
respirateurs N95;

•

Écarter le recours aux protections contre
la transmission par voie aérienne en
excluant la possibilité que le SARS-CoV-2,
le virus causant la nouvelle maladie, soit
transmis par de petites particules, connues sous le nom d’aérosols, ﬂottant dans
l’air; et

•

Aﬃrmer avec beaucoup de certitude qu’on
en savait suﬃsamment sur le SARS-CoV-2,
le virus causant la COVID-19 et cousin du
SRAS, pour déterminer que les précautions contre la transmission par contact ou
par gouttelettes, y compris les masques
chirurgicaux, étaient suﬃsantes, sauf lors
de procédures à risque élevé.

Il y a plusieurs exemples de déconnection
entre les directives des experts en infections
et la réalité à laquelle les travailleurs de la
santé étaient confrontés sur le terrain.
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de recommander le port du masque,
d’équipement, ainsi que des mesures
préventives qui ne protègent pas contre ce
mode de transmission? »26

Aucun exemple n’est plus percutant que
l’exemple qui suit venant du Québec.

« Nous avons été abandonnés. Le mot est fort,
mais c’est la réalité. »
Le jour même où le plus grand spécialiste en
maladie infectieuse déclarait que la COVID-19
a démontré « jusqu’à quel point il était rare
d’avoir besoin d’un masque N95 » et que les
masques chirurgicaux oﬀraient une protection suﬃsante,24 les syndicats du Québec
publiaient un article citant le fait que plus de
13 600 travailleurs de la santé de la province
avaient été infectés alors qu’ils s’étaient
appuyés sur ce conseil.25
Le président de la Confédération des syndicats
nationaux, Jeﬀ Begley, a reproché au gouvernement d’avoir envoyé ses membres aux
premières lignes avec si peu de protection :
« Nous avons été abandonnés. Le mot est
fort, mais c’est la réalité. Les recommandations de la santé publique, suivies aveuglément par les établissements de santé,
n’ont pas réussi à protéger le personnel.
Et les travailleurs de la santé continuent
d’être à risque.
Depuis le début de la pandémie, alors que
l’incertitude régnait sur le mode de transmission du virus, nous avons demandé une
protection contre la transmission par voie
aérienne, et on nous l’a refusée. La transmission du virus par des aérosols semble
de plus en plus probable. L’Organisation
mondiale de la santé l’a reconnu récemment et beaucoup d’études pointent dans
cette direction.
Comment expliquer que notre autorité
en matière de santé publique continue

Cet exemple n’est pas unique. Les agences
de la santé publique, et leurs conseillers,
ont constamment démontré leur aversion au
principe de précaution depuis le début de la
COVID-19.
En mars 2020, un document de la Santé publique de l’Ontario énonce conﬁdentiellement :
« Les travailleurs de la santé dispensant des
soins aux patients atteints de la COVID-19
dans d’autres provinces […] n’ont pas
contracté la COVID-19 pendant qu’ils utilisaient les précautions contre la transmission
par contact ou par gouttelettes, recommandées dans la province. »27 [Traduction]
En mai 2020, un spécialiste des maladies infectieuses de Toronto aﬃrme : « La raison pour
laquelle nous savons pourquoi [la COVID-19
ne se transmet pas par voie aérienne] c’est
parce que nous avons des centaines de travailleurs de la santé qui portent des masques réguliers pendant qu’ils s’occupent des patients.
Si cela [était] transmis par voie aérienne, […]
tous ces travailleurs de la santé tomberaient
malades. »28 [Traduction]
Dans une lettre datée de mai 2020, et envoyée à un important quotidien canadien, un
groupe d’experts en contrôle des infections
écrivaient : « Si la COVID-19 était une infection transmise par voie aérienne […], nous
assisterions à de grandes éclosions généralisées dans les endroits qui font la prévention
contre la transmission par gouttelettes […]. Et
ce n’est pas le cas. »29 [Traduction]
En juillet 2020, un autre expert des maladies
infectieuses aﬃrmait que si les masques
chirurgicaux et autres précautions contre la
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transmission par contact ou par gouttelettes
« ne fonctionnaient pas, on aurait des chiﬀres
beaucoup plus élevés d’infection chez les
travailleurs de la santé. »30 [Traduction]

cause la COVID-19, soit profondément diﬀérent de tous les autres pathogènes ayant ciblé
l’humanité et, par conséquent, justiﬁait une
approche de précaution.

Malheureusement, au Canada, le nombre de
travailleurs de la santé infectés ou décédés
s’est avéré pire que le nombre anticipé par les
agences de la santé publique, et conﬁrme les
pires craintes des travailleurs de la santé, des
syndicats et des experts en sécurité au travail.

La COVID-19 n’a cessé de surprendre la
communauté médicale avec sa gamme de
symptômes et autres complications :
« [L]e virus s’est traduit en lésions
cutanées, perte du goût et de l’odorat,
problèmes cardiaques, accidents vasculaires cérébraux, lésions cérébrales et
autres eﬀets secondaires, dont certains
peuvent s’expliquer par la capacité du virus
à infecter les cellules endothéliales qui
tapissent les parois des vaisseaux sanguins.
Le virus semble aussi déclencher, chez
certains patients, une réaction immunitaire
incontrôlable, connue sous le nom de
tempête de cytokine. »34 [Traduction]

Cela démontre aussi le fort lien entre la sécurité des travailleurs de la santé et les mesures
pour endiguer la pandémie. Réﬂéchissez à ce
qui suit. En date du 31 août 2020 :
•

Le Canada compte davantage de cas
de COVID-19 (129 888) que la Chine
(85 048), Hong Kong (4 801) et Taiwan
(488) confondus; et

•

Le Canada compte plus de décès liés à la
COVID-19 (9 164) que la Chine (4 634),
Hong Kong (88) et Taiwan (7) confondus.

En Chine, les travailleurs de la santé représentent 4,4 pour cent des cas de COVID-19.
La plupart ont été infectés avant la mise en
place des précautions contre la transmission
par voie aérienne.31 À la ﬁn juillet 2020, à
Hong Kong, cinq travailleurs de la santé
avaient été infectés.32 Et, à Taiwan, aussi à
la ﬁn juillet, seulement trois travailleurs de la
santé avaient été infectés.33

Litanie de problèmes
systémiques
La COVID-19 a mis au jour un manquement
systémique, notamment garder l’esprit ouvert
à la possibilité que le SARS-CoV-2, virus qui

La caractéristique de la COVID-19 qui semble
la plus surprenante est le grand nombre de cas
asymptomatiques, comme on les appelle généralement. Il s’agit de personnes qui contractent
le virus mais n’aﬃchent aucun symptôme ou
ne se sentent pas assez mal pour aller chez
le médecin. Ces cas appartiennent à deux
catégories. Il y a des personnes subcliniques35
ou pré-symptomatiques.36 Les pré-symptomatiques ne semblent pas malades mais,
éventuellement, elles le deviennent. Et il y a les
personnes qui sont vraiment asymptomatiques
et semblent en pleine forme pendant toute la
durée de leur infection.37
Avant la COVID-19, les données suggéraient
que la transmission par personnes asymptomatiques était généralement un « événement rare »
et que, historiquement, les pandémies n’étaient
pas alimentées par ce type de transmission.38
Avec le recul, nous pouvons voir que les
experts occidentaux n’ont pas adopté une
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approche de précaution et ne semblaient pas
ouverts à la possibilité que ce virus complètement nouveau puisse se comporter de façon
nouvelle et inattendue.
Or, en Chine, il y avait des signes avant-coureurs de ces soi-disant « porteurs muets ».
Dans une lettre publiée dans The Lancet le
13 février 2020, des experts chinois soulignent, en se basant sur leur expérience aux
premières lignes, que les patients asymptomatiques sont un grave problème et qu’ils peuvent
transmettre la COVID-19. Selon eux, c’est une
raison suﬃsamment importante pour protéger
les travailleurs de la santé, sur une base
préventive, en leur fournissant des protections
contre la transmission par voie aérienne :
« Ces résultats justiﬁent des mesures musclées (par exemple masques N95, lunettes
de protection et blouse de protection) pour
assurer la sécurité des travailleurs de la
santé », concluent-ils.39 [Traduction]
De plus, citant des données classiﬁées du
gouvernement chinois, on peut lire, en mars
2020, dans le South China Morning Post :
« Le nombre de ‘porteurs muets’ – des
personnes infectées par le nouveau
coronavirus mais aﬃchant tardivement
des symptômes ou n’en aﬃchant pas –
pourraient représenter jusqu’à un tiers
des personnes qui reçoivent un résultat
positif. »40 [Traduction]
Une étude publiée en août 2020 dans le
JAMA Internal Medicine conﬁrme cette
estimation et suggère que 30 pour cent des
cas de COVID-19 pourraient être asymptomatiques. Selon le Dr Anthony Fauci, directeur
du National Institute of Allergy and Infectious
Diseases aux États-Unis, ce chiﬀre pourrait
être aussi élevé que 40 pour cent.41

Contrairement au Canada, la Chine et la
Corée du sud ont conclu que les preuves
de transmission asymptomatique étaient
suﬃsantes pour adopter une approche de
précaution au tout début de la pandémie. Ils
ont décidé de tester toute personne ayant été
en contact étroit avec un patient atteint de
la COVID-19, qu’importe si cette personne
présentait ou non des symptômes. Certains
experts suggèrent que cela pourrait expliquer
pourquoi ces deux pays asiatiques semblent
avoir stoppé la transmission du virus.42
Le fait que le Canada n’ait pas adopté une
approche de précaution alors que la transmission asymptomatique était une possibilité – comme l’ont fait la Chine et la Corée du
sud – a eu des conséquences profondes sur
la protection des travailleurs de la santé et les
mesures de contrôle à la frontière.
Si un « porteur muet » peut transmettre la
maladie, le fait de mettre l’accent sur des
symptômes comme la ﬁèvre, la toux et les problèmes intestinaux comme indicateurs de la
COVID-19 (comme le Canada l’a fait pendant
trop longtemps) est une mesure inadéquate
pour le triage des passagers arrivant dans les
aéroports canadiens.
Avec le recul, l’approche du Canada pour
détecter les cas de COVID-19 à la frontière ou
dans le système de soins de santé a créé un
énorme angle mort.

Réserves
insufﬁsantes d’EPI
Il y a eu des problèmes systémiques persistants et généralisés dans la gestion des
approvisionnements pendant la COVID-19,
ce qui a entraîné des pénuries débilitantes
d’équipements de protection individuelle,
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N95 soumis à un essai d’ajustement, ou de
qualité supérieure, ainsi que les autres équipements de protection individuelle, devaient
être une exigence minimale pour protéger
les travailleurs contre un nouveau pathogène
comme le COVID-19.

malgré les leçons tirées du SRAS relativement
au stockage des EPI.
Ces problèmes ont mûri pendant des années
parce que le Canada s’est permis de dépendre des fabricants étrangers. Une succession de gouvernements fédéral et provinciaux
ont tourné le dos au problème, même après
qu’il ait été mis au jour par le SRAS.

Une inﬁrmière relate une expérience négative
avec sa direction après avoir refusé d’administrer des tests de dépistage de la COVID-19
sans N95 :

« Nous avons tellement peu
de masques N95 qu’on
s’attend à ce que nous entrions dans les chambres de
patients COVID-19 avec des
masques chirurgicaux. »

« Cela ne s’est pas bien passé. On m’a
traitée à la légère, et mes inquiétudes ont
été ignorées. »45
Une autre inﬁrmière mentionne une anxiété similaire lorsqu’elle devait s’occuper de patients
atteints de la COVID-19 sans équipement
adéquat de protection individuelle :

Le problème s’est accentué par la destruction
de stocks importants dans les années précédant la COVID-19 :
•

•

« Nous avons tellement peu de masques
N95 qu’on s’attend à ce que nous entrions
dans les chambres de patients COVID-19
avec des masques chirurgicaux qui ne sont
pas eﬃcaces contre ce virus. Non seulement risquons-nous notre propre vie mais
nous mettons aussi la santé de nos enfants
et de nos conjoints à risque. »46

Le gouvernement fédéral a détruit, en mai
2019, près de deux millions de masques
respirateurs et n’a pas remplacé ces
stocks. Ainsi, au début de la pandémie,
il en restait seulement 100 000 dans les
entrepôts fédéraux.43

Même les masques chirurgicaux étaient souvent rationnés pendant la pandémie. Certains
hôpitaux établissaient une limite d’un ou deux
masques jetables par jour pour le personnel.

En 2017, l’Ontario a commencé à détruire
près de 55 millions des respirateurs N95
stockés à la suite de la recommandation
de la Commission sur le SRAS, et dans
le but de se préparer à une urgence en
matière de santé publique. On avait laissé
ces respirateurs dépasser la date d’expiration et on ne les avait pas remplacés.44

« On nous traite comme si on était jetables »,
mentionne une inﬁrmière dont l’identité a été
gardée conﬁdentielle par CBC.47

En raison des pénuries de N95 pendant la
COVID-19, les travailleurs de la santé du
Canada ont dû utiliser des masques chirurgicaux, même si les experts en sécurité au
travail croyaient fortement que les respirateurs

Une autre inﬁrmière anonyme exprime des
sentiments similaires au Toronto Star.
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« Lorsque vous entrez [dans l’hôpital] et
prenez conscience du fait que tout ce
que vous valez en tant qu’être humain se

limite à deux masques dans un sac brun –
comme si vous ne valiez rien de plus pour
l’hôpital, c’est tout ce que vaut votre santé,
deux masques pour tout le quart de travail – vous vous dites, qu’est-ce que je fais
ici? »48 [Traduction]
« Je n’ai pas signé pour mourir au travail. »49
Pour les travailleurs de la santé, se rendre au
travail signiﬁait mettre non seulement sa propre
vie en danger mais celle de leur famille aussi.
Le cas de Felicidad Maloles, aide-soignante de
65 ans de Toronto, et très appréciée, souligne
les risques posés aux familles des travailleurs.
Elle s’est sortie de la COVID-19 mais a perdu
son mari de 69 ans, son compagnon pendant
40 ans, qui est décédé de la maladie.
« Je suis tellement stressée et je m’en
veux parce que j’ai contracté le virus »,
mentionne Maloles. Si je n’avais pas
contracté le virus, il ne serait peut-être pas
mort. »50 [Traduction]
Ces histoires bouleversantes de maladie et
de mort, d’anxiété et d’angoisse – combinées
aux taux élevés d’infections et de décès chez
les travailleurs de la santé – mettent en relief
l’ampleur des failles dans le système visant
à protéger les travailleurs lors de la première
phase de la COVID-19, et nous révèlent
jusqu’à quel point on n’a pas tenu compte des
leçons tirées du SRAS.

Ignorer les mises en
garde venant des travailleurs de la santé
et des syndicats
Un problème systémique important pendant
la COVID-19 – et pendant le SRAS – est le
fait que les gouvernements et les agences
de la santé publique ne considéraient pas
les travailleurs de la santé et les syndicats
comme des partenaires avec qui collaborer
pour élaborer des lignes directrices et des
procédures en matière de sécurité. Malheureusement, c’est encore le cas malgré le fait
que le Système de responsabilité interne,
soit le principe sous-jacent à l’ensemble des
lois et des règlements relatifs à la sécurité
des travailleurs, exige la participation des
syndicats et des travailleurs pour assurer la
sécurité des lieux de travail.
Réﬂéchissez aux délais qui suivent démontrant jusqu’à quel point il a été diﬃcile pour
les syndicats de participer aux discussions de
l’Agence de la santé publique du Canada sur
la sécurité des travailleurs :
24 janvier 2020 : la Fédération canadienne des syndicats d’inﬁrmières et
inﬁrmiers (FCSII) écrit à l’Agence de la
santé publique du Canada (ASPC) pour
demander que les syndicats participent
directement à l’élaboration des directives
pour la prévention des infections à la
COVID-19 et la sécurité des travailleurs,
comme cela avait été fait lors de l’éclosion
de la H1N1 en 2008 et de l’Ebola en
2013-2014.51

Certes, d’autres pays, par exemple les ÉtatsUnis, ont fait pire que le Canada. Cela oﬀre
peu de réconfort aux milliers de travailleurs
de la santé canadiens infectés et à leur
famille. Des pays comme les États-Unis n’ont
pas vécu le SRAS et n’ont pas eu l’occasion
d’en tirer des leçons. Le Canada a vécu le
SRAS mais, malheureusement, n’a pas mis les
leçons en pratique.

28 janvier 2020 : l’ASPC refuse de laisser
participer les syndicats inﬁrmiers.
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29 janvier 2020 : à la suite du refus
de l’ASPC de les faire participer à l’élaboration de directives ayant un impact
direct sur la sécurité des travailleurs, les
syndicats inﬁrmiers se tournent vers la
Dre Theresa Tam pour faire leur demande.52
29 janvier 2020 : les syndicats inﬁrmiers
se tournent vers l’honorable Patty Hajdu,
ministre fédérale de la Santé, pour demander que l’ASPC les laissent participer
aux discussions sur la sécurité des travailleurs de la santé.53
1er février 2020: les syndicats inﬁrmiers
reçoivent un exemplaire, sous embargo,
de la première édition des directives pour
assurer la sécurité des travailleurs en
soins actifs (Prévention et contrôle de la
maladie COVID-19 : Lignes directrices
provisoires pour les établissements de
soins actifs).

leurs experts et conseillers. Il va sans dire que
personne n’a souhaité ces niveaux élevés et
inacceptables de maladie et de mortalité chez
les travailleurs de la santé du Canada. Nous
utilisons le recul non pas pour diaboliser ou
trouver un bouc émissaire mais plutôt pour
déterminer les ratés et tirer des leçons de
nos erreurs.
Nous ne saurons jamais avec certitude
jusqu’à quel point nous aurions pu diminuer
le nombre élevé d’infections et de décès chez
les travailleurs de la santé si on avait tenu
compte des mises en garde formulées par les
syndicats, les travailleurs de la santé et les
experts de la sécurité au travail.
Ce que nous savons – et nous allons le démontrer dans ce rapport – c’est que d’autres
pays qui ont vécu le SRAS, comme la Chine,
Hong Kong et Taiwan, ont été en mesure de
tirer proﬁt de l’expérience et de mettre en
pratique les leçons vitales pour assurer la
sécurité des travailleurs de la santé. Et leurs
travailleurs de la santé s’en sont tirés beaucoup mieux que les nôtres.

3 février 2020 : l’ASPC publie, en ligne,
les lignes directrices avant la réponse de
la FCSII.
Nous parlerons davantage de cela plus loin
dans ce rapport et préciserons comment
les consultations subséquentes entre les
agences de la santé publique, les syndicats et
les travailleurs ne se sont généralement pas
déroulées dans un esprit de collaboration et
de coopération, ni de façon à reﬂéter les principes du Système interne de responsabilité.

Sur qui repose
le blâme?
Bien que l’on soit tenté de pointer du doigt
certaines personnes ou groupes particuliers,
et de les blâmer pour les manquements à
la sécurité, ces manquements sont, en fait,
systémiques.

Avec le recul

Dans le rapport ﬁnal de la Commission sur
le SRAS, le juge Campbell met en relief des
conclusions qui s’avèrent aussi pertinentes
aujourd’hui qu’elles l’étaient en 2006 :

Le Canada aurait dû faire beaucoup plus pour
protéger ses travailleurs de la santé.
Nous sommes en mesure de dire cela grâce
au recul. Cet outil n’était pas disponible pour
les agences canadiennes de la santé publique,
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« C’est trop facile de trouver des boucs
émissaires. Le jeu du blâme commence

après chaque tragédie publique. Ceux qui
cherchent quelqu’un à blâmer vont toujours
le trouver, mais les erreurs de bonne foi
sont inévitables dans tout système humain.
Il y aura toujours assez de personnes à
blâmer si les erreurs de bonne foi commises
dans le feu de la lutte sont, avec le recul,
jugées répréhensibles. »54 [Traduction]
Les leaders de la réponse du Canada à la
COVID-19 – comme leurs prédécesseurs lors
du SRAS – sont dévoués, compétents, bien intentionnés, hautement qualiﬁés et travailleurs.
Les leaders en 2003 et en 2020 ont agi de
bonne foi et avec les meilleures intentions.
Ne pas avoir tenu compte des leçons du
SRAS et ne pas avoir protégé suﬃsamment
les travailleurs de la santé pendant la pandémie actuelle sont des failles systémiques55 –
engendrées par les lacunes, déﬁciences
et imperfections organisationnelles – et ne
relèvent pas directement d’une personne ou
d’un groupe.
Le juge Campbell a parlé du SRAS d’une
façon qui s’applique aussi à la COVID-19 :
« C’était une faille dans le système. Nous
en faisons tous partie parce que nous
avons le système public de santé et le
système hospitalier que nous méritons.
Nous avons le système de gestion des
urgences que nous méritons et la préparation en cas de pandémie que nous méritons. Le manque de préparation en cas
de maladies infectieuses, le déclin de la
santé publique, l’échec des systèmes qui
devaient protéger le personnel inﬁrmier,
les ambulanciers paramédicaux, les médecins et les travailleurs de la santé contre
les infections au travail, tous ces déclins
et failles ont persisté sous trois gouvernements successifs appartenant à diﬀérents
partis politiques. Nous nous sommes tous

laissés tomber, et nous devrions avoir
honte parce que nous n’avons pas insisté
auprès de ces gouvernements pour qu’ils
nous protègent mieux. »56
En raison des failles systémiques, le Canada
voit resurgir plusieurs problèmes liés à la
sécurité des travailleurs, et mis au jour par le
juge Campbell et la Commission sur le SRAR.
Or, ce sont ces failles systémiques que les
conclusions et les recommandations de la
Commission ciblaient tout particulièrement.
Pendant l’épidémie du SRAS, comme c’est
le cas maintenant avec la pandémie de
COVID-19, il y a eu un débat passionné
pour déterminer si les précautions contre la
transmission par gouttelettes ou par contact
(y compris les masques chirurgicaux) ou la
transmission par voie aérienne (y compris les
respirateurs N95 soumis à un essai d’ajustement ou de qualité supérieure), protégeaient
suﬃsamment les travailleurs de la santé
contre un nouveau pathogène.
Le fait que ce débat se poursuit encore
pendant la COVID-19 démontre le large fossé
entre les principes liés à la sécurité des
travailleurs du secteur de la santé et l’éthos
des agences de la santé publique et de leurs
conseillers. Les premiers s’inscrivent dans le
cadre du principe de précaution qui privilégie
la prudence devant l’incertitude scientiﬁque;
les derniers se basent sur les niveaux de
certitude scientiﬁque les plus pertinents pour
introduire, de façon sécuritaire, de nouveaux
médicaments et vaccins.
La meilleure preuve de la transmission du
SRAS par voie aérienne, sous certaines
conditions, a été fournie qu’un an environ
après l’éclosion.
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santé (OMS). La lettre, signée par 239 experts
de 32 pays, demande à l’OMS de remettre en
question sa résistance profondément enracinée
aux données de plus en plus nombreuses sur
la transmission par voie aérienne. Et on souligne que c’est précisément en période d’incertitude scientiﬁque que le principe de précaution
doit être adopté. Les auteurs écrivent :

Selon le juge Campbell, cela justiﬁait une
approche de précaution :
« Les connaissances sur le mode de
transmission du SRAS ont évolué de
façon importante depuis l’éclosion. Des
études récentes suggèrent une transmission par voie aérienne, et cela donne du
poids à une approche de précaution aﬁn
de protéger les travailleurs de la santé
contre une nouvelle maladie encore mal
comprise. »57 [Traduction]

« Nous comprenons que la transmission
par voie aérienne du SARS-CoV-2 n’est
pas encore acceptée universellement;
mais, selon notre évaluation collective, il y
a suﬃsamment de données en appui et le
principe de précaution devrait s’appliquer.
Dans le but de contrôler la pandémie, et
en attendant la disponibilité d’un vaccin,
toutes les voies de transmission doivent
être bloquées. »58 [Traduction]

Comparativement à l’absence de données pendant l’éclosion du SRAS, il y a maintenant de
plus en plus de données sur la transmission
possible par voie aérienne du SARS-CoV-2.
Pendant la COVID-19, les travailleurs de la
santé, les syndicats, et les experts en sécurité
au travail ont présenté, maintes et maintes
fois, des études sur la transmission par voie
aérienne et par aérosols, non pas comme
preuve déﬁnitive mais comme preuve suﬃsamment convaincante pour adopter le principe
de précaution.
À répétition, les agences de la santé publique
et leurs conseillers ont mal interprété les
documents soumis par les syndicats, et les
experts en sécurité, sur la transmission par
voie aérienne. Selon les agences, il s’agissait
de tentatives infructueuses à prouver déﬁnitivement que le SARS-CoV-2 se transmettait
lorsque la personne respirait, parlait, chantait
et toussait. Or, les syndicats et les experts
en sécurité du travail n’essayaient pas de
présenter une preuve déﬁnitive. Ils voulaient
simplement démontrer la nécessité d’adopter
une approche de précaution en attentant les
données scientiﬁques concluantes.

La lettre a été ignorée par la santé publique
du Canada et les experts en contrôle des
infections. Ils n’ont pas retenu le message de
précaution. Ils ont seulement retenu qu’elle ne
prouvait pas la transmission par voie aérienne.
Un dirigeant de la santé publique l’a qualiﬁée
de « tempête dans un verre d’eau ».59
Un expert en maladies infectieuses a dit :
« Nous ne faisons que ressasser les
mêmes arguments que nous avons entendus en février, mars, avril et jusqu’à
maintenant. Je ne sais pas pourquoi on fait
tant d’histoires avec tout ça. »60 [Traduction]
Le débat autour de la lettre adressée à l’OMS
rappelle la mise en garde du juge Campbell
dans le rapport ﬁnal de la Commission sur le
SRAS relativement à l’importance du principe
de précaution :

Un exemple ﬂagrant est la réaction de la communauté de la santé publique du Canada à une
lettre adressée à l’Organisation mondiale de la

« Il ne s’agit pas de savoir qui a raison ou
qui a tort au sujet de la transmission par
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Nous devons reconnaître que nos leaders
de la santé publique ont agi de bonne foi et
avec les meilleures intentions pour réparer
les failles systémiques engendrées au ﬁl de
plusieurs années.

voie aérienne. Il ne s’agit pas de science
mais de sécurité. Les connaissances scientiﬁques évoluent constamment. Le dogme
scientiﬁque d’hier est la fable que nous
rejetons aujourd’hui […] Nous ne devrions
pas être motivés par le dogme scientiﬁque
d’hier ou par le dogme scientiﬁque d’aujourd’hui. Nous devrions être motivés par
le principe de précaution selon lequel des
mesures raisonnables pour réduire les
risques ne devraient pas attendre la certitude scientiﬁque. »61 [Traduction]

Toutefois, le fait que les problèmes soient
systémiques et requièrent des solutions systémiques ne signiﬁe pas que les actions des
décideurs ne doivent pas être révisées sur
une base régulière.
Cela devrait se faire non pas pour trouver des
boucs émissaires mais pour déterminer qui
est le plus qualiﬁé pour régler les problèmes
systémiques mis au jour par la COVID-19.

Blâme et reddition
de compte
La force des enquêtes comme celle de la Commission sur le SRAS est de permettre de mettre
au jour les causes systémiques profondes et de
proposer des solutions systémiques.
Toutefois, elles ont aussi une faiblesse. Parce
qu’elles ne peuvent pas rejeter la responsabilité civile ou criminelle sur quelqu’un,
aucune personne et aucun groupe ne sont
tenus responsables. Aucune personne n’a été
congédiée après le SRAS. Aucune personne
n’a vu ses actions ou ses omissions passées
au peigne ﬁn.

Dans la foulée de la première vague de la
COVID-19, le Canada a peu à célébrer. Il a
payé cher en maladie, décès, angoisse et
anxiété car il a ignoré les leçons du SRAS et
n’a pas adopté une approche de précaution.

Il y a eu plusieurs leaders remarquables
pendant le SRAS, par exemple la Dre Sheela
Basrur alors à la tête de la santé publique
de Toronto, maintenant décédée. Elle a été
partie intégrante du succès de la réponse au
SRAS malgré l’absence de leadership eﬃcace.
Mais il y a aussi ceux dont les actions ont été
inférieures aux normes ﬁxées par les actions
et le leadership louables de la Dre Basrur.
Cela nous amène à se poser la question sur
la meilleure façon de régler les problèmes
systémiques mis au jour par la COVID-19.

Protéger les
travailleurs de
la santé, protéger
la collectivité

Le tableau pointage du Canada par rapport à
la pandémie est pour le moins décourageant.
Plus de 21 000 travailleurs de la santé ont
contracté la COVID-19. Ils représentent
environ un cas sur cinq. Par rapport à l’endiguement de la pandémie, nous avons un
plus grand nombre de cas et de décès que la
Chine, Hong Kong et Taiwan confondus, pays
qui ont aussi vécu le SRAS.62
La COVID-19 a fait ressortir une leçon importante laissée par le SRAS : la sécurité des
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Bravement, ils ont pris soin des patients atteints
de la COVID-19, souvent dans des établissements de soins de longue durée présentant
des niveaux exceptionnellement élevés de
risque et de maladie, sans parler des conditions de travail pour le moins bouleversantes.

travailleurs de la santé et l’endiguement de
l’éclosion vont de pair.
Protéger les travailleurs de la santé brise la
chaîne de transmission. S’ils sont protégés, ils
ne peuvent pas être infectés par leurs patients, résidents ou collègues. Et, vice-versa,
s’ils sont protégés, ils ne peuvent pas infecter
leurs patients, résidents, collègues ou leurs
familles.

« Une des leçons les plus
percutantes du SRAS est
le fait que la santé et la
sécurité des travailleurs de
la santé, et autres premiers
intervenants, sont vitales lors
d’une urgence en matière de
santé publique. »
Comme le fait remarquer le juge Campbell,
le fait de protéger les travailleurs de la santé
pendant une pandémie a un eﬀet de contagion à la baisse, et permet de mitiger les
répercussions négatives de la pandémie sur le
plan humain, sociétal et économique.
« Une des leçons les plus percutantes du
SRAS est le fait que la santé et la sécurité
des travailleurs de la santé, et autres premiers intervenants, sont vitales lors d’une
urgence en matière de santé publique.
Le SRAS a démontré jusqu’à quel point
des niveaux élevés de maladie et de quarantaine chez les travailleurs de la santé
peuvent nuire grandement à la réponse en
cas d’urgence sanitaire. »63 [Traduction]
Nous avons une énorme dette envers la dizaine
de milliers de travailleurs et travailleuses de la
santé du Canada, et ils méritent notre gratitude.

Nous avons aussi une énorme dette envers
les autres travailleurs essentiels aux premières lignes de plusieurs secteurs, et aux
millions de personnes au Canada qui ont suivi
les directives de la santé publique et persévéré malgré les déﬁs énormes. Grâce à toutes
ces personnes, et à leur respect profond des
valeurs sociétales fondamentales au Canada,
nous avons réussi à aplatir la courbe pendant
la première vague de COVID-19.
Pendant des décennies, les travailleurs de la
santé ont été directement témoins du manque
de personnel, de l’engorgement et du manque
constant de ﬁnancement, qui ont fragilisé, de
façon chronique, les établissements de soins
de longue durée, et qui ont maintenant été
mis au jour par la COVID-19. Et, pendant des
décennies, les gouvernements, les propriétaires et exploitants d’établissements de soins
de longue durée ont détourné le regard et se
sont appuyés sur le dévouement et le courage
des travailleurs de la santé pour qu’ils servent
de colle pour réparer l’irréparable, notamment
les nombreuses failles profondes, persistantes
et de longue date dans ce secteur.
Au début septembre 2020, environ 80 pour
cent des décès causés par la COVID-19 au
Canada étaient dans le secteur des soins de
longue durée, ce qui dépassait grandement
les décès causés par la COVID-19 dans les
hôpitaux ou les collectivités. Pendant la même
période, environ une résidence pour personnes
âgées sur cinq comptait une éclosion.64
Pendant que la COVID-19 exposait les ﬁssures
et les failles dans ce secteur, les travailleurs

254

de la santé en payaient le prix. Depuis le début
de la pandémie, plus de 10 000 travailleurs
de la santé ont contracté la COVID-19 dans
le secteur des soins de longue durée, représentant ainsi le tiers de tous les cas dans les
foyers de soins.65

Il n’y a plus d’excuse pour ne pas protéger
complètement nos travailleurs de la santé de
la COVID-19.

Ces problèmes doivent être réglés de
façon urgente.

Même si la COVID-19 pourrait persister
jusqu’en 2022, des mesures urgentes sont
nécessaires maintenant pour régler les problèmes mis au jour par la pandémie.

Nous ne pouvons pas gaspiller la petite période de temps où nous pouvons respirer avant
la venue d’une deuxième vague potentielle de
COVID-19. Les agences de la santé publique et
les gouvernements doivent agir impérativement
pour réparer les failles systémiques par rapport
à la sécurité des travailleurs, et mises au jour
par la pandémie actuelle. Ils doivent aussi apprendre des autres pays, dont la Chine, Hong
Kong et Taiwan, qui ont adopté le principe de
précaution pour protéger leurs travailleurs et
mieux endiguer la pandémie.

Les failles systémiques, mises au jour par la
COVID-19, doivent être réparées rapidement.

Dans son rapport ﬁnal de décembre 2006, le
juge Campbell écrit :
« Le SRAS nous a appris qu’il faut être
prêts pour l’inconnu. C’est l’une des leçons
les plus importantes du SRAS. Bien que
personne n’ait anticipé et, peut-être, ne
pouvait anticiper, l’unique convergence de
facteurs qui ont fait du SRAS la tempête
parfaite, nous savons maintenant que les
nouvelles menaces microbiennes, comme
le SRAS, arrivent et peuvent encore arriver.
Toutefois, il n’y a plus d’excuse pour les
gouvernements et les hôpitaux pour être
pris au dépourvu, et il n’y a plus d’excuse
pour ne pas avoir le niveau maximal de
protection pour les travailleurs de la santé
grâce aux équipements adéquats et à la
formation. »66 [Traduction]
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Recommandations
Principe de
précaution
•

•

•

•

Que le principe de précaution, énonçant
que toute mesure pour réduire les risques
ne doit pas attendre la certitude scientiﬁque, soit adopté expressément et serve
de principe directeur dans l’ensemble du
secteur de la santé publique, les politiques
des employeurs relatives aux infections,
les mesures, les procédures et le secteur
de la sécurité au travail. Que cela se fasse
immédiatement dans les énoncés de politiques; les normes et orientations opérationnelles pertinentes; et en l’incluant dans
les préambules, déclaration de principe ou
autre, et dans toute législation pertinente.
Que, lors de toute urgence sanitaire liée à
une maladie infectieuse, le principe directeur oriente l’élaboration, la mise en œuvre
et le suivi des mesures, procédures, lignes
directrices, processus et systèmes permettant le dépistage précoce et continu,
ainsi que le traitement, de cas possibles.
Que, lors de toute urgence sanitaire liée à
des maladies infectieuses, le principe de
précaution oriente l’élaboration, la mise en
œuvre et le suivi des mesures, procédures,
lignes directrices, processus et systèmes
liés à la sécurité des travailleurs.

tous les travailleurs de la santé soient
protégés sur une base préventive. Cela doit
comprendre le maintien et le remplacement
régulier des stocks stratégiques, et la mise
en place d’une chaîne d’approvisionnement
ici au Canada.
•

Que le principe de précaution soit le
principe directeur pour déterminer et
maintenir adéquatement les niveaux
d’équipements de protection individuelle
dans les réserves nationales et provinciales. Les stocks devraient être établis
et maintenus à des niveaux qui assurent
la protection des travailleurs de la santé
contre la transmission par voie aérienne.
Tirant proﬁt de ses contrats avec 3M et
Medicom pour la fabrication de N95 ici
au Canada, le gouvernement fédéral doit
assurer une production suﬃsante ici au
pays pour protéger les travailleurs de la
santé sur une base préventive.

•

Que, lors de l’apparition d’un nouveau
pathogène – et les experts pensent que le
COVID-19 n’est pas la dernière menace que
nous devrons circonscrire – les travailleurs
de la santé soient protégés à un niveau qui
respecte le principe de précaution. Cette
exigence doit s’enchâsser dans toute législation sur la santé et la sécurité au travail.

•

Que les médecins hygiénistes en chef
aient l’obligation statutaire de tenir compte
et mettre en pratique le principe de précaution lorsqu’ils évaluent la préparation
en cas d’urgence de leur province ou
territoire et, par conséquent, assurent la
protection de leurs travailleurs de la santé
sur une base préventive.

Que les gouvernements fédéral, provinciaux et territoriaux agissent en collaboration et de façon urgente pour assurer un
approvisionnement suﬃsant de respirateurs
N95, ou mieux, ou l’équivalent, aﬁn que
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•

Que les décisions de renoncer au principe
de précaution ne soient pas prises de
façon arbitraire, sans transparence ou
sans le concours des syndicats du secteur
de la santé et des experts en sécurité au
travail. Ces décisions devraient faire l’objet
d’un examen par les comités législatifs
pertinents et les vériﬁcateurs généraux.

•

Que les inquiétudes des travailleurs de la
santé, par rapport à leur santé et sécurité,
soient prises au sérieux et, dans l’esprit du
principe de précaution, les travailleurs de
la santé doivent aussi se sentir en sécurité.

•

Que le Canada évalue, de façon critique,
les lignes directrices de l’OMS sur la sécurité des travailleurs et l’endiguement des
pandémies. Qu’il le fasse en tenant compte
du principe de précaution aﬁn de déterminer si elles sont dans l’intérêt véritable du
Canada et reﬂètent les meilleures données
issues de l’expérience des autres pays et
des études scientiﬁques émergentes.

Santé et sécurité
au travail
•

Que le Canada ajoute immédiatement, au
sein de l’ASPC, de nouveaux hygiénistes
du travail, experts en sécurité au travail et
experts en aérosol et, qu’avec eux, il élabore des lignes directrices respectant le
principe de précaution, et que le Canada
accepte et tienne compte de diﬀérentes
sources de données et ne s’appuie pas
seulement sur les essais cliniques randomisés.

•

Par rapport à la sécurité des travailleurs et
aux mesures d’endiguement de la pandémie, que le Canada ait les ressources
et les capacités, y compris suﬃsamment
d’experts en sécurité au travail et en
aérosols, pour évaluer, de façon autonome,
les lignes directrices de l’OMS et formuler
ses propres lignes directrices.

Example d’EPI portés en la Corée du Sud durant la pandémie de la COVID-19
(source: Korean Health & Medical Workers’ Union)
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•

Que l’on crée un comité national oﬃciel
des soins de santé composé des syndicats
et des employeurs du secteur de la santé,
ainsi que de l’ASPC, et que l’ASPC ait
l’obligation légale de consulter ce comité
de façon transparente et signiﬁcative avant
de compléter ses lignes directrices sur la
réponse en cas de maladies infectieuses.

•

Que les lignes directrices sur la sécurité
des travailleurs de la santé soient élaborées collaborativement, et sur une base
préventive, par les organismes de réglementation, les syndicats du secteur de la
santé et les experts en sécurité au travail,
et que ces décisions servent de base aux
lignes directrices communiquées par les
agences de la santé publique.

•

Que les ministères provinciaux du travail
aient les ressources et la capacité d’agir
de façon indépendante des ministres
provinciaux de la santé, et qu’ils puissent
appliquer complètement les lois régissant
la santé et la sécurité au travail.

•

Que les ministères provinciaux du travail
utilisent leurs activités de mise en application et d’établissement des normes, et
que les ministères de la santé utilisent leur
fonds et leur contrôle, pour promouvoir les
facteurs organisationnels favorisant une
culture de sécurité dans les milieux de
travail du secteur de la santé.

•

•

Que les ministères provinciaux du travail
aient les capacités et les ressources pour
procéder, en personne, et de façon sécuritaire, eﬃcace et complète, à des inspections sur place pendant les urgences de
santé publique.

•

Qu’un organisme de recherche sur la sécurité au travail soit créé et fasse partie intégrante de l’Agence de la santé publique
du Canada. Il aurait l’autorité légale de
prendre des décisions par rapport à ce qui
touche la santé des travailleurs, y compris
l’élaboration de lignes directrices, directives, politiques et stratégies. Il serait créé
à l’exemple du NIOSH, partie essentielle
du CDC américain, et mettrait l’accent sur
la santé des travailleurs, la recherche en
santé, et permettrait aux employeurs et
aux travailleurs de créer des milieux de
travail sains et sécuritaires. Comme au
sein du NIOSH, le personnel représenterait
tous les domaines connexes à la sécurité
des travailleurs, y compris épidémiologie,
sciences inﬁrmières, médecine, hygiène
au travail, sécurité, psychologie, chimie,
statistiques, économie et plusieurs volets
de l’ingénierie.

•

Provisoirement, et sur une base urgente,
que toute division de l’ASPC chargée de la
sécurité des travailleurs ait des experts en
médecine du travail et hygiène du travail,
et des représentants des organismes de
réglementation. Ces personnes seraient
des membres à part entière et consulteraient, sur une base continue, les intervenants dans les milieux de travail.

Que, lors de toute crise future en matière
de maladies infectieuses, les ministères
du travail aient un rôle clairement déﬁni de
décideur par rapport aux enjeux liés à la
sécurité des travailleurs, et que ce rôle soit
clairement communiqué à tous les intervenants dans les milieux de travail.
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Reddition de compte,
transparence et
autonomie
•

•

•

•

pas cette prérogative – et de s’exprimer
publiquement sur les enjeux cruciaux, par
exemple la préparation en cas de pandémie, sans craindre l’ingérence politique
ou les représailles.

Il est important que les ministres canadiens
et les cadres supérieurs de la santé publique continuent de participer au sein des
organismes décideurs pertinents de l’OMS.
Toutefois, aﬁn de préserver l’autonomie
du Canada, les participants canadiens à
l’élaboration des politiques, ainsi qu’au
sein des organismes établissant les lignes
directrices, ne devraient pas assumer
deux rôles. Ils devraient soit participer à
l’élaboration des politiques et des lignes
directrices au sein de l’OMS ou participer
au sein des agences canadiennes de la
santé publique, et non aux deux.
Que les médecins hygiénistes en chef, à
l’échelle fédérale et provinciale, aient l’obligation de présenter sur une base annuelle,
et devant leur parlement respectif et le
public qu’ils doivent protéger, un rapport
sur la préparation de leur province en cas
d’urgence de santé publique. Ce rapport
s’accompagnerait de recommandations
pour combler les lacunes et devrait reﬂéter
les inquiétudes et les perspectives des
syndicats de travailleurs de la santé et des
experts en sécurité.
Que les médecins hygiénistes en chef
aient l’obligation de soumettre leurs
rapports à un comité permanent de
leur parlement respectif. Des audiences
annuelles seront tenues relativement au
rapport et enjeux connexes.

•

Que des vériﬁcateurs externes, ayant
suﬃsamment d’expertise et de ressources,
mènent biannuellement des audits indépendants ciblant les ressources en matière
de préparation des médecins hygiénistes
en chef, ainsi que les déclarations
oﬃcielles sur la préparation en cas de
pandémie, et qu’ils fassent connaître leurs
conclusions publiquement.

•

Que toutes les provinces et les territoires
aient l’obligation de signaler publiquement,
aux principaux acteurs et au gouvernement
fédéral – et de façon homogène, détaillée et
en temps opportun – le nombre de travailleurs de la santé infectés dans leur région.

•

Que les gouvernements et les agences de
la santé publique soient ouverts et transparents par rapport aux stocks d’EPI.

•

En ce qui a trait au maintien eﬃcace et
économique des stocks d’EPI, les gouvernements pourraient examiner le cadre
de stockage en trois étapes mis en place
à Taiwan. Il a fait ses preuves pendant
la COVID-19 en démontrant sa capacité
d’optimiser l’eﬃcacité du stockage d’EPI, y
compris cycles de remplacement régulier
des stocks, stocks minimaux maintenus,
utilisation plus eﬃcace des fonds limités
du gouvernement, et atteinte de l’objectif
de gestion viable.

•

Qu’un eﬀort important et de bonne foi soit
fait pour éliminer les conﬂits fédéral-provinciaux qui nuisent au partage des données,
en temps opportun, sur le nombre d’infections chez les travailleurs de la santé.

Que la loi permette aux médecins hygiénistes en chef d’être autonomes – dans
les provinces ou territoires où ils n’ont
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•

Que Statistique Canada ait l’autorité et
les ressources pour mettre en œuvre et
gérer un système national transparent sur
les données relatives aux travailleurs de
la santé. Les données seraient générées
selon une terminologie et des critères homogènes. Elles auront une granularité permettant le suivi et l’analyse des tendances
selon la profession et le secteur, et seraient
détaillées (par ex. : aide-soignant, inﬁrmière, médecin; ou SLD, foyers de soins,
hôpitaux, unités des hôpitaux consacrées à
la pandémie, soins directs aux patients, et
autres rôles clés tel le triage). Les données
devront être partagées en temps réel et
non après des semaines ou des mois. Et la
performance du système doit faire l’objet
de suivi régulier et de vériﬁcation.

Soins de
longue durée
•

•

Aﬁn de remédier à une anomalie historique, que la Loi canadienne sur la santé
soit amendée pour ajouter les soins de
longue durée, en les rendant disponibles
à la population canadienne sur une base
universelle. Les programmes gouvernementaux d’aide aux personnes ayant
besoin de soins de longue durée varient
d’une province à l’autre et sont généralement en fonction du revenu de la personne. Cela ne respecte pas le principe
d’universalité au cœur même des soins de
santé publics du Canada.

•

Élaborer et mettre en œuvre une stratégie
en matière de main-d’œuvre en soins de
longue durée aﬁn de régler les nombreux
problèmes mis au jour par la COVID-19, y
compris les salaires inadéquats, les pénuries de personnel, le recours excessif aux
employés à temps partiel, et la formation
inadéquate.

•

Améliorer les salaires et les avantages
sociaux (y compris les congés de maladie
rémunérés) et les conditions d’emploi des
travailleurs de la santé dans le secteur des
soins de longue durée, et le faire en fonction de l’importance sociale de leur travail,
la complexité de leurs tâches et les risques
quotidiens auxquels ils sont confrontés,
même lorsqu’il n’y a pas de pandémie.

•

Oﬀrir à tous les travailleurs à temps partiel
dans le secteur des soins de longue durée
des emplois à temps plein (avec des
salaires à temps plein et des avantages
sociaux complets), et limiter leur travail à
un seul établissement.

•

Examiner les pratiques exemplaires ailleurs dans le monde, par exemple Corée
du sud, Hong Kong et Singapore, où on a
eu du succès pour limiter la propagation
de la COVID-19 dans le secteur des soins
de longue durée. En Corée du sud, toute
personne présentant un cas suspect de
COVID-19 est immédiatement isolée et
transférée à un centre séparé de quarantaine d’urgence ou à un hôpital. À Hong
Kong, tous les établissements de soins de
longue durée ont une réserve minimum
de trois mois de respirateurs N95 et
autres EPI. De plus, à Hong Kong, tous
les établissements de soins de longue
durée font, à chaque année, des exercices
d’urgence qui coïncident avec la saison
de la grippe aﬁn de s’assurer que les
mesures de contrôle des infections soient

Créer une commission nationale pour
élaborer des stratégies à court, moyen et
long terme pour la structure du secteur
des soins de longue durée, et à la lumière
des failles mises au jour par la COVID-19.
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pertinentes, que les ressources soient
suﬃsantes et que les équipements soient
en bon état opérationnel.
•

•

•

•

trimestrielles, accessibles au public, par
rapport au contrôle des infections et à la
santé et la sécurité dans l’établissement.

En raison des lacunes systémiques des
infrastructures, plusieurs établissements
de soins de longue durée ne peuvent pas
isoler les cas de COVID-19. C’est pourquoi
il est vital, en cas d’urgence, de créer des
établissements séparés pour l’isolement
d’urgence, et de les doter des ressources
et du personnel nécessaires. Ainsi, les cas
de COVID-19 pourraient être transférés à
l’extérieur des établissements de soins de
longue durée qui ne sont pas en mesure
de les isoler.
Assurer que toute intensiﬁcation du
nombre d’hospitalisations liées à la
COVID-19 ne se traduise pas en transferts
des patients à des établissement de soins
de longue durée déjà surchargés et manquant de ressources et de personnel, et
qui ne seraient peut-être pas en mesure
d’isoler les nouveaux arrivants.

•

Assurer que des organismes pertinents de
réglementation fassent des inspections en
personne de tous les établissements de
soins de longue durée aﬁn de s’assurer
de la conformité aux lois régissant la santé
et la sécurité au travail, aux règlements et
aux pratiques exemplaires.

•

Sur une base d’urgence, assurer que tous
les travailleurs de la santé du secteur des
soins de longue durée aient la formation
adéquate, et qu’ils sachent comment
ajuster un respirateur N95 et comment se
servir des autres équipements de protection individuelle.

Tous les secteurs
(communautaire,
soins actifs et soins
de longue durée)

En se basant sur une pratique exemplaire
mise en place aux États-Unis, penser à
établir, où l’espace et les ressources le
permettent, une unité de cohorte pour
personnes exposées au virus et pour les
nouveaux patients. Ce pourrait être une
façon eﬃcace de séparer et évaluer les
personnes à risque plus élevé pendant la
période d’incubation de 14 jours. Garder
ces patients en isolement avec du personnel dévoué faciliterait le traçage des
contacts et l’identiﬁcation des personnes
ayant été exposées.
Assurer la présence, dans les établissements de soins de longue durée, d’un professionnel en contrôle des infections ayant
une formation en santé et sécurité au travail.
Il aurait le mandat de faire des évaluations

•

Respecter et faire valoir les droits des travailleurs en matière de santé et de sécurité.

•

Assurer aux travailleurs le droit de participer aux décisions pouvant aﬀecter leur
santé et leur sécurité.

•

Assurer aux travailleurs le droit de savoir
quels sont les dangers présents au travail
et leur oﬀrir la formation dont ils ont besoin
pour accomplir leur travail en toute sécurité.

•

Assurer aux travailleurs le droit de refuser
un travail qui mettrait à risque leur santé et
leur sécurité ou celles des autres.
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•

Que le droit des travailleurs de la santé de
dénoncer des conditions de travail présentant des risques soit à l’abri de représailles de la part de leurs employeurs.

•

Assurer des stocks adéquats d’équipements de protection individuelle (EPI), y
compris respirateurs N95 ou mieux (par
exemple, respirateurs élastomériques), et
que les travailleurs et les visiteurs essentiels aient accès aux EPI adéquats.

•

Reconnaissant le fait que, bien qu’assurant une protection suﬃsante, les N95
ont leurs défauts, notamment le confort,
les gouvernements fédéral et provinciaux
devraient collaborer pour établir les
normes et constituer des réserves suﬃsantes d’autres équipement de protection
respiratoire, par exemple respirateurs
élastomériques, qui protègent aussi si
bien ou mieux que les N95 et qui, selon
les études, présenteraient des avantages
en termes de confort et de coût.

•

Oﬀrir une formation pratique sur le
contrôle et la prévention des infections, y
compris apprendre aux travailleurs comment mettre et enlever les EPI, comment
les utiliser de façon sécuritaire, quelles
sont les limites des EPI, et tester leurs
connaissances. Cela s’applique à tous
les travailleurs et aux visiteurs essentiels
entrant dans les établissements de soins
de longue durée.
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