
Appendix D 

Cambridge Memorial Hospital – Strategic Planning 

Summary of group discussions/report backs from planning retreat 

May 28, 2014  

Mission, Vision, Values 

Current statements are very relevant/meaningful to staff and are really used to guide behaviour.  These 
were developed for the last strategic plan and the preference is to leave them. It is too soon to change 
them.  May be good to “circle back” at end of planning phase to re-evaluate and adjust, especially if 
defining the hospital role is a strategic priority.  

Strategic Directions and Priorities 

Note:  The number in brackets indicates the number of “votes” each initiative received.  Number of votes 
was a proxy of “importance” of addressing the identified issue in order to help CMH achieve its 
mission/vision.  

Quality People Value/Affordability Other 

1. Understand and
improve the patient
experience (64)

2. Ensure improved data
to inform decision
making is available
(35)

3. Reduce length of
stays in acute care
(13)

4. Shared patient
records and an
information technology
strategy (5)

5. Capital
Redevelopment plan
(3)

6. Evaluate opportunity
to develop  a “niche”

1. Physician engagement
and leadership
development plan (43)

2. Understand and
improve staff
satisfaction (29)

3. Improve engagement
for all (4)

4. Identify and develop
the next generation of
leaders at CMH (1)

5. Support a healthy
workplace for staff/
improved culture (1)

6. Develop technical and
communication skills of
staff (1)

1. Reduce cost per case
for care (61)

2. Integrate vertically and
horizontally (12)

3. Ensure operational
readiness for capital
project (8)

4. Find efficiencies in
core services (1)

5. Improve flow by
working with
community

1. Define core services
and decide on
specialist / niche
versus generalist
roles? (24)

2. Enhance partnerships
with the community
(7)

3. Develop geriatric
programming
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Quality People  Value/Affordability Other 
service in the region 
(2)  

7. Process 
improvements to find 
efficiencies  (2) 

8. Implement elder 
friendly approach in all 
programs/services  

9. Improve hand offs and 
transitions 

10. Improved 
collaboration across 
departments 

 

Six Priorities – Implementation Planning  

1. Define role of hospital 

• This is foundational to everything we do. Will provide us with a strong identity.  We need to 
be able to say and communicate who we are/what we do.  This will allow us to “keep 
control of our own destiny” 

• Need to synthesize information that we have gathered and develop a process for 
communication between our internal and external silos.  Dig deeper into data to 
understand gaps. Weigh risks and make a decision, then develop a roadmap to support 
our decision. 

• Immediate priority that needs to be completed in the next 3 months 

• Barriers are unknown future and fear of making a decision.  We need to engage LHIN and 
MOH; differences of opinions, resistance to change, turf protection among the silos, and 
history are all barriers to overcome. 

• Measure will be a clear articulation of our role/vision, development of the plan/roadmap, 
and stakeholder support.  

2. Ensure good data is available to support decision making throughout the organization 

• Essential for knowing how we are doing and facilitating better decision making.  “You can’t 
make good decisions without good data”. 

• Need an organizational commitment (from the top) to this and to allocate resources to 
making it happen.  Then need to  understand the problem: define the data specific that are 
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needed, complete a gap analysis and understand the sources of the gap, and create a 
plan that includes standardization, process redesign, training/education and opportunities 
for automation  

• Will take all 3 years to do this, should start year 1 with planning and analysis completed 
end of year one and implementation year 2 and beyond.  

• Barriers are costs, people, training, expertise and commitment to this as a priority 

• Measures suggested are lower cost/case, quality, survey of data sufficiency 

3. Reduce the cost of care 

• Essential to stay in business! 

• We need to develop case costing methodology/ capacity; Need to observe the processes 
and approach of our peers and make changes based on “best practice”;  Map our 
processes and work on process redesign/quality improvements that will reduce costs; 
identify incentives and benefits, especially for physicians, to reduce costs  

• Some of this is in process, for example case costing methodology is in progress and 
should be completed as soon as possible this year.  The remainder needs to begin 
immediately and will continue for 2 to 3 years. Should focus on high volume or cost areas 
as priority.  

• Barriers are quality of data, physician control and buy-in, manager buy-in and 
time/resources to participate in these activities  

• Measures would be that we know what case costs are; we begin to see some reductions in 
our costs of providing care.  

4. Improve the patient experience 

• This is paramount!  It is a commitment we make to our patients, part of our 
mission/vision/values and we must live up to it 

• Need better mechanisms for timely feedback from patients to providers; Providers need to 
know “in real time” what they are/aren’t doing to influence experience (not months later 
through survey process).  We need to ensure our hiring strategy supports 
excellence/patient focus and that we expect our staff to “pay attention to detail” of our 
patient experience. Create a culture that supports putting patients first/patient centred 
care.  We need to improve communication between care staff by implementing improved 
techniques/mechanisms for communication.  We need to “do what we say” about being 
truly patient focused....reorient our processes of care, eliminate visiting hours, feedback 
cards at start of stay, etc).  A patient/family advisory council should be established so that 
patients have opportunity to provide input into the care experience.  
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• Start now!  Need to establish Council and modify policies immediately.  Other initiatives 
should be addressed between June 2014 and June 2016.  “Real time feedback 
mechanism” should be put in place in year one.  

• Barriers are culture, time, staffing levels and skill mix, and manager spans of control 

• Measures will be improved “would you recommend us” scores (should be top quartile by 
2017), increased market share, increased staff satisfaction and evidence of new 
techniques being adopted. 

5. Improve staff satisfaction  

• Essential to have happy, committed, energized staff to maximize their performance. Happy 
staff put more into their work...this will have positive impacts on cost, quality and patient 
satisfaction. 

• Need improved visibility, trust and communication between staff and managers; staff need 
to be heard (continue with department huddles);  staff need to own/control what they can; 
need to ensure there is follow through and communication when improvements/needs are 
identified 

• Need to start immediately. There is no finish date.....this is an ongoing commitment and a 
permanent change in how things are done 

• Lack of trust, hesitancy resulting from history of poor leadership, manager spans of control 
and time are barriers.  Also, it is hard to know what to do to improve buy in and 
engagement...what are the most important contributing factors to be addressed?   

• Measures should be staff satisfaction survey results, reduction in sick time/overtime, 
improvement in patient satisfaction indicators, specific departmental indicators, and 
number of “just do it” ideas that have been generated and/or implemented.   

6.  Engage physicians and develop them as leaders 

• Physicians are our partners. Communication with them is essential.  They drive much of 
what is done in our hospital 

• Physician education and skills development is essential.  We need to generate enthusiasm 
among physician to participate and lead change.  We need to provide data to physicians 
for self assessment and accountability. Must ensure values based hiring of physicians in 
our organization.  

• Begin immediately.  No end date! Ongoing effort.  

• Barriers are time, money/incentives, history/culture, lack of interaction with physicians, 
limited physician knowledge of need to improve and courage to “go down this path with our 
doctors” 

• Measures would be MD compliance, Patient satisfaction indicators about physicians, 
physician turnover, staff responsiveness, and intensive physician involvement “at the table” 


