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     BOARD OF DIRECTORS MEETING 
      Wednesday, February 22, 2012 
      1600 – 1730 CMH Board Room 

 

AGENDA - OPEN SESSION 

Agenda Item 

(* Indicates attachment) (TBC – to be circulated) 

Timing Responsibility Purpose 

1. CALL TO ORDER 

1.1 Confirmation of Quorum (9 at least 7 which are voting) 
1.2 Confirmation of Agenda 
1.3 Declarations of Conflict 
1.4 Minutes of January 25, 2012* 

 

1600 

 

 

 
 

C. Phillips 

 
 
 
 
 

 

 
 
 
Approval 
 

2. BUSINESS ARISING 

 

  
 
  

 

 

3. NEW BUSINESS 

3.1 IT Strategic Plan* 
3.2 Balanced Scorecard for the Board* 

 
 
1605 
1630 

 
 
M. Prociw 
P. Gaskin 

 
 
Information 
Information 

4 REPORTS 

4.1 Chair of Board of Directors 
4.2 President & CEO* 
4.3 Chief of Staff/Medical Advisory Committee (February 7, 2012)* 
4.4 Governance Committee*  

4.4.1  New Member on Quality Committee 
4.4.2  Policy Review* 
          4.4.2 (a) Perquisites Policy* 
          4.4.2 (b) Communications Policy* 
          4.4.2 (c) Confidentiality Policy* 
          4.4.2 (d) Quality and Patient Safety* 
          4.4.2 (e) Board Meeting Agenda* 
4.4.3  Board Nominating Committee 
4.4.4  Board Meeting Evaluations* 
 

4.5 Quality Committee  (February 15, 2012)* 
4.6 Finance Committee (February 20, 2012)* 
    *Due to timing committee briefing notes attached 

4.6.1  Overview of January 2012 Financial Statements* 
4.6.2  Q3 HSAA Indicators* 
 

4.7 Audit Committee  
4.8 President, Medical & Professional Staff 
4.9 Foundation Update* 
4.10 Volunteer Association Update                               

 
 
1635 
1640 
1650 
1700 
 
 
 
 
 
 
 
 
 
 
1715 
1720 
 
 
 
 
1725 
1730 
1735 
1740 

 
 
C. Phillips 
P. Gaskin 
Dr. M. Lawrie 
C. Brown 
 
 
 
 
 
 
 
 
 
 
J. McMurray 
D. McIntyre 
 
 
 
 
K. Martin 
Dr. G. Martin 
A. Loberto 
R. Westbrook 

 
 
Information 
Information 
Information 
Information 
Approval 
Approval 
 
 
 
 
 
Approval 
Information 
 
Information 
Information 
 
Information 
Information 
 
Information 
Information 
Information 
Information 

Vision   
         To provide exceptional healthcare by 

exceptional people 
 

Mission  
  A progressive acute care hospital and 

teaching facility committed to quality and 
integrated patient centered care 

 
Values   

Caring, Respect, Innovation, Collaboration, 
Accountability 
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5 CORRESPONDENCE – FYI 

 

   

 

6 UPCOMING MEETINGS & EVENTS 

6.1  Events Calendar* 
6.2  Work Plan* 
6.3  Date of Next Meeting: March 28, 2012 

  Information 

7 ADJOURNMENT 1745   



CAMBRIDGE MEMORIAL HOSPITAL 
BOARD OF DIRECTORS MEETING 

 
 
Minutes of the open session of the Board of Directors, held in the Boardroom on January 25, 2012 
 
 
Present: 

Mr. C. Phillips, Chair  Mr. C. Brown  
Mr. P. Gaskin  Mr. K. Martin 
Mr. A. Loberto   Dr. M. Lawrie 
Ms. J. McMurray   Dr. G. Martin 
Dr. P. McLaren Ms. R. Westbrook 
Ms. S. Gregoroff  
Mr. A. VanLeeuwen  
  

Regrets: Dr. L. Sims 
 
Staff Present: 

Ms. L. Driscoll Ms. C. MacInnes 
Mr. E. Sersen Ms. K. Cavrag 
Mr. M. Prociw Ms. L. Rodrigues 
Ms. S. Toth Mr. S. Beckhoff 

 
Guest:    Ms. J. White 
Recorder: Ms. C. Vandervalk 
 
 
1. CALL TO ORDER     

 Mr. Phillips called the meeting to order at 1601 hours. 
Mr. Gaskin introduced the two newest members of the Senior Management team, Lori Driscoll Director 
of HIM and Informatics and Ernie Sersen Director of Finance to the Board.    

  
 

       1.1 Confirmation of Quorum 
  Quorum requirements having been met the meeting proceeded as per the agenda. 

  
 1.2 Conflict of Interest 
  Board members were asked to declare any known conflicts of interest regarding this             
 meeting. There were none.    
 
 1.3 Confirmation of Agenda 

MOTION: (Martin/Peister) that, the agenda be approved as circulated. CARRIED. 
 

 1.4 Approval of Minutes  
MOTION: (Westbrook/Brown) that, the minutes of the November 30, 2011 session be 
approved as circulated. CARRIED 

 
2. BUSINESS ARISING 

There being no business arising, the meeting proceeded. 
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3. NEW BUSINESS 
 

3.1 Accreditation Follow up – Next Steps Presentation 
Mr. Gaskin gave an update on the Accreditation process, key findings, gaps and our next steps. 
Mr. Gaskin spoke to the project plan to advance the quality standards.  Currently, a review is 
underway internally, priorities are being set by leaders and a plan to advance the unmet criteria,  
all of which will be re-reviewed by Accreditation Canada on May 1, 2012, with hopes of an 
updated Accreditation decision.  
 
Mr. Gaskin stated that he was very proud of the work done by staff. The findings of the 
Accreditors of only 45 unmet criteria out of a possible 1695 speaks for itself. 
 
Ms. Gregoroff reinforced the message of the Accreditors.  
 
A question was asked concerning patient safety culture and the indicators. It was suggested that 
the indicators be brought forward to the Quality Committee as well.  
 

ACTION:  Bring forward the patient safety culture indicators to Quality committee.  
 
The Chair thanked the team for all the work going into the Accreditation. Mr. Phillips noted that 
Mr. Beckhoff is currently working on a communication piece so the community can hear of the 
great work going on here at CMH. 
 
 

3.2 Discussion Strategic Priorities 2012-13 
Mr. Gaskin spoke to the briefing note that was previously circulated.  He noted that each year as   
we prepare the annual operating plan, we need to take time to reflect on the work done and plan 
the strategic work ahead. 

  
Mr. Gaskin invited conversation and discussion around the three questions that were posed in the    
briefing note: 
 

1. What additional drivers/influencers should we be responding to in developing 
our priories for 2012-13? 

2. What are additional priorities do you think should be considered by CMH for 
this year? 

3. What Criteria would you ask Senior Management to use to triage/select the 
priorities for 2012-13? 

 
The Chair stated the Board owns Strategy and the operations side is Senior Management’s 
responsibility. Senior Management drives the Strategy that the Board sets. 
 
Discussion ensued and Mr. Gaskin stated he would bring forward a suggested list of priorities at 
the February or March Board meeting. 
 
Mr. Phillips updated the Board on a meeting that he and Mr. Loberto attended with other Board’s 
in the LHIN Hospitals regarding who is driving integration in the LHIN.   Mr. Phillips advised that 
he suggested that the LHIN needs to be the driver of integration and take the ownership.  The 
LHIN has committed to follow up on the suggestions made and will continue the discussion on 
the roles each entity plays. 
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Discussion centered on how CMH can drive integration and where are some of the opportunities 
that we as a group of hospitals can investigate to reduce costs for the benefit of the communities 
we serve. 

 
The Chair noted that it was his expectation that there will be a process that happens at the LHIN 
or Ministry level to look at savings opportunities through integration.  As a Board we should 
participate in these discussions and be part of the process, and so that we can have input into 
the issues that matter to our community primarily around the care and safety of our patients.  
 
Discussion continued on how best to avoid getting spread too thin and maintaining capacity to 
take on additional initiatives – do we need to re-prioritize the strategic priorities list and or add to 
the priorities we are already undertaking? 
 
Mr. Gaskin reiterated that he will bring forward a suggested list of priorities at the February or 
March Board meeting for further discussion. 

 
 

4.  REPORTS/UPDATES 
 4.1 Chair of Board of Directors 

Mr. Phillips informed the Board that he had attended the MAC meeting this past week.  It was a 
great opportunity to understand how the operational issues and priorities are being addressed by 
the professional staff. 
 
Mr. Phillips thanked Senior Management on giving the Board the opportunity to be part of the 
Accreditation sessions.  This gives us as a board an opportunity to   link the work they do around 
strategic processes and the QIP and with operational issues and how this supports the overall 
effectiveness of the Hospital to the community. 

 
 4.2 President & CEO 

Mr. Gaskin opened the floor to any questions or comments regarding his previously circulated      
briefing note.   The Chair thanked Mr. Gaskin for his update.  

 
 4.2.1 Strategic Plan Update 

Mr. Gaskin provided a status report on the Strategic plan.  The Strategic plan includes ten Board 
Strategic projects and twelve Corporate Initiatives.  The attached status report includes detailed 
information and plans to mitigate any issues identified on any projects that are not on target 
from a financial or planned timeline basis.  The Board will receive updates three times each year 
on the status of all projects. 
 
Discussion ensued.  The Board asked if the Corporative Initiative of Sick and Overtime should be 
reported through Quality rather than Finance.  Mr. Gaskin suggested that this be brought to the 
Governance Committee for discussion. 

 
ACTION:  Bring forward to Governance Committee for discussion 

 
4.3 Chief of Staff/Medical Advisory Committee 

Dr. Lawrie directed the Board to his previously circulated Board report.  
  
 

      4.4 Governance Committee  
Ms. Peister noted that the Governance Committee meets next week.  The Committee has a large 
agenda to cover and will be looking towards recruitment. 
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4.5 Quality Committee 

Ms. McMurray spoke to the briefing note and noted the items for Board Oversight. 
 
Ms. McMurray reported that a fifth QIP quality dimension of integration has been added to the 
existing four.  The Committee will be reviewing its charter at the next meeting. 
 
Ms. McMurray highlighted the recent tour of Perioperative/Surgical Services departments and she 
encouraged other members to join the Quality committee each month as these tours and 
presentation give a wonderful overview the departments each month. 
 
 

4.6 Finance Committee 
4.6.1 Overview of Financial Statements 

Mr. McIntyre gave an overview of the December financial statements. CMH has a December year 
to date (YTD) operating surplus of $1.29M after building amortization and related capital grants 
which represents a $.18M negative variance from budget. In December, CMH had an operating 
surplus of $.66M.  This represents a $.34M positive variance from budget. 
 
December positive results were directly linked to lower than budgeted patient volume hence 
reduction in overtime and absenteeism. Management is diligently working to achieve the targeted 
goal of a surplus of $1.5M at year-end. 
 
 

4.6.2 Banking Resolution 
Mr. McIntyre explained the Banking Resolution and brought forward a motion regarding the 
setting out of banking authorities. 
 

MOTION: (McIntyre/Peister) that, the Finance Committee recommends that the Board 
approve the Banking Resolution regarding Banking and Security with the list of 
signatories authorized on behalf of Cambridge Memorial Hospital as drafted. CARRIED 

 
 

4.7 Audit Committee 
Mr. Martin noted that the Audit Committee met on January 12, 2012. The committee finalized their 
charter and forwarded this to Governance for approval. 
 

4.8 President, Medical & Professional Staff 
Dr. Martin noted that the following officers of the Medical/Professional Staff were elected at the 
Annual meeting of the Medical/Professional Staff held in December. 
Dr. Glenn Martin, President 
Dr. Louise Sims, Vice-President 
 

   4.9 Foundation Update 
Mr. Loberto directed the Board to the briefing note included in their Board materials.  
    
Mr. Loberto announced that, Mr. John Pollack has accepted the position of Honorary Chair of the 
Capital Redevelopment Project Fundraising Committee. 
 

4.10 Volunteer Association 
  Ms. Westbrook the Volunteer Association Board met that day; nothing further to report. 
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5. CORRESPONDENCE 

None 
 

6. UPCOMING MEETINGS & EVENTS 
6.1 Work plan  

For Information 
The Chair asked if the work plan could be moved to the in-camera portion of the meeting. 

   
 6.2 Next Meeting 

The next Board meeting is scheduled for February 22, 2012. 
 
There being no further business, the open meeting was adjourned at 1810 hours. 
(McMurray/Westbrook) CARRIED. 

 
 
 
 
 
Chuck Phillips  Patrick Gaskin 
Chair Secretary 
CMH Board of Directors CMH Board of Directors  
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Plan  
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– Themes, Strategic Directions 

– Draft Strategy/Roadmap 

 

• Risk Assessment and Recommendations 

• Critical Success Factors 
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OVERVIEW & BACKGROUND 

3 

Overview 

• 5 year strategy for Information 

Management/Information Technology 

• Focus on improved and, where needed, new 

clinical applications and processes, and making 

significant progress towards the goal of a fully 

Electronic Health/ Medical  Record (EHR/EMR) 

4 
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Current State - Key Issues 

• Clinical-specific issues: 

– Hybrid paper-electronic patient chart 

– Fragmented and duplicative clinical 

documentation  

– Meditech setup issues (interface, usability, 

difficulty finding clinical information – no “real” 

electronic chart at user’s fingertips) 

5 

Current State Key Issues (cont’d) 

• Communication (between providers, across organization) 

is not adequately supported 

• Need for process re-design (clinical workflow, patient flow)  

• Information management (searching, reporting, data 

quality, timeliness, content capabilities) is lacking or 

inefficient. 

• Need for systems and tools to support human resources 

management (learning management, position control, 

scheduling, etc.) 

• Need for more education and training on information 

(practices and use), systems, and hardware 

6 
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Current State Key Issues (cont’d) 

• Lack of robust and consistent project methodology and 

management (including ability to respond to externally 

driven projects) 

• Need for concerted change management for projects and 

operations 

• Hardware and infrastructure (devices, voice, network) 

requires analysis and ongoing ever-greening 

• Requirement to upgrade beyond Meditech 5.7 to meet 

clinical needs and requirements for quality/comprehensive 

patient care, documentation and clinical decision-support 

• Lack of comprehensive business continuity and disaster 

recovery  

7 

EHR Profile - Current 

8 

Stage  Cumulative Capabilities 

Stage 7 
Complete 

EHR 

CCD 

transactions 

to share 

data 

Data 

warehousing 

Data 

continuity 

with ED 

Ambulatory OP 

Stage 6 
Physician documentation 

(structured templates) 

Full CDSS (variance and 

compliance) 
Full R-PACS 

Stage 5 Closed Loop Medication Administration 

Stage 4 CPOE Clinical Decision Support (clinical protocols) 

Stage 3 
Nursing/clinical 

documentation (flow sheets) 
CDSS (error checking) 

PACS available outside 

Radiology 

Stage 2 
Clinical Data 

Repository 

Controlled 

Medical 

Vocabulary 

Clinical 

Decision 

Support 

May have 

Document 

Imaging 

Health 

Information 

Exchange 

capable 

Stage 1 Ancillaries – Lab, rad, Pharmacy – All Installed 

Stage 0 All Three Ancillaries Not Installed 

- Not yet addressed 
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IM/IT STRATEGIC PLAN 

(2012-2017) 

9 

Vision 

• Support optimization of clinical care by providing the right 

information, to the right individual, at the right time, in the 

right place (across geography and continuum of care) 

• Facilitate effective, streamlined and responsible care 

delivery, hospital administration and management  

• Objectives: 

– Enhance quality of care (including patient safety) 

– Improve operational effectiveness and efficiency  

– Support continuity of care within and beyond the 

hospital  

10 
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Guiding Principles for IM/IT Strategy 

• Feasible, sustainable (I.e., manageable projects that are done well) 

and cost-effective 

• Focused and aligned with CMH’s vision, priorities and needs 

• Flexible (to account for unanticipated opportunities and challenges, 

including additional broader initiatives) 

• Entail reasonable change efforts and impacts 

• Leverage existing efforts and assets as appropriate (internally and 

externally) – only using 45% of existing Meditech functionality 

• Prioritize initiatives that enhance quality and reduce cost 

• Committed to remain in a Meditech environment and will likely require 

a shared implementation of Meditech 6.0 

11 

Key Elements and Assumptions 

• Commitment to Meditech platform 

• Address process and workflow review/redesign first 

• Enhance Project Management & Change Management 

resources & methodologies to ensure appropriate process 

redesign and implementation   

• Second staff to designated teams to undertake the work 

• Partnered/shared external initiatives to facilitate IT/IM 

enhancements (E.g., HR Management System, Clinical 

Applications, Meditech 6.0) 

• Foundational efforts to address forms, documentation, 

standardization of order sets and protocols, and workflows 

12 
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CMH EHR Priorities  

 

• Nursing – optimize electronic nursing documentation (includes 

other clinical users)  

• Physicians - PCM (Physician Care Manager) Module to support 

physician work flow: Clinical Rounding, Physician 

Desktop/Clinical View (could be concurrent with nursing 

documentation optimization, should be before CPOE) 

• Medication management – build on current initiatives with 

Omnicell and bar coding – move to Pharmacist-generated MAR, 

then eMAR   

• Ancillary departmental automation (EDIS, Cardiac PACS); 

• CPOE – Identified as a future need, with interim preparation and 

deferred implementation following Meditech 6.0 migration. 

P
ro

g
re

s
s
io

n
 

13 

IM/IT Themes 

14 

Themes Major Components 

Electronic Health 

Record 

Electronic documentation, clinical department systems 

(E.g., PACS, emergency department, operating room, 

ambulatory, etc.), provider communication 

Human and 

Organizational 

Business systems, training and education, business 

continuity, content management 

Hardware and 

Infrastructure 
Evergreening, communications, capital redevelopment 

Governance and 

Management 

IM/IT leadership, program and project management; 

change management, dedicated expert staff assigned 

to project teams 

Broader Initiatives and 

Mandates 

Regionally or provincially driven projects such as c-

SWO, Clinical Connect, WTIS, etc.  
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Year 1 (2012/2013)        Draft Strategy/Roadmap 

15 

Objectives 

• Assess and remediate core issues in current environment, aligned with future progression 

• Build a clinical foundation for an eventual fully electronic health record (including standardizing 

information and tools, and enhancing and aligning workflows) 

• Establish supporting structures and capabilities (including governance and project management) 

• Restore user confidence 

Major 

Activities 

In
te

rn
a
l 

• Process review/re-design  

• Forms and documents review 

• Streamline and enhance nursing 

documentation screens and tools 

• Streamline protocols and order set 

development 

• Enhance Meditech user interface 

• Pharmacy generated MAR 

• Cardiac Monitor & IS Refresh 

• Address short-term data quality and 

efficiency issues with 'quick fix' automation 

and/or integration 

• Cardiology PACS  

• Learning management system 

• Staff scheduling 

• Position management control  

• Content management 

• Universal access, single sign-on 

E
x
te

rn
a
l 

• Wait Time Information System (WTIS) 

• Ontario Common Assessment of Need 

(OCAN) 

• Connecting South West Ontario (c-SWO) 

• Clinical Connect 

O
n
g
o
in

g
 • IM/IT governance* 

• Project management office* 

• Change management* 

• Education and training* 

• Hardware and infrastructure assessment 

and evergreening strategy* 

• Decision support/business intelligence* 

* - these ongoing initiatives will require concerted up-front activities entailing assessment and setup of tools and processes 

(see next slide). 

Year 2 (2013/2014)        Draft Strategy/Roadmap 

16 

Objectives 

• Continue remediation of core clinical components  

• Pursue foundational capabilities for the fully electronic EHR 

• Continue to enhance comprehensive automated human resources management capabilities and 

organizational management 

Major 

Activities 

In
te

rn
a
l 

• Enhance physician documentation tools and 

screens  - Physician Care Manager (PCM) 

• Planning/development “Closed Loop 

Medication Management” System (BMV and 

EMAR); 

• Planning/development OR Management 

System 

• Additional automated human resource functions 

(E.g., recruiting, self service features) – OR 

pursue shared back office services and 

systems   

• Case costing  

 

• Business continuity 

• Partner on expedited development of order sets 

and clinical protocols 

• Meditech 5.65 upgrade 

• Project carryover from Year 1, as appropriate 

E
x
te

rn
a
l • Resource Matching & Referral 

• Clinical Connect 

• OLIS-Ontario Lab Information System 

• WTIS 

• c-SWO 

• Additional external initiatives as applicable…   

O
n
g
o
in

g
 

• IM/IT governance 

• Project management office 

• Change management 

• Education and training 

• Hardware and infrastructure ever-greening 

• Decision support/business intelligence 



2/16/2012 

9 

Year 3 (2014/2015)   Draft Strategy/Roadmap 

17 

Objectives 
• Continue to advance medication management 

• Plan capital redevelopment needs with new building and renovations 

Major 

Activities 

In
te

rn
a
l 

• Implementation Operating Room  

Management System  

• Implementation “Closed Loop Medication 

Management” System (BMV and EMAR); 

• Plan capital redevelopment needs 

• Planning/development Emergency 

Department Information System 

 

• Physician Care Manager (PCM)  

• Explore strategies to automate order sets 

and protocols as interim solution prior to 

CPOE 

• Case costing 

 
E

x
te

rn
a
l • Ongoing external initiatives as appropriate   

O
n
g
o
in

g
 

• IM/IT governance 

• Project management office 

• Change management 

• Education and training 

• Hardware and infrastructure ever-greening 

• Decision support/business intelligence 

Year 4 (2015/2016)   Draft Strategy/Roadmap 

18 

Objectives 
• Continue pursuing advanced clinical functionality 

• Address capital redevelopment needs with new building and renovations 

Major 

Activities 

In
te

rn
a
l • Address capital redevelopment 

needs (new addition) 

• Implement Emergency Department 

Information System 

E
x
te

rn
a
l • Ongoing external initiatives as 

appropriate   

 

O
n
g
o
in

g
 • IM/IT governance 

• Project management office 

• Change management 

• Education and training 

• Hardware and infrastructure ever-

greening 

• Decision support/business 

intelligence 
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Year 5 (2016/2017)   Draft Strategy/Roadmap 

19 

Objectives • Plan Meditech 6.0 migration 

Major 

Activities 

In
te

rn
a
l 

• Address capital redevelopment 

needs (renovation) 

• Implement Emergency Department 

Information System 

 

• Plan and prepare for Meditech 6.0 

migration  

• Plan CPOE implementation post 

Meditech 6.0 “go-live” 

 

E
x
te

rn
a
l • Additional external initiatives as 

applicable…   

 

O
n
g
o
in

g
 • IM/IT governance 

• Project management office 

• Change management 

• Education and training 

• Hardware and infrastructure ever-

greening 

• Decision support/business 

intelligence 

Financial Cost of Proposed Strategy 

• Year 1: $3.05M 

• Year 2: $1.56M 

• Year 3: $2.19M 

• Year 4: $2.01M 

• Year 5: $1.12M 

 

       Total $9.93M 

 

20 
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Major Areas of Proposed Investment 

• Cardiac Monitor & IS $1.1M 

• Cardiac PACS $.3M 

• West Wing Needs $.7M 

• Hardware Evergreen $4.2M 

• Regional Needs $.5M 

• Contingency $.5M 

• OR Management $.75M 

• BMV/EMAR $.5M 

• EDIS $.75M 

 
21 

EHR Profile – Future 

Stage  Cumulative Capabilities 

Stage 7 
Complete 

EHR 

CCD 

transactions 

to share 

data 

Data 

warehousing 

Data 

continuity 

with ED 

Ambulatory OP 

Stage 6 
Physician documentation 

(structured templates) 

Full CDSS (variance and 

compliance) 
Full R-PACS 

Stage 5 Closed Loop Medication Administration 

Stage 4 CPOE Clinical Decision Support (clinical protocols) 

Stage 3 
Nursing/clinical 

documentation (flow sheets) 
CDSS (error checking) 

PACS available outside 

Radiology 

Stage 2 
Clinical Data 

Repository 

Controlled 

Medical 

Vocabulary 

Clinical 

Decision 

Support 

Document 

Imaging 

Health 

Information 

Exchange 

capable 

Stage 1 Ancillaries – Lab, rad, Pharmacy – All Installed 

Stage 0 All Three Ancillaries Not Installed 

22 
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Risk Assessment 

Pros 

• Gradual development of EHR 

• Quality gains related to reduced medication errors 

• A more comprehensive suite of automated solutions 

• Facilitates potential for a partnered roll out of Meditech 6.0 

• Avoids risk that Meditech 6.0 may be replaced by an 

alternative platform. 

Cons 

• Extended period of EMAR operation in absence of CPOE; 

• Avoids enhanced functionality available with Meditech 6.0 

23 

Success Factors 

• Ease of use and access to clinical applications 

• Adequate and sufficient resources 

– Acquire or build the right skill sets 

– Backfilling as required 

• Ownership and accountability for initiatives (initial and 

ongoing) 

• Effective governance (focus and sustainability) 

• Business and clinical champions for initiatives 
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Success Factors (cont’d) 

• Early and ongoing engagement of end users 

• Change management 

– Transparent communication on an ongoing basis 

– Ensuring understanding of initiatives, objectives and 

target outcomes (i.e., selling it) 

– Communication of a clear value proposition for end-

users 

• Successful project handoffs upon completion 

• Ongoing monitoring and evaluation (of projects and 

outcomes) 
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BRIEFING NOTE - BOARD 
______________________________________________________________________ 
Date:  February 17, 2012  
 
Issue: Board Scorecard 
  
Purpose:  Information/Accountability 
 
Prepared by:    Patrick Gaskin 
 
Approved: Patrick Gaskin 
 
 
As part of the quality framework for CMH, the Board has a responsibility to 
monitor a series of indicators it has selected.   
 
As you know, this is the first year of our new quality framework in which we 
measure quality based on the 4 dimensions:  

 Safe, effective and accessible 
 Patient and people focused 
 Efficient 
 Integrated and equitable 

 
A limited number of measures is selected for review by the Board.  While these 
measures are monitored at either the Finance or the Quality Committee of the 
Board, the intention is that these measures provide a high level balanced view of 
the hospital’s performance.  It will not preclude reports or discussion of the other 
indicators reviewed at the committee level.  Also, the board portal contains the 
most current scorecards for the committees and can be review at any time. 
 
One of the 8 indicators – staff and physician satisfaction rates – is not available 
at this time.  Work is underway to select a third party company to conduct our 
employee-physician survey, consistent with the requirements of the Excellent 
Care for All Act.  The survey will be conducted in 2012-13. 
 
For each indicator, historical information is provided, performance bands, target 
information and action plan developed by management. 
 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 
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Please review the report and management would be pleased to answer any 
questions related to the actions being undertaken or other questions you may 
have. 
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SAFE, EFFECTIVE, ACCESSIBLE

1 Medication Incident Reports Y G Y Y Y G Y G Y Y

7a ED 90% LOS for Admitted Patients (HSAA) Y R R R R R R R G G

8 Healthcare Associated Infection - Composite Measure G G G G Y G G Y G G

10 Hospital Standardized Mortality Ratio G G G G G G G

PATIENT AND PEOPLE FOCUSED

13 Staff and Physician Satisfaction rates 

EFFICIENT

26 Total Margin % (HSAA) R R R R R G G G

27 Current Ratio (HSAA) Y Y Y Y Y Y Y Y

INTEGRATED AND EQUITABLE

30 Percent ALC Days in Acute Care Beds (HSAA) R R R R R R R R R R

Cambridge Memorial Hospital

INDICATORS STATUS & TREND

Balanced Scorecard for the Board

2011-2012  December



Indicator:  Medication Incident Reports

Status Y

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2010/11 MONTHLY 13 21 28 22 24 22 29 28 29 23 12 34

2011/12 MONTHLY 17 25 20 20 21 28 20 29 14 #N/A #N/A #N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands Green >=24 Yellow >12 <24 Red 0-12

Analysis

Action Plan by

Set Green at 2010-2011 monthly average, Red at 2010-2011 monthly minimum.

The number of reported medication incidents has decreased from 29 in November to 14 in December (YTD = 

194). By unit, the largest decrease was seen on Medicine, which went from 12 reported incidents in November to 

3 reported incidents in December.There were no critical medication incidents from Q1 to Q3 with severity 3 

(permanent harm/damage) or severity 4 (unexpected death).

Mike Prociw

Evidence shows that a higher number of reported incidents reflect a just Patient Safety culture, meaning that staff are committed 

to reporting incidents and see this as a mechanism for improving patient safety.  The Pharmacy Manager plans to work with the 

Safe Medication Practice Committee to develop a plan to increase staff incident reporting and to explore opportunities to simplify 

the incident reporting procedure.  This indicator will be included on the Quality Boards being set up in all departments.  Continue 

to review the incident report data and identify areas for improvement of medication management.

Cambridge Memorial Hospital

2011-2012 Scorecard Indicator

The number of reported medication incidents in Risk Pro for all inpatient and outpatient areas.

Sum of all reported medication incidents in Risk Pro.

Risk Monitor Pro Report

To have zero adverse drug events (those that cause harm or unintended outcomes).  Medication incidents (MI) 

reported in Risk Pro include incidents that may or may not have an adverse event.  Health Service Providers 

should aim to have higher numbers of reported MI. Evidence suggests this reflects a safer reporting culture.  MI 

reporting facilitates root cause analysis  and evidence based planning to support improved medication 

management.
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7a

Indicator:  ED 90% LOS for Admitted Patients (HSAA)

Status G

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2010/11 MONTHLY 44.2 45.4 36.1 34.7 38.3 33.3 51.6 46.1 30.1 34.7 31.4 27.2

2011/12 MONTHLY 28.1 39.3 39.8 46.7 30.6 35.2 31.6 32.0 14.9 #N/A #N/A #N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands Green <22 Yellow > 22 <30 Red >= 30

Analysis

Action Plan by

25 hours (HSAA, 2011-2012 Performance Corridor).  Red is at 30 (2011-2012 QIP Target).  The HSAA baseline is 

37.3. HSAA target is 20.00.

The ER LOS for admitted patients in the month of December decreased from the previous month to 14.9 hours. 

2011-12 YTD December was 32.98 hours compared to the baseline of 2010/11 Q1-Q4 of 37.3  According to CCO 

Dec 11 report, 2011/12 Q3 (discrete quarter) showed 26.3 hours. 

Susan Gregoroff

Year to date performance is improving and is particularly evident in year over year performance since September.  The ED 

continues to experience a year over year increase in volumes (5%).  Performance improvements are linked to ALC improvements 

and Home First Philosophy process changes implemented in September.  In addition, December performance reflects significant 

improvements and we attribute that to ALC rates, and the lowest number of isolation days/month ytd (799). 

Cambridge Memorial Hospital

2011-2012 Scorecard Indicator

The total emergency room length of stay (in hours) where 9 out of 10 admitted patients completed their visits.  ER 

LOS is defined as the time from triage to the time when the patient leaves the ED

The 90th percentile length of stay from triage to left ED (in hours) for admitted patients.  Excludes LWBS, and 

cases with incomplete date and time stamps.  (CMH H-SAA Amending Agreement)

ERNI / CCO ED P4R Monthly Comparison Report

<=25 hours (MOHLTC)
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Indicator:  Healthcare Associated Infection - Composite Measure

Status G

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2010/11 MONTHLY 2         1         1         1         1         1         1         1         1         1         1         1         

2011/12 MONTHLY 1         1         1         1         2         1         1         2         1         #N/A #N/A #N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands 1=Green >= 8 of 9 Green HAI 2=Yellow 7 of 9 Green HAI 3=Red <=6 of 9 Green HAI

Analysis

Action Plan by

Cambridge Memorial Hospital

2011-2012 Scorecard Indicator

Health care-associated infections (HAIs) are defined as infections that occur as a result of health care 

interventions in any health care setting where care is delivered (Best Practices for Infection Prevention and 

Control Programs in Ontario, MOHLTC)

HAI Composite Measure is calculated as the following: GREEN is equal to 8 or 9 infection rates in the green zone, 

YELLOW is equal to 7 out of 9 infection rates in the green zone, and RED is equal to 6 or less infection rates in 

the green zone. 

Infection Control data (MOHLTC, CCIS and CMH's Quality Monitor)  

Of the 9 infection rates measured: Set Green at better than average performance for CMH for FY 2010/2011, set 

Yellow at 1 standard deviation above this average and set Red at 2 standard deviations above this average. 

Standard deviation was used as per the Provincial Infection Diseases Advisory Committee (PIDAC) Best 

Practices, where 2 standard deviations above the average for a period of 2 months is defined as an outbreak. 

HAI Composite Measure is GREEN in December (see HAI Composite Report).

Cheryl MacInnes

The only red flag for December is the number of new MRSA cases. There were 8 new health care associated MRSA cases 

reported in December. Six of these cases were on the PRO unit and 2 were on the Medicine unit. Pulse Field Gel Electrophoresis 

results on 5 of the patients on the PRO unit confirmed that the cases were all related and spread from the one index case that 

was a known MRSA positive patient that was admitted to an isolation room on this unit. This evidence indicates that there is not a 

need to do surveillance testing on the staff and physicians on this unit at this time as it is very unlikely to have been transmitted 

this way. It was likely transmitted through poor infection control practices such as the use of contaminated equipment or lack of 

proper hand hygiene practices by health care professionals providing care to these patients. There has been one more MRSA 

case for the PRO unit for January to date. The increased housekeeping plan has been completed as reported at the December 

MAC meeting.

To meet or exceed the previous year's performance (FY 2011-2012) for all 9 infection rates involved in the HAI 

composite measure.
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Indicator:  Hospital Standardized Mortality Ratio

Status G

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

77       78       77       76       78       79       82       82       84       83       83       84       

86       82       86       85       84       84       #N/A #N/A #N/A #N/A #N/A #N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands Green <=100 Yellow > 100 <110 Red > = 110 

Analysis

Action Plan by

< 100.  The indicator was created by CIHI using 2004/05 data, and a score of 100 represents the average 

performance for Ontario large community hospitals.  The performance target is to continually improve from the 

previous year's performance. Note that this indicator measure represents CMH's performance over the previous 

12 months.  Accumulating the data over this time period provides a more stable measure that is more statistically 

significant the a monthly measure, due to a larger number of observations.  CMH does not meet the number of 

observations established by CIHI for public reporting of this indicator.

HSMR has remained unchanged since August at 84, with a lower confidence limit of 73 and an upper confidence 

limit of 96. The upper confidence limit since April 2011 has been below 100. Therefore, the ratio is significantly 

below the provincial average of 100.

Lina Johnson

The Canadian Institute for Health Information has announced that the baseline measure for the HSMR indicator is being revised 

to reflect 2009/10 data and the recalculated results will soon be available.  Hence, we believe it is best to schedule an in depth 

analysis of opportunities for improving the HSMR until the new methodology is released.  To date, CMH continues to show 

performance that is statistically below the average, despite the closing of Complex Continuing Care beds.

Cambridge Memorial Hospital

2011-2012 Scorecard Indicator

The ratio of the actual number of acute in-hospital deaths to the expected number of in-hospital deaths, for 

conditions accounting for 80% of inpatient mortality.  

(Actual number of deaths among diagnosis groups accounting for 80% of inpatient mortality) / (Expected number 

of deaths among diagnosis group accounting for 80% of inpatient mortality)  x100   (CIHI)

DAD / CIHI (Coded data lag  3 months)

To continually improve from last year's performance.  Lower is better.

2010/11  12-MTH ROLLILNG

2011/12  12-MTH ROLLILNG
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Indicator:  Staff and Physician Satisfaction rates 

Status

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2010/11 MONTHLY N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

2011/12 MONTHLY N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands Green Yellow Red

Analysis

Action Plan by

N/A

Staff and physician satisfaction indicator is currently being developed. The process for data collection is expected 

to be in place April 2012.

Susan Toth

"Metrics at Work" has been contracted to administer our survey. This organization is also working with Grand River Hospital, 

Guelph General Hospital, Joseph Brant Memorial Hospital and Brant Community Health Care System. We are in the process of 

establishing a project plan and a small task group for the Cambridge Memorial Hospital survey. The survey is expected to be 

administered in early to mid-April 2012. 

Cambridge Memorial Hospital

2011-2012 Scorecard Indicator

Process for data collection will be in place April 2012. (Possible proxy in 2011/2012)

N/A

Human Resources currently sourcing surveying tool

N/A

Indicator under 

development
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Indicator:  Total Margin % (HSAA)

Status G

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2010/11 YTD -1.7% 0.6% 1.0% 2.3% 3.6% 4.3% 2.6% 2.5% 2.7% 2.4% 2.1% 1.6%

2011/12 YTD -0.2% -0.1% 0.6% 0.7% 0.9% 2.4% 2.0% 1.5% 2.2% #N/A #N/A #N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands Green >=1.9 Yellow >1.4 <1.9 Red <=1.4

Analysis

Action Plan by

CMH Internal Budget is 1.9%

The total margin has shown an increase from 1.5% in November to 2.2% in December.

Mike Prociw

At the end of December, CMH has an operating surplus of $1.29M which represents a $.2M negative variance from budget. The 

year end forecast projects an operating surplus of $1.31M which represents a $.27M negative variance from budget.

Cambridge Memorial Hospital

Scorecard Indicator Senior Management Committee

The percent by which total revenues exceed total expenses, excluding the impact of facility amortization, in a 

given year (Definition from the HSAA)

(Total Corporate Revenues - Total Corporate Expenses) / Total Corporate Revenues

Finance (Meditech / GL)

1.9% as per CMH internal budget. Note: 0.97% is the HSAA Agreement target; 2.0%  was reported in the QIP 

2011-2012, as a preliminary estimate, pending finalization of the budget.
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Indicator:  Current Ratio (HSAA)

Status Y

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2010/11 YTD 0.27    0.28    0.30    0.33    0.36    0.39    0.42    0.43    0.44    0.45    0.46    0.47    

2011/12 YTD 0.60    0.60    0.59    0.59    0.59    0.59    0.52    0.53    0.59    #N/A #N/A #N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands Green >=0.8 Yellow > 0.5-0.8 Red <=0.5

Analysis

Action Plan by

HSAA Agreement Performance Corridor = 0.23 - 0.25

The current ratio has increased from .53 in November to .59 in December. Overall, the ratio this fiscal year has 

remained better than it was last year.

Mike Prociw

CMH’s current ratio is deceivingly high due to funds that have been advanced by the LHIN. Due to historically accumulated 

debt/obligations and upon return of the LHIN funds, it is expected that CMH’s working capital ratio will once again decrease to 

lower levels. A proactive long term fiscal strategy has been presented to the Board to manage our various working capital 

obligations over the next five years. This will not eliminate our working capital issues or build up any significant working capital 

reserves but will ensure that we manage our current position and not significantly increase the shortfall.

Cambridge Memorial Hospital

Scorecard Indicator Senior Management Committee

The number of times a hospital's short-term obligations can be paid using the hospital's short-term assets.  

(Definition from the HAA)

(Current Assets + Debit Current Liability (excluding deferred contributions)) / (Current Liabilities (excluding 

deferred contributions + credit current assets)

Finance / Meditech

HSAA Agreement - Corridor = 0.25.  However, finanancial theory would say 0.8  to 2.0 is considered good 

performance.
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Indicator:  Percent ALC Days in Acute Care Beds (HSAA)

Status R

Trend

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

2010/11 MONTHLY 27.0% 24.9% 21.5% 22.7% 30.4% 24.6% 24.5% 31.7% 28.6% 25.5% 22.7% 27.2%

2011/12 MONTHLY 26.8% 27.8% 32.7% 35.8% 31.2% 31.4% 21.4% 21.3% 20.2% #N/A #N/A #N/A

Definition

Formula

Data Source

Performance Goal

Target (Source)

Performance Bands Green <=9.46 Yellow 9.46 - 20 Red >= 20

Analysis

Action Plan by

9.46 (2011-2012 HSAA Target).  Red >= 20.

The ALC rate for acute care has dropped slightly from 21.3% in November to 20.2% in December. The ALC rate 

in December is the lowest since April 2010.

Susan Gregoroff

The ALC rate is trending down from the July high of 35% to our December performance of 20.2%.  At this time, only 1 patient 

remains in hospital as ALC-LTC (a legacy from our previous processes).  The Integrated Discharge Committee has identified 

priorities for our next opportunity in ALC improvement and data analysis is underway to inform our future action plan.   We will 

continue with aggressive work in this area in partnership with CCAC.

Cambridge Memorial Hospital

2011-2012 Scorecard Indicator

Alternate Level of Care days are the number of days a patient resided in an acute care bed while waiting for 

placement at another health care setting. Shown as a percentage of total acute days. Mental Health, newborns, 

and obstetrical patients are excluded.  

Acute Care ALC Days / Total Acute Care Days x 100

Meditech / ALC LHIN Report
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Board Report 

From CMH President & CEO  
February 2012 

 
This report provides a brief update on some key activities within CMH as an FYI 
to the board.  While it is organized against our strategic themes, it may include 
strategic, corporate and other projects as necessary. 
 
Unparalleled Focus on Quality 
 
MRI 

 MRI magnets delivered on Monday, February 13  
 The International Plowing Match 

loaned horses to lead the truck and a 
procession from the Galt Country Club 
to the MRI Suite 

 Great day for CMH! 
 MRI project is on track – the 

installation and commissioning  
 The first patient is scheduled for 

Monday, March 5 
 

 
Interpretation Services (first implemented December 8) 

 Language Services Associates is now providing CMH with translation 
services. To date the service has been used 3-4 times with success 

 The phones supplied are called Interpretalk cordless which allows for a 
three-way conversation in the first person.  

 Usage is very easy. The cordless phones are programmed to dial direct to 
the line identified as CMH and staff simply provides their department, first 
name and last initial to the coordinator. They then request the language 
needed or ask for assistance if they are unable to identify language. 

 Over 100 hundred languages can be accessed 
 
BORN perinatal database 

 On January 25, the obstetrics department switched from the NIDAY to 
BORN perinatal database.   

 As one of the first hospitals to transition to this new data collection 
platform, we will not only be learning the new system, but the province will 
learn from us.  

 On April 1, all hospitals will be adopting the BORN platform.  
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 At that point, the data entered will make Ontario the owner of one of the 
most comprehensive perinatal databases in North America.  

 Over time, the data collected is expected to positively impact the care we 
provide to perinatal patients and the environment in which we provide that 
care.  

 Congratulations to Deb Snider, Manager Women’s and Children’s 
Services for her leadership to accomplish this and to the IT team for 
supporting the implementation 

 
Hospital Elder Life Program (HELP) 

 On January 18, we launched the “Hospital Elder Life Program” or HELP on 
5B-Medicine.  

 HELP is a delirium prevention program for patients 70 
years and older.  

 Risk factors for delirium include cognitive impairment, 
immobility, vision and hearing deficits and dehydration.  

 Nineteen hospital volunteers participated in a 14-hour 
training program and began their unit 
training on January 18.  

 The volunteers will implement 
therapeutic interventions under the direction 
of the Elder Life Specialist (Theresa Milani) 
and the Elder Life Specialist Nurse (Maria 
Boyes), which include activities such as 
daily visiting and orientation, early 
mobilization, feeding assistance and 
recreation/leisure.  

 The goal of HELP is to maintain the patient’s physical and cognitive 
abilities and to prevent decline during their hospital admission. The pilot 
program provides services five days per week (Monday-Friday) from 10:00 
to 8:00 p.m. 

 
Ultrasound-guided PICC line  

 A PICC (peripherally inserted central catheter) is a long flexible tube that is 
put into a vein in the arm and threaded to a major vein, where medicine is 
delivered.  

 In 2010, our expert Intravenous Nurse Specialists inserted 226 PICC lines 
by the old method of palpation or touch. About half these lines were used 
for oncology patients receiving chemotherapy.  

 On February 7, ultrasound guidance of PICC lines was introduced to 
CMH, which promises to reduce incorrect line placement, risk of infection, 
irritations and other difficulties.  

 The use of ultrasound guidance increases accuracy of the procedure and 
reduces painful second attempts at insertion, increasing patient comfort 
and reducing costs.  
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 CMH purchased Site Rite 6 Portable Ultrasound, which will reduce the 
number of patients requiring transfer to GRH for PICC placement, thereby 
moving care closer to the patient’s home and reducing their transportation 
costs. More about this story will be available as a web feature. 

 
New Integrated Accessibility Legislation and CMH 

 The Integrated Accessibility Regulation 191/11 (IAR) is the second 
regulation under the Accessibility for Ontarians with Disabilities Act 2005 
promoting ‘Accessibility for All’ by the year 2025.  

 As of January 1, 2012, CMH needs to work with any employee or 
volunteer with a disability to develop an individualized Emergency 
Preparedness Plan upon their request.  

 This year, CMH’s Accessibility Committee will be working on a multi-year 
accessibility plan for CMH, developing policies and procedures and 
ensuring our procurement processes incorporate accessibility criteria and 
features 

 Recent accessibility updates include: 
o Installed handrails and fold-outs seats in 2A Administration, thereby 

increasing safety, and helping to avoid falls for patients needing to 
access C or B wings 

o A large button access phone outside of the birthing unit to assist 
those with visual impairments 

o Automatic doors in the cafeteria to assist staff and patients with 
mobility difficulties 

 
Interim Mental Health Program 

 Construction for the interim 20-bed unit (plus two isolation rooms) on level 
5B is on track 

 
Pet Therapy Program starts at CMH 

 Teddy and his volunteer handler, Jenn Fleming started visiting patients in 
early February 

 They accompany CMH Recreation Therapists and visit patients in 3B-PRO 
and the Mental Health Program.  

 They are part of the St. John’s Pet Therapy 
Program, which involves careful screening and 
rigorous training of pets and their owners who 
want to support patients in this manner 

 Research has shown that visits from 
Therapy Dogs help people recovery more quickly 
from surgery, and strokes; and can reduce 
feelings of loneliness, depression and anxiety 
associated with an illness. The unconditional love 

of a Therapy Dog can also assist with prescribed therapy and lowering 
blood pressure (source: St. John’s Ambulance, Canada). 



Agenda Item 4.2 
 

 
  Page 4 of 6 

Accreditation 
 Full accreditation report made available on-line on our public site 
 Accreditation teams have met to discuss next steps to provide evidence 

for Accreditation Canada in May, 2012  
 
 
Strength Through Our People 
 
Ann Bartlett – EXTRA presentation  

 In May 2010, Ann Bartlett was awarded a fellowship opportunity with the 
EXTRA (Executive Training for Research Application) program of the 
Canadian Health Services Research Foundation.   

 This is a 2-year program in which Ann will undertake a priority project for 
CMH using the EXTRA framework and supporting resources.  It is a 
combination of on-site residencies and work undertaken within the 
hospital. 

 EXTRA fellows are trained and supported to acquire: knowledge of 
research evidence (its existence, location and relevance/application); the 
capacity to draw on systems thinking; collaborative professional 
relationships; and the ability to introduce and manage organizational 
change. EXTRA is designed to have short-term and long-term impacts at 
three levels: on the fellows themselves, on their organizations and on the 
overall healthcare system.  

 Ann and Patrick Gaskin presented a summary of her paper Transfer of 
Accountability: Managing Care Transitions to Enhance Patient Safety to 
the EXTRA Review Panel in Montréal, QC on Feb. 14 

 The 4 person review panel was very impressed with the work Ann and 
CMH had done and there was a lot of encouragement for us to sustain this 
important patient safety initiative. "Exceptional healthcare by exceptional 
people" was alive and well in Montréal that day. 

 
CMH Values Definition Exercise 

 On Valentine’s Day, we shared a sample from the value “Caring” with the 
organization 

 Over 600 submissions have been made to the values exercise 
 A small task team will review these submissions over the next few months. 

They will develop common themes associated with each of the values and 
share them broadly across the organization 
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Dr. John Crosby – blogger and emergency physician 
 The Medical Post and its online presence, CanadianHealthcareNetwork.ca 

published the names of its top bloggers.  
 Dr. John Crosby, Cambridge area family physician and CMH emergency 

physician has one of the highest read blogs, called the “Kindly Country 
Quack.” 

 His blog focuses on wellbeing and conflict resolution 
 Dr. Crosby is in good company; George Smitherman and Stephen Duckett 

also made their list.  
 
ATE award (Ate the Elephant) 

 We have initiated a recognition award to be awarded regularly to a 
member of our Operations Group (managers, directors, VPs)  

 First awards were given out at monthly Operations meeting in January to 
Liane Barefoot and Nisha Walibhai 

 Liane was cited for taking on managing 
the lab & CRU, in addition to food services & 
clinical nutrition; continuing to take on additional 
tasks such as mentoring a Masters student 3 
days per week for a full semester.   

 Nisha was recognized for addressing 
issues of Patient Flow and ALC which is making 
a significant impact on the patients we serve 
and the efficiency and effectiveness of the 
organization 

 The award is self –perpetuating, meaning the current award recipient is 
accountable to find another Operations leader doing something 
exceptional for the hospital 

 
Driving Value and Affordability 
 
New “One Call Does it All” live 

 On Tuesday February 14, Environmental Services went live with their new 
portering and housekeeping call centre.  

 One reason for the change is Environmental Services’ use of a new 
software system, ISISpro, to help support Porters, discharge / transfer 
cleaning, general cleaning and linen requests. ISISpro will also track and 
help analyze data so that Environmental Services can use evidence to 
improve both patient flow and services. 

 The new “One Call Does It All” extension is ext. 1200 and all staff can call 
to make a service request.  

 The biggest change for all Patient Units is to call discharges and transfers 
down to the call centre instead of directly calling or overhead paging our 
porters and housekeepers – this has the added benefit of reducing noise, 
which can bother both our staff and patients 
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 A detailed overview of the new system was sent to all managers to help 
inform staff of this change.  

 
FIPPA 

 FIPPA went into effect for all Ontario hospitals January 1, 2012. 
 We have processed several requests to date. 
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BRIEFING NOTE  - Open Session 
 

_ 
Date:             February 22, 2012      
    
Issue:   Medical Advisory Committee Meeting – February 8, 2012  
  
Purpose:  For Information and Approval 
 
Prepared by:   Dr. M. Lawrie, Chair, Medical Advisory Committee 
 
Approved by: Patrick Gaskin, President and Chief Executive Officer 
 
 
Health Information Management (HIM)  – Incomplete Chart Report (ICR)  
The ICR list by individual department was reviewed.    The Chair noted that the number 
has risen slightly in February (512 to 522).  This is as a result of a surge of completed 
charts for Accreditation and efforts by H.I.M. to reduce the transcription backlog.      
 
Nurse Practitioner (NP) Credentialing Process 
Recently, the MOHLTC amended Regulation 965 of the Public Hospital Act to enable 
NPs to admit and discharge hospital inpatients.   Each hospital is responsible for  
determining whether it is appropriate for NPs to engage in these practices within their 
organization.   
Specifically, amendments to Regulation 965 include provisions that enable NPs to: 

- Discharge hospital inpatients effective July 1, 2011; and 
- Admit patients to hospital effective July 1, 2012. 

 
As a result of these changes to the PHA and to meet the need of 3,600 orphaned 
patients in Cambridge, a new NP lead clinic has opened in downtown Cambridge.   The 
NPs will provide primary care to patients in the community and inpatients.   In order to 
provide comprehensive, seamless, patient care, the NPs have requested privileges at 
CMH.   Both St. Mary’s and Grand River Hospital have established a credentialing 
process.   This has been adapted to CMH.   
 
 MOTION (Shafir/Doe) that the Medical Advisory Committee recommends 
 to the Board of Directors that the CMH Bylaws be amended to include the 

granting of an Affiliate Appointment to community based Nurse Practitioners  
 to allow them to provide inpatient care according to their scope of practice.  
 CARRIED. 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
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COMMITTEE MEETING SUMMARY - OPEN  
 
Date:   February 22, 2012  
    
Issue: January 31, 2012 Governance Committee Meeting 
 
Prepared by:   Karen Cavrag 
 
Approved by:   
 

* additional materials attached 
 

 

Items Discussed Action 

Accreditation 

The Governance Committee reviewed the results of the 
accreditation surveyors’ report relating to governance. The full 
draft report is available on the board portal. Only one criterion in 
the “Sustainable Governance” standard was unmet:  

15.5 The governing body approves policies that promote 
open communication between the organization and clients 
receiving services to identify concerns and opportunities for 
improvement. 

 
A new Communications Policy will be recommended to the 
board and a Communications Plan is underway. 
 

Information 

 

New Member on the Quality Committee Motion 

The Governance Committee recommends the 
appointment of Mr. Dwight Falk to the Quality 
Committee, for a term appointment to June 30, 2012. 
 

 

Policy Review 

There are plans to introduce a consent agenda at the March 
meeting of the board. Details are outlined in the new policy 2-D-
6, Board Meeting Agenda. It is hoped that a consent agenda will 
help save some time on routine matters going to the board. 

 
 
 

 

 
 

Information 
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* additional materials attached 
 

 

Items Discussed Action 

The Governance Committee recommends that the 
following policies be approved by the Board: 

Motion 

 Corporate  
Corporate  
2-A-34 
2-C-10 
2-D-6 

Perquisites* 
Communications* 
Confidentiality Policy* 
Quality and Patient Safety* 
Board Meeting Agenda* 

 

Board Director Resignation Information 

The Board Chair has received the resignation from Dave 
Arjune, effective immediately. Due to growing business 
commitments, Mr. Arjune regrets that he is unable to continue 
to serve on the CMH Board. The vacancy will be filled in June 
2012.  
 

 

Board Evaluation Survey Results – Skills Matrix and Future 
Intentions 

Information 

The committee reviewed the survey results and identified the 
key competencies required for each board committee. The 
desirable skills matrix will provide a framework for recruiting and 
recommending committee membership.  
 

 

Board Nominations  

A timetable for recruitment was reviewed. The committee 
agreed that a Nominating Committee should be in place for the 
entire year and recommend several members from the 
Governance Committee. In addition, the Governance Committee 
is seeking two community members from the WWLHIN and 
WWCCAC. 
 

The Governance Committee recommends the 
appointment of the following to the Nominating 
Committee: Mr. Chris Brown, Ms. Sherry Peister, Mr. 
Horst Wohlgemut, Ms. Rita Westbrook and two 
community members to be named at a later date. 
 
 

 

 
 
 
 

Motion 

Board and Committee Meetings Evaluation Information 

The Governance Committee is pleased with the participation 
rate in the meeting evaluation surveys from most committees 
and the board. It would like to see a higher return from the 
Finance and Audit Committees. 
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* additional materials attached 
 

 

Items Discussed Action 

Results will be provided in the committee and board packages 
for information only. The short meeting surveys will continue on 
a monthly basis until further notice. Trends will be reported 
periodically by the Governance Committee. 
 
Results of the November and January board meeting 
evaluations are attached.* 
 
Monitoring Sick Time and Overtime  

At the request of the board, the Governance Committee 
considered the question of which committee should have 
oversight for sick time and overtime.  
 
The Governance Committee recommends that the Resources 
Committee continues to monitor sick time and overtime. These 
issues do not fit with the mandate of the Quality Committee. 
Also, reporting to one committee will minimize duplication of 
work by the Human Resources Department.  

 

Board Manual Work Plan 

The Governance Committee is nearing the completion of the 
Board Manual. It reviewed the outstanding Board Manual items 
for development and identified the items that are still relevant 
and required in the manual. 

Information 
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CORPORATE MANUAL 

SUBJECT: Perquisites NUMBER: TBD 

SECTION: Oversight of Management and 
Professional Staff APPROVED BY: Executive Committee     

                                 
DATE: February 22, 2012 

REVIEW FREQUENCY: Every 3 years Policy: X Standard: X 
 
Procedure: X Guideline:  REVISED/REVIEWED:  

 
Policy 
CMH complies with the Government of Ontario, Broader Public Sector (BPS) Perquisite 
Directive (issued by Management Board of Cabinet, dated August 2, 2011).  As such, CMH 
does not permit perquisites unless they are a business requirement and comply with the 
appropriate authorization described in this policy. 
 
Scope 
The rules set out herein apply to any person at CMH receiving perquisites, including: 
 Board membersdirectors and board (non-director) committee members 
 President & Chief Executive Officer (CEO) 
 Chief of Staff (COS) 
 Members of the senior management – any senior executive reporting directly to the CEO 
 Employees, physicians, volunteers 
 Consultants and contractors engaged by CMH to provide consulting or other services 

 
This policy does not apply to the following: 
 Provision of collective agreements between CMH and a bargaining agent representing 

CMH employees. 
 Insured benefits 
 Items generally available on a non-discretionary basis for all/most employees (such as 

employee assistance program, pension plans) 
 Health and safety requirements 
 Employment accommodation made for human rights and/or accessibility considerations 
 Expenses covered under policy 7-45 

 
Standards 

1. Principles:  This policy is built upon the 3 principles of the Directive 
 Accountability – CMH is accountable for the use of public funds 
 Transparency – CMH is transparent to stakeholders; perquisite policy is clear 

and easily understood 
 Value for Money – Taxpayer dollars are used prudently and responsibly 
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2. Perquisite:  Perquisite is defined by the Directive as “a privilege that is provided to an 
individual or to a group of individuals, provides a personal benefit, and is not generally 
available to others.” 
 

3. Unallowable Perquisites:  The following perquisites are not allowed under any 
circumstance: 

 club memberships for personal recreation or socializing purposes, such as fitness 
clubs, golf clubs or social clubs 

 seasons tickets to cultural or sporting events 
 clothing allowances not related to health and safety or special job requirements 
 access to private health clinics – medical services outside those provided by the 

provincial health care system or by the employer's group insured benefit plans 
 professional advisory services for personal matters, such as tax or estate 

planning 
 
4. Requirements:  A perquisite must be related to a business requirement.  Perquisites 

that are not related to business requirements are not allowed. Perquisites are allowed 
only in exceptional circumstances where it is demonstrated to be a business-related 
requirement for effective performance of an individual’s job. 

 
5. Recording Keeping:  The Directors of Finance and Human Resources maintain the 

records associated with the approved perquisites and provide these records for 
verification and auditing purposes, as required.  Summary information, not including 
personal information, will be made publically available on an annual basis. 

 
 
Procedure: 
 

1. With the exception of the members of the senior management, CEO/COS and members 
of the Board of Directors, an allowable perquisite must be approved in writing by the 
President and Chief Executive Officer, and Director, Human Resources.  
 

1. An allowable perquisite Ffor the CEO, COS Chief of Staff, senior managing officers 
reporting directly to the CEO, and/or any member of the Board of Directors, and/or any 
non-director board committee member,and any member of the senior managment an 
allowable perquisite must be reviewed and recommended to the Board by the Executive 
Committee.  
 

2. An allowable perquisite for individuals or groups other than as provided in paragraph 1 
above must be approved in writing by the President and Chief Executive Officer, and the 
Director, Human Resources. 

 
3. A record of the approved allowable perquisites is maintained by the Director, Human 

Resources and the Director, Finance. 
 

4. This policy is posted on the hospital’s website. On an annual basis, any allowable 
perquisite(s), excluding personal information, will be reviewed by the Executive 
Committee of the Board and the Board of Directors and posted on the hospital’s website. 

 



 

Perquisite Policy 
Corporate Manual 

Cambridge Memorial Hospital 
February 22, 2012 

Page 3 of 3 

 
 
Developed in Consultation with: 
VP Corporate Services/CFO/CIO 
Director HR 
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CORPORATE MANUAL 

SUBJECT: Communications NUMBER:   

SECTION: Public Affairs &   
  Communications 

APPROVED BY: President and CEO 

DATE: February 22, 2012  Policy:  Standard: 

Procedure:  Guideline:  

 

REVIEW FREQUENCY: Every 3 years 

REVISED/REVIEWED:  

 
Policy: 
One of the main responsibilities of Cambridge Memorial Hospital (the “Hospital” or CMH) is to ensure an 
effective policy is in place to enable the Hospital to properly communicate with its stakeholders. This 
policy provides guidelines and standards for communicating information to both internal and external 
stakeholder groups. 
 
Principles: 
Communication at CMH will be guided by the following principles. It will: 

 Be consistent with the Hospital’s mission, vision, values and Code of Conduct 
 Be consistent with guidelines set out by professional practices and the Patient Declaration of 

Values  
 Use communication initiatives to share information in an appropriate, timely and transparent 

manner 
 Comply with Personal Health Information Protection Act (PHIPA) and Freedom of Information and 

Protection of Privacy Act (FIPPA) legislation 
 Promote a work culture where opinions are expressed and addressed 
 Promote a positive reputation for the Hospital 
 Protect the CMH brand 

 
General Communications: 
Public Affairs and Communications (PAC) is the primary point of contact for all corporate requests and 
requests for comments (e.g., media, internal questions), including requests related to CMH policies, 
decisions and positions. Refer to 4-60 Procedure for Responding to Media when contacted by the media. 
 
Requests will be directed by PAC to the most appropriate spokesperson who will speak on behalf of 
CMH. 
 
The Board Chair will be the primary spokesperson on all matters relating to Board governance and 
accountability. A Board Member may act as spokesperson, only if authorized by the Board Chair.  
 
The President and Chief Executive Officer (CEO) will be the primary spokesperson for operational 
matters. 
 
In an effort to promote transparency and fidelity of the message, the CEO may determine the most 
responsible or knowledgeable clinician, administrator, staff, or person to act as spokesperson for CMH.  
 
PAC will provide communication support to the spokesperson according to need.  
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PAC may issue generic statements under special circumstances or when the impact to the organization is 
minimal (e.g., fact checking by media).  
 
Communication methods 
CMH will use the most appropriate methods to communicate with its audience including interpersonal 
(town halls, meetings, walkabouts, etc.) and digital (e.g., web, social media), electronic and print media. 
 
Communicating to staff, physicians and volunteers: 
CMH will ensure that its staff, physicians and volunteers are kept informed to the maximum extent 
possible of all on-going programs or activities or planned developments that may affect their roles and 
working environment or stories that may appear in media. PAC will act as a central communication point 
for all corporate messages. 
 
Communicating to the public 
CMH will ensure the public has access to information that needs to be shared in compliance to legislation 
and regulations (e.g., infection rates, etc.). It will endeavour to inform the public of projects or 
circumstances that may impact care at the Hospital (e.g., accessibility impacts, reduced services due to 
inclement weather, etc.). The public will also have access to documents that highlight the business and 
the achievements of the hospital (Minutes of Board Meetings, Annual Reports, Media Releases). 
 
Members of the public have a means to provide feedback to both senior administration and the Board of 
Directors. Contact information is provided on the CMH website. The process to address the board is 
posted to CMH’s website.  
 
The public will have opportunity to interact with the board or senior administration through events that are 
planned at the hospital or in public spaces. 
 
Compliments or complaints made by a member of the general public may be directed to Public Affairs and 
Communication.  
 
Communicating to patients 
Communication to patients is guided by staff’s professional college or affiliation guidelines, by the 
Hospital’s code of conduct and the Patient Declaration of Values. 
 
Health information that is distributed to patients in print or digital format will be vetted and approved by 
CMH staff, physicians and leadership.  
 
CMH encourages feedback from patients through surveys (e.g., patient satisfaction) and involving them in 
focus groups. 
 
Compliments and complaints are helpful to the organization. Compliments show staff, physicians and 
volunteers that their work is appreciated. Complaints alert the Hospital to review services and correct 
systems if needed. Patients or their family members may direct compliments and complaints to the 
Patient Relations Coordinator in a timely fashion. A summary of compliments and complaints is shared 
with Senior Administration and the Quality Committee of the Board. 
 
If a patient complaint is made with the intent to involve media, implied or otherwise, Public Affairs and 
Communications or the Manager on-call must be notified. 
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Communication sent to the board 
All communication directed to the board or a member of the board, will be shared with board members at 
the next Board of Directors meeting, which is normally held the third Wednesday of the month, except for 
summer months or as indicated on CMH’s public website. 
 
Staff communicating private views and opinions: 
CMH does not regulate, restrict, or redirect the private or personal views or opinions of individuals. This 
includes individuals speaking on behalf of their profession or professional affiliation.  
 
Staff, physicians and volunteers making personal or private views and opinions on behalf of another 
organization or profession must clearly indicate the statements as their own. By making this distinction, 
employees, physicians and volunteers can speak in this capacity.  
 
This clause does not protect staff, physicians and volunteers who break or violate privacy, confidentiality 
agreements, code of conduct and/or harassment policies.  
 
Corporate brand: 
All staff, physicians and CMH spokespersons are encouraged to promote their affiliation with CMH. Use of 
CMH logo, name, design, and presentation must comply with the CMH’s Corporate Branding tools and 
have approval of Public Affairs and Communications.  
 
PAC will endeavour to work with internal stakeholders to create messages that properly display and 
promote the corporate brand. 
 
Other related policies: 
1–05–17  Accessibility - Patient Feedback  
2-99  Privacy and Confidentiality  
4 - 05 Electronic Communication - Blogs  
4-60  Media Policy  Change to: Procedure for Responding to Media 
12-90  Release of Information 
4-50 Letterhead / Logo - Use of 
Board Manual 2-D-9 Procedure for members of the public addressing the board 
 
Developed in consultation with: 
President & CEO 
Public Affairs & Communications 
Chief Privacy Officer 
 
References: 
 
Alberta Health Services – Communications (Internal and external) Policy, August 26, 2010 
Vancouver Coastal Health Authority – Communications Policy, October 16, 2002 
OMERS – Corporate Communications and Information Policy, April 5, 2010 
Southwest LHIN, Communication Policy, September 8, 2010 
CPP Investment Board – Communications and Stakeholder Relations Policy, May 13, 2008 
Personal Health Information Protection Act, 2004 
Hospital Privacy Toolkit – Guide to the Ontario Personal Health Information Protection Act –Ontario 
Hospital Association, Ontario Hospital e Health Council, Ontario Medical Association, Office of the 
Information and Privacy Commissioner/Ontario 
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SUBJECT: Confidentiality Policy  NUMBER:  2-A-34

 
SECTION:  Structure, Roles and 

Responsibilities 

 
APPROVED BY:   

 
DATE:  February 22, 2012 

 
REVISED/REVIEWED:  

 
Policy 

The directors owe to the hospital a duty of confidence not to disclose or discuss with another 
person or entity, or to use for their own purpose, confidential information concerning the 
business and affairs of the hospital received in their capacity as directors unless otherwise 
authorized by the board. 
 
Every director shall ensure that no statement not authorized by the board is made by him or her 
to the press or public. 
 
Application 

This policy applies to all directors of the board and non-board director committee members. 
 
Confidential Matters 

All matters that are the subject of closed sessions of the board are confidential until disclosed in 
an open session of the board. 

All matters that are before a committee or task force of the board are confidential, unless they 
have been determined not to be confidential by the chair of the relevant committee or task force, 
or by the board. 

All matters that are the subject of open sessions of the board are not confidential. 

 
Procedure for Maintaining Minutes 

Minutes of closed sessions of the board shall be recorded by the secretary or designate, or if 
the secretary or designate is not present, by a director designated by the chair of the board. 

All minutes of closed sessions of the board shall be marked confidential and shall be handled in 
a secure manner. 

All draft minutes of public meetings of the board, board committees and task forces of the board 
shall be marked confidential and shall be handled in a secure manner until approved by the 
board after which time they shall be treated consistent with all other open session materials. 

All minutes of meetings of committees and task forces of the board shall be marked confidential 
and shall be handled in a secure manner. 

Notwithstanding that information disclosed or matters dealt with in an open session are not 
confidential, no director shall make any statement to the press or the public in his/her capacity 
as a director unless such statement has been authorized by the board. (see also the 
communications policy.) 



Agenda Item 4.4.2 (d)   
 

BOARD MANUAL 
 

 
SUBJECT: Quality and Patient Safety NUMBER: 2-C-10

 
SECTION:  Corporate Performance 

and Oversight 

 
APPROVED BY:   

 
DATE:  February 22, 2012

 
REVISED/REVIEWED:   

 
Policy 
Quality at CMH is the provision of exceptional healthcare through exceptional people.  
Exceptional provision of healthcare is further defined as the delivery of care that is safe, 
effective and efficient provided by knowledgeable and compassionate people. It is achieved 
through an approach of continuous improvement in service, guided by strategic planning, goal 
setting, measurement and accountability.  
 
Framework 
Quality is monitored using the 4 dimensions of quality in the CMH quality framework: (1) safe, 
effective and accessible; (2) patient and people focused; (3) efficient; and (4) integrated and 
equitable.  
 
Safe, effective and accessible 

We will endeavour to keep our patients safe. They will not be harmed by accident or 
mistakes from care received at CMH.  Our patients will receive timely and appropriate 
healthcare that is based on the best available scientific evidence known to achieve the 
best possible outcomes.   

Patient and people focused  

Patients at CMH will receive care that is sensitive to the individual’s needs and 
uniqueness. Staff, physicians and volunteers at CMH will continue to be engaged in a 
healthy work-environment that supports them as individual practitioners and as members 
of a unit, cross-unit, and hospital-wide teams, as they endeavour to provide the best 
possible care to patients and families. 

Efficient  

Staff, physicians and volunteers will strive to achieve the best value of health service for 
the community’s health care needs.  Health service providers will continually look for 
ways to reduce waste, including waste of supplies, equipment, and time. They will 
respectfully gather ideas and information with the aim of providing appropriately 
resourced care within the fiscal capacity of CMH.  

Integrated and equitable 

Patients and families of our region will receive quality care regardless of who they are 
and where they live. Health service providers at CMH will continue to collaborate with 
our regional partners, stakeholders, suppliers and funders to be organized, connected 
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and working with one another aiming to provide high quality care for the region that is 
integrated throughout the continuum of care. We will continue to collaborate with tertiary 
and quaternary care providers and other providers of services not available within our 
region and needed by patients in the region.  

 
Patient safety is an integral component of quality that focuses on reducing risk of harm to the 
patient.  Patient safety applies safety science methods to attain a trustworthy system that 
minimizes the incidence and impact, and maximizes recovery from adverse events.  
 
Key components of quality and patient safety include:  

 the roles of Boards and leadership,  
 teamwork and communication,  
 transparency of data and accountability, and  
 patient and family engagement. 

 
Standards 
 Accreditation Canada, Standards and Required Organizational Practices, February 2011 
 Ontario Ministry of Health and Long Term Care publicly reported indicators and other 

mandated measures of quality 
 Excellent Care for All Act, 2010,  
 Quality of Care Information Protection Act, 2004 
 Health Quality Ontario (HQO), Quality Improvement Plan, 2011 

 
Procedure 
The Board is accountable for ensuring the establishment, monitoring and oversight of 
appropriate structures, processes and other systems to support its responsibility for quality and 
patient safety. The Board Quality Committee, the Board Finance Committee and the Medical 
Advisory Committee are key structures for monitoring and supporting quality and patient safety 
(see Figure 1: Quality Monitoring Committees). The Board uses evidence-based methods for 
evaluating performance in quality and patient safety.   
 
Board oversight includes, but is not limited to:  

 Driving the Quality and Patient Safety agenda 
 Reviewing policies and standards. 
 Overseeing compliance with quality and safety related issues, including accreditation 

standards and related legislation (Excellent Care for All Act, Quality of Care Information 
Protection Act). 

 Reviewing recommendations following adverse events. 
 Reviewing and approving an Annual Quality and Patient Safety Plan that sets out goals 

and objectives for the fiscal year and performance indicators for monitoring 
organizational performance related to those goals and objectives. 

 Reviewing at least quarterly, a balanced scorecard containing up-to-date measures, 
analyses and action plans on the performance indicators.  

 Reviewing programs and departments on an established schedule, and other events or 
issues at its discretion. 

 
The CEO and Senior Management Committee are responsible for developing an annual quality 
and patient safety plan, assigning accountability to its committee members, and implementing 
processes, structures and systems to support and achieve quality and patient safety goals.   
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The senior team fosters an environment of transparency and accountability, teamwork and 
communication on goals and issues related to quality and patient safety for the purpose of 
continuous improvement and goal achievement.  This includes the fostering of a patient safety 
culture, where staff is comfortable discussing any quality and safety concern. The CEO and 
senior team work with health service providers to ensure processes and structures are in place 
to encourage the engagement of patient and family in their care, including a patient relations 
process. The senior team provides leadership and fosters the development of leadership 
abilities and skills throughout the organization with the aim of achieving quality and patient 
safety. 
 
The CEO and senior management responsibilities include, but are not limited to: 

 Establishing a quality and patient safety plan on an annual basis, and revising the goals 
and measures with the aim of continuous improvement, in areas of highest priority and 
with attention to all 4 dimensions of quality and patient safety. 

 Reviewing and disseminating performance results to the Board, Board Committees, 
MAC, quality and operations committee, and other stakeholders, including the public. 

 Receiving information from all quality forums and taking actions and planning as 
required. 

 Implementing best practices methods and techniques known to enhance quality and 
patient safety, such as: 

o Key success factors outlined in the HQO Quality Monitor 2011 
o Patient Safety Walkabouts 
o Performance measurement and reporting 
o Credentialing of physicians through the Medical Advisory Committee 
o Skills review and enhancement of clinical and non-clinical staff 
o Patient safety education for staff 
o Patient and family engagement 
o Patient relations process 
o Process improvement, such as LEAN, six sigma, and prospective analysis 

reviews 
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Figure 1: Quality Monitoring Committees 

                       Figure 1: CMH Quality Monitoring Committees
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Lina Johnson, Director Quality and Decision Support 
Susan Gregoroff, Vice-President Clinical Programs and Chief Nursing Executive 
 
Reviewed by: 
Senior Management Committee, November 10, 2011 
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SUBJECT: Board Meeting Agenda NUMBER: 2-D-6

 
SECTION:  Board Processes 

 
APPROVED BY:   

 
DATE:  February 22, 2012

 
REVISED/REVIEWED:   

 
Purpose 

To ensure the board members understand the process for the development of, and have an 
opportunity to have input into, the board’s meeting agenda. 
 
Policy 

It is the responsibility of the board Chair, in consultation with the President and CEO (CEO), to 
develop the agenda for board meetings. 
 
Board agendas for regular meetings of the board are usually determined 10 days before a 
meeting. 
 
A board member who wishes to add an item to the board’s agenda or to be provided with 
additional information with respect to a board matter should speak with the board Chair. If the 
board member and the Chair are not in agreement, then the board member may, on notice to 
the Chair, raise the request during the call for other business or approval of the agenda at the 
opening of the board meeting, and the matter shall be determined by the board. 
 
The agenda, together with supporting materials, will be distributed to board members at least 
two full business days before the board meeting. For board meetings held on a Wednesday for 
example, the package will be sent to board members on the preceding Friday.   
 
 
Consent Agenda Overview 

A consent agenda is a set of items that are previously distributed and approved without 
discussion. It may be presented by the Chair at the beginning of a meeting. 
 
The consent agenda promotes good time management by streamlining the process for 
approval of regular, routine issues that come before the board. Consent items are self-
explanatory and non-controversial, for information only and/or confirm a previously discussed 
issue.  
 
The following items will not be included on the consent agenda: 

 Quality reports 
 Financial reports 
 Decisions that have broad implications 
 Approval of professional staff privileges 
 Auditor’s report   
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Unless a board member feels that an item should be discussed and requests the removal of 
that item ahead of time, all consent items are voted on at once without additional explanation 
or discussion. 
 
 

Consent Agenda Procedure 

1. The Chair, in consultation with the CEO, develops the consent agenda for each board 
meeting.   

2. The list of consent items and supporting documents are clearly identified and included 
in the board’s agenda package in sufficient time to be read by all members prior to the 
meeting.  Any items not included in the regular Board package will not be included on 
the consent agenda.  

3. The consent agenda will state: “Any board member may request that any item be 
removed from this consent agenda and moved to the regular agenda.” 

4. Board members should thoroughly review the consent agenda items and other pre-
mailed materials prior to the meeting and anticipate that no verbal reports will be 
presented. 

5. At the beginning of the meeting, the Chair asks members what items they wish to be 
removed from the consent agenda and discussed individually. Any director may request 
that an item be moved out of the consent agenda.  

6. If one item in a committee or other report is requested to be moved to the regular 
agenda, that item shall be moved. The rest of the items in that committee or other 
report will remain on the consent agenda. 

7. When an item has been removed, the Chair will determine its placement on the agenda.  

8. When there are no more items to be removed, the Chair confirms the remaining 
consent items. The Chair may then declare the consent business to be approved by 
saying “If there are no requests to remove an item we will take the consent agenda 
business as approved by the Board.” 

9. Acceptance of the consent agenda is documented in the board meeting minutes. 
Minutes will include the full text of resolutions or recommendations adopted and 
references to reports or other matters received.  

 



Board Meeting Evaluation 
November 2011 and January 2012 

 
1. Did you receive the materials in sufficient time for you to prepare for the meeting? 

Answer Options 
Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Yes 100.0% 8 100.0% 13

 No 0.0% 0 0.0% 0

Comment 0  0 

 

2. Was the agenda realistic for the allotted meeting time? 

Answer Options Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Yes 62.5% 5 46.2% 6

No 37.5% 3 53.8% 7

Comment 3  8 

Date Comment 
1 Dec The agenda did appear to be somewhat overwhelming for the allotted time; discussion 

re: consent agenda should perhaps be explored further. 
2  Thanks for dinner though!
3  It was realistic but we were not able to stick to the schedule.
1 Jan  although we spent little time on committee reports, the meeting still was over 4 hours 

long 
2  time allotted afforded little room for discussion
3  We continue to have a hard time staying within allotted time suggestions. In this meeting 

it was for the right reason. 
4  Would have liked to spend more time on the strategic issues
5  But discussions that went long were on the right issues
6  we went overtime but this was well worth the time to have the discussion on principles 

and strategy 
7  agenda did not give adequate time for review of strategic issues
8  Having said that the discussions around strategy were time well spent.  Good preparation 

for the Board by Patrick. 
 
 
3. Were the materials sufficient to assist you in forming an opinion on decisions requested? 

Answer Options Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Yes 100.0% 8 100.0% 13

No 0.0% 0 0.0% 0

Comment 1  0 

 Date Comment 
1 Dec The reports provided by various staff members were properly detailed and well written 

which facilitated decision making. 
 



4. How satisfied were you with your opportunity to participate in the discussion? 

Answer Options Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Satisfied 100.0% 8 100.0% 13

Somewhat satisfied 0.0% 0 0.0% 0

Somewhat dissatisfied 0.0% 0 0.0% 0

Dissatisfied 0.0% 0 0.0% 0

Comment 0  1 

Date Comment 
1 Jan  Good discussion and contribution by all participants. 
 

5. How satisfied were you with the manner in which other participants contributed to the discussion? 

Answer Options Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Satisfied 87.5% 7 76.9% 10

Somewhat satisfied 12.5% 1 23.1% 3

Somewhat dissatisfied 0.0% 0 0.0% 0

Dissatisfied 0.0% 0 0.0% 0

Comment 2  1 
 Date Comment 
1 Dec  Great discussion/presentation on the ALC initiatives.
2  A couple of board members were pretty quiet throughout the entire meeting.  Not certain 

if it was a preparedness issue or not feeling able to contribute to the discussion. 
1 Jan  I think Board members need to be reminded that they don't need to comment on every 

topic. 
 

6. How effective was the chair in allowing differing views to be heard while bringing matters to 
conclusion? 

Answer Options 
Response 

Percent 
Response 

Count 
Response 

Percent 
Response 

Count 

 November November January January

Satisfied 100.0% 8 100.0% 13

Somewhat satisfied 0.0% 0 0.0% 0

Somewhat dissatisfied 0.0% 0 0.0% 0

Dissatisfied 0.0% 0 0.0% 0

Comment 2  0 
 Date Comment 
1 Dec fair and efficient 
2  Excellent, as always. Chuck is most accommodating to allow Board members to 

participate in the discussions while being mindful of the time. 
 

   



7. Did the agenda focus discussion time on strategic issues, items that demand board attention, and 
where real value can be added? 

Answer Options Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Satisfied 37.5% 3 76.9% 10

Somewhat satisfied 50.0% 4 15.4% 2

Somewhat dissatisfied 12.5% 1 7.7% 1

Dissatisfied 0.0% 0 0.0% 0

Comment 2  2 
 Date Comment 
1 Dec  Some of our conversations focused on strategic issues - particularly during Chuck's 

report from the conference - but those types of conversations weren't in the agenda - we 
went off agenda to have them. 

2  I think we have the opportunity to have more strategic dialogue at the Board level, in 
addition to the usual reporting and updates.  To do so though may require shifting time 
allotted for reports/updates or as mentioned, perhaps considering a consent agenda.  
There are many important items within the environment.  However, sometimes more 
emphasis needs to be placed on the top 2-3 strategic issues that are critical to operating 
performance. 

1 Jan  we spent the first hour on more strategic discussion which was very good.  It is always 
hard to start discussion like this when Boards are more familiar with responding to 
reports.  I quite liked it. 

2  agenda did not; chair did

 

8. How satisfied were you with what the board/committee accomplished? 

Answer Options Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Satisfied 87.5% 7 92.3% 12

Somewhat satisfied 12.5% 1 7.7% 1

Somewhat dissatisfied 0.0% 0 0.0% 0

Dissatisfied 0.0% 0 0.0% 0

Comment 1  1 
 Date Comment 
1 Dec  I think more value would have been had by having further conversation about strategic 

issues, and less about committee reports. 
1 Jan  I think that we could have spent more time discussing strategic priorities, and less time 

discussing committee work. 
 

   



9. How satisfied were you with the board’s/ committee’s overall performance? 

Answer Options Response 
Percent 

Response 
Count 

Response 
Percent 

Response 
Count 

 November November January January

Satisfied 100.0% 8 100.0% 13

Somewhat satisfied 0.0% 0 0.0% 0

Somewhat dissatisfied 0.0% 0 0.0% 0

Dissatisfied 0.0% 0 0.0% 0

Comment 0  1 
 Date Comment 
1 Jan the Board is starting to gel nicely and new members feeling part of the "team" 

 

10. Do you have a suggestion for board education? 

 Date Response Text 

1 Dec  a regular educational presentation for 10-20 minutes each meeting 
2  I like the idea of periodic joint training session with other boards i.e. Foundation, LHIN, 

CCAC etc. 
3  Discussion of what partnerships can help drive more efficiencies in the system, as it did 

with the ALCs. 
4  Thought that Susan G. did an excellent job educating the board on the initiative she has 

been working on over the past 6 months.  I'd like to see more of this type of 
presentation/education/discussion at future meetings.  Perhaps Mike could take a similar 
approach on one of his initiatives or activities going within his area of responsibility. 

1 Jan  QCIPA education 
Quality education as it relates to ECFA 

2  The Board could use some information on the use of a consent agenda. 
3  I like the suggestion that Quality Committee arrange their tours around one or two 

meetings.  I think that might give the opportunity for other Board Members to attend the 
tours - and get a chance to see more than one area of the hospital at once. 

 

11. Please add any other comments or suggestions for improvement. 

 Date Response Text 

1 Dec  We delved a few times into very specific matters and although interesting,  the 
discussions at times became too detailed.    
The presentation by Susan Gregoroff was exceptional and very informative.   
Chuck sprinkles the meeting with the proper amount of humour that sets the tone for the 
evening. 

2  Overall thought the meeting was good.  We continue to improve.
1 Jan Is there a more efficient way of presenting the materials for the open and closed 

sessions?  Agenda items for closed could have no reports if nothing needs to be 
discussed, rather than leaving it open perhaps where someone feels they should say 
something. 

2  I believe we should be able to get through these meetings in half the time. 
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COMMITTEE MEETING SUMMARY - OPEN  
 
Date:   February 16, 2012 
    
Issue:  Board Quality Committee Meeting, February 15, 2012 
 
Prepared by: Susan Gregoroff, Vice President Clinical Programs & CNE 
 
Approved by: Patrick Gaskin, President & CEO 
 
* additional materials attached  

Topic  Action 
  
Pharmacy and Safe Medication Practices Tour 
 
The Committee Members toured the Pharmacy Department 
accompanied by Ms. N. Vorsteveld, Manager of Pharmacy, and 
Mr. Mike Prociw, Vice President, Finance and Corporate 
Services.  Ms. Vorsteveld provided an overview of current 
medication order practices, roles, and technologies aligned with 
safe medication practice.  In addition, Ms. Vorsteveld provided 
an overview of the current status at CMH with respect to 
progress toward a closed loop medication process and 
described the future state of a full closed loop medication 
delivery system.   A closed loop medication system is comprised 
of the following elements: 

 Medication reconciliation 
 Computerized physician order entry 
 Reviewing and processing in pharmacy 
 Medication administration and bedside verification 
 E-prescribing (from hospital to community) 
 Patient education at discharge  

 
Ms. Vorsteveld highlighted the following key points and projects 
underway at CMH to enhance safe medication practice: 

 Oncology Patient Information System (OPIS) is 
underway in the Medical Day Care (MDC) and will be 
completed in the Spring of 2012.  Key system elements 
include a new physician order entry system for ordering 
patient medications, as well as a new process for 
invoicing and reimbursement of oncology drugs to and 
from Cancer Care Ontario. 

 
 

Oversight 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 
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 Completion of the construction of the MDC Sterile Room 
in April 2012.  New procedures, supplies and staff 
certification will compliment this new environment. 

 Pharmacy is working with Information Systems staff to 
develop information systems solutions 

 Ongoing medication reconciliation improvements and 
implementation, partnerships with drug manufacturers, 
and working with Medbuy and other purchasing groups. 

 

 

Ms. Vorsteveld provided an update on global and local drug 
shortages and noted that back orders have significantly 
increased.  There are multiple drivers of a back order, some of 
which include: shortages of raw materials, manufacturing 
breakdowns within production lines, discontinued products by 
the manufacturers, and supplies not meeting demands.  As a 
result, CMH is developing new strategies for single source 
drugs, coordinating partnerships with drug manufacturers, and 
working with Medbuy and other purchasing groups. 
  

 

Quality Improvement Plan (QIP) 2012-13  
 
Under the Excellent Care for All Act, a Board approved 2012/13 
QIP must be posted on the hospital website on April 1, 2012.  A 
draft plan for 2012/13 was presented to the Quality Committee of 
the Board on February 15, 2012.  The committee approved the 
document for presentation to the Board meeting of March 28, 
2012, with the caveat that committee’s recommended changes 
be made: (1) the performance target of the Hand Hygiene 
indicator be revised to be a stretch target, and (2) the Total 
Margin indicator, under effectiveness, be replaced with Sick 
Time and Overtime Indicators.   
 

 
Information for 
February Board 
Meeting; Motion 
will come at the 
March meeting. 

This briefing note provides the highlights of the 2012/13 QIP as 
presented to the Quality Committee, on February 15, 2012, with 
mention of the changes requested by the committee. 
 
The 2012/13 QIP is aligned with the: (1) Ontario agenda for 
transforming healthcare, (2) Waterloo Wellington LHIN priorities 
to reduce alternate level of care in the hospitals and reduce 
emergency department wait times supported through their 
projects such as aging at home and chronic disease 
management and prevention, (3) CMH 2012-14 Strategic Plan, 
(4) forthcoming 2012-14 Quality and Patient Safety Plan, (5) 
2011/2012 Hospital Service Accountability Agreement, and (6) 
other provincial initiatives, such as Ontario’s Access to Care 
initiatives, and the Senior Friendly Hospital Care Across Ontario 
Report.   
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Topic  Action 
  
The goal of year two QIPs for Ontario hospitals is to focus on 
standardization and to improve performance.  CMH selected 
goals and indicators in areas that require most improvement 
within each of the five dimensions.  The premise was that 
focused effort on areas needing most improvement is required to 
achieve our vision of exceptional care.   
 
Safety-Hand hygiene compliance before patient contact 
The goal of hand hygiene compliance before patient contact was 
selected because this practice is key to preventing the spread of 
infection in hospital and to providing safe care.  The results of 
our audits have shown variable performance for this indicator.  
While we would continue to work at improving compliance in all 
moments of hand hygiene, compliance with moment 1--before 
patient contact--would be the focus for 2012/13 QIP. CMH 
performance has varied (from 82% to as high as 91% in October 
then 66% in December).  We need to stay focused on this goal, 
and work towards near perfect and sustained compliance.  For 
2012/13 we proposed setting the target to 83.7%, the 25th 
percentile (or best quartile) performance of large community 
hospitals.   

 

 
The Quality Committee requested that we set a higher, stretch 
target, given that 2011/12 target was 82%. Management will 
consult further with peer hospitals regarding stretch targets and 
a revised stretch target will be provided to the Quality 
Committee.  
 
Effectiveness – Total Margin Percent 
Under the dimension of effectiveness, we proposed the Total 
Margin as an indicator of effectiveness.  While the committee 
agreed that the goal of demonstrating value for money and fiscal 
accountability is important for sustaining the ability to invest in 
quality improvement initiatives, they suggested replacing the 
indicator with sick time and overtime. Reasons included: these 
were more specific than overall margin; there is significant room 
for improvement in these measures; and achieving the targets in 
these measures is vital to achieving the overall total margin 
target. 
 
Current performance for sick time and overtime is not meeting 
the 2011/12 targets.  In the operating budget for 2012/13, we are 
establishing the budget for sick time and overtime at the 40th 
percentile (with the administration, diagnostic and therapeutic 
areas having sick targets established at levels lower than that-
because they are already below those levels).  Achieving zero 
variance from the 2012/13 budget in sick and overtime hours 
would be the 2012/13 QIP targets. 
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Access – Emergency Length of Stay for Admitted Patients 
In year one, under the dimension of access, we chose to focus 
our attention on reducing length of stay for emergency patients 
requiring admission to an inpatient bed and those with more 
complex conditions who do not require admission.  Our 90th 
percentile length of stay for admitted patients in the first 3 
quarters decreased by nearly 10 hours from our baseline QIP of 
42.9 hours to 33.0 hours in December for admitted patients.  For 
non-admitted patients with complex conditions we are within 
0.04 hours of the Ministry goal of 7.0 hours and only one hour 
away from our QIP goal of 6.0 hours.   
 
Our focus in year two will be on the length of stay for admitted 
patients as this ED wait time has the most room for 
improvement.  We are committed to achieving the 20.0 hour 
target in our year one QIP, which is also the Ministry of Health 
target.  We believe that achieving this length of stay for 90 
percent of patients needing admission to an inpatient bed is a 
vital component of exceptional healthcare. In December, 70 
percent of patients were admitted within 20 hours. 
 
Patient Centred – Patient Satisfaction, Dimension of 
Emotional Care in Emergency Department 
In year one, in the dimension of patient-centred, we focused our 
efforts for improving the patient’s experience as measured by 
their response to “Would you recommend this hospital to family 
and friends?” for both inpatients and those visiting the 
emergency department.  As we examined the patient’s 
responses to the patient satisfaction survey, we learned that the 
dimension of emotional care has one of the largest opportunities 
for improvement.  The questions in the survey that inform the 
dimension of emotional support relate to the patient’s perception 
of: (1) confidence/trust in doctors, (2) confidence/trust in nurses, 
(3) doctor discussed anxieties/fears, (4) ease of finding someone 
to talk to, and (5) nurse discussed anxieties/fears. 
 
In the first quarter of 2011/12, satisfaction results show 75.6% 
positive responses for emotional care verses 96.0% for overall 
care, in inpatient units and 62.5% for emotional care verses 
87.8% for overall care, in the ED.  Hence, this is the area that we 
recommend turning our attention to improving in the 2012/13 
QIP. A target for 2012/13 of 70.8% is proposed, which 
represents 5.3% higher score than the 4 quarter rolling average 
ending 2011/12 Q1. 
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Integrated – Percent Acute Alternate Level of Care Days 
In year one, we chose to focus on both reducing ALC days and 
implementing the Hospital Elder Life Program (HELP).  The 
HELP program has been implemented as of January 2012 and, 
in fact, the WWLHIN has now provided seed funding, with CMH 
as the lead organization, to implement HELP in all WWLHIN 
hospitals over the next 2 years with a planned impact evaluation. 
 
In September 2011, the  Senior Friendly Hospital Care across 
Ontario released their report and communicated the following:  
“the overall vision of the Senior Friendly Hospital Strategy is to 
enable seniors to maintain optimal health and function while they 
are hospitalized so that they can transition successfully home or 
to the next appropriate level of care” (3). 
 
We will continue with HELP at CMH as this program meets 
important goals of senior friendly care: optimizing physical, 
cognitive and psychosocial function of older patients.  As well, 
the staff orientation to the HELP program, as well as to 
screening for delirium, help to enhance a senior friendly lens to 
patient care practices. 
 
Given the above, and recognizing the importance of achieving 
the ED length of stay target, we must continue to enhance our 
discharge processes for alternate level of care patients.  In year 
one, we implemented the Home First Philosophy, participating in 
a LHIN-wide collaborative effort with the CCAC, and virtually 
eliminated the use of acute care beds by patients waiting for 
placement in a long term care bed. Using the Cancer Care 
Ontario methodology for measuring ALC performance, this 
counts ALC days as they occur, our ALC performance in acute 
care improved from 31% for the month of September 2011 to 
18% for the month of January 2012.(1)  
 
This is an important improvement for our patients so that they, 
and their families, are supported in their home/community to 
optimize their functioning and make decisions about future 
assisted living or care needs.  While we celebrate this significant 
accomplishment, we turn our attention to improving our 
processes for transitioning patients back into their home of 
choice with needed supports.  This continued improvement to 
our discharge processes will help to further reduce the use of 
acute care beds with alternate level of care patients with the aim 
of reaching the LHIN ALC target of 9.46%.  With only a few 
months remaining in the current fiscal year, we must continue 
our focus on reducing ALC into 2012/13 until we not only reach 
the LHIN target but also hardwire the discharge processes to 
move the rate even lower.  Without near elimination of ALC, 
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we cannot claim to be providing the right care, in the right place 
at the right time. 
 
The committee asked why we had not included readmission 
rates in the 2012/13 QIP and we indicated that while we would 
continue to work on reducing readmission rates, our overall 
performance is below the expected rate.    
 
[1] The QIP performance measure for ALC counts ALC days when the patient is 
discharged.  This method counted the days of long stay patients who were discharged 
following the implementation of home first, and as a result shows an increase from 
24.5% for 2010/11 Q2 YTD to 30.0% for 2011/12 Q2 YTD.  Hence the CCO measure is a 
more accurate measure of the improvement in ALC day 
 
References 
 

(1) Quality Improvement Plans 2012/2013: An Overview.  Webcast 
November 29, 2011.  Susan Fitzpatrick, Assistant Deputy 
Minister, Ministry of Health and Long Term Care.  

(2) Working Together for a Healthier Future Integrated Health 
Service Plan 2010-2013, Waterloo Wellington LHIN 

(3) Senior Friendly Hospital Care Across Ontario, September, 
2011 

 

 

Patient Declaration of Values 
Ms. Gregoroff directed the Quality Committee members to the 
previously circulated briefing note and stated this topic is listed in 
the Work Plan, Agenda item 8.1, reference # (v).   
 
The Patient Declaration of Values is posted throughout the 
Hospital for staff, patients and the public to read.  Ms. O’Connor 
currently monitors compliance with the Declaration through on-
going patient satisfaction surveys and documented complaints 
and compliments.   
 
Ms. O’Connor added CMH is working on a plan to tie 
patient/family feedback and compliments to staff recognition and 
the values demonstrated by staff.  
 

Oversight 
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BRIEFING NOTE – Finance Committee 
 
Date:               February 15, 2012 
 
Issue:              January Financial Statements 
 
Purpose:         Review of January Financial Statements 
 
Prepared by:   Mike Prociw 
 
Approved by:  Patrick Gaskin 
 
 
Summary 
 
CMH has a January year to date (YTD) operating surplus of $1.27M after building 
amortization and related capital grants which represents a $.17M negative variance from 
budget. In January, CMH had an operating deficit of $.02M.  This represents a $.01M 
positive variance from budget. The above results include approximately $.05M of Fixed 
and Variable P4R revenue that was recognized during January.  
 
In large part, the January positive results were directly linked to the OR closure of one 
week offset by additional costs for sick, overtime and higher than anticipated volumes in 
the ER and the medical inpatient areas. 
 
Revenue 
 
A brief summary of some of the major year to date (revenue) variances include: 
 
MOH Global Funding: 

 CMH has recognized $341K of P4R revenue YTD. Approximately $141K relates 
to 25% of 10 months of the 2011/12 P4R fixed funding allocation. Thus far, there 
has been no recognition of the previous year’s P4R funding allocation ($782K) as 
we continue to await clarification from the WWLHIN regarding any potential claw 
backs. YTD there is still a $313K negative variance; 

 Approximately $217K has been recognized YTD related to start up costs linked 
to opening the expanded Mental Health unit.  Revenue is recognized as costs 
are incurred; 

 Incremental revenue in the amount of $247K linked to the ER-Alternate Funding 
Agreement to fund ER physician wages. There is an offsetting negative variance 
in physician remuneration; 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 
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 Incremental revenue in the amount of $346K to cover Ministry approved salary 
increases to Pathologists. There is an offsetting negative variance in physician 
remuneration. 

Billable Patient Services 
 Incremental non MOHLTC revenue targets are being achieved with higher than 

budgeted revenue streams related to Out of Province ($ 72 K) and Out of 
Country ($ 64 K), and Diagnostic volumes ($ 374K). Shortfalls are still being 
experienced in preferred accommodation streams ($ 90 K) and uninsured 
procedures ($ 58K).  

Recoveries and Other Revenues 
 There is a significant negative variance related to medication recoveries on drugs 

used in the Oncology Clinic. YTD the amount is approximately $669K. There is 
an offsetting positive variance in the cost of medications. The decline in revenue 
has been attributed to fewer patients receiving treatment of reimbursable 
chemotherapy drugs even though the number of clinic visits has increased from 
last year.   In addition there are savings attributed to the availability of generic 
substitutes and a favourable change in patient mix; 

 There are a series of offsetting positive variances including interest income 
($89K), miscellaneous revenue streams ($106K) and Foundation educational 
stipends ($71K) that offset a large portion of the previously noted negative 
variance. 

 
Expenses 
 
Salaries and Wages 
 

 YTD, there is a $482K negative variance while during the month of January there 
was a $144K positive variance. The table below provides a summary in hours for 
Sick and OT.    

 
 

 The YTD sick time variance is $318K and the YTD overtime variance is $544K.  
 
The major variances are in the clinical areas. A brief overview follows: 
 

 The majority of the Mental Health variance ($176K) is caused by increased 
volumes and acuity linked to the planned program expansion. A portion of these 
costs are offset by start-up funding from the Ministry; 

 The driver of the variance in Medicine ($185K) is an increased incidence of 
isolation and volume surges with resulting workload implications; 

 The driver of the variance in Surgery ($286K) continues to be off service 
admissions and the inability to close the unit on weekends.  The one week 
closure in January resulted in savings of 59k; 

 January YTD 

HOURS Actual Budget 2011 Actual Budget 2011 

Overtime 2,009 1,335 2,584 23,750 12,712 21,583 

Sick 4,763 2,888 6,155 38,845 27,750 46,790 
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 The driver of the variance in LDRP and Paediatrics ($202K) appears to be gaps 
in staff schedules, absenteeism and an error in the build of the budget; 

 The Emergency department continues to experience workload pressures with 
related salary implications ($274K). Visits are up 4% from last year and there is 
approximately 852 additional patient days, as compared to budget YTD. 

 Pursuant to the terms of an arbitration award regarding long term disability, a 
lump sum payment was made in January.  The payment was retroactive to 2010 
and was fully accrued for at the time of payment.  Additional monthly payments 
will be made to 2017 resulting in a total cost to the hospital of approximately 
100k.  The hospital is exploring opportunities to recover these amounts; however, 
the outcome is not determinable at this time. 

Benefits 
 Benefit costs YTD are approximately .3% less than budget. Major contributors to 

this include the demutualization funds that were earmarked as offsets to future 
costs, the fact that the budgeted 5-6% increase in benefits did not occur in 
October 2011, and the fact that the ONA and OPSEU collective agreements 
were resolved at less than budgeted rates; 

 These positive issues have been offset by the fact that CMH has been assessed 
a NEER penalty of $245K (the budget assumed a cost of $185K) and because 
accruals have been made for additional Future Employee Benefit costs due to 
our new collective agreements that require the employer to pay 50% of post-
retirement benefits to age 65, for ONA and OPSEU staff. 

Medical Remuneration 
 The entire variance is linked to incremental ER AFA funding, the salary top-up to 

Pathologists and the incremental payment obligations to Radiologists. All have 
offsetting revenue amounts. 

Medical and Surgical Supplies 
 The ER variance is approximately $109K and is entirely driven by ongoing 

growth in ER volumes.  
 The operating room and endoscopy variance ($ 191K) is caused by a 

combination of a shortfall in achieving targeted savings by Mohawk, practice 
changes and errors in the original budget build.  

Drug Expense 
 This variance is entirely a result of drug costs that have not been incurred in the 

provision of services in the Oncology Clinic. It is offset by the negative variance 
in reimbursements from Cancer Care Ontario (as described previously). Patient 
volumes are up in the clinic so further analysis is underway to identify the cause 
of the variance. 

Amortization 
 A small portion of the variance is as a result of timing differences in the purchase 

of equipment and planned HIRF renovations. The remainder is caused by an 
error in assumptions regarding planned purchases. 

 
Balance Sheet and Statement of Cash 
CMH’s current cash position is $12.7M. At the end of January, CMH was once again 
asked to hold cash on behalf of the WWLHIN. $6.2M was deposited at the end of the 
month and will be retained until it is needed within the LHIN. 



16-Feb-12

CAMBRIDGE MEMORIAL HOSPITAL

STATEMENT OF INCOME AND EXPENSE

11/12

Actual Plan Variance % var YTD Actual YTD Plan YTD Variance % var Plan Jan 11 YTD Jan 11 10/11 YE

Operating Income

7,850,575 7,984,369 (133,794) (1.7%) MoH Global Funding 77,608,141 77,090,388 517,753 0.7% 92,580,396 7,538,873 73,303,115 89,973,968

1,059,481 1,040,948 18,533 1.8% Billable Patient Services 10,488,931 10,155,254 333,677 3.3% 12,162,828 944,900 9,551,442 12,173,613

335,940 471,374 (135,434) (28.7%) Recoveries and Other Revenue 4,497,421 4,709,675 (212,254) (4.5%) 5,624,616 314,050 3,821,061 6,172,147

113,216 129,374 (16,158) (12.5%) Amort'n of Deferred Equip Capital Grants 997,206 1,292,968 (295,762) (22.9%) 1,618,246 113,178 1,122,918 894,488

199,950 164,828 35,122 21.3% MoH Special Votes Revenue 1,623,613 1,627,075 (3,462) (0.2%) 1,946,028 205,030 2,254,604 2,092,143

9,559,162 9,790,893 (231,731) (2.4%) Total 95,215,312 94,875,360 339,952 0.4% 113,932,114 9,116,031 90,053,140 111,306,359

Operating Expense   

4,409,096 4,552,930 143,834 3.2% Salaries & Wages 43,991,555 43,509,666 (481,889) (1.1%) 52,255,500 4,532,328 44,513,075 51,716,783

1,269,623 1,324,130 54,507 4.1% Employee Benefits 12,087,314 12,128,331 41,017 0.3% 14,673,655 1,293,289 11,475,226 13,900,887

1,287,147 1,233,082 (54,065) (4.4%) Medical Remuneration 13,024,165 12,062,820 (961,345) (8.0%) 14,437,243 1,032,225 11,582,705 14,383,868

641,223 729,179 87,956 12.1% Medical & Surgical Supplies 6,787,477 6,563,187 (224,290) (3.4%) 7,937,347 613,736 5,960,048 7,707,846

374,177 407,683 33,506 8.2% Drug Expense 3,465,774 3,945,575 479,801 12.2% 4,724,900 369,596 3,445,623 4,432,609

1,065,362 1,037,730 (27,632) (2.7%) Other Supplies  & Expenses 9,925,368 9,953,631 28,263 0.3% 11,932,623 971,071 9,615,597 12,149,593

275,702 319,510 43,808 13.7% Equipment Depreciation 2,448,310 3,146,941 698,631 22.2% 3,843,170 303,507 2,990,657 3,130,765

199,950 167,685 (32,265) (19.2%) MoH Special Votes Expense 1,624,718 1,621,454 (3,264) (0.2%) 1,946,028 205,645 2,283,508 2,095,126

9,522,280 9,771,929 249,649 2.6% Total 93,354,681 92,931,604 (423,076) (0.5%) 111,750,467 9,321,397 91,866,439 109,517,477

36,882 18,964 17,918 94.5% Operating Surplus (Deficit) per MoH 1,860,632 1,943,756 (83,124) (4.3%) 2,181,647 (205,366) (1,813,299) 1,788,882

Other income (expense):

(126,528) (111,838) (14,690) 13.1% Building Depreciation (1,236,510) (1,118,388) (118,122) 10.6% (1,342,064) (97,418) (978,409) (1,302,251)

64,745 61,432 3,313 5.4% Amortization of Deferred Build Capital Grants 641,455 614,326 27,129 4.4% 737,190 52,678 518,408 693,727

(24,901) (31,442) 6,541 (20.8%) Net Surplus (Deficit) for the period 1,265,577 1,439,694 (174,117) (12.1%) 1,576,773 (250,106) (2,273,300) 1,180,358

 

1,868,623       Total Margin

1.96% Ratio

For the Ten Months Ending January 31, 2012 10/11 prior year actualsMonth of January 2012

CONFIDENTIAL



CAMBRIDGE MEMORIAL HOSPITAL 16-Feb-12

COMPARATIVE BALANCE SHEET

JANUARY DECEMBER

 2012 2011

ASSETS

Current Assets

  Cash and short-term investments $12,686,349 $11,897,046

  Due from Ministry of Health/LHIN 1,617,572               1,427,639         

  Other receivables 2,717,734               2,254,840         

  Current portion, note receivable -                              -                        

  Inventories 1,239,391               1,243,093         

  Prepaid expenses 1,504,988               1,238,249         

$19,766,034 $18,060,867

Non-Current Assets

  Note receivable -                              -                        

  Cash and investments restricted - Capital 6,412,736               6,724,462         

  Endowment and special purpose fund cash & investments 320,049                  341,492            

  Capital assets 48,001,323 47,908,938

TOTAL ASSETS $74,500,142 $73,035,760

LIABILITIES & EQUITY

Current Liabilities

  Due to Ministry of Health/LHIN 14,125,011             14,080,544       

  Accounts payable and accrued liabilities 17,268,408             16,625,004       

  Current portion of obligation under capital lease -                              -                        

$31,393,419 $30,705,548

Long Term Liabilities

  Employee future benefits 2,587,710               2,562,710         

  Obligation under capital lease -                              -                        

  Deferred Capital Grants and Donations 35,338,616             34,562,203       

37,926,325             37,124,913       

Net Assets:

   Unrestricted ($14,215,094) ($15,207,391)

   Invested in capital assets 19,075,443             20,071,198       

   Externally restricted special purpose funds 320,049                  341,493            

   Internally restricted special purpose funds -                              -                        

$5,180,398 $5,205,300

TOTAL LIABILITIES & EQUITY $74,500,142 $73,035,760

Working Capital Balance (11,627,385) (12,644,681)

Working Capital Ratio (Current Ratio) 0.63 0.59



CAMBRIDGE MEMORIAL HOSPITAL 16-Feb-12

STATEMENT OF CHANGES IN FINANCIAL POSITION

For the Ten Months Ending January 31, 2012
 

Cash Provided By (used in) Operations: YTD JAN12 YTD DEC11 FY 2011

Excess (deficiency) of revenue over expenses $1,265,577 $1,290,479 $1,180,358

Items not involving cash:

  -Amortization 3,684,820 3,282,590 4,433,019

  -Amortization of deferred grants and donations (1,437,733)     (1,259,772)    (1,588,344)     

Change in non-cash operating working capital 7,997,173      8,225,167      6,708,108      

Change in employee future benefits 250,010 225,010 197,200         

11,759,847    11,763,474    10,930,341    

Investing:

Acquisition of capital assets (6,499,806)     (6,005,191)    (5,639,796)     

Reduction of note receivable -                     -                     -                     

Endowment and special purpose investments 484,877         462,401         16,820           

(6,014,928)     (5,542,790)    (5,622,976)     

Financing:

Capital donations and grants 2,468,265 1,513,890 5,119,167

Increase (decrease) in short term debt 0 -                     -                     

Principal repayments under capital leases (2,521,805)     (2,521,805)    195,941         

(53,540)          (1,007,915)    5,315,108      

Increase (Decrease) In Cash for the period 5,691,379      5,212,769      10,622,473    

Cash & Investments - Beginning of Year 13,408,739    13,408,739    2,786,266      

Cash & Investments - End Of Period $19,100,118  $18,621,508 $13,408,739

   

Cash & Investments Consist of:

Unrestricted Endowment and Special Purpose  Investments $24,559 $24,285 $2,362,998

Cash & Investments Operating $12,662,823 $11,872,761 $4,082,702 Total Cash

Cash & Investments Restricted $6,412,736 $6,724,462 $6,963,039

Bank Operating Line of Credit -                     -                     -                     

     Total $19,100,118 $18,621,508 $13,408,739



Accountability Indicators Hospital 

Target

Performance 

Corridor

2011/2012 

Q3 YTD

YE Forecast Comments

90th Percentile ER Length of Stay for 

Admitted Patients

hours 20.00 < 22.00 32.98 31.00 The ER LOS for admitted patients in the month of December decreased 

from the previous month to 14.9 hours. 2011‐12 YTD December was 32.98 

hours compared to the baseline of 2010/11 Q1‐Q4 of 37.3  Home First 

Philosophy was implemented in the fall and is beginning to achieve 

traction. Improved performance is expected in Q4 and fiscal year 12/13.

90th Percentile ER Length of Stay for 

Non‐Admitted Complex (CTAS I‐III) 

Patients

hours 6.80 <= 7.48 7.09 7.00 The ER LOS for complex patients, non‐admitted patients decreased slightly 

from 6.6 hours in November to 6.4 hours in December. 

90th Percentile ER Length of Stay for 

Non‐Admitted Complex (CTAS IV‐V) 

Patients

hours 4.10 <= 4.51 4.33 4.30 The ER LOS for non‐admitted patients with minor conditions decreased 

from 4.1 in November to 3.8 in December. 

Current Ratio ratio 0.25 0.23 ‐ 0.28 0.59 0.4 The current ratio has increased from .53 in November to .59 in December. 

Overall, the ratio this fiscal year has remained better than it was last year 

due to significant WWLHIN cash deposits. It is anticipated that these 

amounts will be returned in Q4, thus lowering the ratio.

Total Margin percentage 0.97 0.95 ‐ 1.00 2.15% 2.20% The total margin has shown an increase from 1.5% in November to 2.15% 

in December. 

Acute Activity ‐ Inpatient and Day 

Surgery

weighted 

cases
11,700 > 10,996             8,556  11,700 Inpatient weighted cases are 5,578 for Oct 2011 YTD  compared to 5,095 

for Oct 2010 YTD. Day surgery weighted cases are 1,127 for Oct 2011 YTD 

compared to 1,030 for Oct 2010 YTD.

Mental Health inpatient days 2,968 > 2,539             2,728  3,637 Compared to last year Dec YTD 2,391 for mental health inpatient days.

Rehabilitation inpatient days 4,850 > 4,123             3,305  4,387 Compared to last year Dec YTD 1,617 for rehabilitation inpatient days.

Ambulatory Care visits 51,000 >40,800           37,975  50,403 Compared to 36,668 Dec YTD 2010/11 for ambulatory care visits ( chemo, 

other clinics‐day/night, and clinic visits).

CAMBRIDGE MEMORIAL HOSPITAL

HOSPITAL SERVICE ACCOUNTABILITY AGREEMENT (H‐SAA) FOR 2011/2012

PERFORMANCE INDICATORS

15/02/2012 5:52 PM Page 1 of 3

cvande3
Typewritten Text
Ageanda Item 4.6.2



CAMBRIDGE MEMORIAL HOSPITAL

HOSPITAL SERVICE ACCOUNTABILITY AGREEMENT (H‐SAA) FOR 2011/2012

Base Volumes Incremental 

Volumes

2011/2012 

Q3 Actual

YE Forecast

Total Hip and Knee Joint 

Replacements (Total Implantations)

210 209 Primary + 

20 Revision

338 439 Forecast that we will be on target with base + incremental volumes.

Cataract Surgeries (Total Procedures) 979 362             1,012             1,341  Forecast that we will be on target with base + incremental volumes.

Computed Tomography (CT) (Total 

hours)

2,340 446 hours 

(1,561 exams)

            2,441             3,255  Forecast that we will be on target with base + incremental.

2011/2012 

Performance 

Target

2011/2012 

Performance 

Standard/ 

Corridor

2011/2012 

Q3 Actual 

(Month of 

Dec)

YE Forecast Comments

90th Percentile Wait Times for 

Cancer Surgery

days <= 43 <= 49 54 54 Dec 2011 90th percentile wait time is above the performance target (43 

days) but within the provincial target (182 days). This result is caused by 

the fact we have small volumes in many case types and outliers affect 

percentage calculations. In addition, many cases are incidental findings 

and not booked as cancer cases.

90th Percentile Wait Times for 

Cataract Surgery

days <= 56 <= 76 59 62 Dec 2011 90th percentile wait time for cataract surgery is slightly above 

the performance target (56 days), but well below the provincial target 

(182 days). YE forecast is higher than the performance target due to 

capping.

90th Percentile Wait Times for Hip 

Replacement Surgery

days <= 103 <= 113.3 246 246 Dec 2011 90th percentile wait time for hip replacement surgery is above 

both the performance target (103 days) and the provincial target (182 

days). Wait times have increased as CMH is completing long wait time 

cases. The wait time should come down after the increased volume is 

completed later this year.

WAIT TIME SERVICES
Comments2011/2012 Funded

15/02/2012 5:52 PM Page 2 of 3



CAMBRIDGE MEMORIAL HOSPITAL

HOSPITAL SERVICE ACCOUNTABILITY AGREEMENT (H‐SAA) FOR 2011/2012

2011/2012 

Performance 

Target

2011/2012 

Performance 

Standard/ 

Corridor

2011/2012 

Q3 Actual 

(Month of 

Dec)

YE Forecast Comments

90th Percentile Wait Times for Knee 

Replacement Surgery

days <= 115 <= 126.5 292 292 Dec 2011 90th percentile wait time for knee replacement surgery is above 

both the performance target (115 days) and the provincial target (182 

days). Wait times have increased as CMH is completing long wait time 

cases. The wait time should come down after the increased volume is 

completed later this year.

90th Percentile Wait Times for CT 

Scan

days <= 28 <= 30.8 28 28 Dec 2011 90th percentile wait times are within the provincial target of 28 

days, and we expect to continue meeting the target.

Alternate Level of Care Days in Acute 

Care

percent = 9.46% no corridor 

provided

20.2% 19.6% Home First Philosophy was implemented on Sept 23/11. Since 

implementation, the ALC rate has decreased from 31.4% in September to 

20.2% in December. YTD Dec 2011 results are 27.9%. Forecast of 19.6% 

assumes that December performance will be sustained for the 4th quarter.
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Agenda Item 6.1 

       

BRIEFING NOTE- OPEN SESSION 
______________________________________________________________________ 
Date:  February 22, 2012 
    
Issue:   Upcoming Meetings & Upcoming Events 
 
Purpose:  Information 
 
Prepared by:    Cheryl Vandervalk 
 
Approved by:   Patrick Gaskin 
 
     
March  2012 
QCIPA Education Session 
Finance Committee 
Board of Directors  
 

 
March 6, 2012 
March 26,  2012 
March 28,  2012 
 

 
1700-2000 
1600-1800 
1600-1900 
 

 
 
 
 
 

    
Grand Rounds 
Topic:  Advances in MRI 
Presented by: Drs. Abrams, 
Popuri, Venkatesh, Jan  

 
February 23, 2012 

 
0800-0900 

 

    

LHIN Board Meeting  
Sportsworld Crossing Kitchener 

 
March 1, 2012 

 
1400-1700 

 

 March 29, 2012 1400-1700  
 May 3, 2012 1400-1700  
 May 31, 2012 1400-1700  
 June 28, 2012 1400-1700  
Upcoming Meetings 
 

   

Board of Directors April 25, 2012 1600-1900  
 May 30, 2012 1600-1900  
                          (Annual Meeting) June 27, 2012  1600-1900  
    
Quality Committee  April 18, 2012  0700-900  
 May 16, 2012  0700-900  
 June 20, 2012  0700-900  
    
Finance Committee April 23, 2012 1600-1800  
 May 28, 2012 1600-1800  
 June 25, 2012 1600-1800  
    

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 



Agenda Item 6.2 
 

Status:   = Due    C = Complete   I = In progress    D = Delayed 
Cambridge Memorial Hospital BOARD WORK PLAN 2011-2012 Page 1 of 7 

As of February 2012 BOARD WORK PLAN 
 2011-2012 

 
Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

Monthly f-i-A Professional Staff  Make the final appointment, reappointment and 
privilege decisions for Professional Staff 

Board     

Monthly  h-i-B Financial Review financial performance based on indicators, 
and established operating and capital plans 

Finance  
 

 

       
September i-i-A Board Effectiveness Board members adhere to corporate governance 

principles and guidelines 
Governance Annual agreement  C 

September a-iii Tone at the Top Oversee policies in respect of ethical personal and 
business conduct 

Governance Code of conduct 
policy  

D 

September i Board Effectiveness Establish board work plan Board  
Led by Chair 
 

For the period 
September to June 

C 

September 
 

c Corporate 
Performance 

Monitor performance indicators and progress 
toward achieving the quality improvement plan 

Board Sep, Nov, Feb, May C 

September b-iii-C Corporate 
Performance 

Quality Framework and Annual Quality Plan Quality Approved by Board 
in October 

C 

September i/p Board Effectiveness / 
Evaluation 

Annual review and approval of board and 
committee charters 

Governance  C 

September h-i-A, C Financial Viability Establish key financial objectives, ensure 
organization undertakes the necessary financial 
planning 

Finance  C 

September   All directors sign annual declaration Governance   
September b Strategic Planning Progress reports on strategic plan Board Sept, Jan, Apr C 
September  
 

c-i-E Corporate 
Performance 

Review the functioning of the Corporation in 
relation to the objects of the Corporation,  
the By-Law (see j-i-C), Legislation, and  
the HSAA 

Governance 
Finance 

Sep, Nov, Feb, May  

October n-i Internal Controls & 
Management 
Information Systems 

Oversee and monitor the integrity of the 
corporation's internal controls, management 
information systems and audit procedures 

Audit Review selected 
internal controls and 
related policies and 
procedures.  

D 

October f-i-B Professional Staff  Monitor indicators of clinical outcomes, quality of 
service, patient safety and achievement of desired 
outcomes (MAC Scorecard) 

MAC Oct, Jan, May  C 
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Status:   = Due    C = Complete   I = In progress    D = Delayed 
Cambridge Memorial Hospital BOARD WORK PLAN 2011-2012 Page 2 of 7 

Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

November c Corporate 
Performance 

Critical incidents report – formally twice per year 
(ECFAA) 

Quality  November, May C 

November 
 

c-i-E Corporate 
Performance 

Review the functioning of the Corporation in 
relation to the objects of the Corporation,  
the By-Law (see j-i-C), Legislation, and  
the HSAA 

Governance 
Finance 

Sep, Nov, Feb, May  

November 
 

c Corporate 
Performance 

Monitor performance indicators and progress 
toward achieving the quality improvement plan 

Quality Sep, Nov, Feb, May C 

November l-i-A PHA Required 
Programs 

An occupational health and safety program and a 
health surveillance program are established and 
require accountability on a regular basis 

Quality   C 

January b Strategic Planning Progress reports on strategic plan Board Sept, Jan, Apr C 
January p Governance Approve the plan to recruit directors and 

community committee members i.e. number, 
competencies 

Governance  Feb Board Meeting √ 

January m Risk Management Report on compliance with the Occupational 
Health and Safety Act 

Quality  C 

January f-i-B Professional Staff  Monitor indicators of clinical outcomes, quality of 
service, patient safety and achievement of desired 
outcomes (MAC scorecard) 

MAC  Oct, Jan, May C 

February h-i-A Financial Viability Approve key financial objectives that support the 
corporation’s financial needs (including capital 
allocations and expenditures) 

Finance   √ 

February h Financial Viability Review multi-year capital strategy Finance  √ 
February h Financial Viability Review multi-year information technology strategy Finance  √ 
February h Financial Viability Review and approve annual clinical and operating 

plan 
Finance, 
Quality 

March meeting  D 

February h Financial Viability Review and approve capital plan and budget Finance  √ 
February p Director Recruitment Approve the Nominating Committee membership Governance  √ 
February b Strategic Planning Approve performance indicators 

 
Board Planned for March D 

February 
 

c Corporate 
Performance 

Monitor performance indicators and progress 
toward achieving the quality improvement plan 

Quality Sep, Nov, Feb, May √ 

February b-ii-B Strategic Planning Approve annual quality improvement plan Quality Will come to the 
Board in March 

D 

February 
 

c-i-E Corporate 
Performance 

Review the functioning of the Corporation in 
relation to the objects of the Corporation,  

Governance 
Finance 

Sep, Nov, Feb, May √ 
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

the By-Law (see j-i-C), Legislation, and  
the HSAA 

March n-i Internal Controls & 
Management 
Information Systems 

Oversee and monitor the integrity of the 
corporation's internal controls, management 
information systems and audit procedures 

Audit Review selected 
internal controls and 
related policies and 
procedures 

 

March 
 

a-i, ii Tone at the Top Approve CEO goals and objectives 
Approve Chief of Staff goals and objectives 

Executive    

March b, h Strategic Planning, 
Financial 

Approve financial performance indicators Finance   

March b-iii Strategic Planning Review and approve the Hospital Services 
Accountability Agreement (H-SAA) 

Finance, 
Quality 

  

March m Risk Management Review policies and procedures to protect the 
assets of the corporation and assure its viable 
future.  

Finance     

March h Financial Viability Review of management programs to oversee 
compliance with financial principles and policies 

Finance Needs to be more specific 
See Finance C work plan 
p.2

 

March p Orientation Board education calendar Governance   
April b Strategic Planning Progress reports on strategic plan Board Sept, Jan, Apr  
April p Recruitment Review recommendations for new directors, non-

director committee members 
Nominating   

April  c Corporate 
Performance 

Monitor patient and staff satisfaction Quality Timing may change 
depending on when 
survey results are 
available 

 

May i-i-C Risk Management Ensure compliance with audit and accounting 
principles 

Audit   

May n-i Internal Controls & 
Management 
Information Systems 

Oversee the appropriate operation of the 
corporation including compliance with all 
applicable regulatory requirements through 
financial and other management information 
systems, and appropriate inspection, compliance 
and control systems.  

Audit Review this. 
e.g. financial 
withholdings vs all 
other regs 

 

May a-i, ii Tone at the Top Year-end CEO report and assessment 
Year-end COS report and assessment 

Executive In April, seek input 
on the performance 
of the CEO, COS 

 

May c Corporate Critical incidents report – formally twice per year Quality  November, May  
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

Performance (ECFAA) 
May i-i-B Board Effectiveness Review board evaluation results Governance   
May i Board Effectiveness Review recommendations for board officers, 

membership of committees 
Nominating   

May f-i-B Professional Staff  Monitor indicators of clinical outcomes, quality of 
service, patient safety and achievement of desired 
outcomes (MAC scorecard) 

MAC  Oct, Jan, May  

May 
 

c Corporate 
Performance 

Monitor performance indicators and progress 
toward achieving the quality improvement plan 

Quality Sep, Nov, Feb, May  

May  
 

c-i-E Corporate 
Performance 

Review the functioning of the Corporation in 
relation to the objects of the Corporation,  
the By-Law (see j-i-C), Legislation, and  
the HSAA 

Governance 
Finance 

Sep, Nov, Feb, May  

June i Board Effectiveness Committee reports on work plan achievements All, 
Board 

All committees report 
to Board 

 

May n-i,ii Internal Controls & 
Management 
Information Systems 

Receive, review and approve Audited Financial 
Statements including overview of financial 
reporting and financial control systems and the 
auditor’s report 

Audit Or June  

June b Strategic Planning Progress reports on strategic plan Board Part of annual 
meeting 

 

June e-i-C Succession Planning Succession plan for executive management, 
professional staff leadership and allied health 
workers 

CEO and COS 
to Executive 

   

June e-i-A Succession Planning CEO succession plan and process CEO to 
Executive 

   

June e-i-B Succession Planning COS succession plan and process COS to 
Executive 

   

June a-i, ii Tone at the Top CEO evaluation and compensation  
COS evaluation and compensation 

Executive   

June h Financial Viability Approve the year-end financial statements Board approves Finance reviews  
June i/p Board Effectiveness / 

Orientation 
Part 1: Board orientation for all directors, non-
director committee members 

Governance Part 2: October  

June i Board Effectiveness Election of officers Governance   
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

June p Governance Review evaluation results and improvement plans 
for the board, the board chair (by the Governance 
Chair), board committees, committee chairs  
 

Governance   

 f-i-B Professional Staff  Approve quality goals and performance indicators 
to be monitored by MAC 

MAC    

  j-i-A Communication and 
Community 
Relationships 

Establish processes for community engagement to 
receive public input on material issues 

Led by CEO 
Board Oversight 

Governance to 
discuss 

 

  j-i-B Communication and 
Community 
Relationships 

Promote effective collaboration and engagement 
between the corporation and its community, 
particularly as it relates to organizational planning, 
mission and vision 
 

Led by CEO and 
Chair 
Board Oversight 
 

Governance to 
discuss 

 

  j-i-C Communication and 
Community 
Relationships 

Work collaboratively with other community 
agencies and institutions in meeting the healthcare 
needs of the community 

Board Oversight 
Led by CEO 

Governance to 
discuss  
 
Quality Comm 
oversight? 

 

  j-i-D Communication and 
Community 
Relationships 

Up-to-date information on the website  Board oversight 
Led by CEO 

Governance to 
discuss 

 

  k Fund Raising Support fund raising initiatives including donor 
cultivation activities.  

Foundation Appoint Board 
member from CMH 
to Foundation Board 

 

  m Risk Management There are appropriate systems to manage the 
principal risks of all aspects of the corporation's 
business 

Audit, 
Governance 

Define and 
differentiate 
responsibilities 

 

  Risk Management Enterprise Risk Management: Consolidate and 
evaluate the overall effectiveness of the risk 
management activities of each committee 

Audit   

 May or June n-ii Internal Controls & 
Management 
Information Systems 

Review and evaluate the quality and sufficiency of 
financial information provided to directors 
(stakeholders) 

Audit, 
Governance 

Sufficient disclosure 
(notes from auditor) 

 

 Ongoing h-i-C Financial Viability Necessary financial planning activities ensure that 
resources are allocated effectively and within the 
parameters of the financial performance indicators   

Finance     

Ongoing i-i-C Board Effectiveness Compliance with the By-Law Governance   
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  i-i-D Board Effectiveness Periodically review and revise governance 
policies, processes and structures as appropriate 

Governance    

  j-i-E Communication and 
Community 
Relationships 

Establish a communication policy for the 
corporation; review periodically 

Governance    

  o Communications 
Policy  

Oversee the maintenance of effective stakeholder 
relations through the corporation’s 
communications policy and programs 

Governance Is this better handled 
as a CEO activity 
with a report to the 
Board? 

 

 2011 i-i-C Board Effectiveness Review compliance with accreditation 
requirements 

Governance March through 
November 2011 

C 

  l-i-B PHA Required 
Programs 

Policies are in place to encourage and facilitate 
organ procurement and donation 

Quality Add to QC work plan  

  l-i-C PHA Required 
Programs 

There are plans to deal with emergency situations 
and the failure to provide services in the hospital.  
 

Quality Add to QC work plan  

Ongoing c-i-D Corporate 
Performance 

Processes in place to monitor and continuously 
improve upon the performance metrics 

All committees 
Board oversight 

Governance 
oversight? 

 

Annual c-i-F Corporate 
Performance 

Procedures to monitor and ensure compliance 
with applicable legislation and regulations 

Governance Develop method   

Annual i-i-C Board Effectiveness Ensure ethical behaviour and compliance with 
laws and regulations 

Governance Framework, policies   

As needed 
  
  

c-i-A, B Corporate 
Performance 

Ensure there are systems in place to identify, 
monitor, mitigate, decrease and respond to the 
principal risks to the Corporation: 
o        financial  
o        quality  
o        patient/workplace safety  

 
 
 
Audit, Finance  
Quality 
Quality 

 Duplication of 
charter item m 
above? 
  
  

 

As needed n Controls & Systems Approve as needed, the tender and award of a 5 
year contract to provide audit services. 

Audit Next date?  

As needed b Strategic Planning Strategic plan: approve process, participate in 
development, approve plan 

Board  Also in Governance 
work plan; 
Executive assistance 
with selection of 
consultants 

 

As needed d CEO and COS Executive compensation strategy, philosophy  Executive    
As needed d-ii-A,B CEO and COS Select the CEO, delegate responsibility and Executive   
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authority, and require accountability to the board 
As needed d-ii-C CEO and COS Policy and process for the performance evaluation 

and compensation of the CEO  
Executive   

As needed d-ii-D, E CEO and COS Select the COS, delegate responsibility and 
authority, and require accountability to the board   

Executive    

As needed d-ii-F CEO and COS Policy and process for the performance evaluation 
and compensation of the COS 

Executive   

As needed c-i-C 
put in 
other? 

Corporate 
Performance 

Oversee implementation of internal control and 
management information systems to oversee the 
achievement of the performance metrics 
 
 

Finance Related goal?  
Link with 
performance reports 

 

As needed h Financial Viability Approve collective bargaining agreements 
 

Board Finance ensures 
costs and impact are 
considered in the 
operating plans 

 

As needed h Financial Viability Approve salary increases, material amendments 
to benefit plans, programs and policies 
Is this a management activity? 

Board Finance evaluates 
overall 
costs/changes in the 
operating plan; 
Executive discusses 
overall compensation 
philosophy 

 

As needed h Financial Viability Approve capital projects Finance   
As needed c-i-G Corporate 

Performance 
Policies providing direction for the CEO and COS 
in the management of the day-to-day processes 
within the hospital 

Governance 
Executive 

Board Charter  

As needed f-i-A Professional Staff  Ensure the effectiveness and fairness of the 
credentialing process 

MAC   

Ongoing g Build Relationships Build and maintain good relationships with the 
corporation’s key stakeholders 

Led by CEO 
Board oversight 

Governance to 
discuss  

 

Ongoing f-i-C Professional Staff  Oversee the Professional Staff through and with 
the MAC and COS 

COS Related goals?  
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