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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 

 

 

*Agenda Item  (* Indicates attachment) (TBC- to be circulated) Time  Responsibility Purpose 

1. CALL TO ORDER 1600 A. Loberto  

1.1 Confirmation of Quorum (6)    

1.2 Declarations of Conflict    

1.3 Consent Agenda 

1.3.1   Minutes of March 27, 2013* 

 A. Loberto Approval 

1.3.2   President & CEO*     

1.3.3   Chief of Staff/Medical Advisory Committee (April 10, May 8, 2013)*    

1.3.4   Foundation Update*    

1.3.5   Board Work Plan*    

1.3.6    Board Scorecard*    

1.4 Confirmation of Agenda 1605 A. Loberto Approval 

2. DISCUSSION ITEMS    

2.1 Chair’s report 

2.1.1 Events Calendar and Notice of Annual Meeting* 

1610 A. Loberto Information 

2.2 Quality Committee* (April 18 & May 15, 2013) 1620 J. McMurray Information 

2.3 Governance Committee* (May 13, 2013) 

      2.3.1     Committee Charters* (Black lined versions attached separately) 

            2.3.2      Policies for Approval* (Black lined versions attached separately) 

1630 C. Brown Approval 

2.4 Resources Committee (April 22 & May 27)* 

2.4.1 Q4 HSAA Indicators* 

1640 A. Van Leeuwen Information 

2.5 Audit Committee (May 27, 2013)* 

2.5.1 Audited Year End Financial Statements* 

2.5.2 Notes to the Financial Statements* 

2.5.3 Audit Report* 

2.5.4 Management Letter* 

1645 K. Martin  

Approval 

Approval 

Information 

Information 

2.6 CritiCall – HSAA Attestation of Compliance 1700 

 

P. Gaskin 

 

Approval 

3. DATE OF NEXT MEETING:  June 26, 2013     

4. ADJOURNMENT 1705   



 

BOARD OF DIRECTORS MEETING 
Wednesday, March 27, 2013 

OPEN SESSION 
 
 
Minutes of the open session of the Board of Directors meeting, held in the CMH Boardroom on 
March 27, 2013  
Present: 

Mr. A. Loberto  Ms. J. McMurray  
Mr. C. Phillips Dr. M. Lawrie 
Mr. P. Gaskin  Dr. G. Martin 
Ms. M. Wilkinson    Dr. P. McLaren 
Ms. S. Peister Ms. S. Gregoroff 
Mr. D. McIntyre Mr. B. Davidson 
Ms. R. Westbrook Dr. J. Bourgeois 
Mr. A. Van Leeuwen Mr. C. Brown 
  

Regrets: Mr. K. Martin 
 
Staff Present: 

Mr. S. Beckhoff Ms. J. White 
Ms. C. MacInnes Mike Prociw 
Ms. S. Toth  

Guest:    
Recorder: Ms. C. Vandervalk 

 
1. CALL TO ORDER 

Mr. Loberto called the meeting to order at 1603 hours.   
       

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. Consent Agenda 

1.3.1. Minutes of February 27, 2013 meeting 
1.3.2. President and CEO Report 
1.3.3. Chief of Staff/Medical Advisory Committee 
1.3.4. Foundation Update 
1.3.5. Board Work Plan 

 
1.4. Confirmation of Consent Agenda  

There being no requests to move an item, the consent agenda business was approved 
by the Board. (Phillips/McMurray) CARRIED 

 
 

2. DISCUSSION ITEMS 
2.1. Chair’s Report 

The events calendar was reviewed.  The Chair noted that Ms. Peister and himself have 
purchased a table for the BMO event that will take place April 10, and invited other 
Board members to join them. 
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3. ADJOURNMENT 

The meeting was adjourned at 1612 (Brown/Phillips) CARRIED 
 
 

4. DATE OF NEXT MEETING 
 Next Meeting:   April 24, 2013 
 
 
 
Angelo Loberto      Patrick Gaskin 
Board Chair       Board Secretary  
CMH Board of Directors     CMH Board of Directors   
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CMH Board Report 

From CMH President & CEO  
April & May 2013 

 
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 

 
 
Regional Presentation focuses on quality/improvements at Waterloo 
Hospitals  

 On May 2, the 3 Waterloo Region hospital CEOs presented to a meeting 
of “All Councils” – a regular forum where all the local and regional 
councilors meet to here updates on region-wide initiatives (in total about 
60+ councilors attend) 

 The focus of the presentation was on ED performance measures, acute 
care services planning and off-load delay improvement (off-load delays 
are when the ambulance is delayed transferring care of the ambulance 
patient to the ED staff; as a result paramedic staff attend the patient in 
ED until space becomes available for the patient) 

 There has been significant improvement in the collective off-load delay 
time.  Historical trends have been at approximately 600 hours per month 
for the 3 hospitals.  From January to April 2013, this average has 
dropped to 400 hours per month 

 
CMH’s pathology team is exceptional 

 On March 29, the Waterloo Record published a story about CMH’s 
mighty pathology team and their incredible turnaround time for 
diagnosing colorectal cancer  

 Cancer Care Ontario (CCO) informed them they were only one of six 
Ontario hospitals who consistently diagnosed colorectal cancer within a 
10-day benchmark.  

 What is more amazing is that the CCO standard is to reach the 10-day 
mark only 80% of the time. CMH reaches this mark 100% of the time! 
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 The close knit team of pathologists examines more than 10 000 
specimens. Congratulations to Drs. Jacqueline Bourgeois, Brenda 
Brooks, Pamela Cyr, Hafez Shuhaibar and Poona Vasudev for this bar 
setting achievement! 

 
CMH becomes a designated hospital for the Trillium Gift of Life Network 

 CMH joined forces with the Trillium Gift of Life Network (TGLN) to 
become a designated hospital. A designated hospital is one that works 
with TGLN when someone is pronounced dead or is at high risk for 
imminent death.  

 Many processes are put into place when this happens. A TGLN 
coordinator connects with the family, while the hospital determines the 
patient’s suitability for organ donation. This collaborative effort provides 
our patients’ families with the support and information they need to 
make a difficult decision.  

 From the medical side, CMH will follow a clear process so that it can 
offer the best possible outcomes for both the donor families and 
patients waiting for a transplant.  

 In Ontario, 214 organ transplant surgeries were performed between 
October 2012 and January 2013. Despite this seemingly high number, 
195 Ontarians died waiting for an organ in 2012. Today, 1506 Ontarians 
are waiting to receive an organ from a donor, 26 of whom live in CMH’s 
catchment area.  

 
GRRR Board implemented 

 Many times, the best innovations are the simple ones. Two RNs, 
Julese Chesney and Nickcole Brown, tested a Patient Safety 
Grrr…Board as a way to apply their learning from a webinar series 
they were taking called “Engaging Frontline Teams to Create a 
Culture of Safety.”   

 The Patient Safety Grrr…Board is a white board by which staff can 
place sticky notes to communicate patient safety issues in their 
workplace.  

 It was first installed in the Inpatient Surgery Unit and proved to be a 
quick way for staff to communicate with one another about patient 
safety issues.  

 Within 48 hours of implementing the Grrr…Board they were able to 
promptly solve many concerns and serves as a focal point for safety 
walkabouts. 

 It is such a success, other departments – both clinical and non-clincal 
- are implementing their version of the Grrr…Board as a means for 
engaging staff.  
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No chemotherapy dosage issues at CMH 
 After an extensive review, CMH’s pharmacy and oncology teams 

confirmed that all our patients received the proper dosage of 
chemotherapy to treat their illnesses.  

 Earlier in April, several cancer care programs in southwestern Ontario, 
Toronto and New Brunswick discovered that two medicines were diluted. 
These two medicines were purchased from a supplier who prepackages 
and labels these medications.  

 Cancer Care Ontario and the affected hospitals are working closely with 
that supplier in order to find out the cause of the error. CMH is also 
working with Grand River Regional Cancer Centre and Cancer Care 
Ontario to ensure the highest quality of care is provided for all patients 
receiving cancer treatment in the Waterloo-Wellington region. 

 
CBC releases ‘Rate my Hospital’ results 

 On Wednesday, April 10, the CBC released the results of a survey 
that was conducted in January in the form of an interactive website.  

 The survey took publically available information and standardized 
them.  The public can go to the website, look at quality standards 
between hospitals and compare them. The visitor can also rate their 
hospital on five dimensions. 

 Based on expert recommendations, they selected five measures. 
 The completed survey form has been posted to our public website 

since February.  
 
ClinicalConnect now connected to GRH Patient Information 

 Project CARE announced in early April that data for patients receiving 
services at Grand River Hospital (GRH) are now available to 
ClinicalConnect™ (CC) users.  

 CC users will be able to access information such as patient 
admissions profile and allergies, blood bank, lab, microbiology, 
orders, pathology, radiology, transcriptions, oncology notes and visits.  

 At this time, labs and pathology information for GRH patients are only 
available from March 20, 2013, onward.  

 An update is being planned to access historical data for these 
modules and data from the pharmacy module.  

 
April is outpatient hand hygiene month 

 New this year, the month of April is now dedicated to raising 
awareness of the importance of hand hygiene to outpatient units 

 Every week in April, an outpatient department will win cookies, 
balloons and be featured in e-Cast.  

 Congratulations are in order to Surgical Day Care for being the first 
outpatient unit to win! 
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 Surgical Day Care, CRU and Diagnostic Imaging (2x) have won the 
friendly competition 

 
Swipe access to PACU enhances safety 

 Swipe access card readers have been installed to PACU on April 11. 
 Only those with privileges to PACU, will have to swipe their ID badge 

to access the area at all times.  
 Swipe access to this area will enhance the safety and security of 

those working in PACU and throughout the Surgical Suite especially 
during off-hours, weekends and holidays.  

 

Newer, Safer Epidural pump unique to CMH 
 An exceptional team representing OR, PACU, Surgery, Obstetrics, 

Anesthesia, Biomed, Pharmacy and Education collaborated with the 
manufacturer to develop an innovative pump to safely administer epidural 
pain medicine.  

 The new device is designed specifically for epidural use only, thereby 
reducing the chances of error. We are the only facility to have an epidural 
pump & stand system that cannot be used to administer other types of 
medicine.  

 The New Epidural Pump has the following safety features: 
o 3 profiles specific to Epidural Infusions with Guardrail Safety 

Technology 
 Birthing 
 Critical Care 
 Surgery 

o Unique yellow IV pole with 8 Hook Rake removed from top of IV 
pole 

o Yellow labeling for stand-alone Alaris pump with PCA Module for 
Epidural Administration 

o OB specific Patient Controlled Epidural pump cord attached 
 The staff praises its ease of use too. 

 

World Clean Your Hands Day – May 6 
 CMH celebrated World ‘Clean your Hands’ day on Monday, May 6 

with an information booth, stickers and trivia quizzes with a chance to 
win prizes. 

 This is the third consecutive year CMH has participated in this 
worldwide event. 
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Study finds CR mammography less effective – CMH not affected 
 A study released Tuesday, May 14 found that that Computed 

Radiography (CR) is 21% less effective than film-screen or digital 
radiography (DR).  

 This has not affected the integrity of mammography at CMH. 
 CMH has been using DR since August 2011 and prior, we used film-

screen.  
 The entire Waterloo-Wellington region has never used CR for 

mammography. 
 

 

 

Strength through Our People 

 
Elaine Corbett is our first ‘I CCAIR’ recipient 

 Elaine Corbett, from Environmental Services was nominated by Linda 
Becker, Clinical Educator and Facilitator, for how she demonstrated 
CMH’s values of respect, collaboration and innovation.  

 True to her demeanor, Elaine said: “I was just doing my job” when she 
was told of her award.  

 The 'I CCAIR' Recognition Program is open to staff, physicians and 
volunteers who demonstrate our values of Caring, Collaboration, 
Accountability, Innovation and Respect. 

 
Third annual CMH colouring contest  

 The third annual CMH colouring contest took place in March, with the 
winners announced on March 28. The contest was open to staff, 
physicians and volunteers, plus their children and grandchildren. 

 Cameron Murray won the age 1 to 7 category 
 Lauryn Hilker won the 8 to 13 age category 
 Cheynne Price from Mental Health, won the age 14 to infinity category 
 Each winner received a 1kg gold Lindt chocolate bunny 

 
 

Management changes – Food and Environmental Services 
 Ms. Ruth Robbins joined CMH as Manager, Food and Environmental 

Services on Monday, May 13, 2013.  
 Ruth came to CMH from the Brant Community Healthcare System, where 

she served as Manager, Nutrition Services for over ten years.  
 Ruth’s 25 year career in food services included leadership roles for the 

TDL Group Ltd. (Tim Hortons), Brantford General Hospital and University 
Hospital in London, ON.  
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 Ruth has extensive management experience, and is well acquainted with 
the fiscal responsibility required in a hospital environment. Ruth is an 
Aramark Canada employee and will report to both CMH and Aramark. 

 
CMH’s OT/PT team receives Leadership Team Award  

 Our hard working and exceptional Occupational 
Therapy/Physiotherapy (OT/PT) team are the recipients of the 2013 
Leadership Team Award for “Leadership for Exemplary 
Education/Practice Collaboration.”  

 According to the letter announcing their recognition: “It recognizes 
partners who make significant contributions to enhancing the quality of 
learning experiences for our learners or developing new initiatives that 
allow our impact as a School and College to grow. The award 
specifically acknowledges the contributions of CMH’s OT/PT team to 
the practicums, teaching and program advisory committee activities 
that support the OTA/PTA program.”  

CMH celebrates National Volunteer Week – April 21 to 27 
 CMH recognized the tremendous contribution of our volunteers during 

National Volunteer Week.  
 At CMH, we have close to 400 volunteers in over 30 departments and 

service areas. They range in age from 16 to 90+ and donate over 
40,000 hours a year to the hospital.   

 CMH is quite fortunate to have so many dedicated volunteers in all parts 
of the hospital, many of whom provide hours of service and  also 
fundraise to help us transform CMH into a bright, modern hospital 

 
National Medical Lab week – April 28 to May 4 

 To help celebrate National Medical Laboratory week, our very own Lab 
department put up a very special display in the cafeteria. 

 
CMH celebrates National Nurses Week May 6 – 12 

 CMH celebrated National Nurses Week May 6 through 12, 2013. The 
theme this year is “Nursing: A Leading Force for Change.”   

 Each day, learning sessions were offered to nurses on a number of topics 
including self-care, nursing and case costing; nurse practitioners; and 
nursing documentation best practice. 

 
Environmental Services hit a homerun with their lunch & learn 

 On April 24, Environmental Services (ES) treated CMH to an 
informative ‘Lunch and Learn,’ describing to staff some of the important 
work they do to promote a safe, high quality patient care environment. 
As part of an hour long presentation, ES staff described how they divert 
waste, how quality audits are done to ensure a room is clean and they 
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showed off new computerized dispatch software that tracks requests 
made to housekeeping.  

 Storyboards were also on display to describe the other important 
accountabilities done by the ES team. Before leaving, participants were 
asked to fill out a trivia questionnaire for a chance to win tickets to a 
Blue Jays game.  

 This session was developed as part of the ES department’s staff 
engagement planning, which is one of the hospital’s ‘big rock’ priorities. 

 
Weekly management huddles – moved to cafeteria  

 The weekly management huddles have moved from the A wing, Level 
2 to the cafeteria to facilitate the flow of traffic through the corridor 

 The weekly meetings continue to take place every Tuesday at 
0915hrs.  

 For the convenience of staff, physicians and all those interested, the 
posters will also remain in the administrative corridor’s location.  

 
 

 

Driving Value and Affordability 

 
New cardiac monitors in ICU  

 After months of planning, ICU’s cardiac monitoring system (CMS) was 
replaced on May 9. The new CMS enables ICU staff and physicians to 
continue delivery of exceptional care, supporting them with more 
detailed information of their patients’ vital signs. 

 It offers cardiac monitoring with 12-point leads as opposed to five, does 
QT monitoring and can integrate a patient’s vent into the system. The 
change in systems went smoothly due to the total team effort by IMT, 
Biomedical Services, ICU and Phillips Canada.  

 
Budget update given to staff 

 Staff, physicians and volunteers were given the latest CMH budget 
updates the week of May 6.  

 Information was given to staff via a monthly video update, through a 
monthly town hall/Q&A session (“ask me Anything”) and with a budget 
‘Fast Facts’ (May3) sheet.  

 The document contains an overview of the strategies the hospital will 
be pursuing this year and answers general questions about this year’s 
budget. 
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 Individual budget initiatives are also communicated as they are rolled 
out 

 
Food Services changes how patient meals are offered  

 On Tuesday, May 21, one of the larger budget saving initiatives was 
implemented in Food Services.  

 The change involved a new way to offer meals to patients. The “Meals in 
Motion” program was retired as was the bulk carts on the clinical units. 

 In its place, meals are being assembled in the kitchen & heated in re-
therm carts in the kitchen in B Wing, on Level 1.  

 Food Services staff continue to deliver meals and snacks to the bedside, 
just as before.  

 All meals sent to patients comply with their therapeutic diet orders, 
texture restrictions & food allergy restrictions.  

 No changes were made to the continental breakfast baskets. 
 

May 1 – B Wing, Level 3 Medicine-Rehab move goes smoothly  
 It went well. Everyone did their part as the 3rd floor switched sides in 

what was a busy, but uneventful day.  
 All hands were on deck to help with the move. Housekeeping busily 

cleaned rooms after they were emptied with Maintenance alongside to 
fix things as needed. Paint went on the walls to give that fresh, just-
moved-in look. Extras were on hand to lighten the load, while volunteers 
helped direct families and loved ones. IT ensured everyone was 
connected.  

 Kudos were sent to Medicine and Rehab teams for ensuring their 
patients were moved safely and without concerns.  

 The move is part of an overall reorganization to improve patient 
admissions into hospital, discharge planning and to bring our costs in 
line with our peers.  

 
eDoc project update 

 The launch of the new Nursing Admission History and Assessment 
screen was a success! On May 6, it went live in ICU, Rehab, Surgery 
and both Medicine units.  

 Initial feedback from staff is that it is concise, supports logical workflow, 
and captures relevant and necessary information.  

 There are still proposed changes to Care Plans and Intervention sets for 
ICU, Rehab, Medicine, Oncology, Surgery, and Pediatrics  

 Over 4600 interventions are available on eDoc and the eDoc team found 
that only half of them were used over the past two years. Of these 
unused interventions, 1640 were made inactive for nursing and Allied 
Health documentation because they were found to be obsolete, unused, 
redundant, or no longer evidence based.  
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B Wing, Level 4 linen pick-up pilot test  

 To improve linen pick-up efficiencies, Nursing and Linen Services 
started testing a linen pick-up practice that is new for CMH, but 
standard to many other hospitals.  

 On Monday, May 13 the last linen pick-up on 4B happened at 1700 
hrs. (5:00 p.m.). Pick-up resumed the following morning at 0600 hrs. 
(6:00 a.m.).  

 Between those hours, linen is supposed to be transported to the 
dirty utility room by whoever generates it. For example, in the event 
of a patient discharge, housekeeping will dispose of the dirty linen. If 
Nursing generates linen in the evening and overnight, they will take 
it to the dirty utility room. 

  
CMH informed of latest Rehabilitative Care Council recommendations 
regarding stroke rehab services 

 On May 2, CMH staff were informed of the latest Rehabilitative Care 
Council’s (RCC) recommendations for stroke rehab services in the 
Waterloo-Wellington region.  

 In 2012, a proposal was drafted making recommendations to offer 
best practice acute stroke recovery services to Grand River Hospital 
(GRH) and to consolidate stroke rehabilitation services to GRH and 
Guelph General Hospital sites.   

 On April 18, the RCC revised its recommendations to include Guelph 
General Hospital as a second site for stroke recovery services and for 
CMH to continue providing exceptional stroke rehabilitation services, 
expanding from two to three sites. The change in recommendation 
was based on new evidence that have emerged over the past year.  

The recommendations are being considered by the WWLHIN who will have 
final decision. 
 
Transformation CMH: One more phase before going to tender 

 CMH’s Capital Redevelopment Project (CRP) is on track and moving 
forward as planned.  

 At the beginning of April, CMH received a letter from the Ministry 
saying that sketch plans it submitted in December are approved.  

 The hospital and its architects are now designing working drawings. 
Working drawings are highly detailed drawings that are sent to pre-
approved contractors so they can accurately bid on the project.  

 During the week of April 15, the ‘50% complete’ working drawings were 
sent to cost consultants.  

 Cost consultants are to review the work to date to ensure the project’s 
cost estimates are within budget.  

 By August 30, the completed working drawings will be sent to the 
Ministry for approval.  
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Transformation CMH: Mock-up of private patient room built 

 CMH and its architects have transformed the Auditorium classroom into 
an area that will house mocked-up patient rooms in April through June. 

 The rooms are completely framed, with walls and are built to represent 
the space of the actual patient room. They are built to spec with 
plywood standing in for the actual surfaces.  

 Architects use these types of models to finalize the working drawings 
that will be sent out for tender.  

 The purpose of these models is to ensure the space is used to its 
maximum potential; both as a working environment for staff and as a 
healing space for patients.  

 If changes are needed, it is much more cost effective to make them at 
the drawing stages then when the building is under construction. 

 Once user groups have done their assessments, the room is opened up 
to everyone to see and critique. 

 A private patient room and an ICU room have been built so far, with two 
more rooms being planned 

 
CMH renews their Green Team  

 A call went out in April to renew CMH’s Green Team. The new Green 
Team is seeking membership from a cross section of clinical and 
support staff. 

 CMH has been an early adopter for many green initiatives many of the 
hospital’s green program’s legacies are still in place, such as the 
processes described in CMH’s Environmental Policy (10-10) and the 
impact these have on how we do things in our hospital.  

 The team will not be solely focusing on energy conservation and 
updating the policy. They will also influence CMH’s purchasing 
practices, waste management, chemical usage and commuting 
practices.  
 

Public Sector Salary Disclosure list posted 
 On March 28, CMH posted its 2012 salary disclosure list to its public web 

site. The list can be found under our Accountabilities tab. 
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BRIEFING NOTE - Open Session 
 

Date:                        May 15, 2013     
    
Issue:   Medical Advisory Committee Meeting – April 10 & May 8, 2013 
  
Purpose:  For Information  
 
Prepared by:   Dr. M. Lawrie, Chair, Medical Advisory Committee 
 
Approved by: Patrick Gaskin, President and Chief Executive Officer 
 
 
MAC Task Force for By-law Review 
The by-law review has been completed by the Credentials Committee, a few 
recommendations will be made as it proceeds through the MAC, Governance Committee 
and to the Board.  In light of the new deadline of no earlier than January 1, 2014, the by-
laws will be presented to the MAC and Governance Committee in the fall. 
 
Lab Utilization Concerns 
Several concerns were discussed regarding lab utilization. One of the major problems is 
the considerable overuse of the word “stat”. A Lab Utilization Task Force will be created 
to address these concerns, members include; Dr. Lawrie (Chair), Dr. Cyr, Dr. Shafir, 
Susan Gregoroff and 1 Hospitalist. 
 
MAC Scorecard 
One indicator MAC is responsible for is physician hand hygiene for moments 1 and 4. 
The data showed that physician hand hygiene rates are up and down but rarely in the 
green. However, for the last reported month, March, the compliance for Moment 1 was 
88.9% and moment 4 was 88.1%. 

 
Dr. Lawrie opened the floor for discussion on how to motivate physicians to perform 
better hand hygiene.  

 
The minimum that can be done is to keep mentioning hand hygiene at every APG.  
Physicians need to know that this is a reportable metric, our hospital and physician hand 
hygiene numbers are out there for the public to see. 
 
The suggestions discussed included: 

 
- Hold one grand rounds presentation each year where the hand auditor presents 

information on hand hygiene. If rates do not increase, the audit information can be 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 
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reported by physician name and this data should be displayed at the rounds 
presentation to include a degree of humility to those who do not perform good hand 
hygiene. 

- Partner the Chiefs with the auditor for a few audits ever so often. This would send an 
important message to the physicians. Managers and leaders tried this method in 
their departments and it proved to be very successful in improving the numbers. 

- When the auditor witnesses someone who doesn’t perform hand hygiene, the auditor 
should say something to the physician immediately.  
 

MOTION: (Westacott/Lee), MAC recommends that when a physician is observed 
by a hand hygiene auditor feedback is given at that moment.  CARRIED 

 
Chief of Staff Report: 
MAC member were invited to participate in a Leadership training session on April 6. 
Linda Rodrigues facilitated a workshop focusing on Crucial Conversations and DiSC 
training. 
 
Dr. Lawrie will be meeting with each Chief before his term expires to give a last Chief 
review. 
 
Hand Hygiene 

Dr. Lawrie reported the physician hand hygiene rates for March. Moment 1 
improved to 88.9% and Moment 4 was slightly improved to 88.1% 
 
Dr. Lawrie reminded the group that April has been declared Physician Hand 
Hygiene month and encouraged the physicians to be consistent and model 
proper hand hygiene. 

 
Incomplete Chart Report 

The number of ICR’s for April was 354 compared to 367 in March.  Any 
physician with 10 or more incomplete records will require follow up from their 
Chief.   Dr. Lawrie reminded the Chiefs to follow up with their departments. 
 
In May, Dr. Lawrie was pleased to report that the incomplete records list is 
down to 252. This is the lowest number he has seen in his time as Chief of 
Staff. 
 

Infection Control 
All indicators in March were green with the exception of C. difficile which was yellow. 
There were four C Diff patients in the month of March.   
 
One symptomatic patient was admitted and not tested for C Diff for several days and 
tested positive one week after admission. The patient in the next room was recovering 
from bowel surgery and tested positive post operatively for C Diff.  There is a possibility 
that a spread could have occurred from the patient in the next room and/or bowel 
surgery will disrupt the bowel normal flora and this is known to be a risk factor for 
acquiring C Diff.  There were two other positive patients and their positive C Diff results 
could be attributed to their treatments with antibiotics and pre-existing medical conditions 
 
Ms. MacInnes reported that all indicators were green for April. 
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BRIEFING NOTE - OPEN SESSION 
______________________________________________________________________ 
Date:  May 22, 2013 
   
Issue:   CMH Foundation Update 
 
Purpose:  Information 
 
Prepared by:   Jennifer White, Executive Director 
 
 
We have publically launched Tom Cochrane for our 2nd Annual Concert Weekend.  He 
will play an intimate acoustic concert at the Cambridge Mill on June 8, 2013.  Similar to 
last year, this will be an intimate evening with a maximum of 186 guests.  Dinner will be 
held inside the Cambridge Mill and the concert will occur in the new glass pavilion along 
the banks of the Grand River.  Tickets will be $750 for an individual, $1200 for a couple 
or $4400 for a table of 8.  This year the event is being run completely as a third party 
event.  No expenses, contracts, etc. will run through the Foundation, we will simply be 
the beneficiary of the event.  This year we will receive 75% of the proceeds and the 
Cambridge Women’s Shelter will be receiving 25%. To date we have sold 150 tickets to 
the Mill.  We have added a live auction that will contain a maximum of 5 exclusive high 
end items.  A complete list of the auction items will be provided to attendees in advance 
of the event.   
 
On June 9, 2013 Tom Cochrane will Rock the Bear at the Whistle Bear Golf Club. These 
tents, like last year, will include 10 tickets, VIP parking, and food and beverages for the 
event.  The corporate tents sold very quickly last year, if you are interested in reserving 
one please let the Foundation know as soon as possible. To date we have sold 24 tents 
with the capacity of 36.  General admission tickets are now available through the 
Foundation Office for $50 each. If you are interested or can recommend anyone 
purchasing a tent it would be greatly appreciated.  
 
Tom Cochrane graciously did a radio interview discussing the upcoming concert and 
indicated publically that his father was a patient at CMH a number of years ago and 
received phenomenal care.    
 
The International Plowing Match presented the Foundation with a cheque for $40,000 
from the proceeds of their 2013 event.  Two Legions presented cheques for a combined 
total of $30,000.  The donations from both of the legions were raised through the 2012 
poppy fund and were designated to the MRI. 
 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4971 

www.cmhfoundation.ca
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Our annual donor ceremonies were attended with a record amount of donors.  For our 
morning in memory ceremony 48 individuals were in attendance and each family was 
presented with an in memory angel similar to those sold during Christmas.  Our 
afternoon donor recognition ceremony had over 125 donors in attendance and they were 
provided with an extensive update and presentation on the Capital Project by Patrick 
Gaskin.  It was an excellent opportunity to update and steward current and potential 
donors. 
 
 
 
Jennifer White 
Executive Director 
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As of May 2013 BOARD WORK PLAN 
 2012-2013 

 
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 

Resources  
 

 

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

principles and guidelines 
Governance Annual agreement 

Signed by Directors  
C 

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

Governance Code of conduct 
policy on work plan 
for Governance 
expected to be 
completed during 
13/14 

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 November 

C 

September i/p Board Effectiveness / 
Evaluation 

Annual review and approval of board and 
committee charters 

Governance Audit and 
Governance 
Approved in 
November 

C 

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

Resources  C 

September b Strategic Planning Progress reports on strategic plan Board Year 2 update 
reviewed in 
November. 
Alignment with 
WWLHIN completed 

C 

September  
 

c-i-E Corporate 
Performance 

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

 
Governance 

Sep, Nov, Feb, May 
 

C 
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

the By-Law (see c-i-E), Legislation, and  
the HSAA 

 Resources Scorecard 
 Quality Scorecard 
 HSAA Scorecard 

Resource 
Quality 

 

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  
No in October 

D 

October  c-i-E  Declaration of Compliance with M-SAA Schedule 
G – due October 31 to WWLHIN 

Resources Oct, April C 

November c Corporate 
Performance 

Critical incidents report – formally twice per year 
(ECFAA).  To be brought forward to Board as 
deemed necessary 

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 c-i-E) of the Board Charter), 
Legislation, and  the HSAA 
• Resources Scorecard 
• Quality Scorecard 
• HSAA Scorecard 

Governance 
Resources 
Quality 

Sep, Nov, Feb, May C 

November 
 

c Corporate 
Performance 

Monitor performance indicators and progress 
toward achieving the quality improvement plan 

Quality Sep, Nov, Feb C 

November l-i-A/M PHA Required 
Programs/ Risk 
Management 

An occupational health and safety program and a 
health surveillance program are established and 
require accountability on a regular basis/ Report 
on compliance with the Occupational Health and 
Safety Act

Quality  C 

January p Governance Approve the plan to recruit directors and 
community committee members i.e. number, 
competencies 

Governance  Feb Board Meeting C 

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

MAC  Oct, Feb, May 
scorecard 

Not 
done in 
Feb 
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

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

Resources  Discussed at 
January Resources 
Committee 

C 

February h Financial Viability Review multi-year capital strategy Resources Done Feb 2012 C 
February h Financial Viability Review multi-year information technology strategy Resources Done Feb 2012 C 
February h Financial Viability Review and approve annual clinical and operating 

plan (year 3 of Strategic Plan) 
Resources, 
Quality 

March meeting  C 

February h Financial Viability Review and approve capital plan and budget Resources March Meeting C 
February p Director Recruitment Approve the Nominating Committee membership Governance Done at Governance 

Meeting Jan 29, 
2013 

C 

February b Strategic Planning Approve performance indicators 
 

Board 6 indicators 
established at plan 
outset 

C 

February 
 

c Corporate 
Performance 

Monitor performance indicators and progress 
toward achieving the quality improvement plan 

Quality Sep, Nov, Feb C 

February b-ii-B Strategic Planning Approve annual quality improvement plan Quality Done February 2013 C 
February 
 

c-i-E Corporate 
Performance 

Review the functioning of the Corporation in 
relation to the objects of the Corporation,  
the By-Law (see c-i-E), Legislation, and  
the HSAA 
• Resources Scorecard 
• Quality Scorecard 
• HSAA Scorecard 

Governance 
Resources 
Quality 

Sep, Nov, Feb, May C 

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 

D 

March 
 

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

Executive   CEO - C 
COS - D 
 

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

Resources, 
Quality 

TBD D 

March p Orientation Board education calendar Governance  D 
April b Strategic Planning Progress reports on strategic plan Board Sept, Apr  

April p Recruitment Review recommendations for new directors, non- Nominating  I 
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

director committee members 
April  c Corporate 

Performance 
Monitor patient and staff satisfaction Quality  I 

April c-i-E  Declaration of Compliance with M-SAA Schedule 
G due April 30 to the WWLHIN 

Resources Oct, April C 

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

Audit  I 

May b, h Strategic Planning, 
Financial 

Approve financial performance indicators Resources To be done at 
committee in June 

D 

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

Audit  i 

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

Resources   

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 

I 
D 

May c Corporate 
Performance 

Critical incidents report – formally twice per year 
(ECFAA).  To be brought forward to Board as 
deemed necessary 

Quality  November, May 
 

C 

May i-i-B Board Effectiveness Review board evaluation results Governance  I 
May i Board Effectiveness Review recommendations for board officers, 

membership of committees 
Nominating  I 

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, Feb, May C 

May 
 

c Corporate 
Performance 

Monitor performance indicators and progress 
toward achieving the quality improvement plan 

Quality Sep, Nov, Feb C 

May  
 

c-i-E Corporate 
Performance 

Review the functioning of the Corporation in 
relation to the objects of the Corporation,  
the By-Law (see c-i-E), Legislation, and  

Governance 
Resources 

Sep, Nov, Feb, May I 
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

the HSAA 
• Resources Scorecard 
• Quality Scorecard 
• HSAA Scorecard 

May   Declaration of Compliance with H-SAA Schedule 
A due May 31 to the WWLHIN 

Board May I 

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

All committees report 
to Board 

I 

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 Resources reviews  
June i/p Board Effectiveness / 

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

Governance   

June i Board Effectiveness Election of officers Governance   
June p Governance Review evaluation results and improvement plans 

for the board, the board chair (by the Governance 
Chair), board committees, committee chairs  
 

Governance   

 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) 

 

       
  Professional Staff  Approve quality goals and performance indicators 

to be monitored by MAC 
MAC    
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

  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 

I 

  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 

I 

  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   

       
 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   

Resources     

Ongoing i-i-C Board Effectiveness Compliance with the By-Law Governance   
  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  Completed Feb 
2012, review 2015 

C 

  o Communications 
Policy  

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

Governance   
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

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, 
Resources  
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 Done September 
2012 

C 

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 

authority, and require accountability to the board 
Executive   

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 
 
 

Resources Related goal?  
Link with 
performance reports 

 

As needed h Financial Viability Approve collective bargaining agreements 
 

Board Resources ensures 
costs and impact are 
considered in the 
operating plans 
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Meeting/ 
frequency 

Charter Ref 
#4- 

Board  
Oversight Function Activity for Achievement 

Committee 
Responsibility Notes 

 
Status 

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

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

 

As needed h Financial Viability Approve capital projects Resources   
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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Status G Indicator:  Medication Incident Reports
Indicator Published: March 2013

* Data Source: Risk Monitor Pro, Meditech

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
13 21 28 22 24 22 29 28 29 23 13 34
17 25 20 20 21 30 20 31 14 34 11 25
27 19 18 29 32 21 33 34 28 19 29 43

Definition:

Formula: Sum of all reported medication incidents in Risk Pro.
Performance Goal:

Target (Source): Green 2010-2011 monthly average, Red 2010-2011 monthly minimum.

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

Action Plan:

Indicator MRP: Mike Prociw

The number of reported medication incidents increased from 29 in February to 43 in March.  The 12 Month Rolling Average for 
March was 27.7. There were no level 5 or level 6 medication errors for this time period April 2012 to March 2013.  The actual incident 
severity of medication errors is as follows: Level 1 near miss : 21 Level 2 no harm : 92 Level 3 mild harm: 19 Level 4 moderate harm 
3 Level 5 severe harm  0 Level 6 Critical incident-death: 0 . There are further medication incidents in process of investigation that 
have been completed by managers to date.  There are no levels 5 or 6 in these incidents.

Cambridge Memorial Hospital
Corporate Scorecard - FY2012/2013

Number of and 12 Month Rolling Average of Medication Incident Reports

Detailed Monthly Data Points:
Fiscal Year

2010/11 MONTHLY
2011/12 MONTHLY
2012/13 MONTHLY

Indicator Details/Components:
The number of reported medication incidents in Risk Pro for all inpatient and outpatient areas.

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.

March 2013 - Evidence shows that a higher number of reported incidents reflects 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.
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Status R Indicator:  ED 90th Percentile LOS for Admitted Patients (HSAA)
Indicator Published: March 2013

* Data Source: ERNI / CCO ED P4R Monthly Comparison Report

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
28.1 38.7 39.8 46.7 30.6 35.2 31.6 27.7 14.7 26.3 31.0 27.3
26.8 28.4 25.7 26.7 24.9 25.5 24.0 20.9 26.9 26.6 22.2 25.1
4421 4487 4315 4435 4395 4261 4452 4255 4370 4473 4256 4774
4257 4614 4287 4557 4411 4096 4381 4325 4656 4135 3825 4176

Definition:

Formula:

Performance Goal:

Target (Source): 8 hours. Red > 8.8 (HSAA Performance Corridor)
Performance Bands: Green <=8 Yellow > 8 <=8.8 Red > 8.8
Analysis:

Action Plan:

Indicator MRP: Susan Gregoroff

<=8.8 hours (HSAA). Recent HSAA published target is 8.0 hours. Note Provincial target set at 8.0. CMH 2012/13 QIP Target is 20.0 
hours

The 90th percentile length of stay from triage to left ED (in hours) for admitted patients.  Excludes Left Without Being Seen, and 
cases with incomplete date and time stamps.  (CMH HSAA Amending Agreement)

2012/13 MONTHLY LOS
2011/12 Monthly Visits

Indicator Details/Components:
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

2012/13 Monthly Visits

The ER LOS for admitted patients increased from 22.2 hours in February to 25.1 hours in March.  However, February had the lowest 
number of patient visits this fiscal year.  2012/13 YTD March was 25.7 hours compared to 30.8 in 2011/12.  

March 2013 - ED LOS at the 90th percentile has continued to decrease year over year. Improving this metric remains a high priority.   
Inpatient medicine units will be fully reorganized for May 12, 2013 and is key to our next steps in improving this wait time.  Unit based 
access to the ED wait time tracker board will be available soon and various rapid tests of change are showing early promise, for 
example review for barriers to admission at the 4 hour mark in ED.   Implementation and further development of the patient care and 
access transformation strategy is underway

Cambridge Memorial Hospital
Corporate Scorecard - FY2012/2013

Emergency Department 90th Percentile for Admitted Patients Per Month

Detailed Monthly Data Points:

2011/12 MONTHLY LOS
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Status G Indicator:  Healthcare Associated Infection - Composite Measure
Indicator Published: March 2013

* Data Source: MOHLTC, CCIS and CMH's Quality Monitor

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2010/11 MONTHLY 2.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0 1.0
2011/12 MONTHLY 1.0 1.0 1.0 1.0 2.0 1.0 1.0 2.0 1.0 1.0 2.0 1.0
2012/13 MONTHLY 1.0 2.0 2.0 2.0 1.0 1.0 2.0 1.0 1.0 1.0 1.0 1.0

Definition:

Formula:

Performance Goal: To meet or exceed the previous year's performance (FY 2011-2012) for all 9 infection rates included in the HAI composite measure.
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:

Indicator MRP: Cheryl MacInnes

HAI Composite Measure is calculated as the following: GREEN (1)  is equal to 8 or 9 infection rates in the green zone, YELLOW (2)  
is equal to 7 out of 9 infection rates in the green zone, and RED (3) is equal to 6 or less infection rates in the green zone. 

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. 

March 2013 - The Health Care Associated Infection Composite Measure is "green” for this quarter.  The increase in Clostridium 
Difficile cases in March was controlled well by the team and no further action was required.   The Infection Control Team continues to 
work collaboratively with patient services and housekeeping to ensure that all infection control best practices are met. 

The composite status has remained green since November. March had only Clostridium Difficile (CDI) in the yellow; all other infection 
rates for this month were in the green.

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)

Cambridge Memorial Hospital
Corporate Scorecard - FY2012/2013

Healthcare Associated Infection (HAI) Composite Status Per Month

Detailed Monthly Data Points:

Indicator Details/Components:

0

1

2

3

Co
m

po
si

te
 S

ta
tu

s 

HAI Composite Status



5    

Status G Indicator:  Total Margin % (HSAA)
Indicator Published: March 2013

* Data Source: Meditech, GL

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
-1.70% 0.62% 1.00% 2.28% 3.56% 4.33% 2.60% 2.49% 2.69% 2.36% 2.13% 1.60%
-0.18% -0.10% 0.60% 0.71% 0.86% 2.44% 2.01% 1.45% 2.15% 1.98% 1.83% 1.80%
-4.65% -0.61% 0.19% 1.52% 0.67% 2.14% 2.31% 2.30% 2.87% 3.15% 2.96% 3.01%

Definition:

Formula:

Performance Goal: 0.96% as pe           (Total Corporate Revenues - Total Corporate Expenses) / Total Corporate Revenues
Target (Source): CMH Internal Budget is 0.96%
Performance Bands: Green >=0.67 Yellow >= 0% < 0.67% Red < 0%
Analysis:

Action Plan:

Indicator MRP: Mike Prociw

The total margin is 3.01% in March from an initial start of -4.65% in April.
March 2013 - CMH finished the year with a significant operating surplus of $2.9M after building amortization. This is approximately 
$2.6M at variance from budget. $2.1M of this amount is attributed to the working funds deficit strategy.                                                  

2011/12 YTD
2012/13 YTD

Indicator Details/Components:
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

Cambridge Memorial Hospital
Corporate Scorecard - FY2012/2013

Total Margin % Year to Date

Detailed Monthly Data Points:

2010/11 YTD
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Status Y Indicator:  Current Ratio (HSAA)
Indicator Published: March 2013

* Data Source: Meditech, GL

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
0.27 0.28 0.30 0.33 0.36 0.39 0.42 0.43 0.44 0.45 0.46 0.47
0.60 0.60 0.59 0.59 0.59 0.59 0.52 0.53 0.59 0.63 0.58 0.49
0.51 0.49 0.50 0.58 0.57 0.59 0.61 0.63 0.67 0.69 0.67 0.71

Definition: The number of times a hospital's short-term obligations can be paid using the hospital's short-term assets.  (Definition from the HSAA)
Formula:

Performance Goal: HSAA Agreement - Corridor = 0.25.  However, financial theory would say 0.8  to 2.0 is considered good performance.
Target (Source): HSAA Agreement Performance Corridor = 0.23 - 0.25
Performance Bands: Green >=0.8 Yellow > 0.5-0.8 Red <=0.5
Analysis:

Action Plan:

Indicator MRP: Mike Prociw

March 2013 – CMH’s current ratio is deceivingly high due to funds that have been advanced by the LHIN and due to timing issues 
linked to the purchase of approved capital equipment and the payment of separations costs linked to the implementation of the 
savings strategies. In March, CMH also reached agreement on a working funds deficit initiative that resulted in 42.1M of funds that 
were applied to improving CMH’s current ratio. The objective of the strategy is that CMH will reach an adjusted working ratio of 1, by 
the end of fiscal year 2017/18.

2011/12 YTD
2012/13 YTD

Indicator Details/Components:

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

The current ratio has incraesed to 0.71 for the YTD period ending March 2012/13 from 0.49 in March 2011/12.

Cambridge Memorial Hospital
Corporate Scorecard - FY2012/2013

Current Ratio Year to Date

Detailed Monthly Data Points:

2010/11 YTD
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Status R Indicator:  Percent ALC Days in Acute Care Beds (HSAA)
Indicator Published: March 2013

* Data Source: Canadian Institute for Health Information's Discharge Abstract Database, CMH Dataset

Fiscal Year Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
21.2% 17.6% 12.7% 32.5% 22.5% 17.4% 16.5% 18.5% 26.9% 29.0% 22.6% 17.6%
27.7% 14.6% 28.9% 24.3% 27.0% 34.7% 29.9% 25.5% 18.1% 8.1% 21.6% 27.8%
19.9% 11.7% 17.6% 28.8% 21.6% 25.3% 22.9% 18.0% 17.6% 21.8% 14.5% 19.8%

Definition:

Formula:

Performance Goal: 9.46%
Target (Source): 9.46 (2012-2013 HSAA Target).  Red >= 20.
Performance Bands: Green <=9.46 Yellow >9.46 <20 Red >= 20
Analysis:

Action Plan:

Indicator MRP: Susan Gregoroff

March 2013 - In response to an  April spike of ALC (32 ALC on April 4th ), we have added a 10 minute daily ALC rounds until the time 
we reach a daily rate of 14 ALC.  This has been done in conjunction with regularly scheduled review of patients with acute LOS of 5 days 
and more.   This acute LOS review has been initiated to ensure that we are bringing ALC down without negatively impacting conservable 
days. With these paired initiative we are currently standing at 22 ALC ( May 3rd), and our acute discharges have also shown early 
improvement over the last couple weeks . Additionally, in March 2013 we began a value stream mapping process which has confirmed 
some of the pain points that needs a set of strategies to achieve a sharper  and sustained decline in ALC trend. In response, strategies 
have been developed and will be scheduled for implementation through 1st and 2nd quarter of 2013. 

The ALC rate for acute care increased from 14.5% in February to 19.8% in March.  March 2013 12 month rolling percent ALC days is 
20.2%.  This is an improvement from the March 2012 rolling percent which stood at 24.6%

Cambridge Memorial Hospital
Corporate Scorecard - FY2012/2013

12 Month Rolling Percent ALC Days in Acute Care Beds

Detailed Monthly Data Points:

2010/11 MONTHLY

Alternate Level of Care days are the number of days a patient resided in an acute care bed while waiting for placement to another 
health care setting. Shown as a percentage of total acute days. Newborns and Stillborn cases are excluded. (Ministry LHIN 
Performance Agreement definition). This indicator uses closed cases as per the HSAA agreement.

2011/12 MONTHLY
2012/13 MONTHLY

Indicator Details/Components:

Sum of ALC Days / Patient Days x 100
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BRIEFING NOTE- OPEN SESSION 
____________________________________________________________________________ 
Date:  May 29, 2013 
    
Issue:   Upcoming Meetings & Upcoming Events 
 
Purpose:  Information 
 
Prepared by:    Cheryl Vandervalk 
 
Approved by:   Patrick Gaskin 
 
 
Board Meetings 
Annual Meeting    June 26, 2013   4:00pm – 5:00pm 
Board Meeting     June 26, 2013    5:00pm – 7:00pm 
Special Meeting of the Board*   August 14, 2013  (date and time TBC) 
*(Approve 100% working drawings)  
  
WWLHIN Board Meetings 
(Meetings take place at 2:00pm-5:00pm at Sportsworld Crossing, Kitchener) 
June 13, 2013 
 
Upcoming Events 
Spring Golf Classic    June 3, 2013   11:00am-7:00pm    
 
Tom Cochrane  
Live Unplugged at The Cambridge Mill    June 8, 2013     5:30pm – 12:00am 
Cochrane Rocks the Bear2   June 9, 2013    5:30pm – 12:00am 
 
Staff Summer BBQ    June 18, 2013   11:00am-1:30pm 
          5:00pm- 6:30pm 
 
CMH Board Meeting with City Council June 19, 2013   5:30pm- 7:30pm 
 
Grand Rounds 
Topic   TBD     June 27, 2013     8:00am - 9:00am 
 
OHA Conferences 
Understanding Hospitals and the Health September 13, 2013      Toronto 
Care System  
 
Essentials Certificate in Hospital   September 9, 2013       Toronto  
Governance 
 
Leadership Certificate for Hospital Board October 4-5, 2013       Toronto 
and Committee Chairs 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 
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OHA Conferences (con’t) 
 
Financial Literacy for Hospital Board   October 7, 2013       Toronto 
Directors    
 
Building a Culture of Good Governance November 3, 2013       Toronto 
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COMMITTEE MEETING SUMMARY - OPEN  
 
Date:   May 17, 2013 
     
Issue:  Board Quality Committee Meeting, April 18, 2013 
 
Prepared by: Susan Gregoroff, Vice President Clinical Programs & CNE 
 
Approved by: Patrick Gaskin, President & CEO 
 
* additional materials attached 
Topic Action 
  
Diagnostic Imaging (DI) 
 
Ms. Gregoroff introduced Ms. McKinley, Manager of 
Diagnostic Imaging, Dr. Abrams, Interim Chief of 
Diagnostic Imaging, Mr. Prociw, Vice President, Finance & 
Corporate Services, and Mr. M. Meyette, Director of 
Corporate Services. 
 
Ms. McKinley provided a brief description of the Diagnostic 
Imaging unit, and highlighted some key points: 
 
 A Hand Hygiene mock audit was conducted in DI on 

April 9, 2013, resulting in 95% compliance in Moment 
One, and 96% in Moment Four. 

 Much work was done between DI staff and Infection 
Control to identify the patient environment as it relates 
to Diagnostic Imaging and Moments One and Four  

 Reduced wait times to access ultrasounds from 6 
weeks to 1.5 weeks 
 

Dr. Abrams spoke to the reduction in MRI wait times that 
was achieved due some incremental operating hours that 
were provided to CMH.  P3 wait times decreased from 44 
days to 11 days, and P4 wait times from 88 days to 49 
days. 
 
 
 
 

Oversight 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 
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Topic Action 
Information Management & Technology (IMT)  

 
Ms. Gregoroff introduced Mr. Winkler, Manager of 
Information Management & Technology, and again, Mr. 
Meyette, Director of Corporate Services.  
 
Mr. Winkler provided a brief description of the Information 
Management & Technology, and highlighted some key 
points: 
 IMT’s goal is to optimize the quality of care by providing 

the right information to the right individual at the right 
time 

 Implementation of web browser, Clinical Connect, that 
links patient information from a variety of health 
systems; there are over 400 registered users connected 
to our Hospital 

 

Oversight 

 eDoc Project – project underway to streamline 
documentation and remove redundancy in the Meditech 
system’s nursing module.  Over 1500 of the 4600 
interventions have been removed  

 IMT is currently building a foundation for an Electronic 
Medical Record (EMR), starting with the implementation 
of Desktop Virtualization, a system that provides access 
to patient data through the CMH server via single sign-
on and the card swipe at the terminal.  This will save 
time/steps during log-in stage, yet will maintain 
confidentiality of patient information 

 
Ms. McMurray thanked Mr. Winkler, Mr. Meyette and Mr. 
Prociw on behalf of the committee for their presentation 
and hard work. 
 

 

2013/14 Quality Improvement Plan (QIP) and Year in 
Review 
 
Ms. Gregoroff directed the Committee Members to the 
previously circulated briefing note.   
 

The 2013/14 QIP and Progress report was approved by 
the Board of Directors on March 27, 2013, and 
submitted to Health Quality Ontario (HQO) shortly 
thereafter. 
 
 

Oversight 
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Topic Action 
Annual Review of Best Practice 
 
Ms. Gregoroff spoke to the previously circulated briefing 
note.   
 
Ms. Gregoroff directed the Committee members to the 
section relating to the Ontario Laboratory Accreditation 
(OLA).  Participation in OLA Accreditation is mandated by 
the Province of Ontario every four years.  The last survey 
was in September 2009, and CMH’s results proved 
excellent.  The next survey is scheduled for August 2013. 
 

Oversight 
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COMMITTEE MEETING SUMMARY - OPEN  
 
Date:   May 17, 2013 
     
Issue:  Board Quality Committee Meeting, May 15, 2013 
 
Prepared by: Susan Gregoroff, Vice President Clinical Programs & CNE 
 
Approved by: Patrick Gaskin, President & CEO 
 
* additional materials attached 
  

Topic Action 
  
LDRP and Pediatrics  
Ms. Snider joined the meeting at 0700h and Ms. Bartlett 
joined the meeting at 0705h. 
 
Ms. Gregoroff introduced Ms. Snider, Manager of Women 
and Children’s Health, and Ms. Bartlett, Director of Patient 
Services. 
 
Ms. Snider provided a brief story of a Pediatrics patient and 
the resolution of a family complaint related to nursing care, 
thus driving program and system changes around pain 
management: 

 Focus on individual needs and uniqueness, such as 
pain management in children 

 85% of the nursing team in Pediatrics participated in 
a unique simulation exercise at Conestoga College 
that focused on stabilization and treatment for 
younger patients 

 The use of topical creams and sprays on younger 
patients where numbing procedures are required 

 
Ms. McMurray opened the floor to questions and 
comments. 
 
Ms. Snider responded to an inquiry about the triage visits in 
Obstetrics, and briefly explained the assessment process. 
 
 

Oversight 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
Tel. 519.621 2333 Fax 519.740.4934. www.cmh.org 
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Topic Action 
  
In a response to an inquiry about C-sections and rates, Ms. 
Snider reported CMH rates are slightly lower than that of 
the provincial norm.  Discussion ensued regarding breach 
deliveries, physician skill set, operating room schedules 
and processes, as well as risks to mother and baby. 
 
Ms. McMurray thanked the presenters on behalf of the 
committee for their great work. 
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Pharmacy 
 
Ms. Vorsteveld and Mr. Prociw also joined the meeting at 
0705h. 
 
Ms. Gregoroff introduced Ms. Vorsteveld, Manager of 
Pharmacy, and Mr. Prociw, Vice President of 
Finance/Corporate Services.  
 
Ms. Vorsteveld provided a brief description of the 
Pharmacy services highlighting the following: 

 Omnicell Medication Carousel  
 Standardizing pharmacy order entry in coordination 

with nursing practices 
 Moving towards a LEAN process 
 Reviewing and exploring new interfaces 
 Priority to implement and validate statistics and 

financial month-end reporting  
 

Ms. McMurray opened the floor to questions and 
comments. 
 
Ms. Vorsteveld responded to an inquiry related to 
eliminating errors and dealing with actual incidents.  Ms. 
Vorsteveld explained the incident reporting process and 
subsequent investigation, if required. 
 
In response to questions regarding communication and 
continuous improvement with the Pharmacy unit, Ms. 
Vorsteveld reported that information and reporting trends 
are filtered through herself, and as well as the Safe 
Medication Practice Committee. 
 
Ms. McMurray thanked Ms. Vorsteveld and Mr. Prociw for 
their presentation and continued hard work.  
 
 
 
 

Oversight 
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Flight Safety Checklists in the Airline Industry  
 
Mr. Falk summarized the slide presentation, previously 
circulated, and displayed two videos: 

 “The Tenerife Disaster: 
 Peer Monitoring and Simulator Training video 

 
Mr. Falk gave examples of fatal events, major contributors, 
and factors of safety. 
 
Mr. Falk referred to the operating manuals he uses prior to 
each flight, and noted the importance of using his 
checklists, Standard Operating Procedures ( SOPs) and 
Crew Resource Management (CRM) that all play a major 
role in a safe outcome.  The review of on-line information, 
operational updates and technical bulletins was 
summarized. Training of flight staff, ground and 
maintenance crews was also referenced. 
 
In response to several questions, Mr. Falk discussed the 
significance of completing incident reports.  
 
Ms. McMurray thanked Mr. Falk for his presentation. 
 

 

Performance Scorecard 
 

Ms. Walibhai directed the Committee to the pre-circulated 
Performance Scorecard.   
 
Discussion ensued over several indicators, and the 
following was requested of management to bring forward to 
the next meeting. 
 
ACTIONS: 

 Further discuss the ED Length of Stay and ALC 
improvement strategies and action plan 

 Preliminary Hand Hygiene data (April and May data) 
 
 
 
 
 
 
 

Oversight 
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Aggregate Critical Incident Report 
 
Ms. MacInnes directed to the Committee members to the 
previously circulated briefing note.  
 
Ms. MacInnes reported, from the time period of November 
1, 2012 to April 30, 2013, there were no critical incidents to 
report 
 
It was noted that clarity on critical incident definitions would 
be helpful and Management will provide a review and 
recommendations to Committee at the June meeting.  
 

Oversight 
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COMMITTEE MEETING SUMMARY - OPEN  
 
Date:   May 14, 2013  
    
Issue: May 13, 2013 Governance Committee Meeting 
 
Prepared by:   Brooke Luke 
 
Approved by:   
 

* additional materials attached 
 

 

Items Discussed Action 

Review of All Committee Charters Information 

The Committee reviewed all Committee Charters and suggested minor 
amendments to the following: 

Motion 

2-A-8  
2-A-18 

Board Charter* 
Quality Committee Charter* 

 

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

Motion 

2-C-30 
2-C-36 
2-C-40 
2-D-40 

Financial Objectives* 
Borrowing* 
Capital Projects – Change Order Approval Policy* 
Evaluation of Board, Committee & Individual Performance* 

 

 

Education for Members of the Board Information 

The Governance Committee reviewed the 2012-13 education requirement list for 
members of the Board. The Committee recommended the following as areas for 
future Board education: 

- Risk Management  
- Quality Tours 
- Finance 

 

Board and Committee Meetings Evaluation Information 

The Governance Committee reviewed the monthly evaluations for all Board and 
Committee meetings as well as the annual Board and Committee Performance 
Evaluations.  One area of concern, which has been identified as a key priority for 
2013-14 is that of Committee orientations. 

 
 

 

700 Coronation Blvd, Cambridge, ON N1R 3G2 
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4. Board Duties and Responsibilities 

The Board has the following specific duties and responsibilities, which may be delegated 
to Committees of the Board, in whole or in part, with ongoing reporting by the 
Committees to the Board: 

(a) Tone at the Top 

(i) setting the tone for a culture of integrity and compliance throughout the 
Corporation and, in that regard, expects the highest level of personal and 
professional integrity from the Chief Executive Officer, the Vice-
Presidents and Chief of Staff of the Corporation; 

(ii) overseeing the establishment of such a culture through appropriate 
mechanisms, including assessing the Chief Executive Officer, and Chief 
of Staff of the Corporation against this expectation;  

(iii) reviewing the performance assessments of the Vice-Presidents and 
senior managers reporting directly to the Chief Executive Officer; and 

(iv) overseeing policies in respect of ethical personal and business conduct. 

(b) Strategic Planning 

The Board is responsible for: 

(i) ensuring that a strategic planning process is undertaken with Board, 
employee and Professional Staff involvement and with eventual approval 
by the Board; and 

(ii) measuring and monitoring the implementation and achievement of the 
Corporation’s strategic plans and targets. 

(iii) contributing to the development of and approving the: 

(A) mission, vision and goals of the Corporation 

(B) strategic plan; and 

(C) Performance Metrics and quality improvement plans; and 

(iv) ensuring that key corporate priorities are formulated that help the 
Corporation accomplish its mission and actualize its vision in accordance 
with the strategic plan.  The corporate priorities shall be reflective of the 
Board’s primary accountability to the Ministry of Health and Long-Term 
Care (“MOHLTC”) and the Local Health Integration Network (“LHIN”) 
through the Hospital Service Accountability Agreement (“HSAA”) entered 
into with the LHIN. 

(v) Approving operating and capital plans. 
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(c) Corporate Performance 

(i) The Board is responsible for ensuring that there are systems in place to: 

(A) identify principal risks to the Corporation including financial, quality 
and patient/workplace safety; 

(B) monitor, mitigate, decrease and respond to the principal risks ; 

(C) oversee the implementation of internal control and management 
information systems which will allow the Board and management 
to oversee the Corporation’s achievement of the Performance 
Metrics; 

(D) ensure processes are in place to monitor and continuously 
improve upon the Performance Metrics; 

(E) review regularly the functioning of the Corporation in relation to 
the objects of the Corporation as stated in the Letters Patent, the 
By-Law, Legislation, and the HSAA; 

(F) establish procedures for monitoring compliance with, and take 
such measures as the Board considers necessary, to ensure that 
the provisions of the Public Hospitals Act, the regulations made 
under the Public Hospitals Act, and the By-Law of the Corporation 
and other applicable Legislation, are complied with; and 

(G) establish specific policies which shall provide the general 
framework within which the Chief of Staff, the Chief Executive 
Officer, the Medical Advisory Committee, the Medical/Professional 
Staff, and the Hospital staff shall establish procedures for the 
management of the day-to-day processes within the Hospital. 

(d) Chief Executive Officer and Chief of Staff 

(i) The Board is responsible for providing excellent leadership and 
management through the Chief Executive Officer and Chief of Staff 
positions. 

(ii) The Board shall: 

(A) select the Chief Executive Officer.  In doing so, the Board shall 
satisfy itself as to the integrity of the Chief Executive Officer; 

(B) delegate responsibility for the management of the Corporation to 
the Chief Executive Officer and require accountability to the 
Board; 

(C) establish a Board policy for the performance evaluation and 
compensation of the Chief Executive Officer.  The policy shall 
ensure that: 
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(1) the Chief Executive Officer’s performance evaluation and 
compensation are aligned with the Corporation meeting its 
Performance Metrics targets; 

(2) all Board members are provided an opportunity to provide 
input into the process; and 

(3) the Board shall be required to approve any changes to the 
Chief Executive Officer’s employment agreement or 
compensation; 

(D) select the Chief of Staff.  In doing so, the Board shall satisfy itself 
as to the integrity of the Chief of Staff; 

(E) delegate responsibility and authority to the Chief of Staff and 
require accountability to the Board; and 

(F) establish a Board Policy for the performance evaluation and 
compensation of the Chief of Staff. The policy shall ensure that: 

(1)  the Chief of Staff’s performance evaluation and 
compensation are aligned with the Corporation meeting its 
Performance Metrics targets; 

(2) all Board members are provided an opportunity to provide 
input into the process; and 

(3) the Board shall be required to approve any changes to the 
Chief of Staff’s employment agreement or compensation; 

(e) Ensure Succession Planning 

(i) The Board shall: 

(A) provide for Chief Executive Officer succession plan and process; 

(B) provide for Chief of Staff succession plan and process; and 

(C) ensure that the Chief Executive Officer and Chief of Staff establish 
an appropriate succession plan for both executive management 
and Professional Staff leadership.. 

(f) Ensure Oversight of Professional Staff 

(i) The Board shall: 

(A) credential Professional Staff: 

(1) Make the final appointment, reappointment and Privilege 
decisions; and  
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(2) Ensure the effectiveness and fairness of the credentialing 
process; 

(B) ensure quality goals and performance indicators are developed for 
approval by the Board (using best practices and benchmarks) and 
monitor indicators of clinical outcomes, quality of service, patient 
safety and achievement of desired outcomes including without 
limitation the Patient Safety Indicators; and 

(C) provide oversight of the Professional Staff through and with the 
Medical Advisory Committee and Chief of Staff. 

(g) Build Relationships 

The Board shall build and maintain good relationships with the Corporation’s key 
stakeholders including, without limitation, MOHLTC, LHIN, community leaders, 
patients, employees, families, other health service providers and other key 
stakeholders, donors and the foundation. 

(h) Ensure Financial Viability 

(i) The Board shall: 

(A) establish key financial objectives that support the Corporation’s 
financial needs (including capital allocations and expenditures); 

(B) ensure that optimal utilization of resources is a key focus and that 
the organization operates within its resource envelope; and 

(C) Ensure that the organization undertakes the necessary financial 
planning activities so that resources are allocated effectively and 
within the parameters of the financial performance indicators. 

(i) Ensure Board Effectiveness 

(i) The Board shall: 

(A) monitor Board members adherence to corporate governance 
principles and guidelines; 

(B) measure the Board’s own effectiveness and efficiency, including 
monitoring the effectiveness of individual Directors and Board 
officers and employing a process for Board renewal that embraces 
evaluation and continuous improvement; 

(C) ensure ethical behaviour and compliance with laws and 
regulations, audit and accounting principles, accreditation 
requirements and the By-Law; and 

(D) periodically review and revise governance policies, processes and 
structures as appropriate. 
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(j) Ensure Effective Communication and Community Relationships 

(i) The Board shall: 

(A) establish processes for community engagement to receive public 
input on material issues; 

(B) promote effective collaboration and engagement between the 
Corporation and its community, particularly as it relates to 
organizational planning, mission and vision; 

(C) work collaboratively with other community agencies and 
institutions in meeting the healthcare needs of the community; 

(D) maintain a web site that shall be used to post financial, quality and 
patient/workplace performance indicators, including without 
limitation, the Performance Indicators, wait times indicators, the 
Patient Safety Indicators, and Board minutes so as to promote 
Board accountability and transparency.  The information on the 
web site shall be regularly updated; and 

(E) assume responsibility for the establishment of a communication 
policy for the Corporation. 

(k) Fund Raising 

The Board supports fund raising initiatives including donor cultivation activities. 

(l) Establish Programs Required under the Public Hospitals Act:  

(i) The Board shall: 

(A) ensure that an occupational health and safety program and a 
health surveillance program are established and require 
accountability on a regular basis; 

(B) ensure that Policies are in place to encourage and facilitate organ 
procurement and donation; and 

(C) ensure that the Chief Executive Officer, Nursing Management, 
Medical/Professional Staff, and employees of the Hospital develop 
plans to deal with emergency situations and the failure to provide 
services in the Hospital. 

(m) Risk Management 

The Board is responsible for ensuring that the appropriate policies and 
procedures are in place to protect the assets of the Corporation and assure its 
viable future. The Board is also responsible for identifying the principal risks of all 
aspects of the Corporation's business and ensuring the implementation of 
appropriate systems to manage these risks. 
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(n) Internal Controls and Management Information Systems 

(i) The Board is responsible for overseeing and monitoring the integrity of 
the Corporation's internal controls, management information systems and 
audit procedures, and overseeing 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. 

(ii) The Board must satisfy itself that the financial reporting and financial 
control systems are operating, and is responsible for approving the quality 
and sufficiency of information provided to the Directors. 

(o) Communications Policy 

The Board is responsible for establishing a communications policy for the 
Corporation and overseeing the maintenance of effective stakeholder (i.e.  
Ministry of Health and Long-Term Care, Local Health Integration Networks, other 
health service providers, members, clients, patients, employees, and local, 
federal, provincial and city politicians) relations through the Corporation's 
communications policy and programs. 

(p) Director Recruitment, Orientation and Evaluation 

The Board is responsible for ensuring there is an appropriate, objective and 
formal process for the recruitment of Directors, and the evaluation of the Board, 
the Board Chair, its Committees, Committee Chairs and individual Directors. 

5. Meetings 

The Board shall meet at least four (4) times per year scheduled by the Chair of the 
Board in conjunction with the Secretary. For regularly scheduled meetings, a draft 
agenda for each Board meeting and other documents for consideration are provided to 
all Directors at least two business days in advance of each meeting. For special 
meetings of the Board, best efforts are made to distribute materials to the Directors as 
far in advance as practicable. 

6. General 

The Governance Committee shall review and assess the adequacy of this Charter at 
least annually and submit this Charter to the Board for approval of any amendments. 
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(v) the Chief Nursing Executive; and  

(vi) one person who works in the hospital and who is not a member of the 
College of Physicians and Surgeons of Ontario or the College of Nurses 
of Ontario. 

Subject to the approval of the Board, the members of the Quality Committee 
referenced at paragraphs (iii), (iv), (v) and (vi) may appoint a delegate to sit as a 
member of the Quality Committee in their stead. 

(b) Non-voting resources to the Committee will include: 

(i) Director, Project Management and Risk Management  

(ii) Director, Quality & Decision Support 

(iii) Patient Relations Coordinator; and 

(iv) any other staff resources identified by the CEO in consultation with the 
Board Chair and Committee chair. 

(c) Members will be appointed annually by the Board with consideration given to re-
appointing some members each year for the benefit of their knowledge and 
experience gained on the Committee. 

4. Meetings 

The Committee shall meet at least four (4) times annually, or more frequently as 
circumstances dictate. The Committee can conduct all or part of any meeting in the 
absence of management, and it is the Committee’s policy to include such a session on 
the agenda of each regularly-scheduled Committee meeting. The Committee may invite 
to its meetings any Director, member of management or such other persons as it deems 
appropriate in order to carry out its duties and responsibilities. The Committee may 
exclude from its meetings any persons it deems appropriate in order to carry out its 
responsibilities. 

5. Specific Duties and Responsibilities 

(a) Excellent Care for All Act, 2010 

The Committee, in accordance with the responsibilities in the Act, shall: 

(i) monitor and report to the Board on quality issues and on the overall 
quality of services provided in the Corporation, with reference to 
appropriate data including: 

(A) Performance Metrics and other performance indicators used to 
measure quality of care and services and patient safety; 
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(B) reports received from the Medical Advisory Committee identifying 
and making recommendations with respect to systemic or 
recurring quality of care issues; 

(C) publicly reported patient safety indicators; 

(D) critical incident and sentinel event reports; and 

(E) annual program reviews of quality. 

(ii) consider and make recommendations to the Board regarding quality 
improvement initiatives and policies; 

(iii) ensure that best practices information supported by available scientific 
evidence is translated into materials that are distributed to employees, 
members of the Professional Staff and persons providing services within 
the Corporation, and to subsequently monitor the use of these materials 
by these people; 

(iv) oversee the preparation of the Corporation’s annual quality improvement 
plans; 

(v) review and report to the Board on progress in achieving the goals of the 
quality improvement plan and the quality and safety plan.  

(vi) oversee the establishment and monitoring of the patient declaration of 
values; 

(vii) oversee that a process is in place to collect  and monitor patient and 
employee satisfaction (including staff and other persons working for or 
providing services within the organization), monitor the results of such 
surveys and ,where applicable, the incorporation of the findings into the 
quality improvement targets 

(viii) develop and oversee the implementation of a policy that requires the 
posting of Board approved quality Performance Metrics and targets on 
the Corporation’s public website; 

(ix) perform such other responsibilities as may be provided under regulations 
under the Act. 

(b) Accreditation 

(i) oversee the Corporation’s plan to prepare for accreditation; 

(ii) review accreditation reports and any plans required to be implemented to 
improve performance and correct deficiencies. 
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(c) Critical Incidents and Sentinel Events 

(i) in accordance with Regulation 965 under the Public Hospitals Act receive 
from the Chief Executive Officer, at least twice a year, aggregate critical 
incident data related to the critical incidents occurring at the hospital since 
the previous aggregate data was provided to the Committee and the 
actions taken to mitigate the risks associated with any such incidents; 

(ii) ensure the establishment of a committee that will allow critical incidents to 
be reviewed under the protection of the Quality of Care Information 
Protection Act and oversee the monitoring and implementation of actions 
to mitigate the risks associated with similar future incidents and improve 
upon the related Performance Metrics; 

(iii) annually review and report to the Board on the Corporation’s system for 
ensuring that, at an appropriate time following the disclosure of a critical 
incident, there be disclosure as required by Regulation 965 under the 
Public Hospitals Act of the systemic steps, if any, the Corporation is 
taking or has taken to avoid or reduce the risk of further similar critical 
incidents; 

(iv) review reports of sentinel events and oversee any plans developed to 
address, prevent or remediate such events. 

(d) Risk Management 

(i) review and approve significant risk management principles and policies 
related to the areas set out below recommended by the Corporation's 
management. Review periodically, but at least once a year, the 
management programs related thereto to oversee compliance with such 
principles and policies. Specifically, the Committee shall have the primary 
responsibility for reviewing risk policies related to the following: 

(A) operational risk relating to quality of patient care and safety, and 
privacy except as operational risk relates to the conduct review 
function performed by the Audit Committee; 

(B) workplace safety policies to ensure compliance with requirements 
under the Occupational Health and Safety Act and oversee the 
monitoring and implementation of actions to improve upon the 
related Performance Metrics; 

(C) regulatory and legal risk; 

(D)  standards on emergency preparedness 

(E) reputational risk relating to the areas of risk primarily within the 
Committee’s oversight; and 
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(F) such other areas of risk that may be delegated to it by the Board 
from time to time. 

(e) Organ Donation 

(i) Ensure that procedures are in place to encourage the donation of organs 
and tissues in accordance with the Board’s responsibilities in the 
regulations under the Public Hospitals Act. 

6. General 

The Committee shall have the following additional general duties and responsibilities: 

(a) assisting the Board in the performance of the Board’s governance role for the 
quality of patient care and service and reporting to the Board at each of its 
meetings;  

(b) as and when requested by the Board, providing advice to the Board on the 
implications of budget proposals on the quality of care and services; 

(c) as and when requested by the Board, providing advice to the Board on the 
quality and safety implications of the Hospital Annual Planning Submission 
(HAPS) and quality indicators proposed to be included in the Hospital’s Service 
Accountability Agreement or in any other funding agreement; 

(d) suggesting Board education and development relating to quality topics 
appropriate for Board level discussion and oversight; 

(e) maintaining minutes or other records of meetings and activities of the Committee; 

(f) having the authority upon approval by the board to engage independent legal 
counsel, consultants or other advisors with respect to fulfilling its responsibilities 
and the hospital shall provide appropriate funding; 

(g) conducting an annual evaluation of the Committee in which the Committee 
(and/or its individual members) reviews the Committee’s performance for the 
preceding year for the purpose, among other things, of assessing whether it 
fulfilled the purposes and responsibilities stated in this Charter; 

(h) reviewing and assessing the adequacy of this Charter at least annually and 
submitting any proposed amendments to the Governance Committee and the 
Board for approval; and 

(i) performing such other functions and tasks as may be assigned from time to time 
by the Board. 
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BOARD MANUAL 
 

 
SUBJECT: Financial Objectives  NUMBER:  2-C-30

 
SECTION:  Corporate Performance and 

Oversight 

 
APPROVED BY:  Board 

 
DATE:  March 23, 2011 

 
REVISED/REVIEWED:  

 
 

Policy 

The Board has a fiduciary duty to ensure the safeguarding of the organization’s assets and the 
prudent use of its resources.  
 
The Board of Directors will ensure that the Resources Committee, with the Chief Executive 
Officer (CEO), annually develops key financial objectives for approval by the Board. The Board 
will monitor performance against these objectives.  
 
The Board will ensure that the organization is operated and managed in an efficient and 
effective manner according to accepted business and financial practices and approved policies, 
and that it operates within its approved funding and the annual plan and Hospital Services 
Accountability Agreement. The CEO is accountable to the Board for ensuring that this objective 
is achieved, that the fiscal position of the organization is not placed at risk, and that adequate 
internal controls and processes are in place, monitored for compliance, and regularly reviewed 
by the Resources Committee of the Board.  
 
A material deviation of actual expenditures that will cause deviation from overall performance of 
Board approved priorities will not occur without prior approval of the Board. Accordingly, the 
CEO will not: 

 Direct or approve the expenditure of designated revenue for other than its intended purpose; 

 Direct or approve the expenditure of more funds than have been budgeted, or expend more 
funds than have been received or reasonably forecast to be received; 

 Use any reserves except as provided in the approved budget; 

 Direct or approve the accumulation of debt for operational requirements in an amount 
greater than provided within the budget and indicated by the cash flow projections 
associated with the budget; 

 Direct or approve the cash position falling, at any time, below the amount needed to settle 
payroll and all other obligations in a timely manner, in accordance with generally accepted 
good business practices or the agreed terms inherent with the obligation without approval in 
accordance with Policy 2-C-36- Borrowing;  

 Knowingly allow any payments or filings to be overdue or inaccurately filed; or 

 Approve the acquisition of capital equipment or any major renovations other than what has 
been pre-approved in the capital budget (inclusive of available contingencies) and limited to 
the financial amounts established therein. 
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SUBJECT: Borrowing  NUMBER:  2-C-36

 
SECTION:  Corporate Performance and 

Oversight 

 
APPROVED BY:  Board 

 
DATE:  October 27, 2010 

 
REVISED/REVIEWED:  
 

Policy 

The Board will set borrowing limits and approve any changes to these limits. Cambridge 
Memorial Hospital will have a board-approved long term cash strategy that will strive to 
eliminate the reliance on debt. Annually, this strategy will be reassessed in the context 
of the organization’s operating and capital planning cycle. 

 
 
Guideline 

 
1. In accordance with By-Law Article 10.4, the hospital will only borrow money for the 

following purposes: 
(a) To secure bridge financing for working capital requirements; 
(b) To secure operating financing (line of credit) to fund normal operating requirements 

arising from timing differences between cash inflows and expenditures; 
(c) To secure capital project financing to support a capital project or major renovation; 
(d) To lease or finance capital equipment that is part of the organization’s Board-

approved capital project plan; 
(e) To lease or finance land or property consistent with Cambridge Memorial Hospital’s 

Master Plan; or 
(f) To support an expenditure justified by a business case with an acceptable financial 

return. 
 

2. Cambridge Memorial Hospital will maintain an adequate line of credit to cover short-term 
funding requirements subject to the following:  
(a) Board approval is obtained for the establishment of the line of credit and any other 

debt instruments.   
(b) Any changes to these limits will require additional Board approval that will be linked 

to a business case and a repayment strategy. 
(c) The Chief Executive Officer, with the support of the Board Chair or Vice Chair 

and/or Chair of the Resources Committee, may use the line of credit or any other 
debt instruments. 

(d) The Chief Executive Officer will inform the Resources Committee and the Board of 
the use of the line of credit at their next regularly scheduled meeting.  
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BOARD MANUAL 
 

NUMBER: 2-D-40
SUBJECT: Evaluation of Board, Committee and Individual Performance 

 
SECTION:  Board Processes 

 
APPROVED BY:  Board 

 
DATE:  November 24, 2010

 
REVISED/REVIEWED: 

 
Purpose 

Evaluation of the Board and Committee performance provides a means to: 
 Ensure the organization is effectively and efficiently governed 
 Take action to improve Board and Committee performance 
 Be guided by best practice, and 
 Identify continuing education and development needs. 

 
Policy 

The Governance Committee will establish and conduct the annual process for evaluation. 
 
The evaluation methods will address the structure, and processes of the Board as a whole, its 
committees, leaders, directors and non-director committee members.   
 
The evaluation process will include: 

 Key indicators and evaluation tools through which Board and committee effectiveness 
and performance may be measured 

 Tools and processes for individual self-assessment, including opportunities to identify 
education and development needs and whether the respondent wishes to be considered 
for Board leadership positions 

 Reports from the Governance Committee to the Board on the results of evaluation, key 
issues and recommended action for improvement 

 External resources as appropriate to ensure an effective process, and 

 Confidential and respectful communication by the Board Chair in giving feedback for 
individual self-improvement. 

 
Individual survey responses may be deleted after a summary is prepared.  
 

Periodic review of the evaluation tools and revision by the Governance Committee as required 
to will be done to ensure ongoing effectiveness and utility and alignment with the Board’s goals 
and objectives 

 
Assessments that may be conducted by the Governance Committee or committee chairs are 
summarized in Table 1: Tools for Board Evaluation.  
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Table 1 
Tools for Board Evaluation1 

Type of Evaluation  Purpose 
Frequency 

of Completion Review of Results and Action 

Orientation 
(Appendix A) 

To plan effective 
orientation for new 
directors and 
committee 
members 

On-line survey 
completed after 
the program 
 

Governance Committee reviews and 
staff incorporate changes into the next 
year’s program  

Meeting  
(Appendix B) 
 

To improve the 
effectiveness of 
Board/ committee 
meetings 

At the end of the 
meeting – at a 
minimum, 
quarterly 

The Board/Board Committee and 
Governance Committee review the 
results 

Board Education  
(Appendix C) 
 

To improve 
educational 
presentations 

At the end of each 
session 

Governance Committee reviews; 
consideration made to future planning 

Skills Matrix 
Inventory 
(Appendix D) 

To plan for 
recruitment 

 
 
 
 
 
Annual – 
 February-March 

Reviewed by the Governance 
Committee and Nominating Committee 

Individual Director 
and 
Non-Director 
Committee 
Member 
a) self-

assessment 
(Appendix E) 

b) peer 
assessment 
(Appendix F) 

As a director and 
committee 
member. 
Self-improvement; 
renewal of term 

Board Chair or delegate discusses 
results with the Board member and 
Board Chair or delegate reports results 
to Nominating Committee if director is 
being considered for a renewal term. 
Committee Chairs or delegate reviews 
results of non-director committee 
members with Board or Governance 
Chair.  Committee Chairs or delegate 
then review results with non-director 
committee member and report results 
to Governance Chair, as necessary. 

Future Intentions 
on the Board  
(Appendix G) 

To plan leadership 
and committee 
membership 

Annual – 
 
January/February 

Reviewed and taken into consideration 
by the Governance Committee 

Committee 
(Appendix H) 

To improve 
committee 
performance 

Annual - 
April 

Governance Committee reviews and 
makes recommendations 

Committee Chair 
(Appendix H) 
 

Self-improvement; 
Renewal of chair 
term  

Chair of Governance Committee or 
Board Chair reviews and discusses with 
the Committee Chair; considers results 
in re-appointing 

Board 
(Appendix I) 

To improve Board 
performance 
 

Annual -  
May 

Governance Committee reviews and 
makes recommendations to the Board 

                                                 
1 Surveys may be amended by the Governance Committee from time to time. 
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Type of Evaluation  Purpose 
Frequency 

of Completion Review of Results and Action 

Board Chair 
(Appendix J) 

Self-improvement; 
renewal of term 

Chair of Governance Committee 
reviews and discusses with Board Chair
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BOARD MANUAL 
 

NUMBER: 2-C-40
SUBJECT: Capital Projects - Change Order Approval Policy 

 
SECTION:  Board Processes 

 
APPROVED BY:  Board 

 
DATE:  March 19, 2012 

 
REVISED/REVIEWED:   May 26, 2013 

This policy is identical to Corporate Manual Policy 2-221 
 
Policy:  
  
To ensure that all capital project change orders are approved with appropriate authorization 
in keeping with the Capital Projects Change Order Approval Matrix (Appendix A). 
 
Procedure: 
 

The following procedures will apply to change order management: 
 
1. A request for change may be raised by the Owner, Contractor or Consultants. 
2. All Requests for change must be presented to the Director of Capital 

Redevelopment or designate, together with a completed Contemplated Change 
Notice (CCN) form.  It is the responsibility of the prime consultant to ensure that a 
CCN Form is completed with required supporting documentation.  

3. Upon receipt of the contractor’s quotation, the prime consultant will submit the 
itemized quotation to the appropriate sub-consultants for their review as required.  
The prime consultant will submit the quotation, together with their review and 
recommendation to the Director of Capital Redevelopment or designate. 

4. The Director of Capital Redevelopment or designate will complete a preliminary 
evaluation of the change request including: 
 an assessment of the feasibility for change 
 an assessment of the impact on the plan schedule 
 an assessment of the impact on costs of design and construction 
 identification and evaluation of alternatives 

5. The approval authorization will follow the Capital Project Approval & Monitoring 
Matrix (Appendix A) which defines signing authority requirements. 

6. If it is decided by the Owner representative that the change should not proceed, 
the prime consultant is notified and no further action is taken.  Change Orders not 
proceeded with will be shown as cancelled on the Change Order summary. 

7. If the Owner decides to proceed with the change, the prime consultant will prepare 
the necessary documentation and issue a Notice of Change to the contractor. 

8. A monthly summary will be issued to the Board Resources Committee, or its 
delegate, itemizing all Change Orders including origin, description and amount.  
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Capital Projects Change Order Approval Matrix 
(Signing Authority Requirement) 

APPENDIX A1 
 Board 

Resources 
Committee2 

CEO Vice President 
Finance and 
Corporate 
Services 

Director Capital 
Redevelopment 

Other 

Change Orders 
<$10,000 

 
   

Construction 
Manager 

Change Orders 
<$10,000 - $50,000 

 
   

Construction 
Manager 

Change Orders 
> $ 50,000 
 

 
R 
 

 
 

 
 

 
 

Construction 
Manager 

Change Orders 
Any amount that results 
in the total project cost 
exceeding the project 
budget 
 

 
 

R 
 

 
 

 
 

 
 

Construction 
Manager 

 

                                                           
1 Check marks indicate instances where signature is required. 
R= Recommend to the Board  
2 Resources Committee or its delegate 
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Agenda Item 2.6 

 
Proposed Motion 
 
After making inquiries of the President and CEO and other appropriate officers of 
Cambridge Memorial Hospital and subject to any exceptions identified on Schedule A, to 
the best of the Board’s knowledge and belief, Cambridge Memorial Hospital has fulfilled, 
its obligations under the service accountability agreement (the “H-SAA”) in effect during 
the Applicable Period. (April 1, 2012 to March 31, 2013) 
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DECLARATION OF COMPLIANCE 

Issued pursuant to the Hospital Service Accountability Agreement 
 
 
To:  The Board of Directors of the Waterloo Wellington Local Health Integration Network 

(the “LHIN”)    Attn:  Joan Fisk 
 
From:  The Board of Directors (the “Board”) of the Cambridge Memorial Hospital 
 
Date: May 29, 2013 
 
Re: April 1, 2012 – March 31, 2013   (the “Applicable Period”) 
 
 
 
 
The Board has authorized me, by resolution dated May 29, 2013, to declare and attest to you that, 
after making inquiries of Cambridge Memorial Hospital’s Chief Executive Officer and other 
appropriate officers of the hospital and subject to any exceptions identified on Appendix 1 to this 
Declaration of Compliance, to the best of the Board’s knowledge and belief, the Cambridge 
Memorial Hospital  has fulfilled its obligations in respect of CritiCall under the hospital service 
accountability agreement (the “Agreement”) in effect during the Applicable Period. 
 
Unless otherwise defined in this declaration, capitalized terms have the same meaning as set out 
in the Agreement.  
 
This Declaration of Compliance, together with its Appendix, will be posted on the Cambridge 
Memorial Hospital website on the same day that it is issued to the LHIN. 
 
 
 
_______________________________ 
Angelo Loberto 
Board Chair 
Cambridge Memorial Hospital  
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Appendix 1 - Exceptions 

 
 
Please identify each obligation in respect of CritiCall under the H-SAA that the HSP did not meet 
during the Applicable Period, together with an explanation as to why the obligation was not met 
and an estimated date by which the HSP expects to be in compliance.  

 
 

None noted 
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