
Open Meeting 
 

BLUEWATER HEALTH BOARD 
AGENDA 

 
 February 23, 2011 
 6:00 p.m. 
 Classrooms – Mitton Site 

Please note the start time 

Documents:  *attached   **to be tabled 
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1. CALL TO ORDER 
1.1 Welcome/Opening Remarks 
1.2 Approval of Agenda 
1.3 Declaration of Conflict of Interest 

      D. Campbell 

2. APPROVAL OF MINUTES 
2.1 January 26, 2011*       D. Campbell 

3. REPORT FROM IN-CAMERA MEETING       D. Campbell 
4. POLICY FORMATION 

4.1 COR-MS-9.10 – Chart Completion Policy* 
     

 M. Haddad 

5. ITEMS REQUIRING DECISIONS  
 5.1 Bluewater Health Attestation – Auditor General’s Report*        

D. Campbell 
6. MONITORING/OVERSIGHT 

6.1 Department of Surgery Recommendations – Update       
M. Haddad  

6.2 Quarterly Investment Report*       S. Anema 

6.3 Financial Statement*       S. Anema 

6.4  Capital Project/Facilities Planning Report*       M. Lapaine 

6.5  Balanced Scorecard 
- RU&A Indicator Report* 
- Quality Indicator Report* 

      
 
S. Thiffeault 
D. Campbell 

7. ITEMS FOR DISCUSSION  
7.1 Accreditation – Governance Quality Performance 

Roadmap & Governance Functioning Tool Report*   

 
   

 
 
 

 
R. Newton-Smith 

8. ITEMS FOR INFORMATION & ANNOUNCEMENT 
8.1  CEO/Management Reports 

   
 

   
 

 
S. Denomy 

8.2  Board Chair Report       D. Campbell 

8.3  Medical Advisory Committee Report – February 16*       M. Haddad 
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8.4  Quality Committee Report – February 3*       D. Campbell 

8.5 Governance and Nominating  Report – February 8*       R. Newton-Smith 

8.6 Resource Utilization & Audit Committee Report – 
February 10* 

      S. Thiffeault 
 

8.7  Foundation Report*       L. Kenny 

9. OPEN FORUM 
– Opportunity for Directors to reflect on how our 

patients, families and community were considered 
in our discussions 

– Call for future meeting items 

All Members 

10. NEXT MEETINGS: 
–  March 23, 2011  D. Campbell 

11. ADJOURNMENT D. Campbell 
 



REGULAR MEETING 
BOARD OF BLUEWATER HEALTH 

January 26, 2011 
 

Directors:
Bryan Bouck√ 
David Campbell√ 
Bruce Davies√ 
Sue Denomy√ 
Jim Elliott√ 
Dr. Michel Haddad√ 

Lorri Kerrigan√ 
Robert McKinley√ 
Richard Newton-Smith√ 
Barb O’Neil(r) 
Wayne Pease√ 
Pasquale Rossi(r) 

Brent Steeves√  
Cindy Thayer(r) 
Stéphane Thiffeault√ 
Dr. Angela Wang(r) 

 
Staff: Steve Anema(r); Kim Bossy√; Connie Courtney(r); Mike Lapaine√; Lynda Robinson√ 
 
Guests Sheila Chappell, President of the Bluewater Health Foundation 

Christine Murphy, Special Projects Administrator 
 

1. CALL TO ORDER – 6:15 p.m. (*attached in the minute record book)  
 

1.1 Welcome/Opening Remarks 
B. Davies welcomed everyone to the meeting and introduced Lynda Robinson, Vice President, 
Operations.  He advised that Dr. Wang, P. Rossi and C. Thayer were not able to attend the meeting.   

 
1.2 Approval of Agenda* 

M
 

otion (R. Newton-Smith/l.. Kerrigan) and carried:  to approve the agenda as presented. 

1.3 Declaration of Conflict of Interest 
None was declared. 

 
2. APPROVAL OF MINUTES (*attached in minute record book) 
 
2.1 Motion (S. Thiffeault/R. McKinley) and carried:  to approve the minutes of December 15, 2010 

as presented. 
 
3. REPORT FROM IN-CAMERA MEETING  
  

B. Davies reported that some credentialing matters and financial matters with respect to the capital 
project were discussed in the in-camera meeting.  He noted that the capital project remains on time 
and on budget. 

 
4. EDUCATION SESSION (*attached in minute record book) 
 
4.1 Journey to Engagement* 

C. Murphy and K. Bossy provided a presentation entitled “Journey to Engagement”.  They 
addressed the following: 
• Why Community Engagement? (legislative requirement, accreditation, fit with mission, vision 

and values) 
• What is Community Engagement? (rationale, definition, challenges) 
• Community Engagement at Bluewater Health (objectives, definition, principles, stakeholders, 

priorities, process, resources and evaluation)  
 

5
 
. POLICY FORMATION (*attached in minute record book) 

5.1 Policy 6.10 – Community Engagement Resource Planning* 
R. Newton-Smith presented Policy 6.10 – Community Engagement for approval.  He advised that 
the CE Strategy is founded upon ten guiding principles which are intended to orient the Board, 
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management, staff and volunteers and all stakeholders to the focus that the hospital will take with 
community engagement.  The Governance & Nominating Committee will provide oversight for the 
Community Engagement strategy by monitoring its implementation and effectiveness and reporting 
to the Board on a regular basis. 

 
An inquiry was made regarding the recommended annual budget for this work and whether the 
amount funding will be reflected separately in the operating budget.  Discussion ensued regarding 
the costs to undertake community engagement activities. 

 
Motion (R. Newton-Smith/B. Steeves) and carried:  to approve Policy 6.10 – Community 
Engagement as presented.  

 
6. ITEMS REQUIRING DECISIONS(*attached in minute record book) 
 
6.1 Chief Financial Officer Certificate* 

M. Lapaine presented the Chief Financial Officer quarterly certificate for the period ending 
December 31, 2010 for approval.  No concerns were raised. 

 
Motion (B. Bouck/R. McKinley) and carried:  to accept the Chief Financial Officer Certificate. 

 
6.2 Request for Bridge Loan* 

M. Lapaine sought Board approval for the hospital to establish a short-term bridge loan of $7.5 
million in order to maintain liquidity.  He advised that every year the Ministry claws back the 
operating grant advance in February and March and that the loan is required to cover this period 
until the new funding for the next fiscal year is advanced in April.  The bridge loan was increased 
three years ago from $5 million to $7.5 million.  

 
Motion (S. Thiffeault/J. Elliott) and carried:  to approve management to establish a bridge loan 
of up to $7.5 million through the CIBC for the period March to May 2011. 
 

7
 
. MONITORING/OVERSIGHT (*attached in minute record book) 

7.1  Department of Surgery Recommendations – Update* 
Dr. Haddad provided an update regarding the Department of Surgery’s recommendations that were 
implemented as a result of the Goldman report.  Recommendations 1-3, 5, 6, 8 are completed and 
recommendations 4, 7, 9-30 are underway or in progress.   

 
Inquiries were made regarding the morale in the department, sick time, infection rate and reporting.  
Dr. Haddad advised that there is full attendance at meetings now and improvements have been 
made.  He noted that the surgeons are working as a team covering for each other if one is absent.  
Discussion ensued regarding the cancer care plan.  Dr. Haddad reported that the hospital intends to 
grow the program and repatriate patients back to Sarnia.      

 
7.2  Financial Statement* 

M. Lapaine presented the Statement of Revenues and Expenses for the period ending November 30, 
2010.  He advised that the hospital is projecting a $96,000 surplus for year end and reported on 
variances from forecast.  An increase in medical/surgical supplies expenses has been offset by the 
NEER rebate as well as improvements to the room differential revenues.  He noted that the hospital 
is forecasting to recognize $2.6 million of PCOP expansion revenue for various clinical programs 
and those expenses incurred due to PCOP expansion will be offset.   

 
Motion (B. Steeves/W. Pease) and carried:  to accept the Financial Statement as presented.   
 

7.3 Capital Project/Facilities Planning Report* 
M. Lapaine reported that the Capital Redevelopment project is 93 percent complete and Phase 2 of 
the project is on schedule.  He advised that there are potential schedule concerns related to 
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unforeseen building conditions (i.e. elevator machine room and shaft wall) and that meetings are 
being held to mitigate any additional schedule delays.  The Palliative Medicine program will be 
relocated back to their renovated unit on February 2nd and that the Continuing Care patients will be 
temporarily relocated on February 3rd. 

 
Motion (J. Elliott/R. McKinley) and carried:  to accept the Facilities Planning and Development 
Report as presented. 

 
7.4 Balanced Scorecard
 

Resource Utilization and Audit Committee Report* 
S. Thiffeault presented the Resource Utilization and Audit Committee Indicator report.  He 
reported that there were no significant changes from last month.  He highlighted rehab in-patient 
days, acute in-patient days and colonoscopy indicators which are tracking below target.   He noted 
that the rationale for overtime and sick time expenses remains the same as the previous month.  The 
overtime hours are up due to training and orientation of staff to the new facility.   The Committee 
proposed some changes to the balanced scorecard which will be reflected in next month’s 
scorecard.  

 
Quality Indicator Report* 
D. Campbell presented the Quality Committee Indicator report.  He advised that the Committee 
received an update from Diagnostic Imaging.  He noted that the MRI wait time is currently 40 days 
and the CT wait time is only 7 days which are the best in the ESC LHIN.  A patient incident 
occurred (a level 3 fall) and a QCIPA review is being completed as a result.  With respect to the 
complaints report, two complaints were over target in terms of timeliness of response.  In one case 
the delay resulted from a delay in determining the appropriate manager to respond to the complaint. 
He reported that administration is working on implementing the ECFAA requirements pertaining to 
Quality.   
 
D. Campbell also advised that the coding for the scorecard for the “Number of Health Care Claims” 
indicator was inaccurate. The scorecard shows that it is tracking red; however, it should be green.    

 
Motion (B. Bouck/R. Newton-Smith) and carried:  to accept the Resource Utilization and Audit 
Committee and Quality Committee indicator reports as presented. 
 

8. ITEMS FOR DISCUSSION 
 

8.1 Bridging Excellence Awards Launch 
K. Bossy advised that the Bridging Excellence Awards have now been launched and the deadline 
for nominations is February 25th.  She reported that the awards ceremony will be held on May 26th. 
Directors were encouraged to submit a nomination form and that if they had any questions to 
contact Michelle Laird at 519-464-4400 Ext. 5538 or mlaird@bluewaterhealth.ca.   

 
8.2 Board Retreat Survey Results* 

R. Newton-Smith presented the Board retreat survey results.  He advised that overall the comments 
were very positive.  Directors were encouraged to complete the surveys as the Board is interested in 
receiving feedback for areas of improvement.  He noted that the February 11th and 12th Board 
Strategic Planning Retreat will tie in the strategic goals to the quality initiatives in order to advance 
the Board’s quality agenda. 

 
8.3 Board Meeting Effectiveness Survey Results* 

R. Newton-Smith highlighted the November Board Meeting Effectiveness survey results.  He 
advised that there was a 50 percent response rate and that overall the results were positive.  He 
noted that the timeliness of the background information remains the top concern.  

 



Bluewater Health – Open Meeting page 4 
January 26, 2011 
8.4  Rural and Northern Health Care Challenges – Public Consultations* 

B. Davies sought the Board’s input regarding whether the hospital should submit a formal response 
to the MOHLTC’s Rural and Northern Health Care report.  A public consultation has been 
scheduled for February 2nd in Petrolia.  S. Denomy discussed the format for the consultation 
session.  It was agreed that the hospital would not submit a separate response but would complete 
the OHA survey.  The Board agreed that the response to the report should come from the OHA as a 
collective response from all hospitals as the recommendations were province wide and general in 
nature.  Directors were encouraged to complete the surveys and attend the session if they wished to 
do so. 

    
9. ITEMS FOR INFORMATION & ANNOUNCEMENT (*attached in minute record book) 

 
The following updates and Committee reports were presented: 

 
9.1 CEO/Management Reports* 

S. Denomy reported that: 
• Bluewater Health had the honour of hosting the Minister of Health and Long-Term Care, 

Deb Matthews.  She advised that the Minister toured the Complex Continuing Care and 
Emergency departments and the Pat Mailloux Eye Centre in Petrolia and the Emergency, 
Diagnostic Imaging, Laboratory, Dialysis, ICU, Medicine departments and the donor wall 
in Sarnia and seemed very pleased and impressed. 

 
• the hospital continues to show improvement in the collection of revenues associated with 

preferred accommodations. 
 

• the hospital has enrolled in the Institute for Healthcare Improvement Passport Membership.  
This membership allows 38 managers to participate in the on-line Leading Quality 
Improvement:  Essentials for Managers Program and entitles the hospital to save a 
significant amount in registration costs as each course typically costs $1,500.   

 
• the hospital introduced a tiered parking system for staff effective January 4th.  She advised 

that a shuttle bus is provided for parking lots D and E.  She noted that staff appear to be 
very pleased with the shuttle as they get picked up in the lots and dropped off at the front 
door of the hospital.  She advised that feedback has been very positive.  She acknowledged 
the work of the Parking Committee and advised that the Committee continues to meet 
weekly to address parking for those staff on the waiting list. 

 
• the official kick off for the celebrations of the 100th Anniversary of CEEH was scheduled 

for Saturday, January 29th at the Victoria Playhouse. 
  

9.2 Board Chair Report 
B. Davies reported that: 
• he had the privilege to tour the hospital with the Minister of Health and Long-Term Care and 

attend a short meeting with the Minister during her visit to Bluewater Health.  He noted that he 
appreciated the opportunity to meet the front line staff first hand and hear the positive 
feedback regarding the RTC program and ICU/CCU.       

 
• he attended the Elected Officials meeting held on January 24th.  These meetings are held every 

six months and are well attended by the MP, MPP and municipal officials.   
 

9.3 Medical Advisory Committee – January 19* 
Dr. Haddad advised that: 
• Dr. Haddad advised that the Committee received presentations on accreditation and the Cancer 

Care Plan.  He reported that MAC will be developing a policy as to whether to granting access 
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to the hospital’s computer system to family physicians who do not have hospital privileges.  
He provided an update regarding the initiative to offer epidurals to women in labour.  Plans 
are underway to implement this service on April 1, 2011.   

 
• he hoped to present an incomplete chart policy at the February Board meeting.  He indicated 

that it is not always the physician’s fault that charts are not completed in a timely fashion.  For 
example, Health Records fell behind because of the demands of moving from one site to the 
other. However, there are eight to nine physicians whose charts are regularly overdue. 

 
9.4 Quality Committee Report – January 6* 

• D. Campbell reported on various matters, including a patient experience video on surgical site 
infections, the Diagnostic Imaging Unit wait times and improvements for a standardized 
booking system, the limited number of psychiatrists currently providing service for the Mental 
Health Unit and a compliments letter praising a staff member in the Occupational Therapist.  
He noted that the Releasing Time to Care© pilot is completed and will be featured in the 
accreditation process.  Hand hygiene was identified through the RTC project and that staff in 
Medicine along with the Infection Control team will be leading this initiative.  The Committee 
received an organizational chart reflecting the committee structure.  

 
9.5 Governance and Nominating Committee – January 11* 

• R. Newton-Smith advised that the regulations under ECFAA and the amendments to 
Regulation 965 under the PHA have passed.  He reported that the Committee will be 
discussing amendments to the hospital’s by-laws at the February meeting.  Directors were 
encouraged to take advantage of educational opportunities (conferences, webinars) and were 
reminded about the February 11th and 12th Strategic Planning Retreat. 

 
9.6 Resource Utilization and Audit Committee Report – January 13* 

• B. Bouck reported the 2008-10 Hospital Service Accountability Agreement has been extended 
to cover the 2011-12 fiscal year.   

 
9.7 Foundation Report* 

S. Chappell reported that:  
• the Foundation recently held a strategic planning session and intends to change its approach 

for seeking donors as the hospital building project is almost complete. 
• the Foundation’s website will be upgraded to include on-line donations including the ability to 

issue instant receipts when purchasing event tickets on-line.   
• the 2011 Dream Home Lottery is coming to a close and that the February 18th draw will be 

held in the atrium and broadcasted locally.  She thanked Connie Courtney, Barb O’Neil and 
Dr. Pasqualucci for participating in the radio commercial promoting the lottery.  

 
Motion (B. Bouck/R. McKinley) and carried:  to receive the above reports as presented.  

 
10. OPEN FORUM 

No concerns were raised. 
 

1
 
1. NEXT MEETING 

 February 23, 2011 
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12. ADJOURNMENT  

 
There being no further items for discussion, the meeting adjourned at 8:35 p.m. 
 
 

___________________________   ____________________________ 
Bruce Davies      Sue Denomy 
Chair       Secretary   
Board of Bluewater Health    Board of Bluewater Health  
 
___________________________ 
Jacqueline McGregor 
Senior Executive Assistant 
Recorder 
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Manual Professional Staff Policy & Procedure   
Policy Section Professional Staff  

Title CHART COMPLETION POLICY 
Issuing Body/ 
Prepared By 

Chief of Professional Staff and Medical Advisory 
Committee 

Approved by Hospital Board of Directors Number:  COR-MS-9.10 
Effective Date 
Revised Date  

September 20, 2006 
January 23, 2006 
February 15, 2006 
February 23, 2006 
September 20, 2006 
January 2008 
December 2009 
February 2011 

Version: 1 File Name: H:\CORPORATE 
POLICIES & 
PROCEDURES\Section 8 - 
Medical Staff Policies\9.10 Chart 
completion policy.doc 

Controlled document.  Any documents appearing in paper form must be used for reference purposes only.  The on-line copy on the file server 
above must be considered the current documentation. 

 
PURPOSE  
 
The purpose of this chart completion policy is to define a consistent approach for the completion 
of health records and the application of consequences when health records are not completed by 
the required date and to ensure timely submission of information to the Canadian Institute of 
Health Information (CIHI), the College of Physicians and Surgeons of Ontario (CPSO), and the 
Ministry of Health and Long Term Care (MOHLTC).  
 
POLICY  
1. A complete health record must be maintained for all hospital patients as outlined in the 

Public Hospitals Act, the Medicine Act and the Hospital bylaws, policies and procedures. 
2. Physicians shall complete records according to the minimum standard for the following (see 

Appendix E, Chart Completion Policy Template from the Comprehensive Documentation 
Expert Panel): 

• Face Sheet 
• Operative Report 
• Discharge Summary 
• Progress Notes 
• History and Physicals 

3. A monthly report will be sent to the Medical Advisory Committee, which will include a list 
of incomplete charts by all physicians. 

4. Physicians should complete all charts within 48 hours of discharge; charts must be completed 
within twenty-one (21) days of patient discharge at the latest. 

APPROVED by MAC 
FEBRUARY 16, 2011 
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Key Contact: Chief of Professional Staff FINAL DRAFT   February 16, 2011 
 
References: 

5. The health record may be on the nursing unit or care area for up to 48 hours post discharge. 
Physicians and Professional Staff are encouraged to complete (dictate as appropriate), date, 
and sign all documentation at the time of discharge. 

6. Incomplete charts will be made available in the Health Records Department for physician 
completion within seven (7) working days post discharge.  They will be filed by terminal digit 
in a designated area of the Health Records Department and Health Records staff will be 
available to assist the Professional Staff member in locating charts. 

7. Both the Medical Advisory Committee and the Chief of Professional Staff reserve the right to 
sanction or suspend physician and Professional Staff privileges when charts remain 
incomplete.  Exceptions include: 

• Physician is granted an extension by the Chief of Professional Staff due to 
extenuating circumstances (e.g. illness, unplanned leave of absence). 

• The chart is not available for the physician to complete because the patient has 
returned to the hospital and chart has been forwarded to the individual/area providing 
care. 

8. Physicians shall notify the Health Records Department of planned absences to avoid the 
preparation and distribution of incomplete records notices. 

9. At Fourteen (14) days post discharge, each physician will receive a letter (Notice) from the 
Health Records Department of all charts that remain incomplete. 

10. At Twenty one (21) days post discharge, which is seven days following the first letter, the 
Health Records Department will forward a second letter (Warning) to the physician. The 
letter will state that the physician will face sanctions as outlined in Appendix A if these 
charts remain incomplete after another seven (7) days, which is twenty eight (28) days post 
discharge. The Chief of his/her Department and the Chief of Professional Staff will also be 
notified. This letter will include all incomplete charts assigned to the physician. 

11. At twenty eight (28) days post discharge, if the charts remain incomplete, the Chief of 
Professional Staff will send a letter to the physician confirming that the sanctions outlined in 
Appendix A will be effective immediately. The letter will be sent by registered mail. 

12. At thirty five (35) days post discharge, if any charts remain incomplete, then the Chief of 
Professional Staff will invite the physician to an emergency Medical Advisory Council 
(MAC) meeting. Sanctions will remain effective in the meantime. At the meeting, the 
physician will be informed that his/her privileges will be automatically suspended if the 
charts remain incomplete seven (7) days after the MAC meeting. 

13. Seven (7) days after the MAC appearance, the Chief of Professional Staff will advice the 
physician that hospital Privileges are suspended immediately. The Hospital and the Board of 
Directors will be notified of the suspension by the Chief of Professional Staff. 

14. The suspension of privileges will continue day by day until all overdue charts are completed. 
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Key Contact: Chief of Professional Staff FINAL DRAFT   February 16, 2011 
 
References: 

 
15. The CPSO will be notified of all suspensions. 
16. If a physician wishes to challenge a suspension pursuant to this policy, the process outlined 

in Article 14.02 of the Hospital By-Laws for Non-Immediate Mid-Term Action shall be 
followed with the necessary modifications. 

17. In instances where the person suspended is the only person who can handle an emergency 
situation, privileges can be reinstated at the discretion of the MAC Chair (Chief of 
Professional Staff) or the patient transferred to another institution. 

18. Once the charts are completed, the suspension shall be lifted and all privileges restored by the 
Chief of Professional Staff. The Hospital, Board of Directors and CPSO will be notified by 
the Chief of Professional Staff. 

19. Renewing Annual Privileges will be held under consideration until all outstanding charts are 
completed. 

 
EXCEPTION:  Physicians who are on vacation or ill will be exempt from the sanction or 
suspension process until the first Thursday after he/she returns provided:  their deficient charts 
were completed up to the Thursday prior to their departure and Health Records was notified of 
the dates of their absence. 
 
Physicians taking a LOA are responsible for completing their records within twenty-one (21) 
days of patient discharge.  Failure to complete their charts by the specified time frame will result 
in the application of the sanction and suspension process. 
 
Note:  
In those areas where the availability of resources have been reduced / cancelled, the 
delinquent member shall be responsible for notifying his/her patients. 
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Health records shall be completed within the following timeframes: 
 
Admission History & Physical Examination Report 
Within forty-eight (48) hours of admission and/or maximum (120) days prior to any surgical 
procedure. 
 
Progress notes -  

ICU – Notes should be completed on daily basis.  
 
Level 2 - Notes should be completed on daily basis. 

 
Telemetry and all Acute Care Beds - Notes should be completed with sufficient clarity 
and frequency to clearly document the patient’s course of treatment and as medical 
condition changes.  Significant changes in clinical status have to be clearly documented. 

 
Consultation Report - at the time of consultation 
 
Operative Note – Should be completed immediately following operative procedure; maximum 
within twenty-four (24) hours. 
 
Discharge Summary – Should be completed at the time of discharge; maximum within forty-
eight (48) hours, as per OHIP schedule of benefits. A written Summary Sheet can be completed 
for charts with a length of stay (LOS) less than forty-eight (48) hours. A dictated discharge 
summary must be present on all death charts and any charts with a length of stay (LOS) greater 
than forty-eight (48) hours. OB and NB chart summary of delivery/assessment will suffice as the 
discharge summary. 

 
Medical Certificate of Death - Immediately at the time of death; maximum within twenty-four 
(24) hours (see Appendix B). 
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Overview of Time Line:  
 
 

 
 

 

 

  

  

 

  

 
Patient Discharged 

After 14 days 
Notice to physicians of 

charts that are not 
complete 

After 21 days 
Physicians sent second 
warning letter outlining 
sanctions/suspension,   
cc. to Medical Director 

 

7 days after MAC 
meeting, Chief of 

Professional Staff notifies 
physician that privileges 

are suspended 

35 days physician 
requested to attend an 

emergency MAC 
meeting; Medical 
Director notified 

After 28 days sanctions 
commence 
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Sanction Measures per Department (Pre-Suspension): 
 
APPENDIX A 
 
Internal Medicine 
Immediate: 
Cancellation of EKG and Pulmonary function interpretation 
 
Cancellation of stress testing, echocardiography, and nuclear stress testing block 
 
Cancellation of Ambulatory Care / Endoscopy block to start in 1 weeks time 
 
 
Critical Care 
Immediate: 
Cancellation of EKG interpretation 
 
Cancellation of booked ICU shifts to start in 1 weeks time 
 
 
Surgical Program  
Immediate 
No further elective surgical bookings allowed 
 
Cancellation of Ambulatory Care / Endoscopy block to start in 1 weeks time 
 
Cancellation of O.R. Elective Blocks to start in 1 weeks time 
 
 
Family Practice  
Cancellation of Ambulatory Care block 
 
Rural Health  
Cancellation of Ambulatory Care block 
 
Psychiatry 
Withhold hospital stipend  
 
OB/GYN 
Immediate 
No further elective surgical bookings 
 
Cancellation of Ambulatory Care block to start in 1 weeks time 
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Cancellation of elective O.R. block to start in 1 weeks time 
 
Pediatrics  
Withhold hospital stipend 
 
Emergency 
Cancellation of booked shifts to start in 1 weeks time 
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APPENDIX B 
 

Death Certificate Guidelines 
 

1) For an inpatient death, the floor will notify physician and funeral home 
ASAP following a death. 

2) For deaths in the ER or VSA on arrival, the attending physician in the ER 
will complete the medical certificate of death or arrange for completion 
or coroner’s review as appropriate. 
 

3) Funeral home expectation that Death Certificate will be signed within a 
certain timeframe as follows: 
 
a.  In the event that a death occurs during office hours between Monday 

to Friday, the death certificate shall be completed and faxed to the 
Health Records department (383-7810) by 7:00PM that day. 
 

b. If the death occurs after office hours – evenings and nights – the 
death certificate shall be completed by 1300 hours the next day. 
 

c. From Friday at 6:00PM to Sunday at 6:00PM, it is expected that the 
on-call physician shall complete a death certificate within 24 hours. 
 

d. Office hours are usually from 8:00AM to 5:00PM. 
 

e. It is understood that the death certificates can be faxed to the 
Health Records department (383-7810) to allow release of the body 
to the funeral homes and the original shall be forwarded to the 
Health Records department by the courier service, personally or by 
pick-up through the Foundation Office (Monday to Friday) between 
the hours of 0900 – 1000 (464-4408). 
 

On-call physicians should identify themselves as such, and should also indicate that 
more information is available later on the death certificate. 
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Via email  

 
February 9, 2011 
 
 
Bruce Davies 
Board Chair 
Bluewater Health 
89 Norman Street 
Sarnia, ON   N7T 6S3 
 
 
Dear Mr. Davies: 
 
 
Re:  

 

Attestation in Response to the Auditor General's Report, Consultant Use in Selected Health   
Organizations 

On October 21, 2009, the Government of Ontario through the Standing Committee on Public Accounts 
requested that the Auditor General of Ontario conduct spot audits on the use of consultants by the Ministry 
of Health and Long-Term Care, all 14 Local Health Integration Networks (LHINs) and a sample of Ontario 
hospitals.  
 
The findings raised in his report are of serious concern to the government, the LHINs, as well as to the 
public who expect us to be accountable and to ensure that tax dollars are spent wisely. 
 
Our accountability and transparency efforts must continue to improve.  At the request of the Minister of 
Health and Long-Term Care, I am asking that you submit within 30 days an attestation that the report has 
been reviewed by the Board and senior leadership of your hospital and that your internal practices and 
controls have been assessed according to the spirit and intent of the report findings.  I also ask that you 
outline, in detail and with timelines, the steps and measures taken or to be taken by your hospital to address 
the issues identified in the audit. 
 
Thank you for your continued cooperation to ensure that proactive action is taken to address this most 
important matter. 
 
Sincerely, 

 
Mina Grossman-Ianni 
Board Chair / Présidente 
 
MOHLTC/mg 
 
Attach.  Attestaton - Declartion of Compliance  
             Note to Hospital Board 
 
cc:     Sue Denomy, President and Chief Executive Officer, Bluewater Health  

 
 



 
 

 
DECLARATION OF COMPLIANCE 

 
 

TO:                            Mina Grossman-Ianni, Board Chair 
     Erie St. Clair Local Health Integration Network 
 
 FROM:                   The Board of Directors, (the “hospital”) 

   Bluewater Health  
 
RE:  Auditor General’s Special Report Attestation 

 
________________________________________________________________________ 
 
 
The Board has authorized me, by resolution dated ________________ to declare to you as follows: 
                                                                                       (date) 
 
Upon due enquiry of the Chief Executive Officer and other appropriate hospital officers, and 
subject to any exceptions identified in the attached report, to the best of the Board's knowledge 
and belief, the hospital; 
 

 Board and senior leadership have reviewed the Auditor General's Special Report: 
Consultant Use in Selected Health Organizations and have assessed that the hospital's 
internal practices and controls are in accordance to the spirit and intent of the report 
findings. 

 
 
 
Dated at ________________ Ontario this ______, day of _____________, 2011. 

                         City                                           XXth                       Month 
    
 
 
 
 
______________________________________ 
Name of Board Chair 
Bluewater Heath 



 
 

Note to Hospital Boards 
 

If your Board has no exceptions to declare, please include a "no known exceptions" 
statement to your attestation. 
 
If your Board has exceptions to declare, please identify them and outline them as 
part of your report with details and timelines the steps and measures that have 
been taken or will be taken by your LHIN. 
 
Please delete this note before sending your attestation. 

 

 



Q3 09-10 Q4 09-10 Q1 10-11 Q2 10-11
Action Plan

Quarterly Performance                                              
(unless otherwise specified)

Current Period 

(Q3 10-11 unless 

otherwise specified)

Interpretation/AnalysisTarget

Next 

Update 

(Month of 

Report)

Quality Care

Indicator
Updated 

this 

Report

Q1 09-10 Q2 09-10 Q3 09-10 Q4 09-10 Q1 10-11

Inpt 69.9 70.2 71.3 62.4 64.7
IP (comm hosp avg = 

69.4)

Improvement over past quarter seen in all dimensions 

and overall. Top reasons: overall condition of hospital 

(33%) and attitude of staff (12%).  CEEH: 84.4; 4E: 

67.8; 4N: 57.6; Surg: 61.2

 

ED 63.2 70.0 66.7 59.6 61.7
ED (comm hosp avg 

= 56.4)

OB 54.2 38.9 51.7 63.8 57.1
OB (comm hosp avg 

= 68.4)

Overall condition of hospital and rooms (36%), attitude 

of staff, time with docs, visiting hrs, noise levels, 

involvement, understanding of what to do at home (all 

9%) were top reasons for not definitely 

recommending.

Monitor reasons following move to new facility.

Day Surg 68.4 58.8 68.8 74.7 70.6
DS (comm hosp avg 

= 80.8)

Stats sig lower than ON commun hosp avg.  Parking 

(27%), overall condition of hospital and rooms (27%), 

time waiting (13%) and understanding home 

instructions (13%) top reasons for not definitely 

recommending.

Continue plans to decrease time patient arrives pre-

procedure from 3 hours to 2 hours.   Also looking to 

implement Studor approach to rounding for outcomes 

to improve nurse-patient communication through the 

use of scripting.

Inpt 80.9 85.2 83.5 80.5 85.3
IP (comm hosp avg = 

82.6)
  

ED 71.8 77.6 74.9 69.2 71.5
ED (comm hosp avg 

= 72.0)
Very close to target.  

OB 84.0 78.2 80.0 85.2 95.6
OB (comm hosp avg 

= 84.1)
  

Day Surg 96.2 93.2 92.6 95.3 93.0
DS (comm hosp avg 

= 93.6)
Very close to target.  

Inpt 76.6 76.1 77.4 75.7 80.9
IP (comm hosp avg = 

73.0)
Stats sig higher than community hosp avg.  

ED 76.3 76.2 83.7 69.1 73.6
ED (comm hosp avg 

=70.8)
  

OB 69.4 82.1 72.4 86.9 77.3
OB (comm hosp avg 

= 73.4)
  

Day Surg 79.7 89.8 85.4 94.0 86.0
DS (comm hosp avg 

= 90.4)
  

Inpt 95.2 95.1 93.4 92.6 96.2
IP (comm hosp avg = 

94.1)

OB 100.0 96.4 93.3 98.4 100.0
OB (comm hosp avg 

= 95.9)

Aug-10 Sep-10 Oct-10 Nov-10 Dec-10

1.87 1.25 1.10 0.76 0.64 TBD

13 complaints total.  Top categories of complaints: 

accessibility (4), communication (4) and care/treatment 

(7).

Mar ◄

87.8% 92.6% 91.3% 88.9% 92.3% 95% 1 case: delayed response over holiday period. Reminder given re: policy guidelines  Mar ◄

100.0% 88.9% 100.0% 100.0% 84.6% 95%
2 cases: Medical Director still investigating + 

Communications working on scripted message.
 Mar ◄

ONA 0.2% 1.7% 1.6% 0.6% 1.1%

SEIU 2.0% 3.4% 1.8% 2.0% 1.6%   

OPSEU 0.3% 1.0% 0.0% 0.7% 1.0%

Sep-09 Dec-09 Mar-10 Jun-10 Sep-10

9 11 2 2 3
<9.9 Jan-Dec '10 

(2.5/Q) (10% less 

than prior year)

  Mar

52 72 12 32 56
<64.8 Jan-Dec '10 

(16.2/Q) (10% less 

than prior year)

Compare 52 previous YTD. Top causes: 

overexertion/strain (19) and blood & body fluid 

exposure (14) account for more than 50% of all 

incidents.

Education and follow-up re: documenting when assists 

are needed with patient transfers.  Education re: 

proper procedures and use of PPE to prevent 

exposure to blood & body fluids.

Mar

1.01 0.92 0.68 0.21 0.23
<1.66 (2009 

healthcare rate)
  Mar

4.00 3.67 1.53 0.96 1.08
<18.58 (2009 

healthcare rate)
  Mar

Complaint Rate (per 1,000 Encounters)

Inspired People

Reporting Period:

Response to Complaints (% Attempted Acknowledgement within 2 bus. days)

Worklife Indicators

3.45% (Healthcare 

Avg)
Grievance Rates by Union Group

Calendar Year YTD (Cumulative): 

Lost Time Injury Frequency (# of LTIs per 100 Full-Time Workers)

Workplace Safety Indicators

Would you definitely recommend Bluewater Health? 

◄

# of Health Care Claims (No Lost Time Injury)

Lost Time Injury Severity (Days Lost per 100 Full-Time Workers)

Resolution of Complaints (% Attempted Resolution within 14 days)

Reporting Period:

Mar  

Overall Rating of Dr. Care

# of Lost time injuries (LTI)

May

Confidence/ Trust in Dr.

Complaints

Confidence/ Trust in Nurses

Privileged and Confidential - for Quality Assurance Purposes Only
Prepared By: Performance Management

Jan 26, 2011



Q3 09-10 Q4 09-10 Q1 10-11 Q2 10-11
Action Plan

Quarterly Performance                                              
(unless otherwise specified)

Current Period 

(Q3 10-11 unless 

otherwise specified)

Interpretation/AnalysisTarget

Next 

Update 

(Month of 

Report)

Quality Care

Indicator
Updated 

this 

Report

Sep-09 Dec-09 Mar-10 Jun-10 Sep-10

2010 0.04 0.32

2009 0.20 0.34 0.79 0.24 0.25

2008 0.22 0.22 0.21 0.25 0.58

2007 0.70 0.68 0.67 0.66 0.67

2005 2006 2007 2008 2009

3% 153% 50% 30% 38%
51.8% (peers--                        

5 yr)
Jul

 $      2,131  $   98,998  $    16,514  $    12,239  $            10,498 
$38,427 (peers--                    

5 yr)
Jul

5 7 16 15 23
6.3 (peers--CY 

2009)

# of claims is higher, but lower claims ratio and 

cost/claim (above)
Jul

Acute 11.4% 10.3% 7.5% 11.3% 7.7% <9%

Total 23.6% 22.6% 16.7% 19.3% 17.8% *Legend All Indicators (Except Wait Times)

Meets/Exceeds Target

Within 5% of Target

Worse than Target by 5+%

* no established target/standard

<1

Outstanding Performance

WSIB Neer Index Rating (4 yr Window)

Report Quarter:

Wait Time Indicators

HIROC Claim Frequency (# of claims)

Alternate Level of Care (ALC) Patients as a % of Beds ◄

Resource Utilization

Calendar Year: 

For Dec '10, Ont avg=17% acute & 16% total; ESC 

LHIN= 19% acute & 22% total.

Continue weekly t-con with LHIN and CCAC and 

optimize idle bed use in community.
May

<=50% Completed within Priority Target

51%-89% Completed within Priority Target

>= 90% Completed within Priority Target

Mar

HIROC Average Cost Per Claim

Sep 30, 2010 NEER statement supports a rebate of 

$76,941 for 2007-2009.  NEER statement will move to 

4 year window.  Lost time claims have been reduced 

by 88% over past 5 years.

HIROC Claims Ratio (includes reserves for reported claims; no property claims)

Risk Management Indicators

Privileged and Confidential - for Quality Assurance Purposes Only
Prepared By: Performance Management

Jan 26, 2011



Quality Performance Roadmap  
Standard: Sustainable Governance   --   Team: Governance  

Legend: 

Red flags serve as alerts to the organization. Organizations should review the red flags to determine which 
ones require further investigation. Also review the relevant standards section to learn more about the full 
standards requirements, and to identify gap areas. Then, prioritize the areas for improvement. Where 
improvements are necessary, an action plan is recommended and evidence of action taken should eventually 
be submitted to Accreditation Canada via the QPR. 

Yellow flags indicate areas where some improvement may be required. Again, the organization should 
examine the relevant Accreditation Canada standards section to determine if/where gaps exist. The 
organization should then follow similar steps to prioritize improvements, develop action plans and eventually 
submit evidence of action taken. 

Green flags indicate areas that do not require improvement at the time the report is generated. Evidence of 
action taken is not required. 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Does the organization have a 
set of values that guide its 
work?  
 
Sustainable Governance 
3.2 , 3.3 , 3.4 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Evidence 
Not Started 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
How does the governing body 
demonstrate accountability to 
its stakeholders?  
 
Sustainable Governance 14.1 , 
14.2 , 14.3 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Evidence 
Not Started 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
What is the governing body’s 
role in monitoring risks to 
organization?  
 
Sustainable Governance 
15.1 , 15.2 , 15.3 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Evidence 
Not Started 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

Does the governing body January Self-Assessment Accreditation 

Page 1 of 12Accreditation Canada / Agrément Canada
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define the organization’s 
vision?  
 
Sustainable Governance 2.1 , 
2.3 , 2.4 

2011 Questionnaire 
Sustainable 
Governance 

Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Is a record kept of the governing 
body’s information, activities, and 
decisions?  
 
Sustainable Governance 4.5 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
What is the governing body’s 
role in resource allocation?  
 
Sustainable Governance 
10.1 , 10.2 , 10.3 , 10.4 , 10.5 , 
10.6 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
How does the governing body 
monitor the organization’s 
performance?  
 
Sustainable Governance 12.1 , 
12.2 , 12.4 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
Does the governing body use 
information about performance to 
identify areas for improvement and 
monitor progress towards the long 
term vision?  
 
Sustainable Governance 12.3 , 12.5 , 
12.6 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

What is the governing body’s January Self-Assessment Accreditation 
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role in financial planning?  
 
Sustainable Governance 
13.1 , 13.2 

2011 Questionnaire 
Sustainable 
Governance 

Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
What is the governing body’s 
role in financial control and 
oversight?  
 
Sustainable Governance 13.3 , 
13.4 , 13.5 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Has the governing body set clear 
expectations and objectives for 
client safety?  
 
Sustainable Governance 16.1 , 
16.2 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
How does the governing body 
monitor client safety 
initiatives?  
 
Sustainable Governance 16.3 , 
16.4 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
High 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Does the organization have a 
mission statement?  
 
Sustainable Governance 1.1 , 
1.3 , 1.4 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Do the vision and strategic plan 
include measurable strategic 
goals and objectives?  
 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
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Sustainable Governance 2.5 , 2.6 Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Does the governing body seek 
input to develop the mission, 
vision, and values?  
 
Sustainable Governance 1.2 , 
2.2 , 3.1 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
What kinds of information are 
reviewed by the governing 
body?  
 
Sustainable Governance 4.1 , 
4.2 , 4.3 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Do you have access to the 
information you need to make 
decisions?  
 
Sustainable Governance 4.4 , 
4.6 , 4.7 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
How does the governing body 
select the CEO?  
 
Sustainable Governance 8.1 , 
8.2 , 8.6 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Is the governing body involved 
in monitoring the CEO’s 
performance?  
 
Sustainable Governance 8.3 , 
8.4 , 8.5 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 
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Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
What is the governing body’s 
working relationship with the 
CEO?  
 
Sustainable Governance 9.1 , 
9.4 , 9.6 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
Is the governing body involved in 
selecting and overseeing the 
organization’s clinical leadership?  
 
Sustainable Governance 9.2 , 9.3 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Do you hold regular in-camera 
sessions?  
 
Sustainable Governance 9.5 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Does the governing body 
know who its stakeholders 
are?  
 
Sustainable Governance 
11.1 , 11.2 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
Is there a communication plan to 
provider information to 
stakeholders and the community?  
 
Sustainable Governance 11.3 , 
11.4 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to Date Source Priority Follow-up 
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Accreditation Canada 
Criteria 

Created Status 

 
Is the governing body involved 
in the community?  
 
Sustainable Governance 
11.6 , 11.7 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
What is the governing body’s 
role in promoting quality 
improvement?  
 
Sustainable Governance 15.4 , 
15.5 , 15.6 , 15.7 

January 
2011 

Self-Assessment 
Questionnaire 
Sustainable 
Governance 

Accreditation 
Canada: 
Low 
 
Perceived: 
High 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
We actively recruit, recommend 
and/or select new members based 
on needs for particular skills, 
background, and experience.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
We have explicit criteria to 
recruit and select new 
members.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
Our renewal cycle is 
appropriately managed to ensure 
continuity on the governing body. 
 
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
The composition of our governing 
body allows us to meet 

January 
2011 

Instruments - 
Governance 

Accreditation 
Canada: 
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stakeholder and community 
needs.  
 

Functioning Tool 
Sustainable 
Governance 

 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
Clear written policies define term 
lengths and limits for individual 
members, as well as 
compensation.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
We regularly review, understand, 
and ensure compliance with 
applicable laws, legislation and 
regulations.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
Governance policies and 
procedures that define our role and 
responsibilities are well-documented 
and consistently followed.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
We review our own structure, 
including size and sub-
committee structure.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
We have sub-committees that 
have clearly-defined roles and 
responsibilities.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to Date Source Priority Follow-
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Accreditation Canada Criteria Created up 
Status 

 
Our roles and responsibilities are 
clearly identified and distinguished from 
those delegated to the CEO and/or 
senior management. We do not 
become overly involved in management 
issues.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
We each receive orientation that 
helps us to understand the 
organization and its issues, and 
supports high-quality decision-
making.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Disagreements are viewed as a 
search for solutions rather than 
a “win/lose”.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
Our meetings are held frequently 
enough to make sure we are able 
to make timely decisions.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
Individual members understand and 
carry out their legal duties, roles and 
responsibilities, including sub-
committee work (as applicable).  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 
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Members come to meetings 
prepared to engage in meaningful 
discussion and thoughtful 
decision-making.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
Our governance processes 
make sure that everyone 
participates in decision-making.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Individual members are actively 
involved in policy-making and 
strategic planning.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
The composition of our governing 
body contributes to high 
governance and leadership 
performance.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
Our governing body’s dynamics 
enable group dialogue and 
discussion. Individual members ask 
for and listen to one another’s ideas 
and input.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Our ongoing education and 
professional development is 
encouraged.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
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Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Working relationships among 
individual members and 
committees are positive.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
We have a process to set 
bylaws and corporate 
policies.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Our bylaws and corporate 
policies cover confidentiality 
and conflict of interest.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
We formally evaluate our own 
performance on a regular 
basis.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
We benchmark our performance 
against other similar 
organizations and/or national 
standards.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada 
Criteria 

Date 
Created 

Source Priority Follow-up 
Status 

 
Contributions of individual 
members are reviewed 

January 
2011 

Instruments - 
Governance 

Accreditation 
Canada: 
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regularly.  
 

Functioning Tool 
Sustainable 
Governance 

 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
As a team, we regularly review how 
we function together and how our 
governance processes could be 
improved.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
There is a process for improving 
individual effectiveness when 
non-performance is an issue.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
We regularly identify areas for 
improvement and engage in our 
own quality improvement 
activities.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up 
Status 

 
As a governing body, we annually 
release a formal statement of our 
achievements that is shared with the 
organization’s staff as well as external 
partners and the community.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
As individual members, we 
receive adequate feedback about 
our contribution to the governing 
body.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to Date Source Priority Follow-up 
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Accreditation Canada 
Criteria 

Created Status 

 
We have a process to elect 
or appoint our chair.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
 
 
 

Flag Action Item & Linkage to 
Accreditation Canada Criteria 

Date 
Created 

Source Priority Follow-
up Status 

 
Our chair has clear roles and 
responsibilities and runs the 
governing body effectively.  
 

January 
2011 

Instruments - 
Governance 
Functioning Tool 
Sustainable 
Governance 

Accreditation 
Canada: 
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Medical Advisory Committee 
Minutes 

 
February 16, 2011 

 
 

PRESENT  
Dr. M. Haddad (chair)  Dr. I. Campbell  Dr. A. Wang  (r) 
Dr. N. Rashed (r) Dr. Gidwani  Dr. P. Shetty (r) 
Dr. Pressey  Dr. F. Riedl (r) Dr. D. Vouriot   
Dr. Singleton  Dr. G. Jaychuk  Dr. Duggal  
    
NON-VOTING  
S. Denomy  B. O’Neil (r)   
GUESTS  (Attendance indicated with ; r - regrets, a – absent)
A. Mahon , Dr. R. Pasqualucci , Dr. M. Taylor  

 

 
1. Call to Order 
 The meeting was called to at 4:10 p.m. 
 
Dr. Haddad welcomed Dr. Mark Taylor, new VP Medical Affairs, Chief Quality, Patient 
Safety and Risk Management. 
 
2. Approval / Additions to the Agenda 
Additions to the Agenda:   5.2.11 Professional Staff Association Update   
MOTION:  Proposed by Dr. Duggal, seconded by Dr. Vouriot to approve the agenda as 
amended.  CARRIED 
 
3. Call for Conflict of Interest – nil 
 
4. Approval of Previous Minutes 
MOTION:  Proposed by Dr. Duggal, seconded by Dr. Jaychuk to approve the previous 
minutes with the noted correction under 5.2.6 – epidural times will be from 8:00 a.m. to 
11:00 p.m.  CARRIED 
 
5. Items for Discussion/Decision 
5.1 From Previous Minutes  
5.1.1 Affiliate Category 
Dr. Haddad reviewed the request received from a family physician without privileges to 
view patient information.  Dr. Campbell expressed the concern of his department that 
this category does not become specific to his department noting physicians can apply for 
Courtesy privileges now anyways and can access all hospital health records. 
MOTION:  Proposed by Dr. Vouriot, seconded by Dr. Singleton that physicians can 
apply for Courtesy privileges and there’s no need to create a new affiliate category as it 
would be redundant. CARRIED 
 
5.1.2 Chart Completion Policy  
The Chart Completion policy, dated February 16, 2011 version, was presented for 
review and approval.  We currently have 852 incomplete charts.  The Board has asked 
that this problem be rectified.  Almost all physicians are compliant with only seven or 
eight as repeat offenders.  Dr. Haddad reviewed the steps in the policy – two warning 
letters followed by sanctions, appearance before an emergency MAC meeting, and post 
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MAC appearance privileges to be suspended automatically if charts still not completed, 
with subsequent College of Physicians and Surgeons (CPSO) notification. Built into the 
policy is an appeal mechanism at the Board level as well.  It was noted that MAC must 
stick to the policy once endorsed by the Board and not back down.  Adherence to the 
chart completion policy will also be addressed and included at the annual re-
credentialing process.  The policy will be presented to the Board for approval at the 
February meeting.  The policy will be presented to the Professional Staff at the quarterly 
meeting and at department meetings in March with implementation to start April 1st.   
 
Changes discussed and to be made to the policy prior to presentation to the Board: 
page 4 – Admission History and Physicals – dictated a maximum of 120 days prior to 
surgical procedures. 
page two - #11 – the Chief of Professional Staff letter to delinquent physicians will be 
sent via registered mail. 
 
MOTION:  Proposed by Dr. Gidwani, seconded by Dr. Vouriot to approve the Chart 
Completion policy as revised and amended above.  CARRIED 
 
5.1.3 Plastics Follow up  
Dr. Haddad reported the ad for a plastic surgeon to share an O.R. block with Dr. Kaila 
has been posted, and Dr. Kaila will be part of the selection panel.   
 
5.1.4 ER Consult Time 
The Internal Medicine group had expressed concern with placing an explicit time (3 
hours) on the chart for the consultant to see a patient in the ER noting potential legal 
implications.  Several suggestions were made for wording.  It was noted that leaving a 
patient in the ER for 12 – 14 hours without being seen by the consultant is also very poor 
patient care.  It was agreed that some kind of time restriction would be valuable while 
leaving flexibility room for appropriate time to be discussed between the consulting and 
consulted physician. 
ACTION:  The Medical Directors for ER, Medicine and Surgery will meet and develop a 
plan and bring it back to the MAC in March. 
 
5.2 New Business 
5.2.1 Incomplete Charts - Discussed under 5.1.2 

 
5.2.2 COS Updates and Announcements 
Dr. Haddad reported on: 
- The recent Board Retreat that looked at the Strategic Plan for 2008-2012 for a 
mid cycle review to see where we are at, and identify areas where we are behind.  The 
Board also engaged in Quality Improvement Plan discussions as a requirement of the 
Excellent Care for All Act (ECFAA) and discussed the Broader Public Sector 
Accountability Act. 
- Two excellent candidates were interviewed for the position of Chief of OB/GYN.  
Dr. Sharon Rutledge was the successful candidate and upon Board approval will 
commence her term March 1st.   
- Dr. Rashed will continue as the Medical Director for the Maternal/Infant/Child 
(MIC) Program for this year.  It was felt that changing two members of the MIC 
leadership team at the same time during all the changes in the program was not wise. 
- The next MAC meeting is during March Break.  After discussion, it was decided 
to keep this date. 
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5.2.3 Appointments to Sub Committees of the MAC / Attendance 
A memo will be circulated to members of the Professional Staff listing the sub-
committees of the MAC and asking for volunteers.  Medical Directors are also to discuss 
at their department meetings and encourage physicians to become involved. 
 
Attendance – The attendance at the sub committees was reviewed.  Those physicians 
attending fifty percent or more of MAC sub-committee meetings will receive a $400 
annual stipend.   
 
It was noted that the Chair of the Medical Quality and Utilization Committee should be a 
Medical Director.  As no one was interested at the time of the current chair’s resignation, 
Dr. Pasqualucci as the Interim VP Medical Affairs volunteered to step in.  As Dr. 
Pasqualucci is no longer the VP Medical Affairs he offered to step down if any Medical 
Director was interested.  It was the consensus of the MAC to have Dr. Pasqualucci 
continue as Chair. 
 
5.2.4 Chronic Disease Clinics 
The hospital had submitted a proposal to the LHIN for a chronic disease clinic but the 
LHIN decided subsequently to award the funds to community health clinics.  Discussion 
followed on whether it is an appropriate area for the hospital to be involved in.  It was 
noted that Ambulatory Care has the capacity to build the clinics.  The Emergency 
Department is seeing an increasing number of patients with chronic disease 
exacerbations e.g. chronic obstructive pulmonary disease (COPD) and congestive heart 
failure (CHF) patients.  It was felt that having a clinic to refer the newly diagnosed 
patients would be beneficial and cited the Secondary Stroke Clinic as an example.   
ACTION:  Discussion is required with Internal Medicine and the Hospitalists to 
investigate this concept. 
 
5.2.5 Community Outreach Educational Sessions 
Part of the hospital’s mission is to educate the public on different health topics and 
increase links between physicians and the public.  For example, Dr. Haddad will hold a 
public education session in March at an outside venue to discuss the patient safety 
initiatives at the hospital such as checklists, etc.  Medical Directors were asked to select 
topics in their fields to speak on, and if interested, to let Alison know. 
 
5.2.6 Accreditation – Red Flags 
Our Accreditation is scheduled for April 10 – 14.  Medical Directors should be aware of 
any red flags identified at their programs and have a strategy in place to address them.  
Dr. Mark Taylor asked members to read the e-mails that are circulated regarding the 
new process for Accreditation.  This includes Accreditors stopping any member of the 
hospital and asking about policies, etc.  It is expected that staff should have some 
familiarity with the topics.  He indicated this is a way better process than it used to be in 
the past. 
 
5.2.7 Human Resource Plan 
Medical Directors were requested to review their Human Resource plan and to 
determine their program needs, develop an impact analysis and to also look at their 
projected requirements before the March MAC meeting. 
ACTION:  Medical Directors are to bring this information to the next MAC meeting. 
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5.2.8 Possible CARE Team Establishment 
Dr. Haddad reported many hospitals have an emergency team which offers early patient 
interventions with better outcomes.  The Ministry funds these teams, but has frozen the 
numbers.  A CARE team consists of Respiratory Technologists (RT) and nurses who at 
night assist patients not doing well until their physician arrives.  Bluewater Health 
successfully trialed such a team in the past, and a request was put into the budget as an 
organizational pressure but was not approved.  It is good to let the Ministry know that 
there is still a need and we are still requesting funding.  
 
5.2.9 Hospitalist Update 
There have been requests by other programs for the hospitalists to cover their areas as 
well.  An analysis with the Medicine Program has been done.  The Medical Director for 
the Medicine Program, Lead Hospitalist, Chief of Professional Staff, and Business 
Director of the Medicine Programs will discuss before any change is recommended. 
 
5.2.10 Revised Most Responsible Physician (MRP) Policy 
The hospital has an MRP policy that is not always being followed.  For transfer of MRP 
status there must be physician to physician communication.  Verbal order for consult is 
only acceptable after or in conjunction with physician to physician report between the 
MRP and requested consultant.  Dr. Singleton inquired again about the MRP for a 
newborn and was reminded that the MRP for the new baby is pre-determined before the 
birth and is usually the family physician.  If there is a problem at birth and the family 
physician is not available, the pediatrician on call is called in.  However, it was noted that 
all physicians have a “duty of care” to a patient in distress; this does not require or make 
the helping physician(s) the MRP however. 
MOTION:  Proposed by Dr. Singleton, seconded by Dr. Gidwani to approve the revised 
MRP Policy with the addition of the process for MRP for newborns.  CARRIED 
 
5.2.11 Professional Staff Association (PSA) Update 
A PSA meeting scheduled for next week had to be cancelled due to scheduling conflict.  
Nominees for the Executive are Dr. Leslie Potts for President and Dr. James Grochowski 
for Treasurer.  Medical Directors were asked to bring to the attention of their members 
the position of VP Sarnia for which no nomination has been received. 
 
6. ADMINISTRATION REPORT 
Sue Denomy reported on:  
- new legislation that requires Critical Incident Reporting policy.  Incidents are 
 reported to the Quality Committee of the Board along with recommendations 
 from MAC; 
- development of a Quality Improvement Plan (QIP) is underway; 
- Performance Based Compensation under the ECFAA for CEO, Chief of Staff and 
 Executive Team; 
- effective April 1st is the Broader Public Sector legislation covering procurement, 
 tendering processes, purchasing, etc.; 
- review of the Capital Budget is underway; 
- budget process is underway with submission to the Ministry by end of March. 
 
7. PROFESSIONAL STAFF PRESIDENT REPORT – none 
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8. PROGRAM AND DEPARTMENTAL REPORTS 
Psychiatry, ICU, ER, Surgery, OB, Lab, Medicine and Diagnostic Imaging, Rural Health 
and Peds had minutes attached and no questions arose. 
 
Family Practice – Dr. Campbell expressed concern with the pushback experienced in 
trying to refer a patient to neurosurgeons in London because “they are in a different 
LHIN”.  Clarification was made that the LHIN is not a border.  If the issue come up again 
then the hospital will contact the referred to centre. 
 
Anaesthesia – Dr. Taylor confirmed that a QCIPA review would be held regarding the 
incident in the Delivery Room.  Dr. Singleton expressed his departments concerns 
regarding Radiology On Call and asked when the contract with CTS expires which is 
2013.  Short discussion ensued.  Dr. Duggal noted that it is an old concept that the 
Radiologist is present when on call noting that in London consultations after hours with 
Radiologists on call are done over the phone.  It was also noted that our Radiologists are 
willing, and have attended in their off time, to assist physicians with procedures when 
requested.   
 
9. COMMITTEE REPORTS – no reports  
 
Quiet Hospital Policy 
Dr. Singleton commented on the loudness of the fire alarms in the new building.  It was 
noted that the hospital must comply with the fire code and have routine fire drills.  
 
10. ADJOURNMENT 
MOTION:  Proposed by Dr. Pressey, seconded by Dr. Campbell to adjourn at 5:57 p.m. 
CARRIED 



 

 

  
 QUALITY COMMITTEE  

 Thursday, Feberuary 3, 2011 
 4:30 PM 
 Mitton Site Board Room 

 

Members: 
(Attendance indicated 
with √ mark, R = 
regrets) 

Elected Directors:  David Campbell(C)√; Bruce Davies(R); Jim Elliott√; 
Lorri Kerrigan√; Bob McKinley (R); Richard Newton-
Smith√; Cindy Thayer√ 

President/CEO:  Sue Denomy√ 
 
Acting Chief of Professional Staff: Dr. Michel Haddad√ 
 
Interim VP, Medical Affairs, Chief  
Of Quality, Patient Safety, & Risk  
Management/Administrative Lead:  Dr. Renato Pasqualucci√; Dr. Mark Taylor√ 
 
Non-Director Committee Members: Victoria Hawksworth (R); Joan Korpan√; Arvind 

Phadnis (R); Janet Raiger (R) 

Staff Members: Mike Lapaine√; Barb O’Neil√ 

Guests:  Bob DeRaad, Deb Matchett 

DRAFT 

 
1.0 CALL TO ORDER – 4:35 p.m. 
 
2.0 APPROVAL OF AGENDA 
 
Item 7.5 to be deferred until after the Board Retreat 
 
• Motion (J. Korpan/M. Haddad) and carried: to approve the agenda. 
 
3.0 CONFLICT OF INTEREST 
 
• None declared. 
 
4.0  APPROVAL OF MINUTES 
 
• Motion (L. Kerrigan/C. Thayer) and carried: to approve the minutes of January 6, 2011. 
 
5.0 NEW BUSINESS 

  
5.1 Emergency Annual Report* - (attached in minute record book) 

 
Bob DeRaad, Manager Emergency Sexual/Domestic Assault, provided highlights from his report. He 
reviewed indicators being focused on by BWH and the Pay for Results (P4R) Initiative.  He reported on 
new staffing hires and their additional roles and responsibilities to support meeting these targets.  He 
reviewed issues with Critical Decision Unit (CDU) patients and the need to be compliant with the 
guidelines.  By tightening up data collection, it is estimated that BWH will be eligible for $44,000 in 

  1 
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funding. In addition, Bob outlined the next steps required to meet or exceed targets including an analysis of 
the Low Acuity area of the ED.  A Value Stream Map (VSM) of the Low Acuity area needs to be 
performed which will look at the process from the time the patient walks through the door to the time of 
discharge or admittance.  This will ensure that any changes in process or staffing patterns will have the 
desired impact on flow, service, and patient satisfaction.    
 
Bob further reviewed and highlighted DART charts used for tracking.  Bob responded to questions from 
committee members.  
 

5.2 Coronary Care/Intensive Care Units* – (attached in minute record book) 
 

Intensive Care Unit 
 
Deb Matchett, Manager, Critical Care Unit (CCU) provided a program and service overview of the 
Intensive Care Unit (ICU), noting there are 16 intensive care beds, 15 beds operating with one bed available 
to surge up. Providing critical care services under a closed Intensivist led model of care means the right care 
is delivered at exactly the right moment to achieve optimal patient outcomes. The ICU is seeing more of the 
higher acuity patients since hiring an Intensivist.  Deb further reviewed program and service aims for each 
strategic priority.  “Releasing Time to Care” (RTC) will be rolled out for Critical Care in March 2011 as a 
method of engaging staff and improving morale.  Deb responded to questions from committee members. 
 
Coronary Care Unit 
 
Deb provided information on some of the positive changes to the Coronary Care Unit (CCU) since moving 
to the new hospital.  The surroundings are much more conducive for the nurses to provide education upon 
discharge planning of patients.  She reviewed program and service aims.  She further outlined some of the 
strategies to be implemented to achieve these aims.  She noted that because there is documentation lacking 
to support smoking cessation intervention and referral to a cardiac rehab program, this will be one of the 
quality improvements to focus on during implementation of “Releasing Time to Care”.   She further 
reported that medication reconciliation rates are below 50% and continues to be a struggle. A new system to 
be used for medication reconciliations is being considered and added to the capital list.  The current system 
was developed within the hospital many years ago and the new system will allow interface with the current 
Meditech system.  The new system will list all medications used by the patient at the hospital and will also 
include home medications and drug interactions.  It is a very intuitive system and end user training is very 
quick and easy. It is anticipated that the new system will be installed early in the next fiscal year.  
Medication reconciliation is also the focus of Accreditation and is a concern for all hospitals. 
 

5.3 Incomplete Charts  
 

Dr. Haddad reported that the chart completion policy is being brought forward to the Medical Advisory 
Committee in the next couple of weeks, followed by approval of the Board.   The new policy will provide 
protocols for chart completion.  In addition, annual credentialing will address compliance of by-laws which 
includes charting, and if necessary credentials will be withheld.   

 
5.4 Quality Improvement Plan* (attached in minute record book) 
 

Sue Denomy reported that a corporate Quality Improvement Plan (QIP) must be approved by April 1, 2011.  
Guidelines for completing the QIP have been developed by the Quality Improvement Plan Task Group for 
the Ministry of Health.  A web cast held January 26, 2011 is available now on the OHA web site and the 
Board web site.  The plan will be shared with the public via our internet and communicated to staff.  The 
focus of the plan will include objectives and initiatives to be achieved.  The task group have recommended 
four key quality areas to be the focus of the plan: 1) safety; 2) effectiveness; 3) access; and 4) patient-
centredness.  
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Included in the guidance document are some pre-suggested indicators from each quality area that will assist 
in moving the plan forward.  The recommendation from the Ministry is that at least one of the objectives 
from each quality dimension be included (e.g. safety – hand-washing) as a priority one indicator.  The 
committee discussed possible indicators which included:  Safety – hand hygiene and medication 
reconciliations, Effectiveness – readmits for AMIS and COPDs to ED, Access – Cancer Care wait times for 
surgery and Patient-centredness – improve NRC picker results.  Further discussion on indicators will be 
held at the Board Retreat next week.  Although not a requirement, the Ministry has suggested that early 
LHIN involvement can help with determining targets and strategies to address indicators that are dependent 
on good coordination of care with external providers. 
 
   

6.0 FOLLOW UP FROM PREVIOUS MINUTES 
 
6.1 Critical Incident Reporting  
 

Dr. Renato Pasqualucci reported that a new mechanism is being developed to report Critical Incidents to the 
Board and will be presented to the Quality Committee 
 

 
7.0 WORK PLAN/STANDING ITEMS 
 
7.1 Indicator Report* - (attached in minute record book) 
 

Dr. Renato Pasqualucci highlighted only those indicators that did not meet target or had changed.  There 
was discussion on wait times for cancer surgeries.  Dr. Haddad noted that the OR was closed over the 
two-week Christmas period in December, so this had an effect on the number of cancer surgeries.  Also 
there were not enough anaesthetists available to do surgeries. A new anaesthetist has been recruited to 
begin April 1, 2011. Dr. Haddad outlined the OR scheduling process and the open times available for 
dental surgery.   There have also been operational changes made in the booking of the ORs and extending 
OR days to 5:00 p.m. from 3:00 p.m.  Other system changes are also being rectified. 
 
Dr. Pasqualucci, in discussion with Jennifer McCullough, wants to develop a template for indicators that 
is consistent and looks the same.  There was considerable discussion by committee members on how 
much detail needs to be reported in the indicator report to the Board (e.g. focus only on the reds). Further 
discussion on the template and reporting of indicators will be explored after completion of the Quality 
Improvement Plan. 
 
Lynda Robinson reported that confirmation has been received from the ESC LHIN that another 800 hours 
will be available to perform MRIs and CTs, between now and the end of the fiscal year (March 31, 2011).  
Staff are in the process of booking appointments for every weekend until March 31, 2011.  She noted this 
will have a major impact on lowering the average wait time from the current 59 days.  The Ministry 
benchmark is 28 days.  The provincial average is 129 days.  

 
7.2 Concerns/Compliments* - (attached in minute record book) 
 

Barb O’Neil provided specifics on Case file 11055.  She noted that this case involved many meetings 
with family, physicians and managers and noted the complexity in the resolution of complaints.  There 
was a discussion on the number of cancellations of day surgeries and possible causes, tracking and 
communication to patients.    

 



 
______________________________________________________________________________ 
Quality Committee Meeting Minutes – February 3, 2011 4 

Barb reported that she recently attended a patient and family-centred care conference in Pittsburgh.   The 
conference provided the tools and six-step process to engage staff to move patient and family-centred care 
forward.  This will be included as a future agenda item.    

7.3 Patient Safety/Accreditation* - (attached in minute record book) 
 

Barb O’Neil reported that the Accreditation self-assessment surveys and survey instruments have been 
completed.   Team leaders are in the process of reviewing their self-assessment results with their teams.   
Weekly accreditation “tad bits” are being developed to increase awareness to all staff and physicians. 
 
Barb reported that the RTC program has moved forward and four Hand Hygiene Champions have been 
identified to assist with ongoing improvement initiatives targeted towards improving our compliance 
rates. 

 
7.4 Releasing Time to Care ®* - (attached in minute record book)  
 

Barb O’Neil circulated and reviewed the RTC Spread Plan.  She highlighted pre and post RTC stats and 
noted the questions from the employee satisfaction results that were linked to the three priorities which 
were the focus from the November 2010 employee engagement retreat. 

 
7.5 Monitor Corporate Quality Framework Outcomes – deferred to next meeting 
 
7.6 Review Litigation Claims 
 

Dr. Renato Pasqualucci provided highlights from the report. 
 
7.7 Complete review and revision of board policies annually* -(attached in minute record book) 

 
Dr. Renato Pasqualucci reported that the Environmental Policy 3.20 is to be reviewed by the Quality 
Committee.  It was noted that the Issuing Body is no longer the “BWH Green Team” and should be 
changed within the policy.  Committee members were asked to review the policy for further discussion at 
the next meeting.   

 
7.8 Support the Implementation of the Community Engagement Strategy and Operational Plan 
 

The Community Engagement Strategy and Operational Plan was reviewed by the Board for information 
purposes only. 

 
7.9 Terms of Reference* - (attached in minute record book) 
 

Dr. Renato Pasqualucci reported that the Committee’s Terms of Reference needs to be revised to comply 
with ECFAA requirements.  Information regarding what changes need to be made via the ECFAA 
compliance tracking document was distributed.  Committee members are to review this information for 
further discussion at the next meeting. 
 

8.0 OPEN DISCUSSION FORUM 
 
 David Campbell thanked Dr. Renato Pasqualucci for his tenure as Administrative Lead for the 

Committee.  Dr. Mark Taylor will now assume this role. 
 
9.0 NEXT MEETING – Thursday, March 3, 2011 

 
10.0 ADJOURNMENT – 7:10 p.m.   
D. Campbell, Chair Chris Logier, Recorder 



 

Governance & Nominating 
Committee

  
 

Tuesday, February 8, 2011 
Board Room 

Mitton Site 
 
 
Members: (Attendance indicated with a√) 
 
Board Members:  Richard Newton-Smith(C)√; Bruce Davies√; Sue Denomy√; Jim Elliott√;  

Lorri Kerrigan√; Stéphane Thiffeault√ 
 
Staff:   Christine Murphy√ 
 
 
 

1.0 Call to Order – 4:34 p.m. 

 
 
 
 

2.0 Approval of the Agenda 

Motion (L. Kerrigan/S. Thiffeault) and carried:  to approve the agenda as presented. 
  

 
 

3.0 Conflict of Interest 

None declared. 
 
• Minutes of November 11, 2003 received. 

 

 

4.0 Approval of the Minutes – January 11, 2011 
 

Motion (J. Elliott/S. Thiffeault) and carried:  to approve the minutes of January 11, 2011 as presented. 
 
 
  

  

5.0 Follow Up From the Previous Minutes (*attached in minute record book)   
 

5.1 Excellent Care for All Act and the Public Hospitals Act – Regulation 965 Amendments* 
The Committee reviewed a summary of proposed by-law amendments as they relate to the Excellent Care for All 
Act and the proposed timeline and proposed changes with respect to the number of Directors, critical incident 
reporting and Medical Advisory Committee membership.   
 
The Committee discussed the terms of office for Non-Director Committee Members.  Currently, such individuals 
serve for an unrestricted number of renewable one-year terms.  It was proposed that this be amended to permit a 
maximum of five consecutive years as a Non-Director, with such service not counted in the event such individual 
was appointed as a Director.  

 
The Committee was advised that the Medical Advisory Committee is considering enhancing the requirements for 
the appointment and reappointment to the Professional Staff and developing a policy regarding granting access the 
hospital computer system to physicians who do not have hospital privileges in order to facilitate access to patient 
information.  
 

5.2 Strategic Planning Retreat – Update
S. Denomy and C. Murphy provided an update regarding the Strategic Planning Retreat.  C. Murphy advised that 
the package has been circulated to the participants. The Committee agreed that it would be helpful to provide the 
Quality Improvement Plan (QIP) template and the indicator report from the Quality Performance Council to 
participants.     
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The Board Chair’s and Committee Chairs’ presentation will be circulated to the Directors in advance of the 
retreat for information purposes. 
 
Action: J. McGregor 

 
5.3 Board Orientation – Planning for August Session

The Committee established August 10th as the date for the August Board meeting and August 23rd as the date for 
the Board orientation session.  C. Murphy sought the assistance of an experienced Director and a relatively new 
Director to provide input for the orientation session.  R. Newton-Smith volunteered to assist.  C. Murphy will 
approach the relatively new Directors  
 
Action: C. Murphy 
 

5.4 Accreditation – Governance Quality Performance Roadmap and Functioning Took Report* 
C. Murphy provided an update regarding accreditation.  She advised that there were 13 responses for the 
Governance Functioning Tool survey and 11 responses for the Self Assessment survey.   
 
C. Murphy reviewed the Quality Performance Roadmap.  She advised that there were three areas that were 
flagged as yellow where some improvement is required which are: 

• Does the organization have a set of values that guide its work? (3.2-3.4) 
• How does the governing body demonstrate accountability to the stakeholders? (14.1-14.3) 
• What is the governing body’s role in monitoring risks to organization? (15.1-15.3) 

 
The Committee discussed the requirements set out in the Sustainable Governance Standards document and 
agreed that the hospital generally complies with these standards and that it should be sufficient to demonstrate 
such compliance with appropriate evidence.  C. Murphy will prepare an action plan for next month’s meeting, 
including evidence demonstrating compliance.  
 
Action: C. Murphy 
 
The Committee reviewed the survey results and discussed  what can be done to make improvements in the areas 
identified as weaknesses (e.g. benchmarking our performance/evaluations and succession planning).  It was 
suggested that the next Board meeting evaluation contain a comment section where Directors can identify three 
areas for improvement and/or concern and what can be done to address these improvements and/or concern(s). 
 

5.5 Board Education – Needs/Annual Budget Development* 
The Committee reviewed the Board education attendance record.  C. Murphy advised that the Director 
Development and Education Policy encourages Directors to participate in OHA educational sessions and other 
opportunities that become available but it does not specifically state what courses/seminars are to be taken.  The 
Committee agreed that the policy be amended to indicate that Board education will be tracked.  New Directors 
will be encouraged to take the OHA Essentials Certificate in Healthcare and returning Directors will be 
encouraged to take the Advanced Certificate.  All Directors will be encouraged to participate in the OHA Region 
5 Annual Meeting, webinars and videoconferences. 
 
The Committee discussed a proposed budget of $15,000 per fiscal year.  It was agreed that the Board expenses 
should have its own cost centre and reflect meeting, travel, education and other Board-related expenses 
separately.  C. Murphy advised that Board meeting and other in-house educational sessions will be tracked 
separately from the Board education attendance record.   
 
Action: C. Murphy 
 

5.6 Governance and Nominating Committee Work Plan – Monthly Review/Monitoring* 
The Committee discussed the work plan and agreed to add the “Review of the Education Record” on the work 
plan to be tracked once a year in June.  B. Davies advised the Committee that Item 5.4 - Nominating Process is 
scheduled for the March meeting.  He reported that four Directors’ terms will expire in June and that it is 
anticipated that at least two will not seek a further term.  He requested the Committee to put some thought into 
the 2011-12 process.   

 
 

 
 

6.0 New Business (*attached in minute record book)   

6.1 ESC LHIN Board Meetings – Public Participation* 
The Committee discussed the ESC LHIN Board’s new format for public participation at LHIN Board meetings.  
Community members will have a chance to speak at an open microphone by registering on the day of the meeting, 
apply to present during an education session or ask to address the LHIN Board on specific agenda items.  The 
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Committee agreed not to change the current process for delegations appearing before the hospital’s Board at this 
time.  

 
6.2 Board Website – Update 

C. Murphy provided an update regarding the password and log-in capabilities for the Board website. Based on 
information received from Blue Lemon, the website vendor, she advised that a log-in process through the 
Bluewater Health website would require a change in functionality which was not part of the original design of the 
Board website.  She noted that the hospital website, the intranet and the Board website are not compatible with 
each other and therefore the information cannot be linked from one site to the other.  She advised that she will be 
following up with Blue Lemon directly to discuss changing the password and the functionality of the website. 

 
Action: C. Murphy 

 
 

 
 

7.0 Next Meeting Date 

The next meeting is scheduled for March 8, 2011.  
 

 
 

 

8.0 Adjournment – 6:15 p.m. 

 
 
Chair     Recorder 
Richard Newton-Smith   Jacqueline McGregor 
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Resource Utilization and Audit 
Committee

 Thursday, February 10, 2011 
  3:30 p.m. 
  Classrooms – Mitton Site 
              
 
Members: (Attendance indicated with a √) 
Board Members:  Bryan Bouck(r); Sue Denomy√; Dr. Michel Haddad(r); Robert 

McKinley(r); Wayne Pease√; Pasquale Rossi√; Brent Steeves(r); 
 Cindy Thayer√; Stéphane Thiffeault√ 
Non-Director Committee Members: Terry McNally(r); Kathryn Poole(r) 
Staff: Steve Anema√; Colleen Cook√; Mike Lapaine(r); Lynda Robinson√; 
 Dr. Mark Taylor√  
 
1.0 Call to Order - 3:30 p.m. 
 
2.0 Chairman’s Remarks 
 

• S. Thiffeault welcomed everyone to the meeting and introduced Dr. Taylor, VP Medical Affairs 
and Chief Quality, Patient Safety and Risk Management and Lynda Robinson, VP Operations to 
the Committee.  He noted that the committee did not have quorum for tonight’s meeting. 

 
3.0 Approval of the Agenda 
 
• The agenda was accepted as presented.  
 
4.0 Call for Declaration of Interest 
 
• None declared 
 
5.0 Approval of the Minutes  
 
• Approval of the Minutes will be deferred to the March meeting.  
  
6.0 Follow-Up from Previous Minutes (*attached in the minute record book) 
 
6.1 Education Session – Funding Model and Performance Indicators. 

S. Anema provided an educational session on the funding model.  He provided an overview of the 
funding model and reviewed the background for the Hospital Service Accountability Agreement 
(H-SAA) highlighting the roles of the Ministry/LHIN.  He noted that multi-year funding was 
introduced in order to sustain stability in the health care system.  He explained the difference 
between the HAPs and H-SAA.   

 
An inquiry was made regarding the HAPs/H-SAA process and how much input the hospital is 
able to contribute.  S. Anema explained that the HAPs process was originally a two-year process 



but due to the economic situation, the 2008-10 Agreement has been extended.  He advised that 
the H-SAA is based on 2006-07 activity levels and did not include mental health.  
 
S. Anema inquired if the Committee would be interested in receiving an educational session from 
the Director of Health Information pertaining to case tracking, weighted case and coding.  The 
Committee agreed that they would be interested.  S. Anema will contact the Director to make 
arrangements. 
 
Action:  S. Anema 
 

6.2 In-complete Charts* 
The Committee discussed the 2008 Health Information Services (HIS) Re-abstraction Results.   
The Committee was advised that Dr. Lees had worked with HIS to provide education sessions 
related to documentation and weighted cases at physician departmental meetings in October-
November 2008.  S. Anema advised that Dr. Haddad is working on a policy to address in-
omplete charts that will be presented at the February Board meeting.  c

 
Clarification was sought regarding what actions were taken with the findings of the audit.  The 
Committee was advised that the hospital cannot go back and edit or resubmit files that have been 
signed off.  The audit was performed to address the declining number of weighted cases.  
Deficiencies relating to coding were addressed in the HIS department.  Deficiencies relating to 
physician documentation were addressed with education/information sessions at departmental 
meetings.  The sessions provided clear instructions on how the summary sheet should be 
completed, and capturing how the physician’s should document in relation to weighted cases. 
 
Concerns were raised regarding the analysis done for the audit, in particular the average and 
incremental sum of the files reviewed and that no further audits have been completed.  The 
Committee was advised information can be missed in case mix scenarios because a surgeon for 
example would only code what pertains to them.  Education has been providing regarding co-
morbidity. 

 
Discussion ensued regarding the next steps and the policy.  The Committee was informed that a 
concurrent coder has been hired in the Surgery department.  The coder captures the coding while 
the patient is in the hospital.  Dr. Taylor noted that Dr. Haddad has also posted a list of things to 
keep in mind when completing charts at the physician dictation station.  It was agreed that the 
policy and sanctions therein will need to be enforced and need the support and backing of the 
Board in order to effective.   
 

6.3 2010-12 Hospital Service Accountability Agreement*  
S. Anema presented an excerpt from the January 31st Joint LHIN/OHA H-SAA Steering 
Committee for the 2011-12 H-SAA and Planning process.  He reviewed the time line and drew 
the Committee’s attention to the February 22 deadline.  He advised that the hospital is to submit a 
non-Board approved Gap-Based Accountability Planning Submission (GAPS) to the LHIN by 
February 22nd.  He raised concerns and reported that the submission will consist of different 
scenarios of one and two percent.  He noted that the submission will be brought to the Committee 
in March so they are aware what was submitted.  S. Anema advised that hospital-LHIN meetings 
are scheduled for March to discuss the impacts/understand the draft implications.    
 
An inquiry was made regarding the status of the 2011-12 budget.  S. Anema advised that the 
Finance department will be meeting with physicians and Directors Council to discuss the 
implications.  He advised that the draft budget will be presented to Executive Council and will be 
presented to the Committee in March.  He advised that the hospital is projecting a two percent 
deficit as the hospital is still awaiting word from the Ministry regarding trailing and transition 
costs relating to the hospital redevelopment project.   

 



7.0 New Business (*attached in the minute record book) 
 
7.1 Joint Building Committee – January 28 * 

S. Thiffeault advised that the Joint Building Committee had a teleconference with Infrastructure 
Ontario (IO) to discuss the status of the building project.  He advised that the meeting was very 

ositive and that the hospital was commended for being “on time and on budget”.   p
 
S. Thiffeault advised that the committee discussed the local share of $76 million.  He advised that 
IO is considering recommending the reallocation of PCC – Own Funds for the mental health, lab 
and dialysis change orders to PCC – Shared Funds to the Ministry for approval.  He noted that 
there is a surplus of $766,000 which will result in the hospital not having to obtain the entirety of 
the projected $11 million bridge loan at the end of the project.  He advised that there is a 
possibility that the hospital might be able to use the $1.2 million of PCC Ministry Share funding 
at the end of the project. The Ministry Share funding is projecting a forecast surplus of a $1 
million which the hospital would like to apply to the decommissioning and demolition of the 
Mitton site.   S. Denomy noted that the Ministry will be clawing back the PST included on 
ontracts allocated as of July 1c

 
st. 

S. Denomy noted that IO wants to profile the project and Bluewater Health in an upcoming 
article.  S. Thiffeault advised that M. Lapaine raised concerns regarding the financial status of 

arrow partnership.   F
 

7.2 Policies 
S. Anema reported that he will be bringing the procedure pertaining to the outstanding physician 
loans and two financial governance policies forward in March for consideration.  He advised that 
there will also be some policies forthcoming as a result of the Broader Public Sector 
Accountability Act (i.e. attestation).  
 
An inquiry was made regarding the ECFAA, Pay for Performance and if a committee has been 
formed to ensure compliance in accordance with the legislative requirements.  C. Cook advised 
hat she is preparing something which will be brought to the Committee for consideration.  t

 
7.3 Community Accountability Planning Submission* 

L. Robinson advised that the Mental Health Department supports seven community programs 
through the Community Accountability Plan (CAP).  . Four, Crisis Intervention, Psychogeriatric 
Consultation Service, Program of Assertive Community Treatment (PACT) and Community 
Treatment Order (CTO) Coordinator), are grouped under Program 3029.  The services are funded 
by the hospital but are run by community partners with the exception of the Crisis Intervention 
program.  L. Robinson noted that over the last 4-5 years the Crisis Intervention Program has 
incurred deficits and the hospital has been able to sustain the program by re-allocating the CAP 
unding within the program.  f

 
L. Robinson reviewed the background for each program.  She advised that the hospital is required 
to submit a balanced budget for 2011-12 and that the funding envelope for these four programs is 
no longer adequate to maintain services for the 2011-12 fiscal year with a 0 percent increase from 
the LHIN.  Therefore, the hospital is recommending discontinuing the Psychogeriatric program.  
She reported that administration met with the program area last week to discuss the risks, review 
the implications and identify mitigating strategies. She advised that meetings are being set up 

ith the LHIN to discuss the situation in more detail.  w
 
Discussion ensued and concerns were raised regarding cutting the Psychogeriatic program and the 
need to engage long-term care facilities.  Clarification was sought regarding the funding model.  
Inquiries were made regarding what other services are available in the community if this service 



is discontinued and what does this mean if these patients present themselves in Emergency.  The 
Committee was advised that community consultation will be required before the service is cut. 
 
The Committee agreed that more work needs to be done with the community partners and the 

HIN.   L
  
Motion (W. Pease/S. Denomy) to continue negotiations with the ESC LHIN to safe guard all 
Mental Health programs.  If these attempts fail and if the increase remains at 0 percent then 
management be directed to divest the psychogeriatic program in order to balance the 2011-12 
Mental Health budget 
 

7.4 Health Infrastructure Renewal Funds* 
S. Anema advised that the hospital has received confirmation from the ESC LHIN that the 
hospital will receive a one- time capital grant of up to $615,503 for the 2010-11 Health 
Infrastructure Renew Fund (HIRF) initiative.  He advised that part of the funds will be used for 
the Honeywell chiller at CEEH in Petrolia HVACs in the London Building.     

 
8.0 Work Plan Reports/Minutes (*attached in the minute record book) 
 
8.1 Facilities and Planning/Honeywell Projects* 

S. Anema provided an update regarding the Facilities, Planning and Development report.  He 
reported that M. Lapaine was meeting with the Ministry and Infrastructure Ontario this week to 
discuss the final phase of the project and request consideration for cost sharing some of the 
change orders.  He reported that the capital redevelopment project is 93 percent complete and is 
“on time and on budget”. 
 
S. Anema provided an update regarding the Honeywell projects.  He advised that the hospital has 
received the first grant amount of $45.5 million on the Honeywell Renewal project from Natural 
Resources Canada.  He noted that the funds were for the Mitton energy efficiency upgrades.  He 
advised that Honeywell will be coming on site to monitor the efficiencies for electricity and gas 
consumption in order to determine what savings have been achieved since the building has been 
occupied.  These measurements will be monitored by VIP Energy to verify the reported values. S. 
Anema advised that the hospital is guaranteed savings.  If the savings are not achieved, 
Honeywell will be responsible to reimburse the hospital the difference. 

 
8.2 Human Resources – February 2011* 

C. Cook provided an update on the Human Resources report.  She reported that the hospital 
recruitment for RNs, RPNs and clerical staff for the new Medicine Unit has been deferred until 
September. L. Robinson advised that the hospital has not received the PCOP funding from the 
Ministry.  She advised that the hospital considered different options and scenarios but wants the 
assurance that the funds are there before the new unit is opened.  She advised that the hospital is 
currently achieving weighted case targets within the existing bed complement.   

 
C. Cook advised that SEIU will be proceeding to interest arbitration as no agreement was reached 
at the local negotiations.  She noted SEIU Central Bargaining is seeking local wage adjustment 
for RPNs and clarity for some clerical positions.  She reported that ONA Central Bargaining has 
begun and that the OPSEU negotiations will begin later in the spring. 

 
S. Thiffeault inquired about the status of ECFAA provisions regarding executive compensation as 
it relates to the Quality Improvement Plan. 

 
8.3 Cash Balance Analysis* 

S. Anema discussed the cash balance analysis for the period October 23, 2010 to May 28, 2011.  
He reported that $1.5 million has been transferred to the Superbuild investment account in 



January.  He advised that the ESC LHIN has approved the cash advance request for a $7.5 million 
for the 2011-12 fiscal year.  The advance will be received on April 15, 2011.  S. Anema reported 
that the hospital’s cash position will decline in March when the LHIN has recovered the final 
payment of 2010-11 cash advance.  The new advance will restore the average bank balance to 
approximately negative $1 M.  He advised that discussions are ongoing with the Ministry 
regarding outstanding trailing and transition costs as well as outstanding PCOP funding.   

 
8.4 Financial Statement* 

The Committee reviewed the Statement of Revenue and Expenses as of December 31, 2010.  S. 
Anema reported a year to date operating deficit of $33,000.  He advised that the hospital is 
projecting a year end surplus of approximately $100,000.  He highlighted a raise in employee 
benefits due to termination payouts and maternity leaves.  He noted that the number of maternity 
leaves has exceeded what was budgeted for.   S. Anema reported a budget pressure for paying out 
money in lieu of vacation for part-time staff. 

 
8.5 Quarterly Investment Report* 

S. Anema provided an update on the hospital’s investments as of December 31, 2010.  He 
reported that the current balance for the Superbuild investment is $31 million.  He noted an 
increase in the CEEH endownment investment cash.  He reported that the Englehart Estate 
generated $19,000 in investment income which has been invested in the CEEH restricted capital 
fund.  S. Anema advised that there were no changes in the two joint venture investments. He 
advised that discussions are underway with the Ministry regarding the final payment for the 
capital building project which will take place in the fall. 

 
8.6 Work Plan* 

The Committee discussed the work plan and no concerns were raised.  S. Thiffeault highlighted 
the Community Engagement Operational plan.  S. Anema advised that $25,000 has been allocated 
for community engagement initiatives.   

 
8.7 Balanced Scorecard* 

S. Anema presented the revised the balanced scorecard.  He inquired if there were any additional 
changes that the Committee would like to propose to the scorecard.  He highlighted the 
Surplus/Deficit indicator and advised that the hospital is projecting a year-end surplus of $86,162.  
He reported that the Working Capital indicator will improve as payments for the building project 
are made and the Ministry PCOP money is received to offset the debt.  S. Anema highlighted the 
H-SAA indicators in particular the mental health and total weighted case indictors.  He advised 
that the Finance department is reviewing how weighted cases should be tracked and coded.  S. 
Anema reviewed hip/knees, pacemakers, and overtime and sick time expenses indicators. 

 
8.8 Building Project Local Share Cash Flows Facilities and Planning Reports* 

S. Anema advised that there was nothing further to report and that all concerns were addressed in 
Item 7.1 – Joint Building Committee above. 
 

9.0 Next Meeting Date – March 10, 2011 
 
10.0 Adjournment 
 

The meeting adjourned at 5:42 p.m. 
 
 
 
Chair      Recorder 
S. Thiffeault     Jacqueline McGregor 



Bluewater Health Foundation 
Executive Director’s Report to the Board 

December 2010 & January 2011 
 

 
December and January were extremely busy months with our concentration being on 
donors and donations. We had great response from the community over the two months. 
Our efforts to reconnect with donors over the spring and summer have helped to build 
awareness of our ongoing needs. 
 
We received gifts from 2 estates, and have seen an increase of activity in this avenue. We 
will continue our “lunch & learn” program with lawyers and financial companies and 
other marketing efforts to keep planned giving in the forefront.  
 
The unaddressed “Christmas” mail out has shown significant results. The funds are for 
Palliative Care. In the 6 months leading up to the mail out we received $6,900 in 
donations. Since December 1st we have received over $57,000. Some of these funds are 
being used to update the décor in the unit, including new flooring, paint and a nurse call 
system. 
 
The year-end Pulse was well received by the groups/people represented in the publication 
and by the community. We have received several gifts (over $6000) for Oncology as a 
result. They will be able to purchase the three Ostoscope/Opthalmoscopes needed in the 
department as well as other items and education.  
 
The Minister of Health visited Bluewater Health and we showed her the donor wall and 
the plaque in honour of the government contribution. She also met with two of our 
donors. Maria hosted the two donors on a tour of the building and showed them their 
recognition plaques. 
 
We have transferred over $13,000,000 to the hospital (for the capital project & 
equipment) so far this year for a total of around $27,000,000 to date.  
 
The early bird draw was a success with approximately 5700 tickets sold. There are a total 
of 7300 tickets and with our major market plan kicking into place we are confident of 
another sell out. 
 
The atrium businesses continue to do well. They have been very supportive during the 
recent bad weather. Our Lifeline representative received an award for the 3rd best sales in 
Canada! 
 
Respectfully submitted, 
 
Liz Kenny 
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