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BOARD OF DIRECTORS (Open)
March 7, 2018 – DRAFT

Agenda
Item

Committee or Report Motion or Recommendation Approved or
Accepted by:

3.3 Agenda – March 7, 2018 “That the Agenda be approved as circulated.” Moved by:

Seconded by:

5.0 Consent Agenda “That the Board of Directors:

5.1 Approves the Board of Directors Minutes of February 7, 2018;

5.2 Accepts the Minutes of the Quality Committee meeting of February 21,

2018;

5.3. Appoints Dr. Olexiy Aseyev, to a three (3) year term effective immediately

to February 1, 2021, as a core member knowledgeable in relevant research

disciplines, fields and methodologies-MD,

as presented.”

Moved by:

Seconded by:

6.0 Reports and Discussion “That the Board of Directors accepts reports dated March 7, 2018 from the:

6.1 President and CEO;

6.2 Chief of Staff;

6.3 Chief Nursing Executive;

6.4 Northern Ontario School of Medicine;

6.5 Professional Staff Association;

6.6 Foundation,

as submitted.”

Moved by:

Seconded by:

7.1.2 2018-19 Quality Improvement Plan “Whereas the Quality Committee duly reviewed the 2018-19 Quality

Improvement Plan, and,

Whereas the Hospital must demonstrate accountability by advancing a

quality patient experience that is socially and fiscally accountable,

Be it resolved,

That upon recommendation from the Quality Committee, the Board of

Moved by:

Seconded by:



2 of 2

Agenda
Item

Committee or Report Motion or Recommendation Approved or
Accepted by:

Directors approves the 2018-19 Quality Improvement Plan, as

recommended by the Quality Committee.”

7.2.1 2018-19 Quality Improvement Plan “Whereas the Quality Committee duly reviewed the Performance Based

Executive Compensation Framework for inclusion in the 2018-19 Quality

Improvement Plan, and,

Whereas the Hospital must demonstrate accountability by advancing a

quality patient experience that is socially and fiscally accountable,

Be it resolved,

That upon recommendation from the Quality Committee, the Board of

Directors approves the Performance Based Executive Compensation

Framework for inclusion in the 2018-19 Quality Improvement Plan, as

recommended by the Quality Committee.”

Moved by:

Seconded by:
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980 rue Oliver Road

Thunder Bay ON

P7B 6V4 Canada
Tel: (807) 684-6183
www.tbrhsc.net

Thunder Bay Regional Health Sciences Centre is a leader in Patient and Family Centred Care and a research and
teaching hospital proudly affiliated with Lakehead University, the Northern Ontario School of Medicine and
Confederation College.

Le Centre régional des sciences de la santé de Thunder Bay, un hôpital d’enseignement et de recherche, est reconnu
comme un leader dans la prestation de soins et de services aux patients et aux familles et est fier de son affiliation à
l’université Lakehead, à l’École de médecine du Nord de l’Ontario et au Collège Confederation.

Report from Nadine Doucette
Chair, Board of Directors

March 7, 2018

Quality health care translates to better health outcomes and experiences for every patient. Our
hospital’s commitment to quality includes several priority initiatives, identified with input from Patient
and Family Advisors, physicians, leaders and staff. Our Board of Directors embraces its role in
advancing and monitoring quality. That was the focus of a Board Retreat held on February 28. We
were fortunate to be joined by Dr. Ross Baker, renowned author, professor and researcher in the
area of Quality and Patient Safety. Dr. Baker shared his expertise in current trends in health care
quality, and governance related to improving quality and patient safety. He identified that the role
hospital Boards have in quality includes the areas of fiduciary, generative and strategic.

Our Board will move forward by identifying approaches to measuring the quality of care and supporting a
culture of quality and patient safety within the Hospital. Quality and safety are important priorities.
Evidence demonstrates that organizations where the Board focuses 20% of their time on quality achieve
results in quality care. We are committed to working together with our physician partners and our
physician leaders. We understand there are multiple local and system priorities and it is difficult to
balance them all. We have strong Leadership, a skilled Board, committed staff, and an Understanding of
what it takes to be an effective board. This positions us for further success going forward.

Our effectiveness as a Board depends on obtaining the right mix of skills and experience. Being able to
draw upon a diverse set of competencies and knowledge is essential to successfully address the
complex issues faced by our Hospital. Some members' terms are expiring soon, and the interest of those
members in continuing in their roles will be explored as appropriate. We are preparing for the recruitment
of new volunteer Board members with the appropriate skills to replace those who cannot continue.

We are also preparing to participate in mock accreditation interviews to be held on May 14. The
participation of as many Board members as possible will demonstrate to the accreditors the commitment
of the Board to the process, and to the organization.

Hospital accreditation is a process that assesses a hospital’s performance against a set of standards.
We look forward to working on the process with Accreditation Canada, the organization dedicated to
working with patients, providers and policy makers to improve the quality of health for all.



BRIEFING NOTE

TOPIC Q3 Strategic Progress Report

PREPARED BY Carolyn Freitag, Director, Strategy & Performance, Michael Del Nin, Director, Decision Support

REVIEWED BY
DECISION
SUPPORT
(if required)

<Does this have financial impacts to the hospital’s budget? Has a Decision Support Analyst been consulted on this
briefing note?>

YES NO N/A Strategic initiative cost captured within the operational budget process.

APPROVED BY Jean Bartkowiak, President & CEO

CO-SPONSER
(if required)

<Does this impact another E/VP’s portfolio/program? Have they been consulted on this briefing note?>

PREPARED FOR: President &CEO Board of Directors Other:

DATE PREPARED Feb 28, 2018

Our Hospital is committed to ensuring decisions and practices are ethically responsible and align with our Vision, Mission, and
Values. Leaders should consider decisions from an ethics perspective including their implications on patients, staff and the

community.

The reader considers the following questions to ensure each decision are ethically responsible by indicating with a √:  

1. We put ‘Patients First’ by responding respectfully to needs, values, & expectations of our patients, families,
and communities?

2. We demonstrate ‘Accountability’ by advancing a quality patient experience that is socially and fiscally
responsible?

3. We demonstrate ‘Respect’ by honouring the uniqueness of each individual and his or her culture?

4. Does the course of action demonstrate ‘Excellence’ by fostering an environment of innovation and learning to
advance a quality patient experience?

For more detailed questions to use on difficult decisions, please refer to the Hospital’s Framework for Ethical Decision Making
on the iNtranet under Quality and Risk Management>Ethics.

PURPOSE/ISSUE(S)

In a brief statement identify the purpose of the note or key issue to be brought to the attention of the President & CEO or Board of Directors.

Highlight the 2017-18 Strategic Plan Q3 overall progress, tactics to achieve targets, strategic performance indicator results and associated
improvement action plans.

BACKGROUND

Contextualize the item being presented with an appropriate amount of background information; in doing so, assume limited familiarity with
the particular issue.

The Strategic Quarterly report is formatted to provide a more comprehensive description of strategic tactics in each strategic direction to
address the achievement of the targets, the related strategic indicators, and any new tactics planned where targets fall short.
The Balanced Scorecard (BSC) attached provides a summary of the strategic indicators and trending.



ANALYSIS/CURRENT STATUS

What are the implications for TBRHSC? What stage of development is this item/issue in? Is a briefing required and if so when?

Refer to attached strategic progress report and BSC.

RECOMMENDATION

What is the recommended course of action?

None required for Quarterly Report.

NEXT STEPS

What are the anticipated outcomes? What needs to occur next on this issue?

None required.

STAKEHOLDER REACTION

Would there be any anticipated reaction from stakeholders? Is an issues management plan required?

There are plans and tactics developed for strategic initiatives falling short of targets or specific projects falling behind slightly.

COMMUNICATIONS

What kind of targeted communication(s) is necessary?

Communication of progress, challenges and remedial actions to staff, physicians, volunteers, patient and family advisors carried.

Success stories and profiles will be communicated to the community in Chronicle Journal articles and on public bulletin board in the Hospital.

FINANCIAL IMPACTS

Is it resource neutral or is there a cost involved?

Strategic initiative cost captured within the operational budget process.

APPENDIX SECTION

If there is related material, please provide here.

2017-2018 Q3 Strategic Progress Report;

2017-2018 Q3 Balanced Scorecard - Strategic Indicators.



Balanced Scorecard

Strategic Indicators

Report for 17-18 Q3

2017-18 Fiscal Trending quarters

2020 alignment Domain Indicators QIP Ind Type
Q1 

Actual

Q2 

Actual

Q3 

Actual

Q4 

Actual

Annual 

Target

YTD 

Target

YTD 

Actual
YTD Variance

Trending (last 6 

or available quarters)

Patient Experience Quality & safety
Rate of hand hygiene compliance before initial patient/environment 

contact
ST 92.15% 82.40% 92.85% 93.00% 93.00% 88.02% (4.98%)

Patient Experience Quality & safety 30-day in-hospital deaths following major surgery (risk-adjusted) ST 1.40 2.00 0.60 1.67 1.67 1.60 0.07 

Patient Experience Quality & safety Number of critical events ST 0 0 1 0 0 1 (1)

Seniors' Health Quality & safety Pressure ulcer incidence X ST 2.80% 6.00% 6.00% 2.80% 3.20%

Comprehensive Clinical 

Care
Quality & safety 90th Percentile ER length of stay (hours) for admitted patients X ST 39.4 39.5 44.2 31.0 31.0 41.1 (10.1)

Indigenous Health Quality & safety
Acute hospital admissions per 1,000 population for patients from 

Indigenous communities
ST 247 247 

Acute Mental Health Quality & safety
Psychiatrist full-time equivalent staffing as percentage of required full-

time equivalent complement
ST 58.3% 45.0% 41.7% 83.3% 83.3% 48.3% (35.0%)

Patient Experience Customer Patient satisfaction: Overall rating of care - Inpatients 16-17 ST

Patient Experience Customer Patient satisfaction: All dimensions - Inpatients X ST 60.5% 63.2% 67.7% 61.8% 61.8% 62.5% 0.7%

Patient Experience Academics Total researcher staff (CAHO definition) ST 322 338 343 301 301 377 76

Patient Experience Academics Learner satisfaction ST 86.0% 77.4% 87.0% 87.00% 81.7% (5.3%)

Patient Experience Financial Paid sick hours as a percentage of worked hours ST 4.39% 4.27% 4.21% 3.48% 3.48% 4.24% (0.76%)

At or better than target

Slightly (less than 5%) worse than target

Significantly (5% or more) worse than target

Data not expected for reporting period or too few results to be meaningful

Indicator has been discontinued and replaced

Blue text Incomplete period or result not yet finalized



2017/18 Q3 Strategic Update Report

Strategic Progress Summary

Strategic
Directions

Complete

Patient
Experience

41% (29)

Comprehensive
Clinical Care

47% (17)

Seniors’
Health

47% (14)

Indigenous
Health

71% (25)

Acute Mental
Health

55% (26)

Strategic Direction 1: Patient Experience

Performance Measure

Rate of hand hygiene
compliance before initial
patient/environment contact

30-day in-hospital deaths
following major surgery (risk-
adjusted)

Number of critical events

Patient Satisfaction: All

Dimensions - Inpatient

Learner Satisfaction

Total Researchers

Paid sick hours as a

percentage of worked hours

Staff satisfaction

Physician satisfaction

Report

On Time Moderately
Behind

Significantly
Behind

Prior to
Start

32% (23) 10% (7) - 17% (12)

33% (12) - 6% (2) 8% (3)

33% (10) - - 20% (6)

12% (4) 3% (1) - 14% (5)

13% (6) 4% (2) 2% (1) 26%

Strategic Direction 1: Patient Experience

16-17 YTD

Actual

Annual

Target

Q1
Actual Actual

86.91% 93% 92.15% 82.40%

1.90 1.67 1.4

6 0 0

60.3% 61.8% 60.5% 63.2%

85.2% 87.0% 86.0% 77.4%

316 301 322

3.53% 3.48% 4.49% 4.27%

- - -

- - -

1

Prior to
Start

Modified Deleted

17% (12) - -

8% (3) - 6% (2)

20% (6) - -

14% (5) - -

26% (12) - -

Q2
Actual

Q3
Actual

Q4

Actual

82.40% 92.85%

2.0 0.6

0 1

63.2% 67.7%

77.4% -

355 343

4.27% 4.21%

- -

- -
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Describe the tactics that were implemented in this quarter to address the achievement of the target.

Quality

The QBP Patient Order Sets continue to be widely utilized. In Q3, preliminary data shows that surgical
provider uptake remains at 100% with medical provider uptake improving to 62%. In addition, 81% of
eligible patients have been admitted with a digital order set. The development and implementation
teams are currently working on developing order sets for Stroke, Lower Extremity Occlusive Disease,
Knee Arthroscopy, Orthopedic Discharge, and Prophylactic Breast Mastectomy for implementation in
Q1.

The development of two key elements of the Quality Framework is progressing. The structure that
supports the integration of quality and model for Improvement is expected to conclude next quarter.

Respect

The education plan for the facilitator program has been developed and training of the first group of
facilitators has occurred. This initiative also consists of an online training course; however some
technical challenges have occurred resulting in a roll out delay. Several options to correct this problem
are currently being explored. Facilitator led education of staff in targeted areas will commence in Q4.

Patient Satisfaction

Physician section meeting presentations regarding patient experience results are 85% complete with the

remaining sections to be seen in February. Each section reviewed and discussed patient experience

results at length.

Leadership

The ‘Studor” leadership program focused on clinical tactics, such as leader rounding, concluded in
November 2017. Professional Practice will continue developing clinical tactics internally with the next
tactic, hourly rounding, on track for implementation in September. Meanwhile, implementation of inter
professional collaborative (IPC) rounding began. The Pediatrics team held a ‘design event’ in late
September and implemented inter professional rounding over the last 90 days, successfully. The
pediatric IPC daily rounding includes the patients and families and has resulted in improved care
planning, team communication, workflow processes and overall satisfaction of the all team members,
patient and families. Ongoing, the PFCC leadership council will provide oversight for the clinical tactics
for leaders.

Leadership enhancement is the focus of the Q3 Leadership Enhancement and Performance (LEAP)
session. Leaders are familiar with their strengths and are developing a better understanding of others.
The Q3 will explore when our strengths are overused - our Shadows. The Leadership Enhancement
program will expand beyond the LEAP sessions in the near future.

Workplace Violence Prevention

We believe that safety is a core element required for our staff to thrive. The Hospital supports a safe
work environment evidenced by existing structures, policies and initiatives. In response to the Joint
Ministry Project on Workplace Violence Prevention Report and Health Quality Ontario’s call to action to
make improvements in staff workplace safety, the 2018-19 Quality Improvement Plan change ideas aim
not only to effectively manage workplace violence to reduce the number of incidents, but also to
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increase reporting of near misses. These change ideas include, but not limited to: 1) strengthen
leadership and worker commitment to workplace violence prevention; 2) Increase the spread of
workplace violence prevention staff training; 3) Develop a sustainability plan for the Acting Out
Behaviour Intervention pilot study; and 4) Improve staff awareness to create a safety culture.

The hospital identifies staff development, engagement and wellness as a strategic priority and each
element is advancing within the 2020 strategic plan. In addition, Workplace Violence Prevention will be
integrated into the 2020 strategic plan to demonstrate the Hospital’s commitment to adopt best
practices to prevent violence in the workplace. The revisions will be included in the Q4 progress report.

Information Technology

In the spring of 2017, the Healthtec Readiness Assessment Report provided the roadmap and business
plan for Computer Physician Order Entry or more accurately described as ‘Advance Clinical Systems’. The
Hospital has worked through the Northwest Health Alliance (NWHA) to establish the foundational
elements to move forward with such a large scale regional project, including a regional project
governance structure, the cost sharing model for the business plan and senior leader champion. In
December, the NWHA released a call for participation of stakeholder representatives for the Executive
Steering Committee, a first step to building the project governance structure.

Strategic Direction 2: Comprehensive Clinical Care

Performance Measure 16-17 YTD

Actual

Annual

Target

Q1
Actual

Q2
Actual

Q3
Actual

Q4

Actual

Emergency Department

length of stay (90th

percentile in hours)

37.3 31.0 39.4 39.5 44.2

Describe the tactics that were implemented in this quarter to address the achievement of the target.

Cardiovascular

The firm, Agnew Peckham will lead the Functional Planning activities. The RFP for a Project Manager has
been completed. The evaluation process for architectural services has concluded and the contract
agreement is currently being developed. Senior Leaders as well as the program leads are validating the
original planning assumptions made in 2014 to ensure are still true in 2018.

The Hospital received $628K in additional funding for 2017/18 program expenses in November, bringing
the total 2017/18 program support to $2.258M. The 18/19 budget and 3 year budget is currently being
prepared for submission to the MOHLTC.

Planning has begun for models of care to support the cardiac surgery program.

Patient Flow

The analysis of access to allied health services was completed. Department level plans have been
completed to address gaps in staffing levels, physician ordering practice issues have been reviewed with
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the section chiefs and a business case for laboratory automation has been presented to SLC. The
remaining work includes a review of PT/OT service model which is set to be completed in Q4.

The revised bed management policy and Med-Surge policy were approved and education was rolled out
to all areas of the hospital. Compliance will be monitored and evaluated in Q4.

For the first 9 months of the fiscal, 390 geriatric consults were completed in the ED. From these
consults, 12 patients were directly admitted form ED to SJCG and 73 additional admissions were
prevented. The average ED Admitted LOS for these patients was <30 hrs. Average Length of Stay to ALC
designation for these patients was 3.05 days.

Explain the current performance of the target. Where possible, translate statistics and numbers into
plain language, focusing on the impact to patients and staff.

Admitted patients are currently waiting 44.2 hours in the emergency department for an inpatient bed,
which is well above the target of 29.7 hours.

Are we on track to meet the target by year end? If not, what new tactics are planned to ensure the
target is met?

A design event was completed and looked to target improvements in the transfer time from bed being

empty on the inpatient unit to an ED admitted patient arriving on the unit. The admitting department,

emergency department and 1A will be trialing improvements that look to improve the communication

process for the transfer, reduce the number of internal bed moves on the unit and provide more timely

on discharges. The work completed will also be combined with the results of the 2B/2C transfer

notification pilot in order to streamline communication between the ED and the IP units.

Strategic Direction 3: Seniors’ Health

Performance Measure 16-17 YTD
Actual

Annual
Target

Q1
Actual

Q2
Actual

Q3
Actual

Q4
Actual

Pressure Ulcer
Incidence

3.70% 7.00% - 22.8%.8 -

Describe the tactics that were implemented in this quarter to address the achievement of the target.

Advanced Care Planning

The Ethics Committee has struck a working group to review the results of the literature review on
advanced care planning best practices. Consultation sessions with Patient and Family Advisors have
been scheduled for Q4 in order to ensure the recommendations align with senior core values.

Urinary Incontinence

Approval of the medical directive for urinary incontinence was delayed due to the cancelation of the
December Medical Advisor Committee meeting. The draft directive will be presented at MAC in Q4 with
the education rollout to follow starting on 2A/2B.
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Strategic Direction 4: Indigenous Health

Performance Measure 16-17 YTD

Actual

Annual

Target

Q1
Actual

Q2
Actual

Q3
Actual

Q4

Actual

Acute hospital admissions

per 1,000 population for

patients from Indigenous

communities

249 - - - -

Describe the tactics that were implemented in this quarter to address the achievement of the target.

Engagement

Information regarding Dilico Anishinabek Family Care Discharge Planners was presented to leaders and
clinical groups to raise awareness of the role.

In December a meeting took place with Utilization Coordinators to review and discuss discharge
planning resources for patients returning to First Nation Communities. As well, meetings were held with
representatives of the Union of Ontario Indians, Grand Council Treaty #3, and the Métis Nation of
Ontario to seek their input on several Indigenous Health initiatives, including Terms of Reference for a
new Indigenous Health & Reconciliation Steering Committee, a draft position description for an
Indigenous Health Consultant, and participation in Indigenous Health research projects. Individual follow
up meetings have been scheduled with Dr. Rudnick, VP Research and Chief Scientist to obtain further
guidance on Indigenous Health research activity.

Indigenous Screening

New Indigenous focused cancer screening resources have been designed that describe the importance
of regular screening and the locations that screening is available throughout the region. Pamphlet
holders have been installed in various waiting rooms in the hospital and the resources have also been
sent to nursing stations across the region. As well, the Indigenous Navigators have been coached on how
to talk to their patients about screening and provide additional information when requested.

Are we on track to meet the target by year end? If not, what new tactics are planned to ensure the
target is met?

Work continues on defining the indicator and developing targets. The data is currently being
investigated.
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Strategic Direction 5: Acute Mental Health

Performance Measure 16-17 YTD

Actual

Annual

Target

Q1
Actual

Q2
Actual

Q3
Actual

Q4

Actual

Psychiatrist full-time

equivalent staffing as

percentage of required full-

time equivalent complement

55.70% 83.3% 58.3% 45.0% 41.7%

Describe the tactics that were implemented in this quarter to address the achievement of the target.

Psychiatry Recruitment & Governance

Senior Leadership at SJCG and TBRHSC have met and agreed on the governance structure. Financial
reconciliation is currently occurring and should be complete by April. Recruitment efforts have been
successful; we have 3 new psychiatrists signed and all will be on site by June 2018.

Consultation Liaison Service

The consultation liaison pilot is ongoing on 1A and 2A with Dr. Hampe, and has received very positive
feedback. After the pilot and recruitment of psychiatrists are complete, the consultation liaison service
will be rolled out across the hospital. Estimated date of implementation is July 2018.

Explain the current performance of the target. Where possible, translate statistics and numbers into
plain language, focusing on the impact to patients and staff.

The current performance of 41.7% translates to 2.5 FTE out of the required 6.0 FTE psychiatrists.

Are we on track to meet the target by year end? If not, what new tactics are planned to ensure the
target is met?

Recruitment efforts will show large improvements in Q4 and Q1.


