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Board of Directors
Open Meeting

Wednesday, June 7, 2017 – 5:00 pm Boardroom, Level 3, TBRHSC
980 Oliver Road, Thunder Bay

AGENDA
Vision: Healthy Together
Mission: We will deliver a quality patient experience in an academic health care environment that is responsive to the
needs of the population of Northwestern Ontario
Values: Patients ARE First (Accountability, Respect and Excellence)
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1.0 CALL TO ORDER and WELCOME
2.0 PATIENT STORY – Debora Prokopich Buzzi (Dr. Mark Henderson)
3.1 1 N. Doucette Quorum (8 members total required, 6 being voting)

3.2 1 N. Doucette Conflict of Interest

3.3 1 N. Doucette Approval of the Agenda X

3.4 3 N. Doucette Chair’s Remarks* X

4.0 PRESENTATIONS/EDUCATION
4.1 15 Dr. Puskas

A. Vinet
C. Fanti

5:05pm - Regional Orthopaedic Program – Musculoskeletal
Centre of Excellence*

X X

5.0 CONSENT AGENDA
5.1 - Board of Directors Open Minutes – May 3, 2017* X X

5.2 - Governance and Nominating Committee – May 17, 2017
5.2.1 Committee Work Plans*

X

5.3 - Resource Planning Committee – May 16, 2017
5.3.1 Broader Public Sector Travel and Expense Report, for the

period October 1, 2016 to March 31, 2017*;
5.3.2 Broader Public Sector Accountability Act Attestation

Certificate*
5.3.3 Hospital Service Accountability Agreement Declaration of

Compliance*
5.3.4 Multi Sector Service Accountability Agreement

Declaration of Compliance*

X

5.4 - Quality Committee Minutes – April 12, 2017* X

5.5 - Corporate Membership* X

6.0 REPORTS AND DISCUSSION
6.1 5 J. Bartkowiak Report from the President and CEO* X X

6.1.1 10 A. Bjorn
A. Carr

D. Jean-Pierre

5:30pm - Indigenous Health Strategic Direction Update
(Recruitment)*

X
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6.1.2 10 Senior Leadership 5:40pm - Q4 Strategic Progress Report and Related
Performance Indicators*

X

6.2 10 Senior Leadership Report from Senior Leadership* X

6.3 5 Dr. Porter Report from the Chief of Staff* X

6.4 5 Dr. Crocker
Ellacott

Report from the Chief Nursing Executive X

6.5 5 Dr. Moody-
Corbett

Report from the Northern Ontario School of Medicine* X

6.6 5 Dr. Thibert Report from the Professional Staff Association

6.7 5 G. Craig Report from the Foundation* X

7.0 COMMITTEE MATTERS - none

7.1 10 D. Mannisto Governance and Nominating Committee – May 17, 2017
Hospital By-Law* X

8.0 FOR INFORMATION
8.1 - Board and Committee Work Plans* X

8.2 - Webcast Statistics* X

8.3 - Report from the Health Research Institute* X

8.4 - Report from the Volunteer Association* X

8.5 - 2014-19 Energy Usage & Conservation Demand Management
Plan*

X

9.0 BOARD MEMBER COMMENTS X

10.0 DATE OF NEXT MEETING – June 22, 2017 – Annual General Meeting X

11.0 ADJOURNMENT
Ethical Framework

The 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 following questions should be considered for each decision:

1. Does the course of action put ‘Patients First’ by responding respectfully to the needs, values, and expectations of our patients, their
families, and the communities?

2. Does the course of action demonstrate ‘Accountability’ by advancing a quality patient experience that is socially and fiscally
accountable?

3. Does the course of action demonstrate ‘Respect’ by honouring the uniqueness of each individual and his/her culture?
4. Does the course of action demonstrate ‘Excellence’ by fostering an environment of innovation and learning to provide a quality patient

experience?

For more detailed questions to use on difficult decisions, please refer to the Hospital’s Framework for Ethical Decision Making
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BOARD OF DIRECTORS (Open)
June 7, 2017 – DRAFT

Agenda
Item

Committee or Report Motion or Recommendation Approved or
Accepted by:

3.3 Agenda – June 7, 2017 “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 May 3, 2017;

5.2 Approves the 2017-18 Work Plans from the Governance and

Nominating Committee, Audit Committee, Fiscal Advisory

Committee and the Resource Planning Committee;

5.3.1 Approves the Broader Public Sector Travel and Expense Report, for

the period October 1, 2016 to March 31, 2017, as recommended by

the Resource Planning Committee;

5.3.2 Approves the Broader Public Sector Accountability Act Attestation

Certificate, for the period April 1, 2016 to March 31, 2017, in

accordance with Section 15 of the Broader Public Sector

Accountability Act, 2010, confirming that the Hospital attests to:

(i) the completion and accuracy of reports required of the

Hospital pursuant to section 6 of the BPSAA on the

use of consultants;

(ii) the Hospital’s compliance with the prohibition in

section 4 of the BPSAA on engaging lobbyist services

using public funds;

(iii) the Hospital’s compliance with any applicable expense

claims directives issued under section 10 of the BPSAA

by the Management Board of Cabinet;

(iv) the Hospital’s compliance with any applicable

perquisite directives issued under section 11.1 of the

BPSAA by the Management Board of Cabinet;

(v) the Hospital’s compliance with any applicable

procurement and directives issued under section 12 of

the BPSAA by the Management Board of Cabinet, as

Moved by:

Seconded by:
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Agenda
Item

Committee or Report Motion or Recommendation Approved or
Accepted by:

recommended by the Resource Planning Committee;

5.3.3 Recommends that the Board of Directors approves the Hospital

Service Accountability Agreement Declaration of Compliance for the

period of April 1, 2016 to March 31, 2017 confirming that the

Hospital has complied with the following:

(i) the HSP has complied with the provisions of the Local Health

System Integration Act, 2006 and the Broader Public Sector

Accountability Act (the “BPSAA”) that apply to the HSP;

(ii) the HSP has complied with its obligations in respect of

CritiCall that are set out in the Agreement;

(iii) every Report submitted by the HSP is complete, accurate in all

respects and in full compliance with the terms of the

Agreement; and;

(iv) the representations, warranties and covenants made by the

Board on behalf of the HSP in the Agreement remain in full

force and effect, as recommended by the Resource Planning

Committee;

5.3.4 Approves the Multi Sector Service Accountability Agreement

Declaration of Compliance for the period of April 1, 2016 to March

31, 2017 confirming that the Hospital has complied with the

following:

(i) Article 4.8 of the M-SAA concerning applicable procurement

practices;

(ii) The Local Health System Integration Act, 2006; and

(iii)The Public Sector Compensation Restraint to Protect Services

Act, 2010;

(iv)The following specific performance requirements as outlined

in Schedule E4 of the 2014-2017 M-SAA:

a. "Home First" Philosophy

b. Diversity Planning requirement

c. Behavioural Supports Ontario Action Plan

d. Emergency Preparedness Plans

e. E-Health requirement
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Agenda
Item

Committee or Report Motion or Recommendation Approved or
Accepted by:

f. Information Technology requirement

g. Health Services Blueprint — Community Engagement,

as recommended by the Resource Planning

Committee;

5.4 Accepts the Minutes of the Quality Committee meeting of April 12,

2017;

5.5 Approves the applications for membership to the Corporation for the

2017-2018 Corporate membership year, received for the period of

April 1 to June 2, 2017;

as presented.”

6.0 Reports and Discussion “That the Board of Directors:

6.1Accepts the Report from the President and CEO;

6.2Accepts the Report from Senior Leadership;

6.3 Accepts the Report from the Chief of Staff;

6.4 Accepts the Report from the Chief Nursing Executive;

6.5 Accepts the Report from the Northern Ontario School of Medicine;

6.6Accepts the Report from the Professional Staff Association;

6.7 Accepts the Report from the Foundation;

Dated June 7, 2017 as presented.”

Moved by:

Seconded by:

7.1 Hospital By-Law “That upon recommendation from the Governance and Nominating

Committee and the Medical Advisory Committee, the Board of Directors

approves the proposed changes to the Thunder Bay Regional Health

Sciences Centre Corporate By-Law to be confirmed at the Annual

Meeting of the Corporation on June 22, 2017, as presented.”

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

June 7, 2017

Health care delivery is complex. It involves a network of patients, family caregivers, health care
providers, support personnel and administrators who interact. The patient being at the centre of the
care we provide influences the entire network to achieve results. That’s why relationships and
collaboration are important, and I am impressed by our Hospital’s leaders’ activity in this area.

Partnerships with Patient Family Advisors, service providers, all levels of government, and many
others result in enhanced transitions in care and improved access for our patients. We are committed
to engage our 5 Partners in health, including Policy Makers, Health Professionals, Academic
Institutions, Health Managers and Communities. At the annual 5 Partners session held in May,
participants were asked to identify partnerships our Hospital can establish or strengthen to improve our
patients’ health care journeys. I am grateful to the 5 Partners for providing their valuable feedback to
contribute to better patient transitions of care.

A key partner is the North West Local Health Integration Network (LHIN). I had the pleasure, along with
our President and CEO, to meet earlier this month with the new Chair of the LHIN Board of Directors, Gil
Labine, and the CEO Laura Kokocinski. We share a commitment to patient care and I look forward to
continuing to work closely together. This meeting allowed us to discuss board to board relations and our
respective organizational challenges.

In terms of our own Board of Directors, our process to fill vacant Directors positions continued in May.
Interviews were conducted with applicants. Fellow Board Directors joined me on the interview panel, and I
take this opportunity to thank Anita Jean, Dick Mannisto, Gerry Munt, Grant Walsh and Gary Whitney for
their time and commitment. I am also grateful to Diane Quintas who participated on this interview panel as
a community representative. At the Annual General Meeting on June 22, new Board Directors will be
approved by the Corporate Members.

Board Directors also helped to celebrate and acknowledge staff who retired from our Hospital last year.
Doug Shanks, Matt Simeoni, Dr. Mark Thibert, Grant Walsh and Gary Whitney attended the May 11
retirement dinner to honour the accomplishments of those who provided years of service contributing to
patient care.

I thank Grant Walsh for representing the Board of Directors during the media conference announcement
by the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term Care, of the implementation of
vascular surgery and on-site endovascular aneurysm repair (EVAR) at our Hospital. This progress reflects
our commitment to improve access to cardiovascular care, which will dramatically enhance the quality of
care and quality of life for hundreds of patients annually. At that event, Minister Hoskins also announced
he has allocated a capital planning funding envelope to allow us to proceed with the designation of
professionals required for the development of the cardiac surgery program.

Northwestern Ontario residents face additional geographical challenges that we could not overcome
without our partners. I’d like to thank the Ministry of Health and Long Term Care for their support in
making this a service development reality, and the University Health Network and the Peter Munk Cardiac
Centre for mentoring us. And, thank you to the generous donors in our community for their support. These
types of partnerships and joint accomplishments are what enable us to be Healthy Together.
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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.

As this is my final monthly report prior to the summer break, I wish to add a final note of appreciation.
I feel truly fortunate to work with the strong and effective administration at our Hospital. President &
CEO Jean Bartkowiak and Chief of Staff Dr. Gordon Porter provide excellent leadership in their
respective roles. As Board members, we hear often about the change in culture occurring at the
Hospital, and the positive impact it has on staff and patients. A cultural shift starts at the top and
could not occur without their leadership. Jessica Nehrebecky, Executive Assistant/Office Manager,
consistently provides tremendous support to the Board. I am grateful to her for making our jobs
easier and enjoyable. Lastly, I want to take this opportunity to thank the Board members who will not
be returning next year: Gerry Munt, Georjann Morriseau and Doug Shanks. Your expertise has been
invaluable and I think you for the countless hours you have dedicated to the organization.

I wish everyone a safe and happy summer.



Regional Orthopaedic Program
Musculoskeletal Centre of

Excellence

Presentation to TBRHSC Board of Directors: June 7/17

Presenters:

Dr. David Puskas – Medical Director, Musculoskeletal Health, TBRHSC

Caroline Fanti – Director, Regional Orthopaedic Program, TBRHSC
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VISION STATEMENT

“To improve the health of the
orthopedic patient population in the
North West LHIN by delivering high
quality, accessible, financiallyquality, accessible, financially
sustainable care and service in an
integrated and organized manner.”

2



Current State Issues

• Chaos referral patterns (multiple PC referrals to multiple sites)

• Standardized referral only for hip/knee

• Inappropriate imaging

• Inequitable access to care across the region

• Efficiency disparity across OR sites

• Inter-disciplinary approach needed for all MSK• Inter-disciplinary approach needed for all MSK

• Standardized processes needed for all MSK

• Standardized follow up and monitoring needed for all MSK

What we need: Alignment with HQO dimensions, benefit for patients,What we need: Alignment with HQO dimensions, benefit for patients,
payers, providers and the health care systempayers, providers and the health care system

3



Future State

 Leveraging a full model of Musculoskeletal Care through advanced

technology and regional integration

• One program – hub and spoke design - with rotating sub-specialty

service and inter-professional care to all sites to:

o Achieve sufficient volumes;

Critical mass at each surgical site;o Critical mass at each surgical site;

o Expertise required for the provision of specialized service with exemplary outcomes

 Establish the basis for regional standardization of quality standards and

monitoring, clinical pathways, equipment and referral practices.

What we will deliver: An MSK Centre of ExcellenceWhat we will deliver: An MSK Centre of Excellence

4



Regional Orthopaedic Program – Hub and Spoke Model of Care

5



MSK Centre of Excellence
Key Features:

• Centralized Intake (can expand to all medical specialists)

• Real time referral status to communicate to Primary Care

• Surgeon Wait List dashboards

• Transparent wait lists across all 4 surgical sites – in real time

• Inter-professional team for all MSK services• Inter-professional team for all MSK services

• Think Research Order Sets/Standardized Care Paths/Best Practices

• Complex reporting to CCO-WTIS

Alignment with HQOs 6 dimensions of quality:Alignment with HQOs 6 dimensions of quality:

Safe, Effective, PatientSafe, Effective, Patient--Centred, Efficient, Timely & EquitableCentred, Efficient, Timely & Equitable

6
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Regional Orthopaedics Program
Benefits Realization:

• Maximum Efficiency – increased surgical throughput in regional
facilities from 2-3 TJA/day to 4-6 (50% reduction in cost per case)

• Travel grants: savings of 90 travel grants/visit to the region. 30 visits
per year. 2700 travel grants – minimum cost $300/grant = $810,000
cost avoidance

• Optimizing Telemedicine consults: 120 consults/follow ups per week• Optimizing Telemedicine consults: 120 consults/follow ups per week
= 1440/year = $432,000 cost avoidance

• Total cost avoidance per year: $1,242,000 (minimum)

HQO Alignment: Efficient and EffectiveHQO Alignment: Efficient and Effective –– Using resources wiselyUsing resources wisely

8



Regional Orthopaedics Program
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Regional Orthopaedics Program

Alignment with Local and Provincial Strategic Directions:
• Provincial Priorities: Patients First: Action Plan for Healthcare

• Ensure faster access to specialists

• Provide care that is coordinated, and integrated with primary care, so a patient can get
the right care from the right providers

• Increase the use of virtual care tools to give patients more access to specialists
regardless of where they live

• Successfully implement pertinent quality based procedures across the continuum of care
and ensure quality outcomes

• North West LHIN 2016-19 Integrated Health Services Plan & Health
Services Blueprint

• Improving the Patient Care Experience

• Improving Access to Care and Reducing Inequities

• Building an Integrated e-Health Framework

• Ensuring Health System Accountability and Sustainability

• Implement Blueprint vision of fully integrated specialty program with defined basket
services at sub-region and local health hub level

10



Success Indicators

ACCESS TO CARE/CARE CLOSE TO HOME

WAIT TIMES

PATIENT AND PROVIDER SATISFACTION

RESOURCE DISTRIBUTION

QBP TARGETSQBP TARGETS

QUALITY AND SAFETY

EFFICIENCY AND SUSTAINABILITY

 INTEGRATION ACROSS THE CONTINUUM

11



Regional Orthopaedic Program
HQO AlignmentHQO Alignment

A just, patientA just, patient--centred health system committed tocentred health system committed to
relentless improvement. Let’s make it happen!relentless improvement. Let’s make it happen!

Thank you!Thank you!

12
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Board of Directors - Open
Wednesday, May 3, 2017

Boardroom – 5:00 p.m.

Present:

Nadine Doucette, (Chair) John Friday Gary Whitney

Jean Bartkowiak* Doug Shanks Dick Mannisto

Dr. Penny Moody-Corbett Dr. Mark Thibert* Dr. Gordon Porter

Dr. Rhonda Crocker Ellacott* Anita Jean Grant Walsh

By Invitation – Senior Leadership:

Peter Myllymaa Dr. Mark Henderson Amanda Björn

By Invitation:

Jessica Nehrebecky, Rec. Sec. Kelly Meservia Collins Dawn Bubar

Regrets Board of Directors:

Gerry Munt Matt Simeoni Georjann Morriseau

Regrets Senior Leadership:

Dr. Rami Rudnick Glenn Craig Dr. Stewart Kennedy

1.0 CALL TO ORDER – The Chair called the meeting to order at 5:00 p.m.

The Chair welcomed Board members, Senior Leadership Team members, guests, and the

webcast audience.

2.0 PATIENT STORY

Dr. Gordon Porter, Chief of Staff, shared a patient story.

3.1 Quorum – Quorum was attained.

3.2 Conflict of Interest - None.

3.3 Approval of the Agenda

Moved by: Anita Jean

Seconded by: Doug Shanks

“That the Agenda be approved, as presented.”

Action

Motion
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CARRIED

3.4 Chair’s Remarks - For Information.

4.0 PRESENTATIONS

4.1 Simulation

Ms. Kelly Meservia Collins, Director, Director, Academics and Interprofessional Education

and her team demonstrated a simulation on “Sim Man”, where the staff performed CPR

and invited members of the Board to participate.

Simulation provides the opportunity for hands on skill development and interprofessional

competencies. The Hospital seeks to enhance the culture of simulation throughout the

organization by providing in-situ mock codes especially those less frequently called thus

providing extremely valuable and appreciated hands on experience by all staff involved.

4.2 OHA Northwest Mental Health Conference -Deferred.

4.3 Effective Governance for Quality, Patient Safety and QCIPA

Mr. Gary Whitney attended the Governance Centre of Excellence’s (GCE) Effective

Governance for Quality, Patient Safety and QCIPA Overview conference on March 28,

2017; he highlighted the key learnings and provided recommended sources of literature.

He underlined that it was recommended at the conference that every Board member have

a copy of GCE’s Quality and Patient Safety Toolkit (2016). The Chair of the Quality

Committee stated the members of that committee already have a copy and have been

reviewing one chapter at every meeting. This review is intended to ensure due diligence

by assessing what is currently being done and where improvements are required.

Members of the Board concurred that Board agenda should focus more on quality

oversight items at every meeting. It was also suggested to quality governance oversight be

the focus of the Fall Board retreat.

4.4 Me to We to All Framework

Ms. Amanda Björn, Vice President, Human Resources, presented an overview of the “Me

to We to All” HR Framework for developing and engaging staff. The goal of the

Framework’s is to foster an organizational culture of leading performance where a better

“me” leads to a better “we” that then nurtures a better “all”.
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5.0 CONSENT AGENDA

Moved by: Dick Mannisto

Seconded by: Doug Shanks

“That the Board of Directors:

5.1 Approves the Board of Directors Minutes of April 5, 2017;

5.2 Accepts the Q4 2016-2017 Wages and Source Deduction Attestation, as recommended

by the Resource Planning Committee;

5.3 Approves Policy BD-07 Chief of Staff Performance Evaluation and Compensation, as

recommended by the Governance and Nominating Committee

as presented.”

CARRIED

6.0 REPORTS AND DISCUSSION

6.1 Report from the President and CEO

The President and CEO highlighted the following:

 Minister Bill Mauro will be making an announcement on May 5, 2017 regarding last

week’s budget submission;

 The Regional Orthopaedic program project was recently presented to the Deputy

Minister; the quality of the submission prompted his team to consider this project

for implementation as a beta site along with another project in the Champlain

LHIN;

 The percentage of days in surge capacity has significantly decreased in 2016-17 as

compared to the previous year; all staff and physicians were commanded for their

contributions in this achievement.

Ms. Dawn Bubar was welcomed to the meeting.

6.1.1 Indigenous Health Strategic Direction Update (Virtual Visitation)

Ms. Dawn Bubar, Senior Director, Informatics updated the Directors on progress relative

to the virtual visitation, one of the Indigenous Health Strategic Direction objectives.

A pilot was conducted from February to April, 2017 on unit 1A, Oncology where patients

were offered the opportunity to have a virtual visitation via a Hospital tablet and internet

Motion
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connection. Only one patient requested access. It was determined that this service is no

longer needed as most patients have their own devices and free wifi is provided to all

patients, Thanks to tbaytel.

Ms. Bubar was excused from the meeting.

6.2 Report from Senior Leadership

The following information was highlighted:

 Nursing orientation has been redesigned from primarily classroom teaching to

simulation;

 Through collaboration with Health Quality Ontario, funding was secured for the

National Surgical Quality Improvement Plan to be maintained through to March

28, 2018;

 The Hospital received an order under the Fire Code. The requested documentation

was submitted to the City Fire Department; the Hospital awaits a positive ruling;

 The current unaudited year end financial statements are showing a deficit of $450k;

 Two oncologists have been recruited. One will join the team in October;

 Board members were acknowledged for attending the Volunteer Appreciation

event.

6.3 Report from the Chief of Staff

A Physician Leadership Institute (PLI) session will be offered in May, 2017; the “Me to We

to All” Framework will be introduced to emulate effective leadership.

6.4 Report from the Chief Nursing Executive

National Nurses Week will be held on May 8-12, 2017. Board members are invited to

attend the Celebration Team event on Friday, May 12 at 1:30 p.m. in auditorium A and B.

6.5 Report from the Northern Ontario School of Medicine

The Northern Ontario School of Medicine (NOSM) hosted a Clinical Academic Symposium

and the annual Northern Constellations Conference in Sudbury on April 21, 22 and 23. The

Symposium was intended to launch a major project envision of the first Affiliation

Agreement between NOSM and it two major academic health sciences centre in

preparation for the drafting of a new agreement. Following that, this year's very well

attended conference focused on relevant professional development themes.

6.6 Report from the Professional Staff Association
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The Professional Staff Association held an engagement session where the major themes

were respect and communications.

6.7 Report from the Foundation – For information.

Moved by: Anita Jean

Seconded by: John Friday

“That the Board of Directors:

6.1Accepts the Report from the President and CEO;

6.2Accepts the Report from Senior Leadership;

6.3 Accepts the Report from the Chief of Staff;

6.4 Accepts the Report from the Chief Nursing Executive;

6.5 Accepts the Report from the Northern Ontario School of Medicine;

6.6Accepts the Report from the Professional Staff Association;

6.7 Accepts the Report from the Foundation;

Dated May 3, 2017 as presented.”

CARRIED

7.0 COMMITTEE MATTERS – none

8.0 FOR INFORMATION

8.1 Board Comprehensive Work Plan - For information.

8.2 Webcast Statistics - For information.

8.3 Report from the Health Research Institute - For information.

8.4 Report from the Volunteer Association – For information.

8.5 Critical Incidents – For information.

8.6 CSPL Excellence in Medical Leadership Award– For information.

9.0 BOARD MEMBERS COMMENTS

One Director questioned how increased funding can improve wait times. Members of the

Motion
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Senior Leadership Team explained that funding may allow for additional staff to provide

for extended hours of operation per day thus increasing throughput and in turn, reduce

wait times.

10.0 DATE OF NEXT MEETING – June 7, 2017

11.0 ADJOURNMENT - The meeting adjourned at 6:36 p.m.

___________________________ ___________________________

Chair Board Secretary

_____________________________

Recording Secretary
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Completed by target

In progress but not completed by

target
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Comments
1 Oversight of Management 2017-18 Work Plan for information only x x x x x x x x x

2 Financial Oversight
ALC, LOS and Emergency Admissions Monthly Report for

information only x x x x x x x x x
3 Financial Oversight Attestation: Wages and Source Deductions x x x x
4 Financial Oversight Financial Statements and Variance Report x x x x
5 Financial Oversight Financial Statements for information only x x x x x x
6 Financial Oversight Investment Policy Annual Review x
7 Financial Oversight Investment Portfolio Reviews x x

8 Financial Oversight
Northwest Supply Chain Performance and Medbuy

Update x x
9 Oversight of Management Work Plan Review 2017-18 x

10 Oversight of Management Work Plan Approval 2018-19 x
11 Governance Terms of Reference Review 2017-18 x
12 Governance Terms of Reference Annual Approval 2018-19 x

13
Performance Measurement and

Monitoring
Corporate Balanced Scorecard

x x x
14 Financial Oversight H-SAA 2017-18 Operating Plan Agreement x
15 Financial Oversight CAPS Approval x

16
Performance Measurement and

Monitoring

Human Resources and Organizational Development

Update x x x x x x x x x
17 Financial Oversight Broader Public Sector Travel & Expense Report x x

18 Financial Oversight
Budget Planning Targets & Directives Report and Process

Update x

19 Financial Oversight Funding HBAM and Quality Based Procedures Update
x

20 Financial Oversight HAPS 2018-19 Approval x

RESOURCE PLANNING COMMITTEE WORK PLAN
2017-2018



# Accountability Activity A
s

N
e

e
d

e
d

Se
p

te
m

b
e

r

O
ct

o
b

e
r

N
o

ve
m

b
e

r

D
e

ce
m

b
e

r

Ja
n

u
ar

y

Fe
b

ru
ar

y

M
ar

ch

A
p

ri
l

M
ay

Ju
n

e

Comments
21 Financial Oversight TBRHRI and Sustainability Updates x x

22 Financial Oversight Capital Equipment and Capital Projects Update 2017-18
x x

23 Financial Oversight Insurance Review x
24 Risk Identification and Oversight Data Centre Disaster Recovery Plan Update x

25
Performance Measurement and

Monitoring
Labour Relations, Grievances and Arbitrations Update

x
26 Legal Compliance Occupational Health and Safety Program Update x
27 Financial Oversight Operating Plan Update 2018-19 x x x
28 Financial Oversight Operating Plan Approval 2018-19 x
29 Legal Compliance Public Sector Salary Disclosure x
30 Financial Oversight Capital Budget Update 2018-19 x
31 Financial Oversight Capital Budget Approval 2018-19 x

32 Legal Compliance
Broader Public Sector Accountability Attestation

Certificate x

33 Legal Compliance Broader Public Sector Use of Consultants Attestation
x

34 Oversight of Management H-SAA Declaration of Compliance Attestation x
35 Oversight of Management M-SAA Declaration of Compliance Attestation x
36 Risk Identification and Oversight Non Patient Legal Matters Annual Review x

37 Financial Oversight
Numbered Companies Unaudited Financial Statements

2017-18 x

38 Risk Identification and Oversight TBRHRI 2018-19 Operating and Capital Budget Report
x

39 Risk Identification and Oversight TBRHRI 2017-18 Unaudited Financial Statements Review
x

40 Financial Oversight
Unaudited Preliminary YE Financial Statements to 2018-03-

31 x



Colour Legend

Completed by target

In progress but not completed by target

Not in progress, and not completed by target
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1 Stakeholder Communication and Accountability Financial Statements and Variance Report x

2 Stakeholder Communication and Accountability Operating Plan 2017-18 x

3 Stakeholder Communication and Accountability Q2 2017-18 Financial Review x

4 Stakeholder Communication and Accountability Work Plan 2017-18 Review x

5 Stakeholder Communication and Accountability Financial Statements as at 2017-08-31 x

6 Stakeholder Communication and Accountability Financial Statements and Variance Report x

7 Stakeholder Communication and Accountability Operating Budget 2018-19 x

8 Stakeholder Communication and Accountability Q3 2017-18 Financial Review x

9 Stakeholder Communication and Accountability Financial Statements as at 2018-02-28 x

10 Stakeholder Communication and Accountability Terms of Reference Annual Approval x

11 Stakeholder Communication and Accountability Work Plan 2018-19 Approval x

12 Stakeholder Communication and Accountability

ALC, LOS and Emergency Admissions Monthly Report for

information only x x

13 Stakeholder Communication and Accountability Vacancy, Overtime & Sick Time Report x x

FISCAL ADVISORY COMMITTEE

2017-2018



APPENDIX B - Quality Committee of the Board - 2017-18 Updated: April 12, 2017

Colour Legend

Completed by target

In progress but not completed by target

Not in progress, and not completed by

target
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1 Quality Oversight

Programs & Services Presentations

Dyad Leads

No presentations

were scheduled for

October

2 Quality Oversight

Comments / Compliments / Complaints

C. Covino

3 Quality Oversight

Credentialing and Licensing Processes for

Professional Staff and Health Professionals

M. Addison / Dr. M.

Langlois

4 Quality Oversight Critical Incidents / MAC Recommendations C. Covino

5 Quality Oversight Emergency Preparedness

C. Covino /K. Bell/F.

Pennie

6 Quality Oversight Financial Pressures Relating to Risk P. Myllymaa

7 Quality Oversight Patient Safety S. Craig

8 Quality Oversight

Infection Prevention & Control Mandatory

Patient Safety Indicators H. McIver

9 Quality Oversight Accreditation G. Ferguson

10 Quality Oversight Quality and Risk Management Policies C. Covino

11 Quality Oversight

Quality Improvement Plan Excerpt from

Balanced Scorecard

C. Covino / M. Del

Nin

12 Quality Oversight

Quality Improvement Plan Updates /

Approval All

13 Quality Oversight

Risk Management / Enterprise Risk

Management

C. Covino /K. Bell/F.

Pennie

14 Quality Oversight Terms of Reference Review

D. Shanks / C.

Covino

15 Quality Oversight Terms of Reference Approval

D. Shanks / C.

Covino



16 Quality Oversight Work Plan 2016-17 Review

D. Shanks / C.

Covino

17 Quality Oversight Work Plan 2017-18 Approval

D. Shanks / C.

Covino

18 Quality Oversight Ethics M. Allain

19 Quality Oversight Litigation C. Covino

20 Quality Oversight Research Ethics Board K. Bell

21 Quality Oversight Research Ethics Board Annual Report K. Bell

22 Quality Oversight Annual Quality Research Report A. M. Heron

23 Quality Oversight Quality-Based Procedures S. Craig



# Accountability Activity

C
o

m
m

it
te

e

A
s

N
e

e
d

e
d

Se
p

te
m

b
e

r

O
ct

o
b

e
r

N
o

ve
m

b
e

r

D
e

ce
m

b
e

r

Ja
n

u
ar

y

Fe
b

ru
ar

y

M
ar

ch

A
p

ri
l

M
ay

Ju
n

e

Comments

1 Governance

Review Gov/Nom Committee work

plan for upcoming year G x

2 Governance

Review Gov/Nom Committee terms of

reference G x

3 Governance

Board members identify education

needs for coming year G x

4 Governance Review Board vacancies G x

5

Oversight of

Management

Review CEO/COS Performance

Evaluation Process G x

6 Governance Review Board forms G x

Forms to be reviewed every three years moving

forward (last review in 2016)

7 Governance

Review all Board policies - identify

revisions required G x

Only a portion of the policies to be reviewed

annually on a three year rotation.

8 Governance Plan annual Board retreat G x Retreat to be held in September of each year

9 Governance

Review all Board committee terms of

reference G x

10 Governance Review Work Plan G x x

11 Governance

Review meeting evaluations for the

quarter G x x

In progress

Delayed

Committee legend:

G - Governance

N - Nominating business

Governance and Nominating Committee 2017-18
Created: May 10, 2017 - DRAFT

Colour Legend

Completed by target

Meetings Held:

Governance-September. November, February, May

Nominating-March, April (interviews)
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Comments

12 Governance

Review Board and Board Committee

attendance summary G x

13 Governance

Review team effectiveness scale

summary G x x

Distributed to Board members at

December/April Board meetings.

14 Governance

Board Chair to review self assessment

questionnaire G x Only reviewed by the Board Chair

15 Governance Appoint community member N x

16 Governance

Review and approve nominating

action plan N x

17 Governance

Review Policy BD-45 Preferred

Selection Criteria for Board

Membership N x

18 Governance

Review current Board member skills

matrix inventory N x

Current Board members to complete at

November Board meeting

19 Governance

Review and approve skills matrix for

Board of Directors applicants N x Under revision

20 Governance

Review and approve application for

membership form N x

21 Governance Review and approve ad N x

22 Governance

Review of Board of Directors

applications N x

23 Governance

Review and approve letters to

applicants N x Letters will be sent to Chair for approval.

24 Governance

Review and approve interview

questions N x

25 Governance

Review and approve interview

schedule N x

26 Governance Interview candidates N x

27 Governance Review incumbents N x

28 Governance Review of applicant interviews N x
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29 Governance Propose slate of nominees N x

30 Governance Review By-Laws G X

31 Governance Review orientation program G x

32 Governance

Review Board annual evaluation tool

summary G x Distributed at April Board meeting

33 Governance

Review annual education session

summary G x

34 Governance Determine Committee memberships G

NEW ITEM - Committee to decide on timing -

Have meeting in July??



Colour Legend

Completed by target

In progress but not completed by target

Not in progress, and not completed by target
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Comments

1 Oversight of Management 2017-2018 Work Plan for information only x x x

2 Financial Oversight 2017-2018 Audit Plan Overview - Grant Thornton x

3 Governance Terms of Reference Annual Approval 2018-2019 x

4 Performance Measurement and Monitoring Review Results of May 2017 Evaluation of Auditors x

5 Financial Oversight Independence Questionnaire 2017-2018 x

6 Risk Identification and Oversight Policy Reviews: Admin-19 & Admin-28 x

7 Risk Identification and Oversight Expense Test Audit x

8 Risk Identification and Oversight Interim Audit Review 2017-2018 x

9 Performance Measurement and Monitoring Discussion of Year End Reporting Issues 2017-2018 x

10 Financial Oversight Audit Statement Review 2017-2018 x

11 Financial Oversight Individual Program Audit Reports x

12 Financial Oversight Update on New Hospital Capital Audit x

13 Financial Oversight Summary of Audit Fees Paid for 2017-2018 x

14 Financial Oversight

2017-2018 Year End Financial statements for Board

Approval x

15 Financial Oversight 2017-2018 Audit Results - Grant Thornton x

16 Oversight of Management 2017-2018 Management Letter x

17 Risk Identification and Oversight 2017-2018 Claims Summary x

18 Risk Identification and Oversight Analysis of Legal Fees as at March 31, 2018 x

19 Performance Measurement and Monitoring Evaluation of Auditors for 2017-2018 x

20 Performance Measurement and Monitoring Recommend Appointment of Auditors for 2018-2019 x

21 Oversight of Management 2018-2019 Work Plan Approval x

AUDIT COMMITTEE

2017-2018 WORK PLAN



EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Bartkowiak, Jean (President and CEO) 7,243.48

August 11, 2016 Meeting with Tracy Buckler, SJCG, and Dr. Fogolin - Psychiatry Thunder Bay Hospitality 121.22

August 17, 2016 Meeting with Nadine Doucette, Board Chair Thunder Bay Hospitality 45.19

August 18, 2016 Meeting with Georjann Morriseau, Board Member Thunder Bay Hospitality 27.43

Meeting with Tracy Buckler, SJCG, and Dr. Gyomorey - Psychiatry Thunder Bay Hospitality 156.62

September 14, 2016 Meeting with Nadine Doucette, Board Chair Thunder Bay Hospitality 69.61

September 15, 2016 Meeting with Laura Kokocinski, LHIN CEO Thunder Bay Hospitality 66.67

September 21, 2016 Meeting with regional CEOs - Regional Orthopedic program Thunder Bay Hospitality 480.48

September 29-October 3, 2016 Meetings - CAHO & Executive Oversight Committee Toronto Accommodation 371.31

Air/Rail 223.34

Incidentals 43.28

Meals 64.58

Taxi/Public Transport 31.17

October 4, 2016 Meeting - Prevention and Screening Iniative Thunder Bay Hospitality 121.51

October 17, 2016 Meeting with Doug Shanks, Board Member - Bylaw Review Thunder Bay Hospitality 88.52

October 25, 2016 Meeting with Dr. Rudnick, VP Research Thunder Bay Hospitality 29.94

November 6-9, 2016 OHA Health Achieve Toronto Accommodation 626.22

Incidentals 57.48

Meals 131.49

Taxi/Public Transport 13.52

November 10, 2016 Meeting with Nadine Doucette, Board Chair, and Patricia Lang Thunder Bay Hospitality 106.36

T:\SrVPCost\aa RES PLNG COMMITTEE\aMeeting Pkgs are Sept-June\2016-17\9-2017-05-16\zz3.2-Travel Expenses_revised 1



EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

November 25, 2016 Meeting with Nadine Doucette and Grant Walsh, Board - Foundation Thunder Bay Hospitality 51.23

December 1-2, 2016 Meeting - CAHO Toronto Accommodation 274.70

Air/Rail 136.90

Meals 24.23

Taxi/Public Transport 38.70

December 8, 2016 Meeting with Peter Myllymaa, EVP CSO, and Norm Gale, City Manager 

- Parking and sidewalks

Thunder Bay Hospitality 69.51

December 20, 2016 Meeting with Laura Kokocinski, LHIN CEO Thunder Bay Hospitality 26.09

January 18, 2017 Meeting with Tom Walters, George Jeffrey Treatment Centre CEO Thunder Bay Hospitality 22.39

January 24, 2017 Meeting with regional CEOs - Regional Orthopedic program Thunder Bay Hospitality 339.25

January 25, 2017 Meeting with Doug Shanks, Board Member - Board Recruitment Thunder Bay Hospitality 73.09

January 26, 2017 Meeting with Daniel Levac, Bruyere CEO Toronto Hospitality 107.18

January 26-27, 2017 Meeting - CAHO Toronto Accommodation 187.22

Meals 13.91

February 3, 2017 Meeting - Regional Muskuloskeletal Program Thunder Bay Hospitality 79.45

February 13, 2017 Meeting with Richard Mannisto, Board Member Thunder Bay Hospitality 18.30

March 30-April 1, 2017 Meetings - CAHO and Ministry, re - CVS Toronto Air/Rail 217.27

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 2,688.12
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Bjorn, Amanda (VP - Human Resources) 1,951.34

October 18, 2016 International Coach Federation Proof Positive Conference Toronto Air/Rail 255.48

February 26-27, 2017 Meeting - CHRO CAHO Toronto Accommodation 239.53

Air/Rail 364.75

Taxi/Public Transport 16.32

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 1,075.26
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Crocker-Ellacott, Rhonda (EVP - Patient Services and Chief Nursing Executive) 3,511.95

September 21, 2016 Keynote Speaker - Strategy Institute - Patient Experience Toronto Incidentals 10.82

Meals 43.25

Taxi/Public Transport 22.54

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 1,075.26

Travel as CEO of Nipigon District Memorial Hospital; reimbursed by 

NDMH

Nipigon Vehicle Rental/Mileage 2,360.08
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Doucette, Nadine (Chair, Board of Directors) 2,040.92

November 16-21, 2016 World Business Forum New York Accommodation 1,648.10

Meals 138.40

Taxi/Public Transport 254.42
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Henderson, Dr. Mark (EVP - Patient Services) 4,395.87

October 6, 2016 Site Visit Dinner with Medical Oncology Candidate Thunder Bay Hospitality 667.76

October 13-14, 2016 2016 Education Day in Adult Congenital Heart Disease Toronto Accommodation 376.57

Incidentals 16.90

Taxi/Public Transport 30.65

October 20, 2016 Site Visit Dinner with Vascular Surgeon Candidate Thunder Bay Hospitality 360.68

November 10-11, 2016 CCO - Provincial Leadership Council Toronto Accommodation 282.52

Air/Rail 296.23

Incidentals 19.61

Taxi/Public Transport 45.08

January 12-13, 2017 CCO - Provincial Leadership Council Toronto Accommodation 196.42

Air/Rail 361.19

Incidentals 21.64

Meals 50.89

Taxi/Public Transport 22.54

March 9-10, 2017 CCO - Provincial Leadership Council Toronto Accommodation 198.26

Air/Rail 290.12

Incidentals 19.61

Meals 36.88

Taxi/Public Transport 27.06

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 1,075.26
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Kennedy, Dr. Stewart (EVP - Medical and Academic Affairs) 1,454.58

November 28-29, 2016 Site Visit - Niagara Health Centre and Markham Stouffville Hospital Niagara Falls/Markham Accommodation 143.07

Incidentals 44.85

Meals 81.16

Vehicle Rental/Mileage 110.24

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 1,075.26
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Mannisto, Richard (2nd Vice Chair, Regional Representative, Board of Directors) 5,652.56

September 19-21, 2016 Resource Planning and Governance Committee Meetings Thunder Bay Accommodation 234.34

October 5-6, 2016 Board meeting Thunder Bay Accommodation 117.18

Vehicle Rental/Mileage 232.90

October 17-18, 2016 Resource Planning Meeting Thunder Bay Accommodation 117.18

Meals 17.81

Vehicle Rental/Mileage 232.90

October 21-22, 2016 Board Retreat Thunder Bay Accommodation 117.18

Meals 8.44

Vehicle Rental/Mileage 232.90

November 7-8, 2016 OHA Health Achieve Thunder Bay Accommodation 117.18

Meals 19.79

Vehicle Rental/Mileage 232.90

November 14-16, 2016 Resource Planning and Governance Committee Meetings Thunder Bay Accommodation 234.34

Meals 8.44

Vehicle Rental/Mileage 232.90

December 7-8, 2016 Board meeting Thunder Bay Accommodation 117.18

Vehicle Rental/Mileage 232.90

December 12-13, 2016 Board meeting Thunder Bay Vehicle Rental/Mileage 232.90

Resource Planning Meeting Thunder Bay Accommodation 117.18

Meals 8.03

February 1-2, 2017 Board meeting Thunder Bay Accommodation 117.18

Meals 8.03

Vehicle Rental/Mileage 232.90

February 8-9, 2017 Executive Meeting - TBRHSC and TBRHRI Thunder Bay Accommodation 118.20

Meals 38.03
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

February 8-9, 2017 Executive Meeting - TBRHSC and TBRHRI Thunder Bay Vehicle Rental/Mileage 232.90

February 13-15, 2017 Resource Planning and Governance Committee Meetings; Meeting 

with Jean Bartkowiak

Thunder Bay Accommodation 234.34

Vehicle Rental/Mileage 232.90

February 22-23, 2017 Board meeting Thunder Bay Accommodation 128.38

Meals 5.18

Vehicle Rental/Mileage 232.90

February 28-March 1, 2017 Executive Meeting - Foundation/TBRHSC Thunder Bay Accommodation 118.20

Meals 18.34

Vehicle Rental/Mileage 232.90

March 20-22, 2017 Resource Planning Meeting Thunder Bay Accommodation 234.34

Meals 15.02

Vehicle Rental/Mileage 232.90

March 28-29, 2017 Audit and Governance Thunder Bay Accommodation 117.17

Meals 5.28

Vehicle Rental/Mileage 232.90

T:\SrVPCost\aa RES PLNG COMMITTEE\aMeeting Pkgs are Sept-June\2016-17\9-2017-05-16\zz3.2-Travel Expenses_revised 9



EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Myllymaa, Peter (EVP - Corporate Services and Operations) 1,912.17

November 17, 2016 Northern Supply Chain Media Event and Steering Committee Meeting Sault Ste. Marie Air/Rail 268.47

Incidentals 10.82

Meals 20.23

Taxi/Public Transport 43.27

March 30, 2017 Meeting with Ministry Health Capital Branch Toronto Air/Rail 466.40

Incidentals 9.69

Taxi/Public Transport 18.03

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 1,075.26
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Porter, Dr. Gordon (Chief of Staff) 1,769.81

November 28-29, 2016 Site Visit - Niagara Health Centre and Markham Stouffville Hospital Niagara Falls/Markham Accommodation 143.07

Air/Rail 551.48

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 1,075.26
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Rudnick, Dr. Abraham (VP - Research) 1,171.31

February 1-5, 2017 N2 Annual Meeting Toronto Air/Rail 125.96

Incidentals 23.79

Taxi/Public Transport 27.01

February 8-9, 2017 Treaty #3 Winnipeg Air/Rail 212.92

Incidentals 10.82

Meals 15.76

February 21, 2017 CAHO Research Committee Toronto Air/Rail 38.21

October 2016 to March 2017 Car Allowance Thunder Bay Vehicle Rental/Mileage 716.84
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EXPENSE REPORTING - OCTOBER 1, 2016 TO MARCH 31, 2017

DATE DESCRIPTION LOCATION EXPENSE CATEGORY  AMOUNT

Grand Total 31,103.99
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980 rue Oliver Road 

Thunder Bay  ON 

P7B 6V4  Canada 
Tel: (807) 684-6000 

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 and the Northern Ontario School of Medicine. 

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 et à l’École de médecine du Nord de l’Ontario. 
 

ATTESTATION CERTIFICATE 
 

Prepared in accordance with Section 15 of the Broader Public Sector 
Accountability Act, 2010 (BPSAA) 

 
TO:  The Board of Directors of Thunder Bay Regional Health Sciences Centre 
 
FROM: Jean Bartkowiak, MHSc, CHE 
 President and Chief Executive Officer 
 Thunder Bay Regional Health Sciences Centre 
 Chief Executive Officer 
 Thunder Bay Regional Research Institute 
 
Date:  May 16, 2017 
 
RE:  April 1, 2016 to March 31, 2017 
            
 
On behalf of the Thunder Bay Regional Health Sciences Centre I attest to: 
 

 The completion and accuracy of reports required of the Hospital pursuant to 
section 6 of the BPSAA on the use of consultants; 

 The Hospital’s compliance with the prohibition in section 4 of the BPSAA on 
engaging lobbyist services using public funds; 

 The Hospital’s compliance with any applicable expense claims directives 
issued under section 10 of the BPSAA by the Management Board of Cabinet;  

 The Hospital’s compliance with any applicable perquisite directives issued 
under section 11.1 of the BPSAA by the Management Board of Cabinet; and 

 The Hospital’s compliance with any applicable procurement directives 
issued under section 12 of the BPSAA by the Management Board of Cabinet, 

 
during the applicable period. 
 
In making this attestation, I have exercised care and diligence that would 
reasonably be expected of a President/CEO in these circumstances, including 
making due inquiries of Hospital staff that have knowledge of these matters. 
 
I further certify that any material exceptions to this attestation are documented in 
the attached Schedule A and Appendix A. 
 
 



 

 

980 rue Oliver Road 

Thunder Bay  ON 

P7B 6V4  Canada 
Tel: (807) 684-6000 

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 and the Northern Ontario School of Medicine. 

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 et à l’École de médecine du Nord de l’Ontario. 
 

Dated at Thunder Bay, Ontario this May 16, 2017. 
 
 
 
 
  
Jean Bartkowiak, MHSc, CHE 
President and Chief Executive Officer 
Thunder Bay Regional Health Sciences Centre 
Chief Executive Officer 
Thunder Bay Regional Research Institute 
 
 
 
 
 
 
 
 
 
 
 
I certify that this attestation has been approved by the Board of the Thunder Bay 
Regional Health Sciences Centre on June 7, 2017. 
 
 
 
 
_______________________________ 
Nadine Doucette 
Chair, Board of Directors 
Thunder Bay Regional Health Sciences Centre 
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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 and the Northern Ontario School of Medicine. 

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 et à l’École de médecine du Nord de l’Ontario. 
 

Schedule A to Attestation 
 

MATERIAL EXCEPTIONS TO DECLARE 
 
 

1. Exceptions to the completion and accuracy of reports required in section 6 of 
the BPSAA on the use of consultants; 

 
No Known Exceptions. 
 

2. Exceptions to the Hospital’s compliance with the prohibition in section 4 of 
the BPSAA on engaging lobbyist services using public funds; 

 
No Known Exceptions. 

 
3. Exceptions to the Hospital’s compliance with the expense claims directive 

issued under section 10 of the BPSAA by the Management Board of Cabinet, 
and 

 
No Known Exceptions. 

 
4. Exceptions to the Hospital’s compliance with perquisites directive issued 

under section 11.1 of the BPSAA by the Management Board of Cabinet, 
 

No Known Exceptions. 
 
5. Exceptions to the Hospital’s compliance with the procurement directive 

issued under section 12 of the BPSAA by the Management Board of  Cabinet, 
 

No Known Exceptions. 
 
 
 
 
 
                 
Jean Bartkowiak, MHSc, CHE 
President and Chief Executive Officer 
Thunder Bay Regional Health Sciences Centre 
Chief Executive Officer 
Thunder Bay Regional Research Institute 
 
 
May 16, 2017 



Schedule D — Form of Compliance Declaration 
 

DECLARATION OF COMPLIANCE 
Issued pursuant to the Hospital Service Accountability Agreement 

 
To: The Board of Directors of the North West Local Health Integration Network  

(the "LHIN"). Attn: Board Chair. 
 
From: The Chair of the Board of Directors (the "Board') of Thunder Bay Regional  

Health Sciences Centre (the "HSP") 
 
Date: June 7, 2017 

 
Re: April 1, 2016 — March 31, 2017 (the "Applicable Period") 
 

 

 
The Board has authorized me, by resolution dated June 7, 2017, to declare and attest to you as 
follows: 
 
After making inquiries of the HSP’s Chief Executive Officer and other appropriate officers of the HSP 
and subject to any exceptions identified on Appendix 1 to this Declaration of Compliance, to the best 
of the Board’s knowledge and belief, the HSP has fulfilled its obligations under the Hospital Service 
Accountability Agreement (the “Agreement”) in effect during the Applicable Period. 
 
Without limiting the generality of the foregoing, the Board confirms that: 
  

(i) the HSP has complied with the provisions of the Local Health System Integration Act, 
2006 and the Broader Public Sector Accountability Act (the “BPSAA”) that apply to the 
HSP;  

(ii) the HSP has complied with its obligations in respect of CritiCall that are set out in the 
Agreement;  

(iii) every Report submitted by the HSP is complete, accurate in all respects and in full 
compliance with the terms of the Agreement; and  

(iv) the representations, warranties and covenants made by the Board on behalf of the 
HSP in the Agreement remain in full force and effect. 

 
Unless otherwise defined in this declaration, capitalized terms have the same meaning as set out in 
the Agreement.  

 
This Declaration of Compliance, together with its Appendix, will be posted on the HSP’s website on 
the same day that it is issued to the LHIN. 

 
 

 
 

 
Nadine Doucette 
Chair, Board of Directors 
 



SCHEDULE G — FORM OF COMPLIANCE DECLARATION 
 

DECLARATION OF COMPLIANCE 
Issued pursuant to the M-SAA effective April 1, 2014 

To: The Board of Directors of the North West Local Health Integration Network 
(the "LHIN"). Attn: Board Chair. 

From: The Chair of the Board of Directors (the "Board") of Thunder Bay Regional Health 
Sciences Centre (the "HSP") 

Date: June 7, 2017 

Re: April 1, 2016 — March 31, 2017 (the "Applicable Period") 

 
Unless otherwise defined in this declaration, capitalized terms have the same meaning as 
set out in the M-SAA between the LHIN and the HSP effective April 1, 2014. 

The Board has authorized me, by resolution dated June 7, 2017, to declare to you as follows: 

After making inquiries of the President and Chief Executive Officer and other appropriate 
officers of the HSP and subject to any exceptions identified on Appendix 1 to this Declaration of 
Compliance, to the best of the Board's knowledge and belief, the HSP has fulfilled, its 
obligations under the service accountability agreement (the "M-SAA") in effect during the 
Applicable Period. 

Without limiting the generality of the foregoing, the HSP has complied with: 
 

i. Article 4.8 of the M-SAA concerning applicable procurement practices; 
ii. The Local Health System Integration Act, 2006; and 
iii. The Public Sector Compensation Restraint to Protect Services Act, 2010; 
iv.  The following specific performance requirements as outlined in Schedule E4 of the 

2014-2017 M-SAA:   
a. "Home First" Philosophy 
b. Diversity Planning requirement 
c. Behavioural Supports Ontario Action Plan 
d. Emergency Preparedness Plans 
e. E-Health requirement 
f. Information Technology requirement 
g. Health Services Blueprint — Community Engagement 

 
 
 
 
____________________________ 
Nadine Doucette 
Chair, Board of Directors 
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Quality Committee
April 12, 2017

Administration Boardroom – 4:30 - 6:30 p.m.

Present:

Anita Jean (Chair), Jean Bartkowiak, Cathy Covino, Dr. Rhonda Crocker Ellacott, John

Friday, Rami Rudnick, Matt Simeoni, Dave Van Wagoner, Dr. Peter Voros

Regrets: Doug Shanks, Dr. Gordon Porter, Georjann Morriseau

By Invitation:

Andrea Docherty, Program Director, Regional Cancer Care Northwest

Deb Emery, Pharmacy Manager

Katherine Bell, Manager, Quality and Research Ethics

Rachelle Thompson, Infection Control Practitioner

Judy Atkinson, Rec. Sec.

1.0 CALL TO ORDER – The Chair called the meeting to order at 4:30 p.m.

1.1 Quorum – Attained.

1.2 Conflict of Interest – None.

1.3 Approval of the Agenda

Moved by: Peter Voros

Seconded by: Dave Van Wagoner

“The agenda be approved as circulated.”

CARRIED

2.0 PRESENTATIONS/REPORTS

Ms. Docherty was welcomed to the meeting.

Dr. Laferriere was welcomed to the meeting.

2.1 Regional Cancer Program

Ms. Andrea Docherty, Program Director, Regional Cancer Care Northwest provided a

presentation on Complex Malignant Hematology. Complex Malignant Hematology

includes a variety of disorders and cancers to the blood. Acute conditions are life

threatening and generally require treatment to start immediately. Care for these patients is

Motion
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resource intensive and requires a high degree of specialization. Ms. Docherty informed the

group that acute leukemia is a rapidly progressive disease and 37 patients with this disease

were admitted to TBRHSC from April 2017 – December 2017. TBRHSC is one of seven

sites across the Province that provides this complex care.

Next steps for the Regional Cancer Program include hiring Nurse Practitioners and

Registered Nurses, developing outcome and quality measures for outpatient consolidation,

work on standardized pathways with the Lab and Diagnostic Imaging and continue to

implement the NICE Standards.

Dr. Laferrier is currently reviewing long term data on outpatient consolidation and how

the patients are doing. Many hospitals are currently providing outpatient care.

Ms. Docherty was excused from the meeting.

Dr. Laferriere was excused from the meeting.

Ms. Emery was welcomed to the meeting.

2.2 Medication/IV Safety

Ms. Emery, Pharmacy Manager provided a high alert medication incident review.

Incidents involving High Risk Medications continue to account for on average 40% of the

“Medication/IV Safety” incidents, with the large majority involving Narcotics.

Ms. Emery shared what high risk medications are and high alert incident statistics up to

the 3rd quarter. Strategies to reduce errors include using pre-printed direct orders,

education, sterile compounding by Pharmacy, limiting access to high alert medications and

independent double check policy. The 9 rights of medication administration is stressed to

ensure the right drug is being administered. Long term strategies include bedside

medication verification and dispensing cabinets which would mitigate a large majority of

medication errors.

Ms. Emery was excused from the meeting.

Ms. Bell was welcomed to the meeting.

Ms. Thompson was welcomed to the meeting.

2.3 Infection Prevention & Control Mandatory Patient Safety Indicators

Ms. Katherine Bell, Manager, Quality and Research Ethics, Ms. Rachelle Thompson,

Infection Control Practitioner and Dr. Gamble provided an overview of infection

prevention and control.

The purpose of the infection control team is to ensure there is an effective program which

assists in reducing the burden associated with hospital acquired infections, improve health
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care safety and cost efficiencies and monitoring the burden and impact of hospital

acquired infections on patients and the organization. It is estimated that up to 70% of

hospital acquired infections are preventable and 3-20% of hospitalized patients acquire an

infection after their admission to the hospital. Infections with antibiotic resistant

organisms add between $39 and $52 million annually to hospitalization costs in Canada.

Ms. Bell was excused from the meeting.

Ms. Thompson was excused from the meeting.

2.4 Critical Incident/MAC Recommendations

Ms. Cathy Covino, Senior Director, Quality and Risk Management, reviewed the recent

critical incidents as mandated by the ECFAA. An aggregate report on the summary of

critical incidents and recommendations was given for the time frame of November 2016 –

March 2017. The highest number of root case classifications for critical incidents between

2010 – 2017 was for process.

The definition for critical incidents currently used at the Hospital is an adaptation of the

ECFAA definition, which is a serious harm in terms of loss of limb, life, or vital organ, and

also includes custom elements internal to the Hospital. The Ontario Hospital Association

(OHA) working group has reviewed the ECFAA definition of critical incidents and has

developed a tool kit to guide hospitals.

The Excellent Care for All Act now requires that patient relations participates in every

critical incident review and the affected patient must be interviewed as part of the review.

Information that is required to be disclosed to the patient and/or their families include the

facts, causes, consequences, action taken and the systemic steps taken to address the

consequences and reduce future risk.

2.4 Litigation

Ms. Cathy Covino reviewed the actual and potential litigation matters since 2012 and the

average costs. 40 claims have been opened since 2012 and 22 remain active. Of the 18

closed claims only 2 had incurred costs which demonstrates the Hospital’s effective risk

mitigation strategies.

3.0 CONSENT AGENDA

Moved by: Matt Simeoni

Seconded by: Peter Voros
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“That the Quality Committee of the Board approves the Quality Committee of the Board

minutes of March 22, 2017, as amended, and receives the Research Ethics Board minutes of

February 27, 2017, as presented."

CARRIED

4.0 WORK PLAN

4.1 Quality Committee of the Board: 2016-2017 Work Plan

The Committee reviewed the pre-circulated work plan for information.

5.0 BUSINESS ARISING/COMMITTEE MATTERS

5.1 Quality and Patient Safety – Governance Toolkit – Chapter 2

Ms. Cathy Covino, Senior Director, Quality and Risk Management, provided an overview

of Chapter Two of the Quality and Patient Safety Governance Toolkit. Chapter two

provided an overview of the legislation/regulation and standards for quality and patient

safety. Strategic considerations is to ensure the organization is providing quality care and

meeting the required duties and standards and identify and understand the relationship

between the hospital and its many stakeholders. Chapter three will be reviewed at the

May 17, 2017 meeting.

6.0 FOR INFORMATION

6.1 COMMITTEE MEETING EVALUATION

Committee members completed their meeting evaluations.

7.0 RECOMMENDATIONS TO THE BOARD – None.

8.0 BOARD MEMBER COMMENTS – None.

9.0 DATE OF NEXT MEETING

The next meeting is scheduled for May 17, 2017.

10.0 ADJOURNMENT - The meeting adjourned at 6:30 p.m.
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Report from Jean Bartkowiak
President and CEO

June 7, 2017

The month of May began with an opportunity to meet with Bill Mauro, MPP for Thunder Bay -
Atikokan and Minister of Municipal Affairs. He has been an untiring champion of health care in our
region, and continues to play a key role in advancing cardiovascular care at our Hospital. During
this meeting, I briefed Minister Mauro on our cardiovascular surgery program developments, the
outcome of our operational review and the recommendation relative to a base funding adjustment.

On May 8 and 9, I was fortunate to attend the World Health Regional Summit in Montreal. I was
inspired by a particularly interesting session presented by Australian Indigenous medical professor
Dr. Noel Hayman. The population health data he presented before they introduced initiatives to
address disparities back in the ‘90s were very similar to ours. We may have an opportunity here to
learn from initiatives that are transforming Indigenous Health in Australia. They have changed training
and recruitment practices to increase the number of Indigenous health care providers, which has
positively impacted the types of and access to health care services. Another session of note included a
presentation by Dr. Karen Hill, a medical professor and Indigenous Healer, and lead physician at
Juddah's Place in Ohsweken, Ontario. She discussed her practice, which incorporates traditional
healing as well as primary care.

The Northwest Health Alliance was established several years ago to facilitate collaboration among
Hospitals in the region. On May 18, I attended a retreat with fellow Alliance members to discuss the
Vision and Mission of the organization with a view to the future. Hospitals CEOs were told by the
Community representative on the Alliance’s Board of Directors how impressed he was to observe the
strong relationships among hospitals. It is through relationships that we all address the unique
geographical challenges associated with providing health care in Northwestern Ontario.

In that spirit, I met with Mark Balcaen, CEO of Lake of the Woods Hospital in Kenora regarding our
roles as the only two hospitals in Northwestern Ontario designated as Schedule One Acute Mental
Health Providers. As such, our hospitals receive patients who have been placed on a Form One. This
happens when a physician believes that a patient may be a danger to themselves or others, and
requires that the patient be psychiatrically assessed in a Schedule One facility for up to 72 hours.
There is a perceived misalignment of how mental health services are currently provided to Form One
patients by our two hospitals and that many patients from the Kenora District are referred to Thunder
Bay that should be assessed in Kenora. Our next step will involve a visit to Kenora to engage content
experts to a common understanding of our respective roles.

On May 18, I co-hosted a Presidents’ Reception with our Foundation CEO, Glenn Craig. The event
provided opportunity to celebrate the generosity of our donors. Our donors, as compared to other
hospitals, have had a very significant hand in making our health sciences centre one of the best
equipped in Ontario. They also support us to be leaders in Patient and Family Centred Care.

I was invited to address the Ambassadors Northwest at Confederation College on May 11. This
provided an opportunity to share with community leaders our plans and time lines regarding the
Cardiovascular Surgery Program, the Cyclotron development and answer concerns regarding our
occupancy.

Also on May 11, I attended a celebration for recent retirees of our Hospital. 85 staff retired in 2016;
together our retirees provided the equivalent of a full year of operation of our Hospital! More
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importantly, they played a significant role in shaping our Hospital, our culture and our Mission by
bringing with their unique skills, talents and abilities. Thank you, and congratulations to our recent
retirees.

The Hospital's Senior Leadership Team participated in a retreat on May 16. In addition to being an
important team building activity, the retreat allowed us to reflect, as a team, on our organizational
structure and program management as they are applied here.

We had the privilege to host the Honourable Dr. Eric Hoskins, Minister of Health and Long-Term
Care on May 23. In a pre-visit meeting with Board members, members of the Senior Leadership
Team, Dr. Puskas, Medical Director, Musculoskeletal Health, and Caroline Fanti, Director, Regional
Othopaedic Program, impressed on him recent development in rolling out a Regional Centre of
Excellence in Musculoskeletal services. We also took the opportunity to brief him on the outcome of
the 2016 Operational Review and the forthcoming LHIN recommendation regarding a base funding
allocation and working capital allocation.

During his visit, he made several exciting funding announcements, including a $4 million budget
increase for our Hospital, $500,000 to support cardiovascular surgery program planning. This support
was awarded in time for us to secure professional services that will allow us to meet our expected
cardiac surgery program start date of 2020. Minister Hoskins also announced an increase in Northern
Travel Grants from the current $100 to $550 per visit for accommodation expenses. All of these
commitments will enhance care and experiences for patients in Northwestern Ontario; we are very
grateful for the Minister's support.

At the same time, Minister Hoskins helped us celebrate the recent implementation of vascular surgery
and on-site endovascular aneurysm repair (EVAR) at our Hospital. This is a major milestone in the
establishment of the cardiovascular surgery program for the region, and we couldn’t have done it
without our valuable partner, the University Health Network. We are committed to meet most of the
specialized acute care needs of Northwestern Ontario residents. The implementation of vascular
surgery and the ability to provide potentially life-saving procedures such as EVAR will allow us to
increase our clinical retention rate by providing comprehensive cardiovascular surgery, closer to home.

On May 24, Hospital leaders gathered for the quarterly Leadership Enhancement and Performance
(LEAP) meeting. The direction we are taking with these meetings has focused on engaging leaders’
individual and collective strengths to foster a stronger, more effective leadership team. Specifically, the
leaders were invited to apply the concept of the small “c-shift” managerial philosophy. During this
session, leaders discussed strengths-based performance appraisals for staff. The Hospital’s Quality
Framework and our year-end financial position, as well as clinical tactics implementation were
presented. In addition, small group discussions generated ideas to enhance patient flow. I am proud of
our Leaders’ commitment, enthusiasm and expertise.

I attended the Health Quality Ontario’s Northern Ontario Health Equity Summit in Thunder Bay on May
25. Speakers and panelists included physicians, representatives of service provider agencies such as
Dilico Anishinabek Family Centre, the Rainy River District Social Services Administration Board and
the Northwestern Health Unit, as well as representatives of the North West and North East Local
Health Integration Networks, the Northern Ontario School of Medicine and Health Quality Ontario. I
was impressed by the collective commitment. We are all collaborating to address Northern Ontario
residents’ health status inequities. HQO’s representatives heard participants emphasized the unique
challenges all North West health care providers are experiencing given for the population’s significant
health disparities.
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On May 31, the Senior Director of Communications, Indigenous Affairs and Engagement and I met
with the Executive Director and representatives of Tikinagan Child and Family Services. A Service
Protocol will be updated.

The following reports from my portfolio highlight recent activities and developments:

Strategy & Performance

 The 5 Partners Accountability session is June 7
th

and precedes the Board meeting therefore,
the Q4 Strategic Progress Report will be circulated to our partners the following day.

Quality and Risk Management

Enterprise Risk Management (EMR)

 Feedback from two focus groups and Directors prompted revisions to the ERM;
 Due to a number of changes to risk identification process, a new completion date will be

established;
 Patient safety data, 2016 Operational Review recommendations and Accreditation Canada

compliance expectations are being incorporated into the ERM framework for a more
comprehensive risk registry.

Patient Relations

 A working group reviewed the current concerns management process. The review
encompassed the Ontario Hospital Assocation toolkit recommendations and Health Quality
Ontario’s recent indicators as a result of a pilot project that we participated in;

 A summary of upcoming changes include shorter turn around times for confirmation of receipt
of concerns, shorter closure times, improved internet access and revised template letters.

Communications, Indigenous Affairs & Engagement

 The Traditional Knowledge and Practices Working Group has developed sub-groups to
support the adoption of traditional knowledge and practices: Policy to be lead by Dr. Peter
Voros; Information Resources to be lead by Dr. William Hettenhausen; Internal Access to
Traditional Knowledge and Practices to be lead by Michelle Addison; and Promotion and
Awareness to be lead by Tracie Smith;

 A survey was conducted with members of the Professional Staff Association to identify
methods to improve meeting attendance. An engagement session will take place at the June
6

th
PSA meeting;

 A meeting was held to explore processes to enhance support to patients whose services are
funded through Non-Insured Health Benefits;

 Speakers for the June 22
nd

Annual General Meeting are confirmed: Dr. Sheldon Tobe
(Northern Ontario School of Medicine and Sunnybrook Health Sciences Centre) presenting
"Northern Health Disparities: The Importance of Research to Improve Health outcomes for
Indigenous Communities in Northwestern Ontario"; Dr. Ingeborg Zehbe (Thunder Bay Regional
Health Research Institute) and Chief Peter Collins (Fort William First Nation);

 As part of the respect education initiative, an Indigenous Health e-module has been drafted;



P
re

s
id

e
n
t

a
n

d
C

E
O

P
ré

s
id

e
n

t
d

ir
e
c
te

u
r

g
é
n

é
ra

l

4

980 rue Oliver Road

Thunder Bay ON

P7B 6V4 Canada
Tel: (807) 684-6007
www.tbrhsc.net

 Three engagement activities have been developed for the June 7
th

5 Partners session.
These include respect education, partnerships to enhance patient flow, and Emergency
Department patient satisfaction;

 In collaboration with the Senior Director of Patient Services and the Manager of Human
Resources, planning is underway to support active offer of French Language Services
research project led by l’Hôpital Montfort. The project includes implementation of the
linguistic variable question at points of admission.

 Media releases:
 May 4: Local breast cancer survivor honoured with provincial award
 May 10: Mammathon event aims to boost breast cancer screening rates
 May 17: Cancer System Quality Index emphasizes need to address tobacco use

among cancer patients in Northwest
 May 23: Health Sciences Centre Announces Advancements in Cardiovascular Care

with On-Site Endovascular Aneurysm Repair
 May 31: World No Tobacco Day

 Media requests:
 May 8: Alternate level of care and surge capacity numbers
 May 9: Surge capacity
 May 9: Patient meal preparation and Nutrition and Food Services budget
 May 10: Budget and funding announcement (x2)
 May 10: Patient and staff safety and new safety plan
 May 18: Smoking cessation
 May 30: Newborn baby screening
 May 30: Gastroenterologist vacancies

Finally, at the Governance and Nominating Committee I was made aware that the evaluation summary
from last year’s 5-Partner engagement was not shared with the Board members. The summary is
appended to my report and will be shared with the Board moving forward.



Evaluation – 5 Partners Accountability Session – June 9, 2016

Number of evaluation forms received: 84 out of 113 attendees

Your feedback helps! Please answer all questions by checking the appropriate box. Thank you.

1. Rate the quality of today’s Meeting: Very
Poor

Poor Good Very
Good

a) Topics covered:
i. Patient Experience: Improving Patient Satisfaction

ii. Comprehensive Clinical Care: Acute Pain Management Program:

Implementation

iii. Indigenous Health: Supporting Transitions

iv. Patient Experience/ Seniors’ Health/ Indigenous Health/Acute Mental

Health: Sensitivity of Care and Competency

v. Comprehensive Clinical Care: Patient Flow Efficiencies: Enhancing

Access

vi. 2020 Strategic Plan Progress Report (circulated for information only)

vii. Seniors’ Health: Commitment to Senior Friendly Concept Report

(circulated for information only)

0
0
0
0
0
0
0

0
0
3
1
2
0
3

36
41
45
44
38
41
38

48
43
36
39
44
43
43

b) Speakers 0 0 29 55
c) Presentation materials 0 0 42 42
d) Length of presentations 0 2 27 55
e) Relevance of information covered to me in my job 2 0 43 39
2. Rate the following: N/A No Somewhat

/ partially
Yes

f) I plan to share information from today’s meeting 1 4 22 57

g) This meeting improved my awareness of hospital priorities 0 1 24 59

h) This meeting provided good value for my time 0 2 20 62

4. What went well today?
- Engagement sessions – brainstorming ideas worked really well.
- Good conversations and networking.
- I liked that the meeting length was shortened, made it more manageable. I liked that the second activity had more time added.
- Well organized. Everyone prepared. Random assigned tables is excellent!
- Presentations collaborating with different community members.
- Good discussion.
- Interesting topics. Helpful to know the plan for TBRHSC to share with staff.
- Volume was good, presentations short and sweet (nicely done). Balance of whole group/small group.
- Good dialogue, moved along well, no lost time.
- Length of meeting was perfect.
- Break-out sessions were good. Recap of hospital priorities and strat plan was also informative; however, has been covered
already with hospital leadership.
- The speakers were really good.
- Very interactive and productive. Presentations well delivered.
- Brief, clear, inclusive.
- Well paced and engaging.
- Good discussion.
- Table assignments – good way to ensure a variety of perspectives are brought into the conversation.
- Information sharing.
- Overall excellent.
- Speakers – discussion format good. Visuals generally good – sending via email prior to meeting a good idea.



- Focus discussions well presented.
- Length of time – concise but informative.
- Pretty good flow.
- Good overview.
- Speakers were excellent and focused.
- Time efficient.
- Group discussions.
- Good information provided.
- Table discussions.
- Opportunity to provide feedback and being consulted. Skilled table facilitators and presentation material. Keep to creating
environment for feedback.
- Appreciate openness of information sharing. Team at table was very positive and interactive.
- Quick summary present actions with opportunities to discuss. A broad mix of table participants to provide perspectives.
- The general flow of the meeting.
- Good conversation at table.
- Good management of time.
- Time efficient.
- Great table discussion.
- The speed of the presentations. The meeting went quickly. Very useful to do my job!
- Excellent table participants.
- Kept on time.
- Timely, not too long.
- Good interaction.
- Table discussions were very good.
- Table exercises.
- Presentations short but to the point.
- Moved along well.
- Tables.
- Time – quick and informative. Good opportunity for engagement/input.
- Presentations were well summarized and informative.
- Engagement sessions. Video to set the tone, CEO opening.
- Good speakers.
- Interactive.
- Video and engagement sessions.

5. What could have been improved?
- More space – most members of the Accessibility Advisory Committee did not attend for that reason.
- I think we could have used an additional hour for discussions.
- Increased time during exercises.
- Breakfast – too many sweets – carb/sugar rich foods should have been limited. More protein sources preferred.
- More time for discussions.
- A little more time for the table exercises. There was such dynamic conversations going on.
- More expert facilitators.
- Engagement activities – could have used more time.
- Ensuring all tables have same approx. number of participants.
- More group work, needed more time with iv group work. Is there an illusion of inclusion? There was by 2 of us at our table.
- More time for table discussions.
- Some topics for table discussion required more than 10 minutes (e.g. Seniors’, Indigenous, Acute Mental Health – 3 questions in
10 minutes).
- There was no facilitator at our table so second table exercise not fully completed.
- More time to complete engagement activity.
- More time per topic.
- More time for engagement discussion.
- More time for discussion – at least 15 more.
- Went well. I really like that it was 2 hours – excellent!
- More time for group discussions.
- More detail. Time to ask questions.
- Longer meeting (til noon)
- Better here than at Italian Cultural Centre.
- A bit more in depth discussions/presentations. Somewhat superficial opportunity for feedback. Presentations good but too
short.



- Time for brainstorming too short if you want all points heard. Rhonda speaks too fast.
- Having more time for discussion.
- More time required for table exercises.
- Nothing at this time.
- More time devoted to discussion.
- Needed more table discussion time – especially on sensitivity of care.
- Presentations too short. A little more time and detail for each session. If we’re gathering already, detailed information would
be good.
- Allow more time for engagement discussions.
- Refrain from speakers using short forms i.e. HCAP, SLC. More time for sensitivity and knowledge session.
- More time for activities to brainstorm.
- Time for discussions.
- A bit more time for engagement.
- Good speakers – liked the work sessions.

6. Is there a presentation(s) on a specific strategic initiative(s) you would like presented at the next Accountability
session?
- Senior strategy plans and activities; on-going plans to sustain.
- No. iv – Patient Experience/Seniors’ Health/Indigenous Health/Acute Mental Health could be discussed more.
- Indigenous Health and Acute Mental Health.
- Patient Experience/Seniors’ Health/Indigenous Health/Acute Mental Health presentation above.
- Video tape for staff and post online.
- Indigenous presenters and point of view – what do they think needs improvement in patient experience?
- Welcoming environment.
- Seniors’ strategy.
- Update on initiatives, especially First Nation increases cultural safety/competency.
- General progress updates.
- A report on Indigenous Health progress.
- More specifics but the meeting was really too short to get to the meat and potatoes of it all.
- Could the presentations be more detailed with examples of patient experiences, etc.?
- Seniors’
- Seniors’/Indigenous.
- FLS (French language services within TBRHSC).
- Indigenous Health.
- All cultural sensitivity, knowledge and practice.
- More discussion on Indigenous Health and dealing with patients with mental health.

7. Do you have any additional comments or questions?
- Information not new, already provided to leadership team.
- Any thoughts of a walk-in clinic on site to reduce the number of people using Emerg services for relatively minor issues?
- A category of “Fair” could be included on the evaluation form – not just from poor to good.
- Well done!
- Overall very well organized and productive.
- Beautiful video expressing PFCC!
- More time to interact would have been of value.
- There was a member of our table who was in the “patient” category. He was very vocal, which was great, but although the
consensus is to listen to the patient, there were times when the other participants dismissed his complaints, especially about
renaming the floors that are confusing (e.g. the ground floor is not actually the ground floor (1

st
) but the 2

nd
floor) and parking

issues (e.g. distance to doors, availability of parking spots, etc.). If listening is a priority, then really listening is important.
- Did everyone get sent the 2020 Strat Plan Update – year 1 that was at the table?
- No. v. – Discharge increased (length of stay decreased). Was this further increased re: admission (CIHI data)?
- Great opportunity to provide input. Meegwetch! Thank you!
- Well done.
- Nice morning.
- Thank you.
- This information has to be passed on to hospital members and have them provide feedback.
- Excellent opportunity for feedback. Keep doing it!
- Thank you for providing this opportunity.
- Good use of my time. Well done!
- Where are the regional partners at this session? Only Thunder Bay residents.
- Excellent location.



- The video at the beginning needs to be shown to all staff – at team meetings, committee meetings, etc.
- Senior Centre Care – Deer Lodge Centre for Winnipeg, MB have a video from their resident about their thoughts of senior
centre care. Very good video and really puts in perspective their feelings and thoughts.
- Thank you for the commitment.
- A little more time for the interactive pieces especially the sensitivity of care and competency.
- Cultural sensitivity – should include Francophone health also.
- Great job!
- Good job!



Indigenous Recruitment
Human Resources & Volunteer Services
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Presented by: Amy Carr and Donna Jeanpierre

TBRHSC Board of Directors – June 7, 2017



Strategic Goal and Objective

Provide health care that respects traditional knowledge
and practices, and builds TBRHSC as a leader in the
provision of health care for Indigenous patients

 Increase the recruitment of Indigenous staff and
volunteers at TBRHSC

2

 Provide cultural sensitivity training to staff, physicians,
and volunteers

 Continue to create an environment where Indigenous
patients and families feel more comfortable
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Current Initiatives

Engagement sessions with IAC – HR and Volunteer
Services

 Indigenous Career Experience Program

Participation at Career Fairs

Urban Aboriginal Youth Employment Conference

5

Urban Aboriginal Youth Employment Conference

Hospital Tours – ONWA, Nokiiwin Tribal Council

Respect Training

Diversity Thunder Bay



Planned Initiatives

Self Identification

Data collection, measurement

Diversity Recruitment

Encouraging applicants

Culturally sensitive recruitment materials

6

Culturally sensitive recruitment materials

 Indigenous Partnerships

Active recruitment



Steps in the right direction:

7

Two success stories



Indigenous Career Exposure Program

 3 events held (130 participants)

 Started with Dennis Franklin Cromarty now expanded to all
School Boards

 Rave reviews and requests from other partner organizations

8



Pilot Project -
Ontario Native Women’s Association (ONWA)

To provide opportunities for mentors from TBRHSC to share
knowledge, skills, experience and learning opportunities
through encouragement and support. For the mentee to benefit
from an authentic learning environment while maintaining his or
her Indigenous identity and cultural perspectives in a supported
setting.

9

setting.



Volunteer Services

“I chose to volunteer at TBRHSC
because I have set a career in
the medical field. Volunteering at
the hospital allows me to gain the
experience necessary for my
career. It also brings me joy every
evening I go home after
volunteering with the goodnight

10

volunteering with the goodnight
program. I feel pleased knowing I
ended my patients' day with a
friendly visit and a smile. One of
the greatest gifts you can give is
your time. “ - Meagan
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BRIEFING NOTE

TOPIC Q4 Strategic Progress Report & Related Performance Indicators

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

APPROVED BY Jean Bartkowiak, CEO & President

CO-SPONSER
(if required)

PREPARED FOR: President &CEO Board of Directors Other:

DATE PREPARED May 30, 2017

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)

To highlight the 2016-17 Strategic Plan Q4 accomplishments, overall progress, strategic performance indicator results and associated improvement
action plans, as well as an analysis of the planned 2017-18 change initiatives.

BACKGROUND

The report integrates the 2020 strategic initiatives and associated performance indicators to provide a progress report. The quarterly reports include a
briefing note that outlines notable accomplishments in each strategic direction, as well as those performance indicators falling short of targets,
without current results and within target but falling behind schedule, including action for improvement and overall progress analysis.

ANALYSIS/CURRENT STATUS

Q4 Strategic Accomplishments:

Patient Experience:

The 2017-18 QIP was approved and submitted to HQO. Action plans for PFCC and Patient Flow were developed and 2017-18 strategic objectives
updated to reflect commitments in the QIP.

The Digital Order Sets project was formally kicked off with vendor Think Research on March 28th, and the clinical lead, Julie Vinet, was hired for order
set development and provider education.

The Healthy Workplace Model was approved by SLC on March 7, which focuses on key areas of physical and psychosocial work environments, and
personal health resources.

x

x

x

x



Healthtec Consultants completed the Readiness Assessment for 6.1 Meditech transition plan. The tactical plan and costing was presented to leadership
and regional partners as planned.

Comprehensive Clinical Care:

The Cardiovascular Surgery Program met the following key milestones:

 the first EVAR surgical procedure was completed in January followed by 2 more cases in February;

 the VisitOR1, a mobile video teleconference unit, was procured for the purpose of mentoring intra-operatively. Our partners at UHN will be able
to observe and offer their expertise in our OR suites. Similarly, it allows our team to learn and observe cases at UHN; and,

 The Ministry’s Capital Planning Branch issued an approval letter to move to Stage 1 of the pre-capital planning process coincidentally on the day J.
Bartkowiak and P. Myllymaa met them in Toronto on March 31st. Efforts focus now on securing planning funding.

Seniors Heath:

Training for the Confused Assessment Method (CAM) screening tool was completed on unit 2A allowing staff to properly assess and identify patients
who may be suffering from delirium at time of admission.

A Prevalence and Incidence study was completed for pressure injuries to assess the prevalence of injuries sustained in hospital. Staff conducted head
to toe skin assessments on 240 patients: 90% of these patients had a Braden Skin Assessment completed within 24 hours of admission. The
prevalence rate for these patients was 11% which out performs the Ontario hospitals average prevalence of 14%.

As part of the Senior Friendly Hospital framework, a GAP analysis for geriatric expertise was completed. A Geriatric Care Coordinator was recruited to
provide focused assessments and identify patients who may benefit from geriatric services. This Coordinator partners with the utilization coordinator to
facilitate direct admissions from the Emergency to SJCG, avoiding unnecessary acute admissions.

Indigenous Health:

Physical environment assessment has been completed.

The multi-faith centre, commonly called the chapel, is designed for spiritual practice and quiet reflection. New benches make the room more inviting.
The benches collapse to create a flexible open space that accommodates more people for activities such as smudging ceremonies.

Acute Mental Health:

An interim model for the Consultation Liaison Service has begun using a Registered Nurse, providing off service mental health patients with the
required consultations and follow up in a timely manner. The Mental Illness Screening pilot was a success on 1A and feedback will be used to make
adjustments before hospital wide implementation this summer. This screening tool is completed on admission to quickly determine if a patient is
having a mental health issue, allowing the nurse to notify the Most Responsible Physician that a consultation is required.

Strategic Performance Results:

Hand hygiene compliance – before Contact

2016-17 Q4 results better than Q3 and above target. 16-17 year-to-date (YTD) results considerably worse than target due to very low Q3 results.

Action: A larger than usual sample size was collected in Q3 by a student in the Infection Prevention and Control Department. The staff did not
recognize the student and therefore it removed the “Hawthorne effect” where performance is temporarily enhanced due to the presence of their
Manager. This resulted in more audits and poorer performance in Q3. Ongoing just-in-time education is underway as Managers continue to coach
staff on hand hygiene before and after contact with patients.

30-Day in-hospital deaths following major surgery

2016-17 Q2 and Q3 results show considerable improvement over Q1 results, yet remain above target. Targets were set based on early Canadian
Institute for Health Information (CIHI) data and did not adequately consider risk adjustment factors and deaths vs expected deaths. A review of
targets for 17-18 onward is being completed which may lead to recommended adjustments.

Action: 30-day in hospital deaths following major surgery are reviewed monthly by the Surgical Medical and Administrative directors. Any outliers
are reviewed with the Surgeon, Surgical Medical and Administrative directors. Contributing factors to a higher mortality include:

 High risk patients with co-morbidities that required surgery (Cancer patients); and,

 Abnormal number of stabbings that died in the Operating Room due to their wounds.

Results are improving so the plan is to continue monitoring results monthly for any trends and leverage National Surgery Quality Improvement
Program (NSQIP) to review any longer term quality issues.

Number of critical events

Recorded critical incidents in each quarter of 16-17, above stretch target of 0 incidents.

Action: Improvement activities relate to the implementation of evidence based practices including: management of Form 1 patients in both the
Emergency Department and the Adult Mental Health Units; changes to the Alcohol withdrawal protocol; and, environmental renovations in multiple
areas of the facility.

More broadly, the development of an Integrated Quality Framework is expected to complete in Q1 2017-2018. In the fall, an engagement strategy
will launch to create a shared understanding of quality, our role and responsibility in delivering quality healthcare and our quality improvement
structure, processes and tools. It is expected that development of a culture of quality will contribute to delivery of quality patient outcomes.



Emergency department length of stay for admitted patients:

Reason: 16-17 Q4 results regressed considerably and remain considerably worse than target. Results fluctuated considerably over the past 6
quarters and closely mirror overall inpatient occupancy.

Action: A number of initiatives and related investments have been identified and approved by the NWLHIN (via ED Pay For Results initiative) for
implementation in 17-18, as well as several more outlined in hospital’s 17-18 Quality Improvement Plan (QIP). An example of one is a process
improvement initiative to improve transfer times from the Emergency Department to the inpatient medical units was completed. A focus group of
front line staff and leadership analyzed barriers to transfer from the time a bed is assigned to the time the patient reaches the unit. Two priority
barriers identified include: 1) the breakdown in the communication process due to reliance of fax machines, and 2) absence of a single point of
contact on the units. A pilot project is scheduled in Q1 involving the Emergency, 2B, and 2C in-patient units. The pilot project will implement a
dedicated ‘admission alert’ phone to determine if improved direct communication will improve transfer time.

Acute hospital admissions for patients from Indigenous communities:

Reason: The data is available from CIHI. This is a developmental indicator and to date, no improvement target has been set. The rate of hospital
admissions for patients from Indigenous communities is about double the rate for non-Indigenous communities and growing, whereas the rate of
admissions for non-Indigenous communities is declining.

Action: Convene a small work group to conduct a detailed analysis to determine key issues and develop an action plan. Meeting with Provincial
Chief Day in January identified the primary shared priorities as follows: medical transportation, LHIN round table, technology to facilitate access
among other items. It is confirmed that the LHIN will host the round table. A follow up meeting date is to be determined with Chief Day and J.
Bartkowiak.

Psychiatrist full-time equivalent staffing

Reason: 16-17 Q4 results have regressed and remain worse than target.

Action: Recruitment and retention of suitable psychiatrists proves to be significantly challenging despite active recruitment and innovative ways to
attract psychiatrists to the hospital. The financial model is changed to a blended payment system.

An activity unrelated to recruitment, but significant to the Mental Health Strategy is the development of the Mental Health Emergency Service
(MHES). The MHES model is delayed due to the LHIN’s request for a functional plan of the Psychiatric Stabilization and Assessment Unit
component of the MHES, which will be located adjacent to the Adult Mental Health Unit. This design is anticipated to be completed by August, at
which time, the proposal will be approved and submitted to the LHIN in Q3 2017-2018.

Patient satisfaction – overall rating of care: inpatients

Reason: 16-17 Q4 results declined considerably but YTD results are slightly better than target.

Action: The QIP action plan outlines steps to improve the In-patient satisfaction results. These actions combined with the PFCC Council’s revised
process to coach leaders to contribute to one corporate and one program/service improvement plan targeted at the lowest scores are expected to
achieve more consistent results across the organization in 2017-18.

In Q4, the business plan was approved for Respect training. The innovative training curriculum is designed to develop staff competency using
simulation to provide respectful care to Seniors and Indigenous people, individuals with disabilities and mental health issues as well as the overall
patient experience. Training is anticipated to begin in Q3, 2017-2018.

Total researchers

Reason: 16-17 Q4 results consistent with prior quarters and YTD results better than target. Individual quarterly reported results inconsistent with
YTD results. A new tracking methodology is planned for 17-18.

Action: Development of a model to engage physician in research is behind target, yet progress being made. It is expected in Q1 2017-2018
funding models will be proposed to the VP Research and physician group.

Learner satisfaction

Reason: 16-17 Q4 results worse than prior quarters resulting in YTD result worse than target.

Action: The two key initiatives to support learner experience are: 1) development of a simulation program, and 2) the development of the
Preceptor Program. These initiatives were re-prioritized such that the business case for simulation is moved forward to be complete in Q1
2017/18 and the Preceptor Program pushed back to Q3 2017/18.

Sick hours

Reason: 16-17 Q4 results regressed considerably from prior quarters and YTD result slightly worse than target. Sick time appears to closely mirror
occupancy.

Action: Human Resources launched a new Attendance Support Program, which replaces the previous Attendance Awareness Program. It is
expected this should contribute to improved results later in 17-18. As well, expected reduced occupancy due to opening of Hogarth Riverview



Manor should enable further reductions in sick time.

The healthy workplace model approved in Q4 is intended to contribute to staff wellness and identified to impact sick time in the long term.

Staff satisfaction

Reason: No formal results were collected in 16-17 but a short version survey “The Voice” was designed and began distribution in January 2017 to
monitor progress.

Action: All departments identified action plans to address their specific EPSES results. In addition, the leadership enhancement program aims to
improve staff satisfaction. The 'Me to We to All' Framework for Employee and Organizational Engagement and Development launched in Q3. In
Q4, the training sessions were merged with the Quarterly Performance and Planning review into the first Quarterly Leadership Enhancement and
Performance (LEAP) session. Leaders learned more about strengths-based leadership, the model – “me, we, all” and applied strengths into
agenda activities as they relate to performance. These sessions continue to help enhance formal leaders and medical directors' leadership skills
and knowledge required to support our staff and our patients and families, while keeping our strategic and operational performance top of mind.

‘Meeting-free’ mornings, a tactic developed to support clinical leaders to effectively round on direct reports was evaluated in January. For the
most part, in-patient leaders are using ‘meeting-free’ mornings to support clinical practice and staff development. However, over time, other
priorities have crept into this protected time and afternoons are inundated with off unit work. A plan to assess Clinical Manager work
flow/workload is in development. Non in-patient leaders indicate that ‘meeting-free’ mornings for in-patient leaders has positively impacted their
schedules, allowing them time to focus on projects and connect with their staff. They do not see the need to expand this tactic to their areas.
Both groups indicate that meeting frequency and membership needs to be evaluated more thoroughly in order to better manage human resource
capacity and space requirements effectively.

The Studor Group were on-site to conduct coaching simulations for clinical managers to enhance skills to round on direct reports. The results
were very positive.

A strong focus has been placed on the improvement of HR processes to facilitate employee engagement has started. Your Monthly Voice survey
started January 2017 to better understand how staff is feeling. This tool will also be used to evaluate success of the employee engagement
strategies.

The healthy workplace model was approved in Q4. This model was developed based on staff feedback and best practice review to highlight three
areas of focus: physical and psychosocial work environment, and personal health resources. Working groups have been created for each area that
is responsible for prioritizing, developing and implementing identified initiatives. It is anticipated that as the staff identified initiatives come to
fruition, staff satisfaction will improve.

Physician satisfaction

Reason: No formal results were collected in 16-17.

Action: Dr Porter and Dr. Thibert are currently leading the Engagement with the professional staff. The 'Me to We to All' Framework for Employee
and Organizational Engagement and Development has been launched. Currently 40 physicians have been involved in the training.

Overall Strategic Progress:

Strategic Directions

Patient Experience 28% 20 41% 29 6% 4 1% 1 23% 16 1% 1 0% 0

Comprehensive Care 42% 15 28% 10 3% 1 3% 1 19% 7 6% 2 0% 0

Seniors’ Health 37% 11 33% 10 0% 0 0% 0 30% 9 0% 0 0% 0

Indigenous Health 54% 19 17% 6 0% 0 0% 0 29% 10 0% 0 0% 0

Mental Health 36% 17 17% 8 2% 1 2% 1 43% 20 0% 0 0% 0

*Currently there have been no modifications to the intent of any strategic initiatives.

ModifiedComplete On Target

Moderately

Off Target

Significantly

Off Target Not Started Discontinued

Strategic initiatives adjusted dates:

The Respect Education Plan was approved. This plan addresses the 2020 Strategic Plan all related objectives that evaluate and increase the
knowledge and competency of staff in the areas of acute mental health, senior’s health and patient experience overall. In addition, the plan aims to
improve the sensitivity of care for patients with acute mental health, Indigenous people, Seniors and people with disabilities. The original timelines for
these initiatives are adjusted to reflect the roll-out of the staged education across the organization beginning in Sept 2017 and ending March 2020.

Strategic initiatives investigated and decision not to pursue:

A decision not to move forward with a patient portal at this time was made by Senior Leadership Council. A patient portal is a partial electronic health
record, under the custodianship of a patient or family member, that holds all or a portion of the relevant health information about that person over
their lifetime. It stores information from many health providers in one central location, available anytime, from anywhere. A business case was
developed which explored a high level understanding of the patient portal models available and the pros and cons of each model. The business case
also identified a high level understanding of the benefits and risks to the three most impacted stakeholders: patients, physicians and the hospital
organization. At this time, the hospital decided to place this initiative on hold due to the high costs associated with implementation. It has been
indicated that a government initiative may take place in the near future which will assist with implementation.



Analysis of change initiatives planned for 2017-2018:

For the purposes of this analysis, strategic change is defined as ‘the end user is doing something different in their work flow, skill set or duties.’ This
encompasses the preparation phase which includes the education required in advance of the change and the adoption phase which includes the time
to embed the new process, skill or duty into practice. The time allotted for the preparation and adoption phases is one month, respectively.

The strategic and key operational change initiatives are categorized into four groupings.

1. The Admission process will see the most change initiatives in 2017/18 with 14; most notably the implementation of digital order sets, medication
reconciliation on admission, the frail senior’s pathway implementation and standardizing admission process as part of the patient flow strategy.

2. Discharge processes change initiatives include PFCC action plans to improvement in providing ‘enough information on discharge’, medication
reconciliation on discharge and patient oriented discharges (PODs).

3. The clinical patient stay improvement initiatives include the mental health room hazard list, improved patient access to physio and occupational
therapy and social work services and interprofessional rounding.

4. Organizational change initiatives include the RESPECT campaign, staff engagement model, and quality framework and leadership development
model.

Not all change occurs to all staff at the same time. Change occurs in specific areas with different end user groups at different times, and some
occurring concurrently. Therefore, it is important to understand the frequency and potential impact of planned change initiatives in 2017-2018.

The change implementations anticipated in 2017/2018 are quantified, as accurately as possible, and analyzed below. See the attachments 2017/18
Change Initiatives Inventory & timeline for an organization view and filtered views by privileged and front-line staff.

Change Initiatives Q1 2017-18 Q2 2017/18 Q3 2017/18 Q4 2017/18

Begin 5 15 3 2

End 2 7 6 10

Concurrent 3-nursing

1-physicians

5-8 nursing

5- physicians

9-10 nursing

5- physicians

8- nursing

5- physicians

The Healthcare environment is dynamic and ever changing. Healthcare providers are resilient and inherently motivated to improve patient care and
their work environment. However, the benefits and risks of rapid and/or multiple changes require consideration to weigh the balance of progress vs
staff tolerance for change.

Benefits may include:

 the delivery of evidence based practice, medication reconciliation;

 transitions in care;

 physician skill set, competency, engagement;

 staff skill set, competency, engagement;

 leader competency;

 QIP, Accreditation, Ministry commitments met;

 the majority of the strategic priorities on track and executed; and,

 achievement of targets related to Emergency Length of Stay, Patient Satisfaction – in-patient and emergency, staff and physician
satisfaction.

Risks may include:

 perception of ‘too much change” may discourage and /or disengage end users;

 anticipated change may overwhelm physicians and staff;

 adoption of change may overwhelm physicians and staff and expected change not embedded;

 some QIP targets may not be met;

 Accreditation standard may not be met;

 Ministry commitments may not be met;

 Strategic initiatives delayed; and

 Other unexpected organization impact.

Consideration to manage change and mitigate risks:

 prioritize initiatives by legislation, Ministry mandate, Accreditation, HQO mandate, CAHO commitment, Operational Review LHIN agreements,



and 2020 Strategy;

 leadership support for change;

 manage change effectively;

 adjust timelines, if able; and,

 identify and prioritize anticipated large scale operational and practice changes.

Senior Leadership has reviewed the above analysis and plans to consult with their respective teams and reconvene to further discuss how to proceed.
They will consider whether to a) continue and support moving forward as planned and monitor quarterly, or b) re-prioritize some initiatives to stagger
timeline into next fiscal 2018- 2019.

RECOMMENDATION

What is the recommended course of action?

N/A.

NEXT STEPS

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

The Board provide feedback on expanded BN format.

STAKEHOLDER REACTION

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

Expect that project teams, staff, physicians, volunteers, patient and family advisors and community to be proud of the progress made to date.
Although the number of change initiatives anticipated in next fiscal year may overwhelm staff, leaders and physicians.

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?

Where business cases related to strategic initiatives were approved, costs were incorporated into 17/18 budgets.

APPENDIX SECTION

If there is related material, please provide here.

2016-17 Q4 Balanced Scorecard - Strategic Indicators



Balanced Scorecard

Operational Indicators: SLC and Quarterly Leadership Review

Report for 16-17 Q4

2015-16 

Fiscal
2016-17 Fiscal Trending quarters

Domain 2020 alignment Indicators Ind Type YTD Actual
Q1 

Actual

Q2 

Actual

Q3 

Actual

Q4 

Actual

Annual 

Target

YTD 

Target

YTD 

Actual
YTD Variance

Trending (last 6 

or available quarters)

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

contact
ST 91.17% 93.04% 93.64% 86.52% 94.27% 93.00% 93.00% 86.91% (6.09%)

Quality & safety Patient Experience Rate of hand hygiene compliance after patient/environment contact OP 95.00% 95.10% 95.14% 91.99% 96.92% 97.00% 97.00% 92.72% (4.28%)

Quality & safety Patient Experience
Medication reconciliation on admission: Compliance re best possible 

medication history (QIP)
OP 63.65% 62.50% 57.34% 60.03% 65.85% 62.00% 62.00% 61.48% (0.52%)

Quality & safety Patient Experience Rate of compliance for use of surgical safety checklist OP 100.00% 100.00% 99.97% 99.97% 99.93% 100.00% 100.00% 99.97% (0.03%)

Quality & safety Patient Experience 30-day in-hospital deaths following major surgery ST 1.85 3.10 1.30 1.50 1.30 1.30 2.07 -0.77

Quality & safety Patient Experience Number of critical events ST 4 1 2 3 0 0 0 6 -6

Quality & safety Seniors' Health Fall rate per 1,000 patient days OP 5.57 3.79 5.25 5.76 5.31 5.30 5.30 5.05 -0.25

Quality & safety Seniors' Health Pressure ulcer incidence ST 4.90% 2.50% 7.00% 7.00% 3.70% 3.30%

Quality & safety
Comprehensive Clinical 

Care
Percentage alternate level of care days OP 16.0% 14.7% 18.6% 20.5% 19.4% 12.7% 12.7% 18.3% (5.6%)

Quality & safety
Comprehensive Clinical 

Care
Length of stay (excluding alternate level of care days) (QIP) OP 5.57 5.42 5.28 5.23 5.18 5.50 5.50 5.30 -0.20

Quality & safety
Comprehensive Clinical 

Care
Occupancy - Overall OP 94.5% 87.6% 92.8% 94.4% 98.6% 94.6% 94.6% 93.3% 1.3%

Quality & safety
Comprehensive Clinical 

Care
90th Percentile ER length of stay (hours) for admitted patients (QIP) ST 31.7 30.8 34.0 39.5 44.9 29.7 29.7 37.3 (7.6)

Quality & safety
Comprehensive Clinical 

Care

Percentage of acute inpatient cases completed with Northwest Health 

Integration Network
OP 85.3% 84.2% 84.7% 85.4% 85.6% 85.6% 84.8% 0.8%

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

Indigenous communities
ST 231 235 253 261 249

Quality & safety Acute Mental Health
Repeat unscheduled emergency visits within 30 days as percentage of 

total mental health visits
OP 17.4% 15.7% 19.5% 16.3% 16.3% 17.6% (1.3%)

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

time equivalent complement
ST 53.3% 64.3% 58.3% 46.7% 83.3% 83.3% 55.7% (27.6%)

Customer Patient Experience Patient satisfaction: Overall rating of care - Inpatients (QIP) ST 93.6% 92.9% 94.9% 95.4% 92.9% 93.9% 93.9% 94.1% 0.2%



Balanced Scorecard

Operational Indicators: SLC and Quarterly Leadership Review

Report for 16-17 Q4

2015-16 

Fiscal
2016-17 Fiscal Trending quarters

Domain 2020 alignment Indicators Ind Type YTD Actual
Q1 

Actual

Q2 

Actual

Q3 

Actual

Q4 

Actual

Annual 

Target

YTD 

Target

YTD 

Actual
YTD Variance

Trending (last 6 

or available quarters)

Customer Patient Experience
Patient satisfaction: Overall rating of care - Emergency Department 

patients (QIP)
OP 87.1% 79.0% 84.9% 71.8% 84.2% 87.0% 87.0% 80.3% (6.7%)

People Patient Experience Staff with up-to-date performance appraisals OP 74.07% 78.89% 79.15% 82.62% 81.42% 85.00% 85.00% 81.42% (3.58%)

Academics Patient Experience Total researchers ST 244 210 231 222 220 301 301 316 15

Academics Patient Experience Total number of subjects enrolled in clinical trials OP 29 53 53 32 256 256 167 -89

Academics Patient Experience Learner satisfaction ST 86.1% 89.2% 87.4% 78.9% 87.0% 87.00% 85.2% (1.8%)

Financial Patient Experience Paid sick hours as a percentage of worked hours ST 3.78% 3.47% 3.04% 3.47% 4.14% 3.48% 3.48% 3.53% (0.05%)

Financial Patient Experience Overtime hours as a percentage of worked hours OP 2.27% 2.00% 2.30% 2.41% 2.51% 1.99% 1.99% 2.30% (0.31%)

Financial Total margin (year to date) OP (0.01%) (2.56%) (1.11%) (1.12%) 0.28% 0.00% 0.00% 0.28% 0.28%

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

Blue text Incomplete period or result not yet finalized
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Senior Leadership Report
to the

Board of Directors
Thunder Bay Regional Health Sciences Centre

June 7, 2017

Patient Services and Chief Nursing Executive

Emergency (ED) Patient Flow

 In April, ED performed within provincial targets for non-admitted high acuity patients with a
length of stay (LOS) of 7 hours (target 7 or less) and low acuity LOS of 3.3 hours (target 4 or
less)

 ED LOS for admitted patients increased from 39 hours in March to 41.9 hours in April (target 27
or less). On average, each morning, there were 22 patients waiting in ED for an in-patient bed.

 Over the next 3 months, ED, 2B & 2C will be piloting new transfer processes in an effort to
improve patient flow. With the addition of a new “Admission Alert” phone, accepting units will
expect to receive admissions within 30 minutes of bed being assigned.

ED Entrance Security Enhancements

 TBRHSC operates one of the busiest Emergency Departments in Ontario
 The ED entrance is the only open access to the hospital after 2230 hours
 Increases in reported security/conduct in the ED and hospital necessitated a change to night

security in the ED for the period 2000 to 0800 hours
 The addition of security at ED ensures controlled access to our hospital over the night, while

supporting our staff and patient needs
 Overall, the introduction of the ED entrance guard (April 5, 2017) has resulted in reduced safety

and security reports, while improving ED security and staff morale

Regional Critical Care Response (RCCR)

 Over the past 2 years, RCCR has been funded through Small & Rural Hospital Transformation
Fund in order to provide Critical Care outreach to the region via telemedicine consultation

 Funding has been received for 3 years for $2.12 M ($707,100 annually) to enhance and maintain
RCCR as a Demonstration Project

 Full evaluation of RCCR through NW LHIN, MOHLTC and Critical Care Services Ontario
(CCSO) will be done to determine long term funding

Base Hospital Review

 On June 13 & 14, the NW Base Hospital Program will undergo their bi-annual Emergency Health
Services Branch (EHSB) MOHLTC review

 During this review, the MOHLTC team will review administration items, finance/grant funding,
policy and procedures, service delivery, and medical control logs in accordance with the BH
Performance Agreement Legislation

 Results of the review are expected to have a preliminary report within 1 month of review and a
completed report by September 2017

OR Funded Procedures

 Through interprofessional collaboration and exceptional team work, the Peri-operative Team has
succeeded in developing and enhancing patient care for both the bariatric and spine patient.
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This is demonstrated by achieving provincial funding targets for both the bariatric and spine
patient populations.

 These provincial funding targets have consistently been reached year over year and has
contributed to TBRHSC receiving an additional $402,000 in wait time funding for 2017/18.
This increased provincial funding will facilitate capacity for another 15 bariatric surgeries and
14 spinal surgeries, and aid in reducing patient wait times.

Paediatric Hemophilia Clinic

 The Paediatric Outpatient Department successfully hosted its first Hemophilia Clinic on May
24 and 8 patients were seen

 This new Clinic was lead by Dr. Joel Warkentin and was developed in collaboration with the
Cancer Centre

 Next Clinic is November 16, 2017 and will include a multidisciplinary team approach

Newborn Screening for Critical Congenital Heart Disease (CCHD)

 The MOHLTC has announced routine screening for CCHD for all newborns
 This screening has the potential to identify congenital heart disease within the first few days of

life as opposed to waiting for signs and symptoms (can take weeks, months, years to appear)
 Routine screening will result in better outcomes for newborns
 TBRHSC has already been performing screening on select patients
 The Ontario Newborn Screening requisition will now include CCHD screening (along with the 29

other routine diseases that are screened). TBRHSC is developing a Medical Directive which will
ensure that every newborn, regardless of their medical provider, receives this screening,
identification and early intervention.

Nuclear Medicine Inspection

 The CNSC (Canadian Nuclear Safety Commission) visited the Nuclear Medicine/PET Programs
on May 12, 2017 to conduct a bi-annual inspection. This inspection was considered a Type II
inspection for both the Diagnostic and Therapeutic licences held by the Nuclear Medicine
Program.

 The inspection assessed and evaluated several components of the Radiation Safety Program
including: adherence to regulations in thyroid monitoring to assess staff exposure, thyroid
ablation program, correct and appropriate signage, adherence to calibration requirements for
survey meters, adherence to requirements for contamination control including spill clean-up
documentation, training, inventory, waste management/disposal and submission of annual
compliance reports/licence renewal

 No items of non-compliance were observed and TBRHSC received a clean inspection report.
Licence has been granted for 8 years (until 2024). The usual duration is 5 years.

Human Resources

Labour Relations Update
As a strategy to promote trust, communication, and build a better working relationship with the ONA
Local Executive, we have implemented monthly meetings to discuss the numerous open grievances and
work towards resolutions. We have also agreed to an extension of time lines for forwarding files to
litigation to continue discussion around the issues. In our first meeting on May 12th we resolved seven
files and have seen a decrease in grievances. We are confident that by promoting open communication
between the parties, we will drastically reduce the number of open files.
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The Hospital negotiating team for COPE negotiations has been selected. The team has begun
developing proposals for negotiations based on the feedback received from managers at the plenary
session held in February.

Laura Macgowan, Senior Human Resources Consultant, as well as the Lead for SEIU has been
appointed to the SEIU Central Negotiating team and attended the training session by the Ontario
Hospital Association May 3-5, 2017.

OPSEU Maintenance has served the Hospital with Notice to Bargain as the collective agreement
expires September 30, 2017. We have begun preparing disclosure and will begin the process to build
the negotiating team.

Mental Health First Aid Training
Psychological Health and Safety in the workplace is an important area of focus for OHS. With respect to
our staff that are on short term sick leave, 33% have a diagnosis falling under the mental health
spectrum and this number continues to climb. In conjunction with Human Resources, a two day certified
training course will be held in June to support the leaders within TBRHSC regarding psychological health
and safety titled Mental Health First Aid (MHFA). This training is recognized and highly recommended by
the Mental Health Commission of Canada (MHCC). MHFA helps employees and managers increase
their awareness of the signs and symptoms of the most common mental health problems and how to
help if a colleague begins to experience a mental health problem or crisis.

Attendance Support Program Redesign
The newly redesigned Attendance Support Program (ASP) has been approved by SLC, and is on-
schedule to meet the originally intended go-live date of June 1, 2017. Leaders have been attending
multiple training sessions in May held by HR with focus on new program implementation. Once
launched, this program will support our employees in maintaining regular attendance at work, either
through medical intervention, counseling, and/or job modification.

Indigenous Recruitment Strategy
Work continues in developing our partnership with Ontario Native Women’s Association (ONWA) to pair
our recruitment efforts with qualified Indigenous candidates. Following finalization of this partnership
agreement, HR will engage department managers anticipated to participate in the mentorship program.

Q4 Leadership Enhancement and Performance (LEAP)
The second Leadership Enhancement and Performance session for our leadership group was held on
May 24, 2017 and focused on the future of leadership, using our collective strengths, performance
coaching, patient flow, operational review, and the quality framework. These quarterly sessions continue
to help enhance leadership skills and knowledge required to support our staff and our patients and
families, while keeping our strategic and operational performance top of mind. Planning for the
September session is now underway.

Retirement Celebration
The Retirement Celebration honouring 82 employees and professional staff who retired in 2016 was held
on Thursday, May 11, 2017 at the Victoria Inn. Retirees were honoured with a celebratory reception and
locally sourced gifts. Overall feedback from attendees was positive.

Volunteer Services
Volunteer Services has worked closely with Occupational Health & Safety to develop and implement a
Safety Plan to help ensure that we are doing our best to keep volunteers as safe as possible. This
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includes mandatory training on awareness about workplace violence. In addition, personal alarms
are now available for volunteers to sign out during their shift.

The Volunteer Association presented a Bursary Award as part of the Nursing Week Awards Event.

We welcomed 10 new volunteers this month, including two new St. John’s Ambulance Pet Therapy
Volunteers.

Ten volunteers were honoured at this year’s Ontario Volunteer Service Awards ceremony on May 23
hosted by the provincial Ministry of Citizenship and Immigration:

 Nancy Elmslie, 50 Years
 Rosemary Bell, 35 Years
 Marilyn Chisholm, 30 Years
 Dorothy Martell, 25 Years
 Donna Brown, 15 Years
 Tom Coulthard, 10 Years
 Sanna Agombar, 5 Years
 Gabriela Coccimiglio, 5 Years
 Brennan Mao, 5 Years
 Yasser Abdel-Aal, Youth Award

Patient Services and Cancer Care Ontario

Adult and Forensic Mental Health Program

 Adult Mental Health has successfully recruited Dr. Jay Stewart, part-time, to the acute unit. Dr.
Stewart has been practicing in Thunder Bay for many years and brings a wealth of experience.
Other psychiatrist recruitment efforts continue to be a focus.

 Mental Health has been trialing the role of a mental health consultation liaison nurse. The role
provides mental health consultation to inpatient units in the hospital. With ongoing recruitment of
psychiatrists, we are hopeful that this service will soon be a fully functioning Consultation Liaison
Service.

Cardiovascular and Stroke Program

 We welcomed Dr. Ghazala Basir (Neurologist) to the program on May 1, 2017 after practicing at
Prince Sultan Military Medical City, Riyadh, Saudi Arabia. Dr. Basir will provide Acute Stroke,
Stroke MRP and Neurology on-call and out-patient Stroke Prevention services.

Cardiovascular Surgical Program Implementation

 A major media event held on May 23, 2017 included Minister of Health, Dr. Eric Hoskins, MPP
Bill Mauro, UHN partners, and LHIN leadership to celebrate the successful implementation of
our vascular surgical program and EVAR (endovascular aneurysm repair). Minister Hoskins
announced a Planning Grant for TBRHSC of $500,000.00 to support planning the next steps for
the Cardiovascular Surgical Capital project. He also noted that he anticipated full approval for
the capital project in the near future!

Prevention & Screening Services

 113 mammograms were completed on May 12, 2017 during Mammathon, a one-day breast
screening marathon, held at 5 Ontario Breast Screening Program sites in Northwestern Ontario.
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Women were encouraged to get up-to-date with their breast screening by booking an
appointment or dropping in at a participating site.

 Indigenous Discharge Planning information and resources are now available for staff on the
hospital’s iNtranet. Examples of resources include: a map of the NW Region, contacts in the
First Nations communities including Nursing stations, Health centres, Health directors, Home
and Community Care contacts, available services in the communities, physician groups,
pharmacies, and non-insured health benefits information. This initiative was completed by
the Regional Aboriginal Assistant in Prevention & Screening with assistance from Information
Technology/Information Services.

 On May 16, 2017 TBRHSC received the official Trade-mark Certificate of Registration for
WE-Can, a Wellness and Exercise program for individuals with cancer. This program is
coordinated through Preventive Health Services.

 The Prevention & Screening nurses, who work on the mobile cancer screening coach, were
honoured to receive the Nursing Award of Excellence in the team category for the unique role
they play in providing cancer screening services to the residents in Northwestern Ontario.

Corporate Services & Operations

Financial Services

 As at March 31, 2017 the deficit is $449,604 compared to a budget deficit of $6.9 million and prior
year deficit of $727,819 with:

o Patient Days 2.8% less than prior year;
o Surgical Cases 1.84% less than prior year;
o ER Visits 1.47% more than prior period and;
o ER Patient Days are 11.0% more than prior year.

 Overall Paid Hours are 1.23% more than budget and 0.76% less than prior year.

Capital Planning & Operations

 The Hospital currently has one order under the Fire Code (as overseen by the Fire Department)
and no orders under the Environment Protection Act (as overseen by Ministry of Environment).
On February 17, 2017 the Hospital was issued an inspection order to complete a review of the
TBRHSC Fire Plan which aligns with our annual review process and were due on April 10, 2017.
Documents were submitted by the deadline and are being reviewed by the Thunder Bay Fire
Department.

 A number of program and facility capital projects are in planning.
 An approval of the pre-capital submission for Cardio-vascular Surgery was received; a capital

budget has not yet been approved by the MOHLTC.
 A systematic review of facility Security and Parking is in planning.

Decision Support

 Over the past month, Decision Support (DS) has spent considerable time preparing and refining
documentation that supports increased MOHLTC funding for 2017-18 and beyond. DS has
finalized 2016-17 4th quarter performance indicator results and worked closely with Strategy &
Performance to prepare required supporting documentation for SLC, broader hospital leadership
and the upcoming 5 Partner Engagement session.

Northern Supply Chain (NSC)

 Our annual General Meeting was held May 19 for the Northern Supply Chain Shared Service
where our Annual Report and financials were approved.
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 We were able to award $312,441 worth of contract savings over the last quarter of the Year
for Northeast hospitals that met the first year target. We were also pleased to report that all
other deliverables were met including our Phased reporting for our new TPA worth
$4.4million.

 This expansion to our original Shared Service in the West will benefit TBRHSC by
approximately $75,000 annually as some of our in-kind contributions will be picked up within
the TPA agreement. This is in addition to our expected additional savings the NSC expects
to report moving forward.

Informatics

 In response to the recent ransomware threat "Wanna Cry", Information Technology has
confirmed that all end user devices had the most recent security updates applied,
segregated any portions of the network that presented a risk to the organization, and applied the
most recent security updates to all servers (544 in total) connected to the Hospital network.

Research

Research Strategic Plan

 the Institute’s revised 2020 Strategic Plan has been approved by the Board and will start rolling
out at the June 22

nd
Annual General Meeting;

 strategic indicators have been identified and a workplan to ensure the realization of the new
Strategic Plan’s directions is nearing completion.

Clinical Trials

 Clinical Trials staff have been working to increase the number of active trials;
 accruals to Clinical Trials in 2016/2017 (117) increased 277% over the previous fiscal year (31);
 staff are working with XLV Diagnostics Inc. to develop a local trial to test the company’s new

digital mammography machine.

Outreach & Other

 on April 3
rd

and May 11
th

senior staff of the Institute participated in engagement sessions with
Institute Scientists; the sessions were facilitated by Amanda Bjorn to further strengthen
relationships between the two parties;

 on May 29
th
, the Institute, with the assistance of the Foundation, will be hosting a group of

potential investors who expressed an interest in local research following the fundraising event in
Toronto on April 6

th
; guests will be given a tour of Thunder Bay and will have an opportunity to

visit several key research areas within the Hospital;
 on June 6th, the Institute and Hospital will host a delegation of 17 individuals from the Governor

General’s Canadian Leadership Conference; participants will receive a presentation from Jean
Bartkowiak about the role of the Hospital as a regional health care centre and will hear about
research being conducted here prior to taking a tour of the Institute’s Research Wet Lab and the
Cyclotron;

 for other news please refer to the April TBRHRI Report for the Hospital Board.
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Academic Affairs and Interprofessional Education

Respect Learning Plan
How do you develop self awareness and empathy through simulation training? How do you
evaluate whether the simulation training is achieving these objectives? How do you train debriefers
to role model self awareness and empathy?

These are the questions the Interprofessional Educators are in the process of answering as they
develop the scenarios and debriefing protocol for the Respect Learning plan. During the month of
June they will pilot a simulation session and team activity with the Respect Steering Committee
and at the CoNFESS Colloquium in Sudbury (Community of Northern Faculty Engaged in
Simulation Scholarship).

Medical Affairs

 Seven site visits took place during the month of May for Critical Care, Respirology, Orthopedics,
Anesthesia, Gastroenterology and Pathology.

 Dr. Nishi Burute (Breast Imaging Radiology), Dr. Amer Alaref (Breast Imaging Radiology), Dr.
Kenneth Blonde (Critical Care) and Dr. Gwynivere Davies (Medical Oncology) have all accepted
positions at TBRHSC.

 Dr. Hazem Elmansy (Urology) and Dr. Ghazala Basir (Neurology) joined us May 1
st
.

Pharmacy

Medication Reconciliation

 The medication reconciliation admission rate for April was 63.7% a decrease from 68.1% for March
2017.

 In March, a pilot was initiated on Medical Unit 2B utilizing an Admission Nurse Role. A nurse
received additional training to perform Best Possible Medication Histories, the building block for
successful and quality Medication Reconciliation. The pilot is to last approximately 3 months. Audits
are being performed to monitor compliance rates and quality.

Regional Pharmacy Program

 The TBRHSC Regional Pharmacy program is expanding service provision to include Manitouwadge
General Hospital starting in June. Implementation is underway, with the installation of
Docuscripts™, a software solution to scan the medication orders to our pharmacists. A site visit is
also being planned.
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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.

Chief of Staff Report
to the

Board of Directors
Thunder Bay Regional Health Sciences Centre

June 2017

Physician Length of Stay (LOS)
 The working group continues to advocate for clinicians to have easy access to an

estimated expected length of stay (ELOS) by diagnosis; this is essential so physicians
know what the target is and are able to a change their practice accordingly

 The Chiefs Council continues to meet and discuss repatriation issues to develop a
standard repatriation process

 The group continues to provide feedback on various reports from Emerald that will
eventually be shared with Department Chiefs and individual Professional Staff

 A meeting in May was held with a few physicians to look at the current format of
Physician LOS data reports provided by Health Records and to discuss how they may
be re-designed to be more user-friendly and meaningful

Professional Staff Leadership Development
 A Physician Leadership Institute (PLI) session was offered in May in Thunder Bay on

Self-Awareness and Effective Leadership
 Forty leaders attended the session, including Regional Physicians

Quality-Based Procedures (QBPs) and Think Research
 The hospital will be participating in the provincial project to improve the adoption of

QBP order sets (and eventually will expand to all order sets using digital technology)
 The baseline survey has been closed and the preliminary results are positive; the

feedback will help with planning and implementation
 Communication and engagement remains a focus with walkabouts regularly occurring

on the floors, as well as posters and regular announcements
 The first priority will be to develop and implement digital orders sets for Chronic

Obstructive Pulmonary Disease (COPD), Pneumonia, Hip and Knee Replacement,
Hip Fracture and Congestive Heart Failure (CHF)

 All working groups have started to meet and have begun adapting the content of the
order sets

 An evaluation of workstations is currently underway to ensure there are enough
printers and computers available to support the initiative; engagement with physicians
will be completed to determine their preference

 Will involve extensive education to include Professional Staff
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NOSM to Host an MD Program Information Session 

The Northern Ontario School of Medicine (NOSM) will be hosting an 
information session for individuals interested in applying to the MD 
Program. These sessions are held annually, in conjunction with the opening 

of the new admission cycle.   Learn about the admission requirements and application process at the following 
information sessions: 
 
NOSM at Lakehead University 
Date:            Wednesday, July 5, 2017 
Time:           6:30 p.m. EST 
Location:    Northern Ontario School of Medicine, Lakehead University, Medical School Building, Room 1011, 955     
Oliver Road, Thunder Bay, Ontario 

NOSM at Laurentian University 
Date:            Tuesday, June 27, 2017 
Time:           6:30 p.m. EST 
Location:    Northern Ontario School of Medicine, Laurentian University, Medical School Building, Room 107, 935 
Ramsey Lake Road, Sudbury, Ontario 
  
No Registration Required. 
Cannot attend in person?  
Please email admissions@nosm.ca to receive WebEx instructions. In your email please indicate if you will attend 
the June 27, 2017 or July 5, 2017 session. 

 

 

NOSM Holds Board Retreat in Thunder Bay 

The Northern Ontario School of Medicine (NOSM) held its annual Board of Directors 
retreat in Thunder Bay, Ontario on May 11 and May 12, 2017. 

During the two-day meeting, enlivened Board members participated in several 
presentations and interactive sessions led by NOSM’s executive team on the topics of 
innovative health professional education and research which contribute to improving the 

health of the people and communities of Northern Ontario. 

Community engagement and social accountability were front and centre in Board discussions. Board members 
expressed their passion for NOSM’s commitment to bettering the health of all Northern Ontarians, no matter who 
they are.  

A highlight was a session on social accountability titled “Saving Table Spaces For Your Social Graces” led by Dr. 
Alex Anawati, Charter Class alumnus, a full time urban & rural ER Physician, faculty member and NOSM Board 
member. Dr. Anawati inspired Board members to consider ways NOSM and its collaborators can use a socially 
accountable framework to respond to the changing health concerns of Northern communities, especially the most 
disadvantaged people who call Northern Ontario home. 

“Social accountability begs a look at the bigger picture with a hunger to change it,” says Dr. Anawati. “In just two 
years, we had up to 6,000 potential years of life lost due to preventable causes in Northern Ontario. Are we really 
cool with that? Our populations’ priority health concerns need to be understood from a social perspective, because 
the technical point of view has not worked out very well,” he says. 

mailto:admissions@nosm.ca
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 Led by Board member and Chair of the Nominations and Community Relations Committee, Danielle Bélanger-
Corbin asked members to identify ways the Board can assist NOSM in active community involvement, which is 
fundamental to the School’s model of distributed community engaged learning. 

 In the evening, NOSM Board members enjoyed a dinner at Historic Old Fort William with local guests, including 
Thunder Bay Councilor Larry Herbert, who provided greetings on behalf of the City. 

On the second morning, Mark Aiello, Marsh Canada, provided a session on enterprise risk management, which 
was followed by an overview on NOSM’s governance structure and policy development, led by Mark Hurst, Chair of 
the Governance Committee, and Gina Kennedy, Secretary to the Board. Finally, Board members Ken Boshcoff and 
Danielle Bélanger-Corbin and Chief Operating Officer Ray Hunt spoke about the importance of ongoing advocacy 
for the sustainment of NOSM’s proven model in an environment of fiscal challenges. 

The Directors received a Financial Report for the 10-month period ending February 28, 2017. In addition, the Board 
approved the proposed balanced budget of $46.44 million for the fiscal year May 1, 2017 to April 30, 2018, as 
presented. 

At the formal Board meeting, members approved the reappointment of Pierre Dumais, Gary Boissoneau, Ken 
Boshcoff, and Derek Handley for second terms on the NOSM Board. 

The next meeting of the Board of Directors is scheduled to occur on September 20, 2017. 

For a complete list of Board members, please visit our website at nosm.ca. 

 

NOSM’s Indigenous Reference Group Elects New Co-Chairs 

The Indigenous Reference Group (IRG) of the Northern Ontario School of 
Medicine (NOSM) held a face-to-face meeting in Thunder Bay on Tuesday, May 16, 2017. 
A highlight of the one-day meeting was the election of the group’s two new Co-Chairs, Drs. 
Chuck Branch and Shannon Wesley. The two NOSM faculty members are husband and 
wife, and physicians practising at Aurora Family Health Clinic in Thunder Bay. The IRG 

also welcomed new member Mr. Gary Martin, a representative from the Ontario Federation of Indigenous 
Friendship Centres. 
  
Members began the meeting with an opening prayer from Elder Cameron Burgess, followed by drumming and song 
by Dr. Chuck Branch, and reflections from Traditional Knowledge Keeper, Tom Chisel. 
  
Outgoing Chair of NOSM’s Indigenous Reference Group, Dot Beaucage-Kennedy, was thanked for her significant 
contribution to the Northern Ontario School of Medicine over the past six years. Elder Beaucage-Kennedy reflected 
on her time as Chair and thanked members of the IRG and Circle of Elders and Knowledge Keepers for their 
support over the years. “We’ve come a long way since I first started here,” she said, “It has been so great working 
with everyone, Roger (Strasser, NOSM Dean) and Tina (Armstrong, Director of Indigenous Affairs)–we are all like 
family.” 
  
Other highlights from the day included discussions on NOSM’s response to the Truth and Reconciliation 
Commission’s Calls to Action, upcoming Indigenous Gatherings, the MD Program curriculum, research 
incorporating traditional healings into Western treatments for addiction and trauma, and Indigenous Admissions. 
  
Dr. Penny Moody-Corbett, NOSM Associate Dean, Research spoke on the upcoming Pathways to Wellbeing 
workshop. The workshop will take place on June 28 in Thunder Bay and will focus on the topics of promoting life 
and life skills in order to address the higher than average youth suicide rates in Indigenous communities, 
particularly those in Northern Ontario. 
  
Reporting to the NOSM Dean, the Indigenous Reference Group was established to provide advice to the Northern 

http://nosm.us13.list-manage.com/track/click?u=073b7a1c0a20cce0bd7dff7b1&id=4f4850372f&e=46b28c9e72
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Ontario School of Medicine’s initiatives, including research, administration, and academic issues in the promotion of 
excellence in higher learning and accommodation of the Indigenous worldview. The Indigenous Reference Group 
serves as a resource for the medical school in the fulfilment of its social accountability mandate as it relates to 
Indigenous health education. 

NOSM's Dean Receives Honorary Doctor of Laws 

In June, Thompson River University (TRU) will award honorary degrees to four 
individuals. An honorary degree is TRU’s highest form of recognition. Among this year's 
recipients is NOSM Dean, Dr. Roger Strasser, who will receive an honorary Doctor of 
Laws. Dr. Strasser has been recognized for his significant contributions as a national 
and international leader in health care reform and as one of the world’s foremost 
authorities in rural medical education. Congratulations, Dr. Strasser! 

 

NOSM Convocation for New MD’s 

NOSM graduates crossed the stage at the MD Convocation at both Laurentian and Lakehead Universities. 
Laurentians graduation took place on May 30, 2017, and Lakehead University’s is June 2, 2017.   Congratulations 
graduates! 

 

 

 
For more news and information visit www.nosm.ca     

Respectfully submitted,  

Dr Roger Strasser AM 
Professor of Rural Health 
Dean and CEO 
Northern Ontario School of Medicine 

http://www.nosm.ca/
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PREAMBLE  

WHEREAS Thunder Bay Regional Health Sciences Centre is an acute care teaching 
academic hospital (the “CorporationHospital”) operating under the authority granted to it by the 
Province of Ontario.  It functions under legislation contained in the Public Hospitals Act and all 
other pertinent and appropriate provincial and federal acts and regulations to provide care and 
treatment for those persons who require hospitalization or treatment.  In addition to this “caring” 
function the CorporationHospital has the following objects: 

(a) In affiliation with Lakehead University, tThe Northern Ontario School of Medicine and 
other educational institutions to participate in programs for the contemporary training, 
education and qualification of undergraduate and graduate students in the health 
disciplines professions as may be considered necessary or advisable.  In achieving this 
object the Hospital assumes its role as a University teaching, and research hospital and 
health science centre; 

(b) To encourage, promote and carry on medical and health care research.  In addition, to 
encourage, promote support and carry on medical research in association with Thunder 
Bay Regional Research Institute, tThe Northern Ontario School of Medicine, Lakehead 
University, Thunder Bay Regional Research Institute and other teaching academic 
hospitals and research funding agencies and other health science related agencies or 
institutions; 

(c) To collaborate with community based health agencies so that a continuum of care is 
offered to patients; 

(d) To assist in the promotion and maintenance of the health status of persons residing in 
the region served by the CorporationHospital;. 

(e) To accept donations, gifts, legacies and bequests for use in promoting the objects and 
the carrying on of the work of the CorporationHospital; 

(f) To perform such lawful acts as are deemed necessary to promote the attainment of 
these objects; 

AND WHEREAS the governing body of the CorporationHospital deems it expedient that 
all By-LawsLaw of the CorporationHospital heretofore enacted be cancelled and revoked and 
that the following By-Law No. 1 be adopted for regulating the affairs of the CorporationHospital. 

NOW THEREFORE BE IT ENACTED and it is hereby enacted that all By-LawsLaw of 
the CorporationHospital heretofore enacted be cancelled and revoked and that the following By-
Law No. 1 be substituted in lieu thereof. 

ADMINISTRATIVE PART 

ARTICLE 1 - DEFINITIONS AND INTERPRETATION 

1.1 Definitions 

In this By-Law, the following words and phrases shall have the following meanings, respectively: 

(a) “Act” means the CorporationHospitalCorporations Act (Ontario), and where the 
context requires, includes the Regulations made under it; 
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(b) “Application” means the application for membership prescribed by the Board; 

(c) “Associates” means the parents, siblings, spouse or common law partner or 
child of a Director, and includes any organization, agency, company, or individual 
(such as a business partner) with a formal relationship to a Director; 

(d) “Board” means the Board of Directors of the CorporationHospital; 

(e) “By-Law” means any By-Law of the CorporationHospital from time to time in 
effect; 

(f) “Chief Financial Officer” means the senior employee, responsible to the 
President and Chief Executive Officer for the treasury and controllership 
functions in the Hospital; 

(g) “Chief Nursing Executive” means the senior employee responsible to the 
President and Chief Executive Officer for the professional standards and quality 
of the nursing practice in the Hospital; 

(h) “Chief of a Department” means a member of the Medical, Dental, or Midwifery 
Staff appointed by the Board of Directors to be responsible for the professional 
standards and quality of medical, dental or midwifery care rendered by the 
members of his/her department to the Chief of Staff; 

(i) “Chief of Staff” means the member of the Medical Staff appointed by the Board  
of Directors to be responsible for the professional standards of the Professional 
Staff, and the quality of Pprofessional sStaff care rendered at the Hospital and 
who shall be the Chair of the Medical Advisory Committee; 

(j) “College” means, as the case may be, the College of Physicians and Surgeons 
of Ontario (CPSO), the Royal College of Dental Surgeons of Ontario, the College 
of Nurses of Ontario, and/or the College of Midwives of Ontario; 

(k) “Community” means, the jurisdictional districts of Kenora, Rainy River, andor 
Thunder Bay; 

(l) “Conflict of Interest” includes, without limitation, the following three areas that 
may give rise to a Conflict of Interest for the Directors of the CorporationHospital, 
namely: 

(i) “Pecuniary or Financial Interest”: - a Director is said to have a pecuniary 
or financial interest in a decision when the Director (or his/her Associates) 
stands to gain by that decision, either in the form of money, gifts, favours, 
gratuities, or other special considerations; 

(ii) Undue Influence: -   a Director is said to have undue influence when 
his/her participation or influence in Board decisions that selectively and 
disproportionately benefit particular agencies, companies, organizations, 
professional groups, or patients from a particular demographic, 
geographic, political, socio-economic, or cultural group is a violation of the 
Director’s entrusted responsibility to the corporation; or 
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(iii) Adverse Interest: -  aA Director is said to have an adverse interest to the 
CorporationHospital when he/she is a party to or has an interest in a 
claim, application or proceeding against the CorporationHospital. 

(m)  “CorporationHospital” means Thunder Bay Regional Health Sciences Centre 
having its head office at Thunder Bay, Ontario; 

(n)(m) “Dental Staff” means and includes all dentists and oral maxillofacial surgeons, 
who are appointed to attend patients in the Hospital; 

(o)(n) “Department” means an organizational unit of the Pprofessional Sstaff of which 
members of a similar field of practicediscipline have been assigned; 

(p)(o) “Deputy Chief of Staff” means the person appointed by the Board who supports 
the Chief of Staff, and who acts on behalf of the Chief of Staff in his/her absence; 

(q)(p) “Director” means a member of the Board; 

(r)(q) “Excellent Care for All Act” means the Excellent Care for All Act (Ontario), and 
where the context requires, includes the Regulations made under it; 

(s)(r) “Excluded Person” means: 

(i) Any member of the Professional Staff, other than the members of the 
Professional Staff appointed to the Board pursuant to the Public Hospitals 
Act and regulations thereunder; 

(ii) Any employee other than the President and Chief Executive Officer; and 
Chief Nursing Executive; 

(iii) Any spouse, dependent child, parent, brother or sister of an employee of 
the CorporationHospital or member of the Professional Staff. 

(t)(s) “Executive Vice President, Medical and Academic Affairs” means the senior 
employee responsible to the President and Chief Executive Officer for medical 
leadership in corporate visioning, planning, program development, human 
organizational development and for the academic mission of the 
CorporationHospital. 

(u)(t) “Extended Class Nursing Staff” means and includes all Rregistered Nnurses in 
the extended class to whom the Board has granted Privileges with respect to the 
ordering of diagnostic procedures for out-patients in the Hospital; 

(v)(u) “Ex-officio” means membership "by virtue of the office"; 

(w)(v) “Hospital” means the corporation created under the Act that operates the 
Thunder Bay Regional Health Sciences Centre having its head office at Thunder 
Bay, Ontario;“Hospital” means the CorporationCorporation; 

(x)(w) “Hospital Foundation” means the Thunder Bay Regional Health Sciences 
Foundation; 

(y)(x) “Impact Analysis” means a process to assess the clinical and financial 
implications of a potential appointment to the Professional Staff; 
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(z)(y) “Learner” means a student, resident or graduate student participating in an 
educational program at the Hospital; 

(aa)(z) “Medical Program Director” means a member of the Medical Staff appointed 
by the Executive Vice President, Medical and Academic Affairs to be in charge of 
one organized program or service  who reports to the Executive Vice President, 
Medical and Academic Affairs and the Chief of Staff on issues of quality and 
standards of care.   

(bb)(aa) “Medical Staff” means and includes all Pphysicians who are appointed to 
attend patients in the Hospital; 

(cc)(bb)  “Member” means member of the CorporationHospital; 

(cc) “Midwifery Staff” means and includes all midwives who are appointed to attend 
patients in the Hospital; 

(dd) “Mission” means the statement used to describe the founding purpose and 
major organizational commitments; 

(ee) “Northwest Regional Appointment and Credentialling Policy and 
Procedure” means the policy endorsed and agreed upon by the participating 
organizations in North West Local Health Integration NetworkLHIN 14 which 
outlines the standardized requirements and processes to be adhered to by each 
organization when considering an application for appointment or reappointment 
for hospital privileges; 

(ff) “Nurse” means a holder of a current certificate of competence issued in Ontario 
as a Rregistered Nnurse who is a staff nurse employed on a full time or part time 
basis by the CorporationHospital 

(gg) “Officers” means, the Chair, the Vice Chairs, the Treasurer, the Secretary and 
the President and Chief Executive Officer, as more particularly described in 
Article 9 of these By-laws; 

(hh) “Patient” means, unless otherwise specified, any in-patient, out-patient or other 
patient of the CorporationHospital; 

(ii) “Person” means and includes any individual, corporationHospitalcorporation, 
partnership, firm, joint-venture, syndicate, association, trust, government, 
government agency, board, commission or authority, or any other form of entity 
or organization; 

(jj) “President and CEO” means, in addition to ‘Aadministrator’ as defined in section 
1 of the Public Hospitals Act, the President and Chief Executive Officer of the 
CorporationHospital; 

(kk) “Privileges” mean those rights or entitlements conferred upon a Physician, 
Dentist, Midwife or Nurse in the Extended Class as a result of their appointment 
or re-appointment; 

(ll) “Professional Staff” means a credentialed member of the Medical, Dental, 
Midwifery and Extended Class Nursing Staff who are appointed and granted 
privileges by the Board; 
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(mm) “Professional Staff Officers” means the President, Vice President and 
Secretary/Treasurer of the Professional Staff ; 

(nn) “Professional Staff Rules” means provisions approved by the Board concerning 
the practice and professional conduct of the members of the Professional Staff; 

(oo) “Program and Service” means an organized unit of a department which is 
based on a sub-specialty area of clinical practice; 

(pp) “Public Hospitals Act” means the Public Hospitals Act (Ontario), and, where the 
context requires, includes the Regulations made under it; 

(qq) “Special Resolution” means a resolution passed and confirmed with or without 
variation by at least a two-thirds (2/3) of the votes cast at a general meeting of 
the Members of the CorporationHospital, an annual meeting of the 
CorporationHospital or meeting of the Board. 

(rr) “Strategic Directions” means course of action that leads to the achievement of 
the goals of the Hospital’s strategy; 

(qq)(ss) “Vision” means an aspirational description of what the Hospital would 
like to achieve or accomplish. 

1.2 Interpretation 

This By-Law shall be interpreted in accordance with the following unless the context otherwise 
specifies or requires: 

(a) all terms which are contained in this By-Law of the CorporationHospital and 
which are defined in the Act or the Public Hospitals Act or the Regulations made 
thereunder or the Excellent Care for All Act or the Regulations made thereunder , 
shall have the meanings given to such terms in the Act, Public Hospitals Act or 
the Excellent Care for All Act or the Regulations thereunder; 

(b) the use of the singular number shall include the plural and vice versa, the use of 
any gender shall include the masculine, feminine and neuter genders; 

(c) the headings used in the By-Law are inserted for reference purposes only and 
are not to be considered or taken into account in construing the terms or 
provisions thereof or to be deemed in any way to clarify, modify or explain the 
effect of any such terms or provisions; and 

(d) any references herein to any law, by-law, rule, regulation, order or act of any 
government, governmental body or other regulatory body shall be construed as a 
reference thereto as amended or re-enacted from time to time or as a reference 
to any successor thereto. 

ARTICLE 2 - MEMBERSHIP IN THE CORPORATIONHOSPITAL 

2.1 Admission 

(a) Membership in the CorporationHospital shall be limited to persons interested in 
furthering the CorporationHospital’s objects and shall consist of any person 
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whose Application for admission as a Member has been approved by a 
resolution of the Board;. 

(b) Membership in the CorporationHospital shall include those persons who are 
Lifetime Members at the time this By-Law 2011-1 is revised and passed from 
time to time by the Board of the Hospital   and who shall continue as Lifetime 
Members subject to Sections 2.4 and 2.5. 

(c) The Secretary shall maintain a list of names and addresses of the Members of 
the CorporationHospital and, the list as certified by the Secretary shall be 
conclusive evidence of such membership as of the date of such certificate. 

2.2 Annual Membership 

(a) Subject to Section 2.1, a person is eligible to be an Annual Member where 
he/she pays to the CorporationHospital the annual membership fee for 
individuals, an amount to be determined from time to time by resolution of the 
Board; 

(b) At the time of the payment of the fee in paragraph (a) above, the person must: 

(i) be of the full age of eighteen (18) years; 

(ii) have been either a resident, employee, or carry on a business in the 
jurisdictional districts of Kenora, Rainy River, or Thunder Bay for a 
continuous period of at least (3) months immediately prior thereto or such 
other location as may be approved by the Board; 

(iii) support and promote the objects of the CorporationHospital as 
determined by the Board; and 

(iv) have completed, signed and submitted the Application as approved by 
the Board. 

(c) Subject to Section 2.1 a person will be eligible for annual membership who is a 
member in good standing of the Volunteer Association to the HospitalThunder 
Bay Regional Health Sciences Centre or the Thunder Bay Regional Health 
Sciences Foundation Board of Directors; 

(d) Any annual membership in the CorporationHospital shall be effective from 
February 1st one year to January 31st in the following year; 

(e) An Annual Member shall not be entitled to vote at any meetings of the 
CorporationHospital unless the membership was approved by the Board and the 
membership fee was paid in full at least 60 days before any such meeting. 

2.3 Application 

Each application for a membership in the CorporationHospital must be in a form prescribed by 
the Directors of the CorporationHospital for the then current year and must be received by the 
Board no later than sixty (60) days prior to the annual meeting in each year to be considered in 
time to allow the prospective applicant an opportunity to vote at the next annual meeting of the 
CorporationHospital.  The decision as to whether a prospective applicant will be admitted will be 
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made by the Board in its sole discretion in accordance with Section 2.1.  The Application shall 
contain: 

(a) The membership qualifications set out in Section 2.2 of the By-Law; 

(b) A statement by the applicant that he/she has read the membership qualifications 
and that he/she meets all of the requirements set forth therein; and 

(c) The applicable membership fee for the upcoming year. 

2.4 Withdrawal 

A Member may withdraw from the CorporationHospital by delivering a written resignation to the 
Secretary.   

2.5 Termination of Membership 

A person’s membership in the CorporationHospital shall terminate upon the happening of any of 
the following events: 

(a) Upon the death, dissolution or resignation of the Member; orOR 

(b) If the Member at any time fails to meet the qualifications as set out in Section 2.2; 

(c) Where the Board passes a special resolution with respect to the removal of a 
Mmember’s membership. 

2.6 Information Available to Members 

No Mmember may have access to information respecting the details of the business of the 
CorporationHospital which, in the opinion of the Board, would be detrimental to the interests of 
the CorporationHospital. 

2.7 Membership Dues 

Members shall be notified in writing of membership dues at any time payable by them. 

ARTICLE 3 - ANNUAL AND SPECIAL MEETINGS 
OF THE MEMBERS OF THE CORPORATIONHOSPITAL 

3.1 Annual General Meeting of the Members of the CorporationHospital 

The annual meeting of Members shall be held on a date to be fixed by the Board between April 
1st and July 31st in each year or as may otherwise be allowed by law. 

3.2 Special Meetings of the Members of the CorporationHospital 

(a) The Board or the Chair may call a special meeting of the CorporationHospital; 

(b) Not less than twenty-five percent (25%) of the Members of the 
CorporationHospital entitled to vote at a meeting proposed to be held may, in 
writing, requisition the Directors to call a special meeting of the Members for any 
purpose connected with the affairs of the CorporationHospital which are properly 
within the purview of the Members’ role in the CorporationHospital and which are 
not inconsistent with the CorporationHospitals Act (Ontario); 
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(c) The requisition shall be deposited at the Head Office of the CorporationHospital 
and may consist of several documents in like forms signed by one or more 
requisitioners; 

(d) Notice of a special meeting shall be given in the same manner as provided in 
Section 3.3  If the Directors, acting in their sole discretion, determine that the 
requisition meets the qualifications set out in paragraph (b) above, the Directors 
shall call and hold such meeting within fourteen (14) days from the date of the 
deposit of the requisition; 

(e) The notice of a special meeting shall specify the purpose for which it has been 
called. 

3.3 Notice 

(a) At least ten (10) days’ prior written notice of a meeting of the Members shall be 
given to each Member and such notice shall specify the business to be 
transacted at such meeting; 

(b) In lieu of the written notice required under paragraph (a) above, it is sufficient 
notice of any annual or special meeting of Members of the CorporationHospital if 
notice is given by publication at least once a week for two successive weeks next 
preceding the meeting in a newspaper or newspapers circulated in the 
municipalities in which Members of the CorporationHospital reside as shown by 
their addresses in the records of the CorporationHospital. 

3.4 Omission of Notice 

No unintentional or technical error or omission in giving notice of a meeting of Members of the 
CorporationHospital may invalidate resolutions passed or proceedings taken at the meeting.  
Any Member may at any time waive notice of any such meeting and may ratify, approve and 
confirm any or all resolutions passed or proceedings taken at the meeting. 

3.5 Location of Meeting 

Meetings of the CorporationHospital shall be held at the head office of the CorporationHospital 
or at a location fixed by the Board within North Western Ontario 

3.6 Voting 

(a) At all annual or special meetings, resolutions shall be determined by a majority of 
affirmative votes cast by Members present at the meeting, unless otherwise 
required by statute or the By-lawsLaw. If there is an equality of votes, the Chair 
shall declare the motion lost; 

(b) Pursuant to the Public Hospitals Act, no Member may vote by proxy; 

(c) At any meeting, unless a poll is demanded, a declaration by the Chair of the 
meeting that a resolution has been carried or carried unanimously or by a 
particular majority, or lost or not carried by a particular majority, shall be 
conclusive of the fact; 

(d) A poll may be demanded either before or after any vote by a show of hands by 
any person entitled to vote at the meeting.    If at any meeting a poll is demanded 
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on any other question or as to the election of Directors, the vote shall be taken by 
ballot in such manner as the Chair of the meeting directs.  The result of a poll 
shall be deemed to be the resolution of the meeting at which the poll was 
demanded.  A demand for a poll may be withdrawn. 

3.7 Quorum 

A quorum for any meeting of the Members of the CorporationHospital shall be ten (10) 
Members. 

3.8 Chair of the Meeting 

The Chair of a meeting of the CorporationHospital shall be: 

(a) The Chair of the CorporationHospital; or 

(b) The Vice-Chair of the CorporationHospital, if the Chair is absent or is unable to 
act; or 

(c) A Chair elected by the Members present if the Chair and Vice-Chair are absent 
or are unable to act.  The Secretary shall preside at the election of the Chair, but 
if the Secretary is not present, the Directors, from those present, shall choose a 
Director to preside at the election; or 

(d) If no Director is present or if all the Directors present decline to take the Chair, 
then the Memberspersons who are present and entitled to vote shall, choose one 
of their number to be the Chair. 

The Chair of the meeting shall not be entitled to vote, unless the vote is taken by written ballot. 

3.9 Business at Annual Meetings 

At each annual meeting, in addition to the other business identified by the published agenda for 
the meeting, the following reports, statements and actions shall be presented: 

(a) the minutes of the previous annual meeting; 

(b) the report of the Chair of the Board; 

(c) the report of the Auditor including a presentation of the audited financial 
statements; 

(d) the report of the President and Chief Executive Officer; 

(e) the report of the Medical Advisory Committee; 

(f) election of Board members; and 

(g) appointment of the Auditors. 

3.10 Adjourned Meeting 

(a) If, within one-half hour after the time appointed for a meeting of the 
CorporationHospital, a quorum is not present, the meeting shall stand adjourned 
until a day within two weeks to be determined by the Board; 
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(b) At least three days notice of the adjourned meeting shall be given in accordance 
to the provisions of Section 3.3 above. 

3.11 Financial Year End 

The financial year of the CorporationHospital shall end with the 31st day of March in each year. 

ARTICLE 4 - BOARD OF DIRECTORS 

4.1 Nominations to Board 

(a) Subject to this section and all other provisions of these By-laws, nominations for 
election as Director at the annual meeting of the CorporationHospital may be 
made only by the Governance and Nominating Committee of the Board further to 
the Board’s nominating policy as in place from time to time.  For greater certainty, 
no nominations shall be accepted by the Members of the CorporationHospital 
which are not submitted and approved by the Governance and Nominating 
Committee. 

4.2 Board Composition 

The affairs of the CorporationHospital shall be governed by a Bboard consisting of: 

(a) Elected Directors; 

The affairs of the CorporationHospital shall be managed by a Board of twelveen 
(120) elected Directors, eligible to serve on the Board. 

The terms of the elected Directors shall be staggered such that the term of at 
least one quarter of the elected Directors shall expire each year at the time of the 
annual general meeting of the CorporationHospital, or until their successors are 
elected or appointed.  The expiring terms shall be filled annually, for three (3) 
year terms, by election by the Members of the CorporationHospital at the annual 
meeting of the CorporationHospital in accordance with the provisions of the By-
LawsLaw of the CorporationHospital.  

(b) Ex-Officio Directors (Non-Voting) : 

(i) the President of the Professional Staff; 

(ii) the Chief of Staff; 

(iii) the President and CEO; and 

(iv) the Chief Nursing Executive. 

(c) Ex-Officio Directors (Voting): 

Tthe Dean of the Northern Ontario School of Medicinecal School or designate. 
An Ex-Officio Director shall hold office until his/her successor is appointed in 
accordance with the By-lawsLaw of the CorporationHospital. 
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4.3 Qualification of Directors 

(a) Every Director shall be eighteen (18) or more years of age and shall be a voting 
Member in good standing of the CorporationHospital, or shall become a Member 
of the CorporationHospital within ten (10) days after election or appointment as a 
Director and no undischarged bankrupt shall become a Director; 

(b) Save and except for the current Directors, no Excluded Person shall be eligible 
for election or appointment to the Board of Directors  except where otherwise 
provided in this By-Law. 

4.4 Honorary Directors 

The Board may from time to time appoint Honorary Directors in recognition of contributions of 
long or special services to the Hospital considered worthy of such appointment.  Honorary 
Directors may attend public meetings of the Board but do not have the right to vote.  Honorary 
Directors do not have the rights and privileges of the Directors. 

4.5 No Remuneration 

The Directors shall serve as such without remuneration, and no Director shall directly or 
indirectly receive any profit from his or her position as such, provided that a Director may be 
paid reasonable expenses incurred by him or her in the performance of his or her duties as a 
Director.  Members of the Professional Staff required to serve as Directors in accordance with 
the Public Hospitals Act shall be paid for their services to the CorporationHospital in any other 
capacity, as approved by the Board. 

4.6 Term of Office Restrictions 

(a) No person may be elected or appointed a Director for more than nine (9) 
consecutive years of service, provided, however, that a Director completing nine 
years of service on the Board, may have his or her service as a Director 
extended so as to permit him or her to complete his or her terms as Chair, or 
Vice-Chair; 

(b) A former Director restricted by paragraph (a) above may be re-elected or re-
appointed a Director following a break in the continuous service of at least three 
(3) years; 

(c) Save as otherwise provided in this By-Law, an Oofficer’s term of office shall 
continue until his or her successor is elected or appointed; 

(d) A Director may serve as Chair,  or Vice-Chair ors and  Treasurer of the Board, for 
an initial term of one year renewable annually for a maximum of four (4) 
consecutive years in one office, provided, however, that following a break in the 
continuous service of at least one (1) year the same person may be re-elected or 
re-appointed to any office. 

4.7 Vacancy and Termination of Office 

(a) The office of a Director shall automatically be vacated: 
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(i) if the Director does not, within ten (10) days after election or appointment 
as a Director, become a Member, or ceases to be a Member of the 
CorporationHospital; 

(ii) if the Director becomes bankrupt or suspends payment of debts generally 
or compounds with creditors or makes an assignment in bankruptcy or is 
declared insolvent; 

(iii) if the Director is found to be a mentally incompetent person or becomes 
of unsound mind; 

(iv) if the Director, by notice in writing to the CorporationHospital, resigns 
office, which resignation shall be effective at the time it is received by the 
Secretary of the CorporationHospital or at the time specified in the notice, 
whichever is later; 

(v) if at a meeting of the Directors of the CorporationHospital, a special 
resolution is passed by the Directors, removing a Director before the 
expiration of the Director’s term of office; and 

(vi) if the Director dies. 

(b) The office of a Director may be vacated by a simple majority resolution of the 
Board: 

(i) if a Director is absent for seventy (70) percent of the meetings of the 
Board,  in any twelve (12) month period; or 

(ii) if a Director fails to comply with the Public Hospitals Act, the Act, the 
CorporationHospitals Letters Patent, By-LawsLaw, Rules, Regulations, 
policies and procedures, including without limitation, the confidentiality 
and conflict of interest requirements. 

(c) If a vacancy occurs at any time among the Directors either by a resignation, by 
death or removal by the Directors in accordance with paragraph (a) above, or by 
any other cause, such vacancy may be filled by a qualified person elected by the 
Board to serve until the next annual meeting; 

(d) At the next annual meeting in addition to the election of Directors to fill the 
vacancies caused by expiry of Directors’ terms, the Members shall also elect any 
additional Directors(s) to fill the unexpired term created by any vacancy referred 
to in paragraph (a) above. 

ARTICLE 5 - CONFLICT OF INTEREST 

(a) Every Director who, either directly or through one of his or her Associates, has, 
or thinks he or she may potentially have, a cConflict of iInterest shall disclose the 
nature and extent of the interest at a meeting of the Board in accordance with 
Board policy on conflicts of interest, as set from time to time; 

(b) If a Director believes that any other Director is in a cConflict of iInterest position 
with respect to any contract, transaction, matter or decision, the Director shall 
have the concern recorded in the minutes in accordance with Board policy on 
conflicts of interest, as set from time to time; 
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(c) If a Director has made a declaration of conflict of interest in compliance with this 
By-Law the Director is not accountable to the CorporationHospital for any profit 
he/she may realize from the contract, transaction, matter or decision; 

(d) If a Director fails to make a declaration of his/her interest in a contract, 
transaction, matter or decision as required by this By-Law, this shall be 
considered grounds for termination of his/her position as a Director of the 
CorporationHospital; 

(e) The failure of any Director to comply with the Conflict of Interest By-Law of the 
CorporationHospital does not, in or of itself, invalidate any contract, transaction, 
matter or decision undertaken by the Board of the CorporationHospital. 

ARTICLE 6 - PUBLIC STATEMENTS AND CONFIDENTIALITY 

(a) Every Director, Oofficer and employee of the CorporationHospital shall respect 
the confidentiality of matters brought before the Board, keeping in mind that 
unauthorized statements could adversely affect the interests of the 
CorporationHospital; 

(b) Unless the Board withholds such authority, the Chairperson, the Vice-
Chairperson, in the absence of the Chairperson, and the President and Chief 
Executive Officer have the authority to make statements to the news media, or 
public, on any matters concerning the Hospital.  No other persons shall have the 
authority to comment to the news media or public on any matters concerning the 
Hospital unless authorized by the Chairperson or by the President and Chief 
Executive Officer. 

ARTICLE 7 - STANDARDS OF CARE 

Every Director and Oofficer of the CorporationHospital in exercising his/her powers and 
discharging his/her duties shall: 

(a) act honestly and in good faith with a view to the best interests of the 
CorporationHospital; and 

(b) exercise the care, diligence and skill that a reasonably prudent person would 
exercise in comparable circumstances; 

(c) respect and abide by decisions of the Board; 

(d) keep informed about: 

(i) matters relating to the CorporationHospital; 

(ii) the community served; 

(iii) necessary information and background preparation so as to participate 
effectively in meetings of the Board and its committees; and 

(iv) other healthcare services provided in the region. 

(e) participate in the initial orientation as a new Director and in ongoing Board 
education; 
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(f) participate in the annual evaluation of overall Board effectiveness; and 

(g) represent the Board, when requested. 

ARTICLE 8 - RESPONSIBILITIES OF THE BOARD 

The Board shall govern and manage the affairs of the CorporationHospital consistent with the 
Public Hospitals Act, the Hospital Management regulations thereunder and other applicable 
legislation and shall be responsible to:  

(a) Develop and review on a regular basis the Vision, Mmission, objectives and 
Sstrategic Directions plan of the CorporationHospital in relation to the provision, 
within available resources, of appropriate programs and services in order to meet 
the acute care needs of the regioncommunity; 

(b) Work collaboratively with other community agencies and institutions in meeting 
the health care needs of the community; 

(c) Establish procedures for monitoring compliance with the requirements of the 
Public Hospitals Act, the Hospital Management Regulation thereunder, the By-
LawsLaw of the Hospital and other applicable legislations; 

(d) Establish policies and procedures to provide the general framework within which 
the President and Chief Executive Officer, the Medical Advisory Committee, the 
Professional Staff and the CorporationHospital staff will establish procedures for 
the management of the day-to-day processes; 

(e) Ensure that the President and Chief Executive Officer, Chief of Staff, , and 
Nurses and Health Professionals who are managers develop policies and plans 
to deal with: 

(i) emergency situations that could place a greater than normal demand on 
the services provided by the CorporationHospital or disrupt the normal 
routine; 

(ii) the failure to provide services by persons who ordinarily provide services 
in the CorporationHospital; and 

(iii) situations, circumstances, conduct and behaviours which are or have the 
potential of resulting in a risk to the safety and wellbeing of patients, staff 
and/or other health professionals. 

(f) Establish the selection process for the appointment of the President and Chief 
Executive Officer and the  Chief of Staff and appoint the President and Chief 
Executive Officer and the Chief of Staff,  in accordance with the process; 

(g) Annually conduct the President and Chief Executive Officer’s formal performance 
evaluation and review and approve his or her compensation and set his or her 
goals and objectives for the coming year; 

(h) Delegate responsibility and concomitant authority to the President and Chief 
Executive Officer for the leadership, management, operation of programs, 
services and required accountability to the Board; 
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(i) Appoint the Chief of Staff in accordance with the provisions of these By-Laws; 

(j) Delegate responsibility and concomitant authority to the Chief of Staff for the 
medical quality of care of the operation of the clinical  programs and departments 
of the CorporationHospital and, the supervision of the Professional Staff activities 
in the Hospital and require accountability to the Board; 

(k) Appoint and re-appoint Physicians, Dentists, Midwives and Registered Nurses in 
the Extended Class to the Professional Staff of the Hospital and delineate the 
respective privileges after considering the recommendations of the Medical 
Advisory Committee, in accordance with legislative and By-law requirements and 
subject to the approval of relevant programs; 

(l) Through the Medical Advisory Committee, assess and monitor the acceptance by 
each member of the Professional Staff of his or her responsibility to the pPatient 
and to the CorporationHospital concomitant with the privileges and duties of the 
appointment and with the By-lawsLaw of the CorporationHospital; 

(m) Ensure that staff and facilities are appropriate and available, including an 
adequate supply of physicians and other professionals, for the services provided; 

(n) Ensure that quality and improvement  assurance, risk management and 
utilization review methods are established for the regular evaluation of the quality 
of care, and that all Hospital services are regularly evaluated in relation to 
generally accepted standards and required accountability on a regular basis; 

(o) Review regularly the functioning of the CorporationHospital and all programs and 
services in relation to the objects of the CorporationHospital as stated in the 
Lletters Ppatent, Ssupplementary Lletters Ppatent and the By-lawsLaw and 
demonstrate accountability for its responsibility to the annual meeting of the 
CorporationHospital; 

(p) Adhere to the attendance policy as established by the Board; 

(q) Review on a regular basis the role and responsibility of the CorporationHospital 
to its community in relation to the provision of services, within the means 
available, of appropriate types and amounts of services; 

(r) Approve the annual budget for the Hospital; 

(s) Establish an investment policy consistent with the provisions of these By-
LawsLaw; 

(t) Borrow money, from time to time, as may be authorized by resolution of the 
Board; 

(u) Evaluate its own performance in relation to its responsibilities and periodically 
review and revise governance policies, processes and structures as appropriate; 

(v) Ensure the establishment and provide for the operation of an Occupational 
Health and Safety program for the CorporationHospital that shall include 
procedures with respect to: 

(i) a safe and healthy work environment in the CorporationHospital; 
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(ii) the safe use of substances, equipment and medical devices in the 
CorporationHospital; 

(iii) safe and healthy work practices in the CorporationHospital; 

(iv) the prevention of accidents to persons on the premises of the 
CorporationHospital; and 

(v) the elimination of undue risks and the minimizing of hazards inherent in 
the CorporationHospital environment; and 

(vi) Ensure the establishment of and provisionde for the operation of a health 
surveillance program including a communicable disease surveillance 
program in respect of all persons carrying on activities in the 
CorporationHospital. 

(w) Establish a Fiscal Advisory Committee, the membership and purposes of which 
meet the requirements of the Public Hospitals Act; 

(x) Establish a Quality Committee further to the Excellent Care for All Act to monitor 
and report on the overall quality of care and make recommendations to the Board 
regarding quality improvement initiatives and policies and to oversee the 
preparation of annual quality improvement plans. The Committee is comprised 
of: 

(i) the President and CEO; 

(ii) one member of the Medical Advisory Committee; 

(iii) the hospital’s Chief Nursing Executive; 

(iv) one person who works in the Hhospital and who is not a member of the 
College of Physicians and Surgeons of Ontario or the College of Nurses 
of Ontario; and 

(v) such other persons as are selected by the Board so as a third of the 
members of the Qquality Ccommittee shall be voting members of the 
hospital’s Board 

(y) Provide for: 

(i) the participation of Nurses who are Mmanagers and staff Nurses in 
decision making related to administrative, financial, operational and 
planning matters in the Hospital; and 

(ii) the participation at the committee level of staff Nurses who are 
Mmanagers, including the election of staff Nurses  of representatives to 
committees and the election or appointment to committees of Nurses who 
are Mmanagers; 

(z) Pursuant to the Hospital Management Regulations, provide for the establishment 
of procedures to encourage the donation of organs and tissues including: and 

(i) procedures to identify potential donors; and 
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(ii) procedures to make potential donors and their families aware of the 
options of organ and tissue donations; 

and ensure that such procedures are implemented in the CorporationHospital; 
and  

(aa) Ensure that a system for the disclosure of every critical incident is established 
and that the President and Chief Executive Officer, the Chief of Staff and the 
Chief Nursing Executive will be responsible for the system. 

ARTICLE 9 - OFFICERS OF THE BOARD AND OF THE CORPORATIONHOSPITAL 

9.1 Officers 

(a) The Board shall elect the following Oofficers at a meeting immediately following 
the Annual Meeting, from among themselves: 

(i) a Chair; 

(ii) (two) Vice-Chairs; 

(iii) a Treasurer. 

(b) The President and Chief Executive Officer shall be the Secretary of the 
CorporationHospital and Secretary of the Board; 

(c) Ex-Officio Directors are ineligible for election as Chair or Vice-Chair; 

(d) The Officers of the CorporationHospital shall be responsible for the duties set 
forth in the By-LawsLaw and they are not necessarily required to perform such 
duties personally, but they may delegate to others the performance of any or all 
such duties; 

(e) Any Officer of the CorporationHospital shall cease to hold office upon resolution 
of the Board. 

9.2 Duties of the Chair 

The Chair of the Board shall: 

(a) chair all meetings of the Board; 

(b) be an ex officio member of all committees of the Board; 

(c) be responsible for the naming of Directors to committees not otherwise provided 
for in the By-LawsLaw of the CorporationHospital; 

(d)(c) report to each annual meeting of Members of the CorporationHospital concerning 
the governance and  operations of the CorporationHospital; 

(e)(d) represent the CorporationHospital at public or official functions; and 

(f)(e) perform such other duties as may from time to time be determined by the Board. 
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9.3 Duties of the Vice-Chairs 

The Vice-Chairs of the Board shall have all the powers and perform all the duties of the Chair in 
the absence or disability of the Chair and any other duties assigned by the Board. 

9.4 Duties of the Treasurer 

The Treasurer shall: 

(a) oversee the management of finances of the Hospital and ensure that appropriate 
reporting mechanisms and control systems as established by the Board are in 
place, and monitor such mechanisms and systems for compliance; 

(b) ensure that appropriate banking resolutions and signing authority policies as 
established by the Board are in place and monitor for compliance with such 
resolutions and policies.  Ensure that systems for control for regular review and 
revision as necessary of the banking resolutions and signing authority policies 
are in place, are adequate and functional, and monitor for compliance with such 
resolutions and policies; 

(c) ensure that systems for control as established by the Board for the maintenance 
of books of account and accounting records required by the CorporationHospitals 
Act are in place, are functional and adequate and monitor for compliance with 
such resolutions and policies; 

(d) review the financial results and the budget submitted to the Resource Planning 
Committee by management and submit and recommend to the Board any 
changes to the budget; 

(e) oversee the management of the investment policy as established by the Board, 
and ensure that the investment policy as established by the Board  is in place, 
and monitor for compliance with the policy; 

(f) review financial reports and financial statements and submit same at meetings of 
the Board, indicating the financial position of the Hospital; 

(g) review and submit to the Board for the approval of the Board, a financial 
statement for the past year; 

(h) ensure systems as established by the Board for the preparation and submission 
to the Board of compliance certificates confirming that wages and source 
deductions have been accomplished are in place, are functional and adequate 
and monitor for compliance with such systems; 

(i) where there is concern with respect to any of the above, review the matter with 
the President and Chief Executive Officer and report to the Board the results of 
those deliberations; and 

(j) perform such other duties as determined by the Board. 

The Treasurer may delegate to employees of the CorporationHospital those duties that he/she 
considers appropriate to delegate and that he is allowed by law to delegate. 
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9.5 Duties of the Secretary 

The Secretary shall: 

(a) attend all meetings of the Board and of Committees of the Board; 

(b) keep a record of the minutes of all meetings; 

(c) keep a roll of names and addresses of the Members; 

(d) attend to correspondence; 

(e) give such notice as required by the By-LawsLaw of the CorporationHospital 
relating to all meetings of the CorporationHospital, the Board and its 
Ccommittees; 

(f) prepare all reports required under any Act or regulation of the Province of 
Ontario; 

(g) be the custodian of all minute books, documents and registers of the 
CorporationHospital required to be kept by the provisions of the Act; 

(h) be the custodian of the seal of the CorporationHospital; 

(i) keep copies of all testamentary documents and documents donating designated 
purpose funds by which benefits are given to the use of the CorporationHospital 
and provide copies of same to the Office of the Public Guardian and Trustee in 
accordance to the provisions of the Charities Accounting Act (Ontario), and 
submit semi-annually a report to the Board with respect to such donations; and 

(j) perform such other duties as may be determined by the Board. 

The Secretary may delegate to employees of the CorporationHospital those duties that he or 
/she considers appropriate to delegate and that he/she is allowed by law to delegate. 

9.6 President and Chief Executive Officer 

(a) The President and Chief Executive Officer shall be appointed by the Board; 

(b) The President and Chief Executive Officer shall be Secretary of the 
CorporationHospital and Secretary of the Board;. 

(c) The duties of the President and Chief Executive Officer shall include the exercise 
of the authority delegated to the President and Chief Executive Officer by the 
Board through Board policies for the organization and operation of the Hospital 
and the President and Chief Executive Officer shall be accountable to the Board 
for the organization accomplishment of applicable Board policies and operation 
of the Hospital consonant with the reasonable interpretation of Board policies; 

(d) The President and Chief Executive Officer shall be a non-voting member of the 
Board and a non-voting member of all committees of the Board; 

(e) The President and Chief Executive Officer shall submit quarterly certificates to 
the Board in respect of the previous quarter that all wages owing to employees 
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and source deductions relating to the employees that the CorporationHospital is 
required to deduct and remit to the proper authorities pursuant to all applicable 
legislation, including without limitation, the Income Tax Act (Canada), the Canada 
Pension Plan (Canada), the Unemployment Insurance Act (Canada), and 
Employer Health Tax Act (Ontario), have been made and remitted to the proper 
authorities, and that all taxes collected pursuant to the goods and services tax 
and provincial sales tax have been collected and remitted to the proper 
authorities; 

(f) The President and Chief Executive Officer shall submit semi-annual reports to 
the Board on the transfer of funds and payments made by the 
CorporationHospital and the compliance of such transfers and payments with 
such policies as may be set by the Board from time to time; 

(g) The President and Chief Executive Officer shall perform such other duties as 
may be determined from time to time by the Board. 

ARTICLE 10 - PROTECTION OF DIRECTORS AND OFFICERS 

10.1 Protection of Directors and Officers 

Except as otherwise provided in any legislation or law, no Director or Officer of the 
CorporationHospital shall be liable for the acts, receipts, neglects or defaults of any other 
Director or Oofficer or employee or for any loss, damage or expense happening to the 
CorporationHospital through the insufficiency or deficiency of title to any property acquired by 
the CorporationHospital or for or on behalf of the CorporationHospital or for the insufficiency or 
deficiency of any security in or upon which any of the monies of or belonging to the 
CorporationHospital shall be placed out or invested or for any loss or damage arising from the 
bankruptcy, insolvency or tortious act of any person including any person with whom or which 
any monies, securities or effects shall be lodged or deposited or for any loss, conversion, 
misapplication or misappropriation of or any damage resulting from any dealings with monies, 
securities or other assets belonging to the CorporationHospital or for any other loss, damage or 
misfortune whatever which may happen in the execution of the duties of the Director’s or 
Oofficer’s respective office or trust or in relation thereto unless the same shall happen by or 
through the Director’s or Oofficer’s own failure to act honestly and in good faith in the 
performance of the duties of office, or other wilful neglect or default. 

10.2 Pre-Indemnity Considerations 

Before giving approval to the indemnities provided in section 10.3, or purchasing insurance 
provided in section 10.4, the Board shall consider: 

(a) the degree of risk to which the Director or Oofficer is or may be exposed; 

(b) whether, in practice, the risk cannot be eliminated or significantly reduced by 
means other than the indemnity or insurance; 

(c) whether the amount or cost of the insurance is reasonable in relation to the risk; 

(d) whether the cost of the insurance is reasonable in relation to the revenue 
available; and 

(e) whether it advances the administration and management of the property to give 
the indemnity or purchase the insurance. 
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10.3 Indemnification of Directors and Officers and Directors 

Upon approval by the Board from time to time, every Director and Oofficer of the 
CorporationHospital and every member of a committee, or any other person who has 
undertaken, or is about to undertake, any liability on behalf of the CorporationHospital or any 
corporationHospital controlled by it, and the person’s respective heirs, executors and 
administrators, and estate and effects, successors and assigns, shall from time to time and at all 
times, be indemnified and saved harmless out of the funds of the CorporationHospital, from and 
against: 

(a) all costs, charges and expenses whatsoever which such Director, Oofficer, 
committee member or other person sustains or incurs in or in relation to any 
action, suit or proceeding which is brought, commenced or prosecuted against 
the Director, Oofficer, committee member or other person, for or in respect of any 
act, deed, matter or thing whatsoever, made, done or permitted by them, in or in 
relation to the execution of the duties of such office or in respect of any such 
liability; and 

(b) all other costs, charges and expenses which the Director, Oofficer, committee 
member or other person sustains or incurs in or in relation to the affairs thereof, 
except such costs, charges or expenses as are occasioned by their own failure to 
act honestly and in good faith in the performance of the duties of office, or by 
other wilful neglect or default. 

The CorporationHospital shall also, upon approval by the Board from time to time, indemnify 
any such person in such other circumstances as any legislation or law permit or requires.  
Nothing in this By-Law shall limit the right of any person entitled to indemnity to claim indemnity 
apart from the provisions of this By-Law to the extent permitted by any legislation or law. 

10.4 Insurance 

Upon approval by the Board and from time to time, the CorporationHospital shall purchase and 
maintain insurance for the benefit of any Director, Oofficer or other person acting on behalf of 
the CorporationHospital against any liability incurred in that person’s capacity as a Director, 
officer or other person acting on behalf of the CorporationHospital, except where the liability 
relates to that person’s failure to act honestly and in good faith with a view to the best interests 
of the CorporationHospital. 

ARTICLE 11 - REGULAR AND SPECIAL MEETINGS OF THE BOARD 

11.1 Regular Meetings 

(a) There shall be at least eightten (810) regular meetings of the Board each year, at 
such time and place as the Board may from time to time by resolution determine; 

(b) The Ssecretary shall provide to each Director not less than five (5) days written 
notice of a regularly scheduled Board meeting. The notice may be delivered, 
mailed, emailed, or faxed; 

(c) A meeting of the Board may be held without notice immediately following the 
Annual Meeting. 
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11.2 Special Meetings 

(a) The Chair or Vice-Chair of the Board may call special meetings of the Board; 

(b) The Secretary of the Board shall call a special meeting of the Board if three (3) 
Directors so request in writing; 

(c) Notice of a special meeting of the Board shall specify the purpose of the meeting, 
shall be delivered, faxed, e-mailed or telephoned to each Director at least twenty-
four (24) hours in advance of the meeting. 

11.3 Procedures for Board Meetings 

(a) The declaration of the Secretary or Chair that notice has been given pursuant to 
the By-Law, shall be sufficient and conclusive evidence of the giving of such 
notice; 

(b) No error or omission in giving notice for a meeting of Directors shall invalidate 
such meeting or invalidate any proceedings at such meeting and any Director 
may at any time waive notice of any such meeting and may ratify and approve 
any or all proceedings; 

(c) Meetings of the Board shall be open, but the Board may, at its discretion and 
without notice, hold all or part of any Board meeting in camera.  Guests may 
participate in meetings of the Board and its Committees only by invitation or 
approval of the Chair or by resolution of the Board or Committee; 

(d) If all the Directors present at or participating in the meeting consent and in 
accordance with the Board's policy on telephone meetings adopted from time to 
time by the Board, a meeting of Directors or a meeting of a committee of the 
Board may be held by such telephone, electronic or other communication 
facilities as permit all persons participating in the meeting to communicate with 
each other simultaneously and instantaneously, and the Director or committee 
member participating in the meeting by those means is deemed to be present at 
the meeting; 

(e) Minutes shall be kept for all meetings of the Board; 

(f) Business arising at any meeting of the Board shall be decided by a majority of 
votes, provided that: 

(i) except as provided by clause (ii) below, votes shall be taken in the usual 
way by a show of hands, in which case: 

(A) The Chair of the meeting shall not have a vote; 

(B) If there is an equality of votes, the Chair shall declare the motion 
lost. 

(ii) votes shall be taken by written ballot if so demanded by any voting 
member present, in which case: 

(A) The Chair shall have a vote; 
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(B) If there is an equality of votes, the motion is lost. 

(iii) a declaration by the Chair that a resolution, vote or motion has been 
carried or defeated and an entry to that effect in the minutes shall be 
admissible in evidence as prima facie proof of the, fact without proof of 
the number or proportion of the votes recorded in favour of, or against 
such resolution, vote or motion. 

11.4 Quorum 

A quorum for any meeting of the Board shall be a majority of the Directors, provided that a 
majority of the Directors present are voting Directors.  The Chair shall be included in the 
determination of a quorum. 

11.5 Rules of Order 

Any questions of procedure at or for any meetings of the CorporationHospital, of the Board, of 
the Professional Staff, or of any committee, which have not been provided for in this By-Law or 
by the Act or by the Public Hospitals Act or Regulations thereunder, or the Professional Staff 
Rules and Regulations, shall be determined by the Chair in accordance with the rules of 
procedure adopted by resolution of the Board. 

11.6 Rules 

The Board may, from time to time, make such Rules as it may deem necessary or desirable for 
the better management, operation, and maintenance of the CorporationHospital, provided 
however that any such rule shall conform with the provisions of this By-Law. 

ARTICLE 12 - COMMITTEES OF THE BOARD 

12.1 Establishment of Committees 

(a) At the first meeting of the Board following the annual meeting of the 
CorporationHospital, the Board shall establish the following standing committees: 

(i) Executive Committee; 

(ii) Audit  Committee; 

(iii) Governance and Nominating Committee; 

(iv) Quality Committee; and 

(v) Resource and Planning Committee; 

(vi) Medical Advisory Committee; 

(vii) Research Ethics Board; and 

(v)(viii) Fiscal Advisory Committee; 

(b) The Board may appoint such other committees as it sees fit from time to time; 
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(c) The composition and terms of reference for the standing and other committees 
shall be set out in a Board policy or, in the case of the Medical Advisory 
Committee, in the Hospital By-LawsLaw;. 

(d) Subject to the provisions of the By-LawsLaw, the Chair shall appoint the Chairs 
of the Ccommittees of the Board and appoint the members of the Ccommittees of 
the Board; 

(e) The Board may appoint additional members who are not Directors to any 
committee of the Board except the Executive Committee and those persons shall 
be entitled to vote, but the number of non-Directors shall not exceed the number 
of Directors on a committee of the Board; 

(f) Except for the Executive Committee, the Board shall encourage and promote the 
appointment of members who are not Directors to the standing and special 
committees of the Board.  The Board shall ensure that committees reflect the 
community the CorporationHospital serves; 

(g) The membership formula for committees is designed on the basis of minimums 
and it is intended that the actual size of each committee should be determined by 
the need to ensure a breadth of perspectives; 

(h) Subject to applicable law, the Board may, by resolution, dissolve any committee 
at any time; 

(i) The Board Chair and President and Chief Executive Officer shall be ex-officio 
members of all committees; 

(j) Members of the Board shall chair all standing committees; 

(k) A majority of voting members of a committee shall constitute a quorum so long 
as at any meeting a majority of those in attendance shall be Directors. 

ARTICLE 13 - FINANCIAL 

13.1 Bonding-Fidelity Insurance 

(a) Directors, Oofficers and employees, as the Board may designate, shall secure 
from a guarantee company a bond of fidelity of an amount approved by the 
Board; 

(b) At the discretion of the Board, the requirements of paragraph (a) above may be 
met by an alternative form of employee fidelity insurance such as, but not limited 
to, a blanket position bond, a commercial blanket bond, or a comprehensive 
dishonesty, disappearance and destruction policy; 

(c) The CorporationHospital shall pay the expense of any fidelity bond or policy 
secured under paragraphs (a) or (b) above. 

13.2 Signing Officers 

The Board may be from time to time establish by policy, signing authority on behalf of the 
CorporationHospital and may direct, by resolution, the manner in which and the person or 
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persons by whom any particular instrument or class of instruments may or shall be signed.  Any 
Ssigning Oofficer may affix the corporate seal thereto. 

13.3 Banking and Borrowing 

(a) The Board shall by resolution, from time to time, designate the Bank in which the 
bonds or other securities of the CorporationHospital shall be placed for 
safekeeping. 

(b) The Ssigning Oofficers designated by the Board are authorized for and in the 
name of the Board: 

(i) to draw, accept, sign and make all or any bills of exchange, promissory 
notes, cheques, and orders for payment of money; 

(ii) to receive and deposit all CorporationHospital monies in the Bank above 
and give receipts for same; 

(iii) subject to the approval of the Board, to assign and transfer to the Bank all 
or any stocks, bonds, or other securities; 

(iv) from time to time, to borrow money from the Bank; 

(v) to transact with the said Bank any business which they may think fit; 

(vi) to negotiate with, deposit with, endorse or transfer to the Bank, but for the 
credit of the CorporationHospital only, all or any bills of exchange, 
promissory notes, cheques; or orders for the payment of money and other 
negotiable paper; 

(vii) from time to time, to arrange, settle, balance, and certify all books and 
accounts between the CorporationHospital and the Bank designated by 
the Board under paragraph 13.3(a) above; 

(viii) to receive all paid cheques and vouchers; and 

(ix) to sign the Bank’s form of settlement of balance and release. 

13.4 Seal 

The seal of the CorporationHospital shall be in the form impressed hereon. 

13.5 Investments 

(a) Subject to paragraphs (b) and (c) below, the Board shall not be limited to 
investments authorized by laws for trustees provided their investments are 
investments which are deemed reasonable and prudent under the 
circumstances; 

(b) With respect to monies or property held in trust by the CorporationHospital, the 
Board may invest only in securities authorized by the Trustee Act (Ontario), 
unless the trust instrument indicates otherwise; 
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(c) Notwithstanding the provisions of paragraphs (a) or (b) above, the Board may, in 
its discretion retain investments which are given to the CorporationHospital in 
specie. 

13.6 Endowment Benefits 

(a) No benefit given in trust to or for the use of the CorporationHospital for 
endowment purposes shall be hypothecated, transferred or assigned to obtain 
credit or to receive funds except as allowed by Section 13.5(a) above; 

(b) The Secretary shall keep copies of all testamentary documents and trust 
instruments by which benefits are given, bequeathed or devised to, or to the use 
of, the CorporationHospital; 

(c) The Secretary shall give notice to the Office of the Public Guardian and Trustee, 
in accordance with the terms of the Charities Accounting Act (Ontario), of the 
benefits referred to in paragraph (b) above which come into the control or 
possession of the CorporationHospital; 

(d) The CorporationHospital shall apply any trust funds of the CorporationHospital 
only to the designated purpose(s) for which such funds were intended.  Under no 
circumstances shall the CorporationHospital transfer any funds held in trust by 
the CorporationHospital to any other individual or entity, unless such transfer 
complies with all applicable law, including without limitation, the Charities 
Accounting Act (Ontario) and the Trustee Act (Ontario); 

(e) The Secretary shall at least semi-annually provide an accounting to the Board 
with respect to all funds held in trust by the CorporationHospital. 

13.7 Auditor 

(a) The CorporationHospital shall at its Annual Meeting appoint an Aauditor who 
shall not be a member of the Board or an Oofficer or employee of the 
CorporationHospital or a business partner or employee of any such person, and 
who is duly licensed under the provisions of the Public Accountancy Act 
(Ontario), to hold office until the next Annual Meeting of the CorporationHospital; 

(b) The Auditor shall have all the rights and Privileges as set out in the Act and shall 
perform the audit function as prescribed therein; 

(c) In addition to making the report at the Annual Meeting of the CorporationHospital, 
the Auditor shall from time to time report through the Audit Committee to the 
Board on the audit work with any necessary recommendations. 

ARTICLE 14 - VOLUNTARY ASSOCIATIONS 

14.1 Authorization 

The Board may sponsor the formation of a voluntary association(s) as it deems advisable. 

14.2 Purpose 

Such associations shall be conducted with the advice of the Board for the general welfare and 
benefit of the CorporationHospital and the patients treated in the CorporationHospital. 
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14.3 Control 

Each such association shall elect its own oOfficers and formulate its own By-LawsLaw, but at all 
times the By-LawsLaw, objects and activities of each such association shall be subject to review 
and approval by the Board. 

14.4 Auditor 

(a) Each unincorporated voluntary association shall have its financial affairs 
reviewed for the purposes of assuring reasonable internal control. 

(b) The Aauditor for the CorporationHospital shall be the Aauditor for the voluntary 
association(s) under this section. 

ARTICLE 15 - PROFESSIONAL STAFF 

15.1 The Professional Staff Part of thesethe By-Laws 

These By-Laws: 

(a) governs the appointment, organization, duties and responsibilities of the medical 
staff, dental staff, midwifery staff and registered nurses in the extended class all 
members of the Professional Staff, where not employed by the Hospital; 

(b) recognizes that the Medical Advisory Committee is responsible to the Board of 
Directors for monitoring the safety and the quality of care provided by the 
Professional Staff practising in the Hospital and is hereby organized in conformity 
with theis By-Law hereinafter stated; 

(c) defines the roles, responsibilities, accountabilities and authority of the 
Professional Staff to the Management and Board; 

(d) recognizes that members of the Active/Associate Professional Staff shall hold a 
Full-Time or such other Teaching appointment with the Northern Ontario School 
of Medicine and as such Members of the Professional Staff holding Full-Time or 
Adjunct Teaching appointments with the Medical School, shall be jointly 
appointed by the Medical School and the Hospital in accordance with the terms 
and conditions of the Affiliation Agreement between the parties; 

(e) outlines how the requirements of the Public Hospitals Act and its regulations are 
put into force. 

15.2 Purposes of the Professional Staff Portion of the By-LawsLaw 

The purposes of the Professional Staff Part of these By-Laws are: 

(a) to outline clearly and succinctly the purposes and functions of the Professional 
Staff; 

(b) to identify specific organizational units (departments, services, committees, 
programs, etc.) necessary to allocate the work of carrying out those functions; 
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(c) to designate a process for the selection of officials of the Professional Staff, 
including the Chief of Staff, Chiefs of Departments and Medical Programs or 
Service Directors; 

(d) to assign clear roles, responsibility, define authority, and describe the manner of 
accountability to the Board of all officials, organizational units and each member 
of the Professional Staff for patient care and safety, and for professional and 
ethical conduct; 

(e) to maintain and support the rights and privileges of the Professional Staff as 
provided herein; 

(f) to provide clear direction to the Professional Staff that it must provide medical 
care to all patients within the Hospital, emphasizing evidenced based, patient 
and family centred care, interprofessional, academic and clinical team care; 

(g) to define a Pprofessional Sstaff Oorganization with roles, responsibility, authority 
and accountabilities so as to ensure that each Professional Staff member 
conducts themselves in a manner consistent with the requirements of law, the 
Public Hospitals Act and its regulations, these By-Laws and such rules and 
regulations and policies, or any amendments thereto, which become effective 
when approved by the Board. 

15.3 Purpose of the Professional Staff Organization 

The purposes of the Professional Staff Organization are: 

(a) to ensure input and advice with respect to the delivery of quality medical care to 
patients by the Professional Staff; 

(b) to ensure a process and infrastructural organization whereby the members of the 
Professional Staff shall participate through the receipt of information and through 
input in the Hospital’s planning, policy setting and decision making; and 

(c) to maintain and support the rights and privileges of the Professional Staff. 

15.4 Professional Staff Resource Plan 

(a) The Executive Vice President, Medical and Academic Affairs, Chiefs and Medical  
Program or Service Directors will recommend to the Board for approval, on an 
annual basis, a Professional Staff Resource Plan for each department, service or 
program of the Professional Staff, as recommended by the Chief of the clinical 
department and Medical Program or Service Directors with the advice of the 
Administration of the Hospital and appropriate Regional Partners, where relevant 
and subject to available resources. This plan will be consistent with the strategic 
directions of the Hospital as established by the Board, and the Public Hospitals 
Act, Section 44(2) regarding cessation of services; 

(b) A component of the Professional Staff Resource Plan shall be a recruitment plan, 
which shall include an impact analysis. 
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15.5 Appointment 

(a) The Board shall appoint annually a Professional Staff for the 
CorporationHospital; 

(b) The Board shall establish from time to time criteria for appointment to the 
Professional Staff along with the form of application and reapplication after 
considering the advice of the Medical Advisory Committee. An application for 
appointment to the Professional Staff shall be processed in accordance with the 
Northwest Regional Appointment and Credentialing Policy and Procedure; 

(c) In making an appointment or reappointment to the Professional Staff, the Board 
shall consider the recommendation of the Medical Advisory Committee, the 
CorporationHospital's Professional Staff Resource Plan, the strategic directions 
of the Hhospital, available human, physical and financial resources and whether 
there is a need for the services in the community; 

(d) The Board shall grant privileges to members of the Professional Staff upon the 
recommendation of the Medical Advisory Committee; 

(e) In addition to any other provisions of the By-LawsLaw, the Board may refuse to 
appoint any applicant to the Professional Staff on any of the following grounds: 

(i) if applicable, the applicant is not eligible for or was not granted an 
academic appointment; 

(ii) the appointment is not consistent with the need for service, as determined 
by the Board from time to time; 

(iii) the Professional Staff Human Resources Plan of the CorporationHospital 
and/or Department does not demonstrate sufficient resources to 
accommodate the applicant; and/or 

(iv) the appointment is not consistent with the strategic plan of the 
CorporationHospital or the academic plan of the Department, service or 
program. 

(f) Where the Board of the Hospital determines that the Hospital shall cease to 
provide a service or  the Minister directs the Hospital to cease to provide a 
service, the Board of Directors may: 

(i) refuse the application of a member for appointment or reappointment to 
the  Professional Staff; 

(ii) revoke the appointment of any member; and 

(iii) cancel or substantially alter the privileges of any member as long as such 
determination relates to the termination of the service. 

15.6 Appointment to the Professional Staff   

The Board shall appoint each member of the Professional Staff to the Hospital for up to a one 
year period, but such appointment shall continue beyond one year where the member has 
submitted an application for reappointment during the appointed year, except for Term Staff and 
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Senior Staff who may be appointed for shorter specific time intervals without eligibility for 
reappointment. 

15.7 Mid-Term Action Regarding Revocation, /Suspension, /Restriction of Privileges 

In circumstances where there are concerns about the conduct, performance or competence of a 
member of the Professional Staff, the Board may, at any time, in a manner consistent with the 
Public Hospitals Act and in accordance with the regulations thereunder, these By-laws, the 
Rules and Regulations of the Professional Staff, and policies of the Hospital, revoke or suspend 
any appointment of a member of the Professional Staff or revoke, suspend or restrict or 
otherwise deal with the Privileges of the member as follows: 

(a) Immediate Action In Emergency Situations:  s - In circumstances where, in the 
opinion of the Chief of Staff or delegate or the Chief of the relevant Cclinical 
Department, the conduct, performance or competence of a member of the 
Professional Staff exposes or is reasonably likely to expose Patient(s), Staff or 
Learners  to physical or emotional harm or injury and immediate action must be 
taken to protect the Patient(s) or Staff, and no less restrictive measure can be 
taken, the Chief of the Department or Chief of Staff or delegate will take action. 
This may require immediate and temporary suspension of the Privileges of the 
member of the Professional Staff by the Chief of Staff or delegate or Chief of the 
relevant Cclinical Department with immediate notice to the President & Chief 
Executive Officer, the Executive Vice President, Medical and Academic Affairs 
and the President of the Professional Staff, pending the consideration of the 
suspension by the Medical Advisory Committee and the Board in keeping with 
the procedures outlined in Schedule A of these By-Laws, respecting Mid-Term 
Action in an Emergency Situation. 

(b) Non-Immediate Mid-Term Action:   - In circumstances where, in the opinion of the 
Chief of the relevant cClinical Department or the Chief of Staff, the conduct, 
performance or competence of a member of the Professional Staff: 

(i) fails to comply with the criteria for annual reappointment; 

(ii) exposes or is reasonably likely to expose pPatient(s)s, sStaff or lLearners 
to harm or injury; 

(iii) is reasonably likely to be, detrimental to pPatients, sStaff or lLearners 
safety or to the delivery of quality Patient care within the Hospital; 

(iv) results in the imposition of sanctions by the individual’s professional 
college; 

(v) has violated the By-LawsLaw, Rules and Regulations of the Professional 
Staff, policies of the Hospital, the Public Hospitals Act, the regulations 
made thereunder, or any other relevant law or legislated requirement; 

(vi) constitutes abuse; or 

(vii) is, or is reasonably likely to be, detrimental to the operations of the 
Hospital;  

(viii) falls under the Hospital’s guidelines for disruptive behaviour; and 
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where immediate action is not required to be taken, action may be initiated in keeping with the 
procedures in Schedule A of these By-laws, respecting Non-Immediate Mid-Term Action. 

15.8 Reappointment 

(a) Each year, the Board shall require each member of the Professional Staff, save 
and except a member appointed to the Term Staff, to make a written application, 
on the prescribed form to the President and Chief Executive Officer, for 
reappointment to the Professional Staff; 

(b) An application for reappointment to the Professional Staff shall be processed in 
accordance with the Northwest Regional Appointment and Credentialing Policy 
and Procedure; 

(c) The Chief(s) of Department(s) shall review and submit a written report to the 
Credentials Committee concerning each application for reappointment within the 
Ddepartment. Each report shall include information concerning the knowledge 
and skill which has been shown by the Professional Staff member, the nature 
and quality of his/her work in the Hospital, including comments on the utilization 
of Hospital resources and the Professional Staff member’s ability to function in 
conjunction with the other members of the Hospital staff and whether the 
member has maintained their academic appointment and responsibilities. 

15.9 Refusal to Reappoint 

Pursuant to the Public Hospitals Act, the Board may refuse to reappoint a member of the 
Professional Staff. 

15.10 Revocation or Suspension of Appointment to the Professional Staff 

Pursuant to the Public Hospitals Act, the Board may, at any time, revoke or suspend any 
appointment of a member of the Professional Staff.  Where the Board revokes or suspends the 
appointment of a member of the Professional Staff at a time other than the annual 
reappointment to the Professional Staff, the Board will follow the procedure for Mid-Term Action 
respecting physicians’ privileges, as identified in Schedule A, herein, which Schedule forms a 
part hereof. 

The Board may revoke or suspend the appointment or privileges of a member of the 
Professional Staff where: 

(a) The member fails to provide the agreed upon services in accordance with the 
Public Hospitals Act, the Hospital’s By-LawsLaw, Rules and Regulations, Policies 
and Eethical gGuidelines;. 

(b) The member fails to maintain an academic appointment where such academic 
appointment is a condition of the applicant’s Hospital appointment. 

15.11 Application for Change of Privileges 

(a) Any change of privileges requested by a member of the Professional Staff shall 
be processed in accordance with the Northwest Regional Appointment and 
Credentialing Policy and Procedure; 
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(b) The Medical Advisory Committee is entitled to request any additional information 
or evidence that it deems necessary for consideration of the application for 
change in privileges. 

ARTICLE 16 - CATEGORIES OF PROFESSIONAL STAFF 

16.1 Professional Staff 

The Professional Staff shall be divided into the following categories: 

(a) Active; 

(b) Associate; 

(c) Supportive; 

(d) Temporary; 

(e) Resident Staff; 

(f) Clinical Fellow Staff; 

(g) Term Staff; 

(h) Clinician Scientist; 

(i) Senior Staff; 

(j) Regional Staff. 

16.2 Active Staff 

(a) The Active Professional Staff shall consist of those members who have been 
appointed by the Board, following a period of Associate Professional Staff 
membership as provided for in this By-Law; 

(b) All Active Professional Staff are responsible for assuring that professional care is 
provided to their patients in the Hospital; 

(c) All Active Professional Staff must have admitting privileges unless otherwise 
specified in their appointment to the Professional Staff, or as directed within the 
service provision of individual Departments (Laboratory, Diagnostic Imaging, 
Emergency Department); 

(d) Each member of the Active Professional Staff shall: 

(i) Attend and act as Most Responsible Physician for patients admitted to 
Hospital by the member, and undertake necessary treatment and 
operative procedures only in accordance with the kind and degree of 
privileges granted by the Board and be subject to the rules and 
regulations of the Department to which he is assigned; 

(ii) undertake such duties in respect of those patients classed as emergency 
cases as may be specified by the Chief of Staff, or by the Chief of the 
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Department or their delegates to which the active staff member has been 
assigned; 

(iii) participate in an on-call duty roster as directed by the Chief of Staff or 
Chief of Department, unless otherwise exempted by the Professional 
Staff Rules and Regulations; 

(iv) act as a supervisor of a member of the Professional Staff as and when 
requested by the Chief of Staff or the Chief of Department; 

(v) be eligible to vote at Professional Staff meetings and to hold office; and 

(vi) attend no less than fifty percent (50%) of the regularly scheduled 
meetings of the Professional Staff and seventy percent (70%) of the 
meetings of the Department of which he/she is a member, annually. 

(e) Be subject to a peer review process as directed by the Chief of Staff, the Medical 
Advisory Committee and/or the Chief of the Department. A Ddentist in the Active 
Staff category, who is not an oOral and Mmaxillofacial sSurgeon, may be granted 
admitting privileges in association with a Pphysician who is a member of the 
Professional Staff with active privileges. 

16.3 Associate Staff 

(a) The Associate Staff shall consist of Pphysicians, Ddentists, or Mmidwives newly 
appointed to the Professional Staff by the Board. This shall be for a period of 
twelve (12) months; 

(b) Each Associate Professional Staff member must have admitting privileges unless 
otherwise specified in the appointment, or as directed within the service provision 
of individual Ddepartments (Laboratory, Dentistry, Diagnostic Imaging, 
Emergency Department); 

(c) An Associate Professional Staff member shall work for a probationary period 
under the supervision of an Active Professional Staff member named by the 
Chief of Staff or the Chief of Department to which the Associate Professional 
Staff member has been assigned; 

(d) After six (6) months, the member of the  Associate Staff member shall be 
reviewed by the Department Chief who shall submit a written report to the 
Credentials Committee. Each report shall include information concerning the 
knowledge and skill which has been shown by the Associate Staff member, the 
nature and quality of his/her work in the Hospital, including comments on the 
utilization of Hospital resources and the Associate Staff member’s ability to 
function in conjunction with the other members of the Hospital staff; 

(e)(d) At the end of a twelve (12) months Associate staff appointment, the Department 
Chief may recommend a change of status to the Active Staff category. As part of 
the change of status process, the member of tthe Associate Staff member shall 
be reviewed by the Department Chief who shall submit a written report to the 
Credentials Committee. Each report shall include information concerning the 
knowledge and skill which has been shown by the Associate Staff member, the 
nature and quality of his/her work in the Hospital, including comments on the 
utilization of Hospital resources, the Associate Staff member’s ability to function 
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in conjunction with the other members of the Hospital staff, and a statement 
indicating the category of Staff appointment for which the Pphysician, Ddentist or 
Mmidwife is being recommended; 

(f)(e) Any such change of appointment status  of appointment to the Active Staff will be 
in effect only for the period of time remaining in the current appointment year and 
may be carried out without requirement of a written application for reappointment 
by the Pphysician. Thereafter, the Pphysician will complete written application for 
all further reappointments at the regularly scheduled times; 

(g)(f) If the report and recommendation made as part of the change of status process 
are not favourable to the Associate Staff member, the Chief of the Department, 
the Chief of Staff, the Executive Vice President, Medical and Academic Affairs, or 
the Medical Advisory Committee may recommend an extension of Associate 
Staff status not to exceed twelve (12) months or a denial of continued 
appointment; 

(h)(g) If the extension exceeds six (6) months, a formal review of the Associate Staff 
member with the Chief of the Department, the Chief of Staff and the member will 
be notified and placed on “probationary Associate Staff” status for the next six (6) 
months.  If performance is not satisfactory after this, the Chief of the Department, 
the Chief of Staff and the Executive Vice President, Medical and Academic 
Affairs will not recommend reappointment to Active Staff.  The Chief of Staff will 
provide written explanation to the Credentials Committee and to the Medical 
Advisory Committee, as per 16.3 (k); 

(i)(h) Should the extended period of the Associate Staff status be in effect beyond the 
date of the next annual reappointment time, the appointment as Associate Staff 
status shall be deemed to continue until completion of the extended period or 
unless revoked by the Board as per Section 16.3(f)16.3(g); 

(j)(i) Each report and recommendation as in subsection 16.3(d)16.3(e) shall be 
reviewed by the Credentials Committee of the Medical Advisory Committee; 

(k)(j) At any time, an unfavourable report may cause the Medical Advisory Committee 
to make a recommendation that the appointment of the Aassociate Sstaff 
member be terminated; 

(l)(k) The Chief of the Department, upon the request of an Associate Professional Staff 
member or a supervisor, may assign the Associate  Professional Staff member to 
a different supervisor for a further probationary period after review by the Chief of 
Staff and/or the Executive Vice President, Medical and Academic Affairs; 

(m)(l) An Associate Professional Staff member must: 

(i) attend patients, and undertake treatment and operative procedures under 
supervision only in accordance with the kind and degree of privileges 
granted by the Board; 

(ii) be subject to the Professional Staff By-lawsLaw, rules and regulations of 
the Department to which he is assigned, and Hospital policies; 

(iii) undertake such duties in respect of those patients classed as emergency 
cases as may be specified by the Chief of Staff, or by the Chief of the 
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Department to which the Associateactive Sstaff member has been 
assigned; 

(iv) participate in an equitable manner in the on-call rota of the Department 
unless otherwise exempted by the Professional Staff Rules and 
Regulations; 

(v) be entitled to vote at Professional Staff meetings; 

(vi) be eligible to be elected a Professional Staff Officer, and appointed to a 
committee of the Professional Staff; and 

(vii) attend no less than fifty percent (50%) of the regularly scheduled 
meetings of the Professional Staff and seventy percent (70%) of the 
meetings of the Department of which he is a member. 

16.4 Supportive Staff 

(a) The Supportive Staff shall consist of those members of the Professional Staff 
who are granted privileges by the Board to provide support to patients and/or 
members of patients’ families and may not necessarily be required to hold a full-
time or such other teaching appointment with the Northern Ontario School of 
Medicine; 

(b) Supportive Staff: 

(i) may provide patients and their families with information; 

(ii) shall be eligible for annual reappointment as provided in these By-
Lawlaws; 

(iii) may review and receive the patient record and progress notes as well as 
out-patient records of their patients; 

(iv) shall be eligible to attend Department, Service and Professional Staff 
Organization meetings; and 

(v) may utilize Ambulatory and Diagnostic Services if available, to support 
and advise on same, and after consideration and recommendations from 
the Credentials Committee. 

(c) Supportive Staff shall not: 

(i) have admitting privileges or provide direct patient care; 

(ii) input information into the patient record and progress notes nor make or 
record any orders; 

(iii) be eligible to hold an elected or appointed office or serve on committees 
of the Medical Advisory Committee; and 

(iv) be eligible to vote or be bound by attendance requirements of 
Department, Service or Professional Staff Organization meetings. 



- 36 - 

 
June 201765 

 

16.5 Temporary Staff 

(a) Temporary staff shall be an appointment to the Professional Staff of the Hospital 
made only for one of the following reasons: 

(i) to meet a specific singular requirement by providing a consultation and/or 
operative procedure; or 

(ii) to meet an urgent unexpected need for a Professional service. 

(b) Notwithstanding any other provision of this By-Law, the President and Chief 
Executive Officer, after consultation with and upon the advice of the Chief of Staff 
or his/her delegate, may: 

(i) grant temporary Privileges to a Physician,  Dentist, Midwife, or Extended 
Class Nurse who is not a member of the Professional Staff provided that 
such Privileges shall not extend beyond the date of the next meeting of 
the Medical Advisory Committee at which time the action taken shall be 
reported; 

(ii) on the recommendation of the Medical Advisory Committee at its next 
meeting, continue the temporary Privileges until the next meeting of the 
Board; and 

(iii) remove temporary Privileges at any time prior to any action by the Board. 

(c) Temporary Staff shall not be eligible to: 

(i) vote at Professional Staff meetings; 

(ii) hold office; and 

(iii) sit on a committee requiring Professional Staff. 

16.6 Resident Staff 

(a) Resident Staff privileges shall be granted to graduates in medicine who are 
registered in accredited university postgraduate programs, and as defined in the 
Thunder Bay Regional Health Sciences Centre – Northern Ontario School of 
Medicine Affiliation Agreement. 

(b) Resident Staff: 

(i) may attend and write orders for patients in the Hospital under the 
supervision and counsel of a member of the Active Staff; 

(ii) may attend Professional Staff Organization meetings; and 

(iii) shall perform such other duties as specified by the Department, Program 
or Service to which the Resident Staff member is assigned. 

(c) Resident Staff shall not: 

(i) be eligible to hold an elected or appointed office or serve on committees 
of the Medical Advisory Committee; 



- 37 - 

 
June 201765 

 

(ii) be eligible to vote or be bound by attendance requirements of 
Department, Program or Service and Professional Staff Organization 
meetings; and 

(iii) have admitting privileges. 

16.7 Clinical Fellow Staff 

(a) Clinical Fellow Staff appointed by the Board shall include the graduates in 
mMedicine, appropriately qualified with an educational or independent licence 
issued by the College of Physician and Surgeons of Ontario (the College) and 
registered by the Post-Graduate Education Office, Northern Ontario School of 
Medicine, or by another accredited University; 

(b) Clinical Fellow Staff who are part of the International Medical Graduates Program 
must undergo a Pre-Entry Assessment Program (PEAP) as outlined in the 
CollegeCPSO certificate. 

(c) Clinical Fellow Staff: 

(i) may attend upon patients and write orders under the supervision of a 
designated member of the  Active Sstaff member; 

(ii) shall perform such other duties as specified by the designated member of 
the  Active Staff member to which the Clinical Fellow Staff member is 
assigned; and 

(iii) may attend Professional Staff Organization meetings. 

(d) Clinical Fellow Staff shall not: 

(i) be eligible to hold an elected or appointed office or serve on committees 
of the Medical Advisory Committee; 

(ii) be eligible to vote or be bound by attendance requirements of 
Ddepartment, Sservice and Professional Staff Organization meetings; 
and 

(iii) have admitting privileges. 

16.8 Clinician Scientist 

(a) Clinician Scientists are those staff members appointed by the Board, and who 
have an independent license,  and who assist in the service of the Department 
and are required to do specific duties as designated by the particular Department 
involved. The specific role, and  privileges and scope of permissible activities of 
aeach Clinician Scientist shall be specifically identified and defined by the 
Medical Program or Service Director or Chief of Department and, where 
appropriate, the Chair of the appropriate dDepartment of the Faculty of Health 
Sciences; 
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(b) Clinician Scientists shall: 
 

i. be eligible to attend Department or Sservice meetings and meetings of the 
Professional Staff organization; and 

ii. be required to work under the supervision of a member of the Active Staff. 

(c). Clinician Scientists shall not: 
 

i. be eligible to hold an elected or appointed office or serve on committees ofby 
the Medical Advisory Committee; 

ii. be eligible to vote or be bound by attendance requirements of Ddepartment, 
Sservices and Professional Sstaff organization meetings; and 

iii. have admitting privileges. 

16.9 Term Staff   

(a) Term staff  will consist of applicants who have been granted admitting and/or 
procedural privileges as approved by the Board having given consideration to the 
recommendation of the Chief of Department and the Medical Advisory 
Committee in order to meet a specific clinical need for a defined period of time 
not to exceed one (1) year.  The specific clinical need(s) shall be identified by the 
Medical Advisory Committee and approved by the President and Chief Executive 
Officer of the Hospital. Appointments shall be for a period not to exceed one (1) 
year and such appointment does not imply or provide for any continuing 
Pprofessional Sstaff appointment or right of renewal. Applicants to the Term Staff 
category may not necessarily be required to hold a full-time or such other 
teaching appointment with the Northern Ontario School of Medicine; 

(b) Term staff: 

(i) are required to work under the supervision of an Active Sstaff member 
delegated designated by the Chief of Department; 

(ii) are required to undergo a probationary period of six (6) months as 
appropriate and as determined by the Chief of Department; 

(iii) shall, if replacing another member of the Professional Staff, attend that 
Professional Staff member’s patient; 

(iv) shall undertake such duties in respect of those patients classed as 
emergency cases, inpatients and of out-patient department clinics as may 
be specified by the Chief of Department due to the number that the 
Professional Staff is assigned; 

(v) shall, unless otherwise specified in the grant of privileges by the Board, 
have admitting privileges and attend patients admitted to Hospital by the 
member, and undertake necessary treatment and operative procedures; 

(vi) Privileges may be granted for specific purposes, and not be based solely 
on level of training or expertise. 
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(c) Term staff will not, subject to determination by the Board in each individual case: 

(i) be eligible for re-appointment; 

(ii) attend or vote at meetings of the Professional Staff or be an Oofficer of 
the Professional Staff or committee chair; and 

(iii) be bound by the expectations for attendance at Professional Staff, 
Ddepartmental and Sservice meetings. 

16.10 Senior Staff 

(a) The Senior Staff category has been created by the Board to allow the Hospital to, 
as required by its Pprofessional Hhuman Rresource Pplan, approve privileges 
beyond the Active S staff seventy (70) years of age or greater, provided that: 

(i) the applicant’s service is required; 

(ii) they remain clinically competent; and 

(i)(iii) , and they are not otherwise represented in the Department. 

(b) The Board’s responsibility to ensure a succession plan for members of its 
Professional Staff, may require that from time to time and upon the 
recommendation of the Medical Advisory Committee, that a sSenior Sstaff 
member’s privileges may be reduced, revoked or not renewed in favour of 
granting privileges to a new or existing Associate staff or Active Sstaff member; 

(c) Senior Staff: 

(i) will consist of those members of the Active Sstaff previously appointed 
from time to time by the Board, who are seventy (70) years of age or 
greater and maintain clinical and/or academic activities within the 
corporationHospital and may not necessarily be required to hold a full-
time or such other teaching appointment with the Northern Ontario School 
of Medicine; 

(ii) may be subject to an enhanced performance review at the discretion of 
the Chief of Department and/or the Chief of Staff and approved by the 
Medical Advisory Committee with the express objective of ensuring the 
ongoing competency of the Senior sStaff members; 

(iii) will be granted privileges as approved by the Board having given 
consideration to the recommendation of the Chief of Department and the 
Medical Advisory Committee in consultation with the appropriate Medical 
Program or Service Director; 

(iv) will be granted in-patient and/or out-patient admitting privileges, unless 
otherwise specified in their appointment to the Professional Staff; 

(v) will be eligible to apply for annual reappointment; 
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(vi) will be eligible to attend and vote at meetings of the Professional Staff 
organization and to be an Oofficer of the Professional Staff Organization 
or committee chair; 

(vii) will be bound by the expectations for attendance at Professional Staff 
Organization, Ddepartment and Sservice meetings. 

16.11 Regional Staff 

(a) The Regional Staff category shall consist of those members of the Professional 
Staff who are granted privileges by the Board to order or requisition outpatient 
diagnostics only. It is intended that a Regional Staff appointment shall facilitate 
the ordering of diagnostic tests for patient’s care closer to their home or to allow 
for testing at another site where not otherwise available; 

(b) Regional Staff: 

(i) shall be eligible for annual reappointment provided they are credentialed 
at a primary organization; 

(ii) may review and receive the out-patient records specific to the diagnostics 
ordered for their patients. 

(c) Regional Staff shall not: 

(i) have admitting privileges or provide direct patient care; 

(ii) input information into the patient record and progress notes nor make or 
record any orders; 

(iii) be eligible to hold an elected or appointed office or serve on committees 
of the Medical Advisory Committee; and 

(iv) be eligible to vote or be bound by attendance requirements of 
Department, Service or Professional Staff Organization meetings. 

 

16.12 Rules of the Professional Staff 

Members of the Professional Staff in their treatment and attendance upon patients within the 
Hospital shall be under the jurisdiction of the Chief of Staff or the Chief of the Department 
concerned and through him/her to the Medical Advisory Committee.  They shall be required to 
conform with all general and departmental staff rules. 

ARTICLE 17 - PROFESSIONAL STAFF DUTIES 

17.1 Duties, General 

(a) Each member of the Professional Staff is accountable to and shall recognize the 
authority of the Board through and with their Chief of Department and/or Medical 
Program or Service Director, the Chief of Staff, the Executive Vice President, 
Medical and Academic Affairs, and the President and Chief Executive Officer of 
the Hospital; 
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(b) Each member of the Professional Staff shall: 

(i) attend and treat patients within the limits of the privileges granted by the 
Board, unless the privileges are otherwise restricted; 

(ii) ensure a high professional standard of care is provided to patients under 
their care that is consistent with sound health care resource utilization 
practices, utilizing principles of evidence based best practice; 

(iii) prepare and complete patient records in accordance with the Hospital’s 
Policies as may be established from time to time, applicable legislation 
and accepted industry health sector standards; 

(iv) participateing in quality, safety and riskerror management initiatives by 
conducting all necessary and appropriate activities for assessing  and 
improving the effectiveness and efficiency of care provided in the Hospital 
as directed by Pprogram, Sservice, Ddepartment, or academically 
directed standards; 

(v) assist to fulfill the Mmission of the Hospital through contributing to the 
strategic planning, community needs assessment, resource utilization 
management,  quality management activities, quality improvement plans, 
and safety monitoring policies; 

(vi) notify the President and Chief Executive Officer of the Hospital and/or the 
Chief of Staff of any change in the license to practice medicine made by 
Certificate of Registration in respective professional colleges; 

(vii) abide by the Policies and Procedures of the Hospital, and the Rules and 
Regulations of the Professional Staff, this By-Law, the Public Hospitals 
Act and the Regulations thereunder and all other legislated requirements 
and at all times maintain a professional and respectful workplace 
environment; 

(viii) abide by the terms of any confidentiality agreement required to be signed 
by members of the Professional Staff with respect to the medical 
information systems; 

(ix) serve, if requested by the Medical Advisory Committee, on sSub-
cCommittees of the Medical Advisory Committee; 

(x) give such instruction as is required for the education and evaluation of 
other members of the Professional Staff, Hospital staff and Learners; 

(xi) provide and maintain undergraduate and postgraduate medical education 
and health professional education where required in accordance with the 
Mmission of the Hospital; 

(xii) provide, maintain and participate in medical, clinical health services and 
outcome research where required; 

(xiii) contribute to scholarly activities within the parameters of a mutual 
agreement as determined within the department in which the Professional 
Staff member is appointed; 
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(xii)(xiv) facilitate patients’ relatives or other appropriate persons to authorize the 
direction of appropriate tissues and organs for transplantation; 

(xiii)(xv) perform such other duties as may be prescribed from time to time by, or 
under the authority of the Board, the Medical Advisory Committee, the 
Chief of Staff, the  Chief of Department, the President and Chief 
Executive Officer, and the Executive Vice President, Medical and 
Academic Affairs. 

(c) Every member of the Professional Staff shall co-operate with: 

(i) the Chief of Staff and the Medical Advisory Committee; 

(ii) the Chief of the Department to which the pPhysician has been assigned 
and/or the Medical Program or Service Director of specific Sservices or 
pPrograms; 

(iii) the Executive Vice President, Medical and Academic Affairs; 

(iv) the President and Chief Executive Officer; and  

(v) all other members of the interprofessionalmulti-disciplinary health team. 

(d) Every member of the Professional Staff shall communicate immediately to the 
appropriate Department Chief or the Chief of Staff any situation where he 
believes a member of the Professional Staff is: 

(i) attempting to exceed his/her privileges; 

(ii) temporarily unable to perform his/her professional duties with respect to a 
patient in the Hospital; 

(iii) demonstrating unprofessional conduct as defined by the professional 
College; 

ARTICLE 18 - CHIEF OF STAFF 

18.1 Chief of Staff   

(a) The Board shall appoint a Physician who is a member or shall apply to become a 
member of the Aactive staff or Aassociate Sstaff, memberf to be the Chief of 
Staff after giving consideration to the recommendation of the Selection 
Committee. 

(b) Subject to annual confirmation by the Board, an appointment made under 
subsection 18.1 (a) shall be for a term of three (3) years but the Chief of Staff 
shall hold office until a successor is appointed; 

(c) The Chief of Staff shall be subject to an annual performance review by the Board 
of the Hospital with respect to issues related to quality and safety, performance 
review, competency, and credentialing, and shall be subject to an annual 
performance review by the President and Chief Executive Officer of the Hospital 
with respect to any managerial leadership responsibilities arising out of the Chief 
of Staff’s role as a member of the Ssenior Leadershipmanagement Tteam. 
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(d) The membership of the Selection Committee to act in the selection of the Chief of 
Staff at the Hospital may be as follows: 

(i) the Chair or delegate of the Board of the Hospital; 

(ii) three (3) members of the Medical Advisory Committee, one of whom must 
be the Ppresident or Vice President of the Professional Staff Association 
or one (1) member at large; 

(iii) the President and Chief Executive Officer, or his or her delegate; 

(iv) the Chief Nursing Executive, or his or her delegate; 

(v) such other members as may from time to time be selected by the Board; 

(vi) the Executive Vice President, Medical and Academic Affairs; and 

(vii) the Academic Lead (Northern Ontario School of Medicine Dean or 
delegate). 

18.2 Duties of the Chief of Staff 

The Chief of Staff shall have the following duties to the Board and the Medical Advisory 
Committee as well as administrative duties; 

(a) Duties to the Board and Medical Advisory Committee 

The Chief of Staff shall be accountableresponsible to the Board of the Hospital 
through the Chair for the Professional Staff organization of the Hospital. The 
Chief of Staff shall:  

(i) be responsible for establishing and monitoring the comprehensive 
credentialing process  and disciplining processes for the Professional 
Staff; 

(ii) ensure that the process regarding credentialing of Professional staff is fair 
and executed in a timely manner; 

(iii) be responsible for the disciplinary action or mediation of the Professional 
Staff in conjunction with the Department Chiefs and/or the Executive Vice 
President, Medical and Academic Affairs when appropriate; 

(iv) be responsible for ensuring compliance with the provisions of the Public 
Hospitals Act, its Rregulations and By-lawsLaw of the Hospital with 
respect to Professional Staff; 

(v) be responsible to the Board for the supervision and quality of all the 
Professional Staff diagnosis, care and treatment given to patients within 
the Hospital according to the policies established by the Board.  This will 
include quality improvement plans and patient safety monitoring; 

(vi) through, and with the Department Chiefs, advise the Medical Advisory 
Committee and the Board of the Hospital, and the President and Chief 
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Executive Officer of the Hospital with respect to the quality of medical 
diagnosis, care and treatment provided to the patients of the Hospital; 

(vii) be the Chief of Staff, and in such capacity, ensure that the Medical 
Advisory Committee fulfills its responsibility as defined in the Public 
Hospitals Act, and these By-Lawlaws; 

(viii) be a member of, or delegate appropriate members to sit on all 
committees that report to the Medical Advisory Committee; 

(ix) be a non-voting member of the Executive Committee of the Board as per 
the Excellent Care for All Act; 

(x) be a non-voting member of the Quality Committee of the Board; 

(xi) be a non-voting member of any committees of the Board as deemed 
reasonable and necessary; 

(xii) assign, or delegate the assignment of, a member of the Professional Staff 
to supervise the practice of medicine, dentistry, midwifery, extended class 
nursing or other professional activities of any other member of the 
Professional Staff for any period of time; 

(xiii) supervise and evaluate Chiefs of Department with respect to expected 
role.  Under extraordinary conditions, the Chief of Staff may suspend the 
Chief of Department from the role of Chief of Department and, pending 
review, appoint an acting Chief of Department; and 

(xiv) investigate, report and disclose critical incidents pursuant to the Hospital 
Management Regulation under the Public Hospitals Act  and the 
Excellent Care for All Act; and 

(xv) work with the Executive Vice President, Medical and Academic Affairs on 
peer review process as mandated by academic standards through the 
Canadian Council of Academic Hospitals ofin Ontario (CAHO). 

18.3 Appointment of the Deputy Chief of Staff 

The Board, in consultation with the Chief of Staff, may appoint a Pphysician with Active Staff 
privileges to be the Deputy Chief of Staff upon the recommendation of the Chief of Staff and 
after giving consideration to seek the advice of the Medical Advisory Committee. The Deputy 
Chief of Staff, if appointed, shall act in the place of the Chief of Staff if the Chief of Staff is 
absent or unable to act, and shall perform such duties as assigned from time to time by the 
Chief of Staff.  

ARTICLE 19 - PROFESSIONAL STAFF DEPARTMENTS, PROGRAMS AND SERVICES 

19.1 Departments  

(a) The Professional Staff shall be divided into departments which shall include: 

(i) Anaesthesia; 

(ii) Dentistry; 
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(iii) Diagnostic Imaging; 

(iv) Emergency; 

(v) Family Medicine; 

(vi) Internal Medicine; 

(vii) Laboratory and /Pathology Medicine; 

(viii) Obstetrics and /Gynecology; 

(ix) Oncology; 

(x) Pediatrics; 

(xi) Psychiatry; 

(xii) Surgery;  

(xiii) Critical Care; 

(xiv) Midwifery. 

(b) Whenever a separate Ddepartment is established, Pprofessional Sstaff and 
patients related to such a Ddepartment shall come under the jurisdiction of that 
department; 

(c) The Board, after consultation and advisement from the Medical Advisory 
Committee, may at any time establish or disband Departments, Programs or 
Services of the Professional Staff. 

19.2 Organization of Departments 

(a) Each Ddepartment shall be organized as a division of the Professional Staff as a 
whole with a Chief of Department departmental chief  who shall be responsible to 
the Medical Advisory Committee on issues of quality and safety.  All other issues 
would be reporting responsibilities to the Executive Vice President, Medical and 
Academic Affairs. 

(b) The Professional Staff of each Ddepartment shall hold at least eight 8 regularly 
scheduled departmental meetings yearly in accordance with these By-Laws;. 

(c)(b) The Cclinical Ddepartments of the Hospital shall ensure adequate coverage of 
the Emergency Department and the Hospital as per Hospital standards; 

(d)(c) Any Professional Staff  with Active or Associate Staff privileges in the Cclinical 
Ddepartment has a duty to take call in such a manner as is established within the 
cClinical Ddepartment concerned, in keeping with his/her privileges, or as 
recommended by governing professional institutions and academic guidelines; 

(e)(d) Any Department, Program or Service shall function in accordance with the 
Professional Rules and Regulations. 
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19.3 Division of Professional StaffMajor Departments 

When a ny group of Pprofessional Sstaff with a common interest indicate that its patients would 
be better served if they organized into a separate Department, Program or Service, and they are 
prepared to assume the responsibilities of operating as a separate Department Program or 
Service, they may make representation through their present Chief of  the Department, Chief of 
Staff, Executive Vice President, Medical and Academic Affairs, the Medical Advisory Committee 
and the President and Chief Executive Officer for the establishment of a separate Department, 
Program or Service.  After due consideration and recommendation by the Chief of the 
Department, Chief of Staff, Executive Vice President, Medical and Academic Affairs, the 
Medical Advisory Committee and the President and Chief Executive Officer, the application, 
together with their recommendations shall be submitted to the Board for a decision. 

19.4 Programs, Departments and Services within Professional Staff Departments 

a) When warranted by the professional resources of a Department, and after 
consultation with the Chief of the Department, the Chief of Staff and the 
Executive Vice President, Medical and Academic Affairs, the Board, on the 
advice of the Medical Advisory Committee, may divide a Department into 
Program or Services; 

b) Reporting to the appropriate Executive Vice President Patient Care on 
administrative  for Program or Service issues and to the Chief of Department and  
Chief of Staff on quality and safety concerns. 

c) Participation in the Medical Advisory Committee by a Medical Program or Service 
Director(s) will be by invitation at the request of the Chief of the Department, the 
Chief of Staff or the Executive Vice President, Medical and Academic Affairs. 

 

19.5 Changing a Department  

If after a regular dDepartmental survey, or at any time when requested by a Department, it 
becomes evident that a Department  is considered too small to remain effectively autonomous, 
or is unable to acquire a Chief with the interest and capabilities of assuming the responsibilities 
of such a position, they departmental members may make representation through their present 
Chief of the Department, to the Chief of Staff, the Medical Advisory Committee and the 
President and Chief Executive Officer, that mayand recommend to the Board that such 
Department shall become temporarily or permanently a part of, or a division of the appropriate 
largermajor Department. 

19.6 Departmental Meetings 

(a) The essential purpose of staff and departmental meetings is to improve patient 
care by actions arising out of discussion of matters of scientific, educational, or 
clinical or research interests; 

(b) Each department shall meet at least eight (8) regularly scheduled departmental 
meetings yearly. 

(c)(b) Minutes shall be kept of each departmental meeting and shall be forwarded to 
the Medical Advisory Committee;l 
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(d)(c) Attendance will be recorded for all meetings; 

(e)(d) Mortality and Morbidity Rounds shall be conducted quarterly. 

19.7 Appointment of Chief of the Department 

(a) Appointments: 

The Board shall appoint a Chief of the Department for each of the Departments 
as set out in subsection 19.1(a). The Board may appoint a Chief of the 
Department as follows: 

(i) a member of the Active or Associate Staff from that Department, after 
consideration to the recommendations of a Selection Committee who 
shall seek the advice of the Medical Advisory Committee; 

(ii) the membership of the Selection Committee to act in the selection of a 
Chief(s)  of the Department at the Hospital in respect of those 
departments set out in subsection 19.1(a) may include: 

(A) the Chief of Staff; 

(B) the Executive Vice President, Medical and Academic Affairs or 
his/her delegate; 

(C) a Pphysician member of that Department Program or Service; 

(D) a member of the Medical Advisory Committee as appointed by the 
Chief of Staff;  

(E) the Chief Nursing Executive of the Hospital where appropriate. 

 (b) The appointment of Chief of Department may be for a term of three (3) years, but 
the Chief of each Department shall hold office until his or her successor is     
appointed;   

(c) The Board may at any time revoke or suspend the appointment of a Chief of 
Department upon recommendation of the Chief of Staff. 

19.8 Duties of the Chief of the Department 

(a) The Chief of the Department shall: 

(i) be a member of the Medical Advisory Committee and shall attend a 
minimum of seventy per cent (70%) of meetings; 

(ii) through and with the Chief of Staff, fulfill the obligations set forth in the 
Public Hospitals Act and in particular Section 31 thereof; 

(iii) advise the Medical Advisory Committee through and with the Chief of 
Staff with respect to the quality of medical, and where appropriate dental 
and midwifery, diagnosticis, care and treatment provided to the patients 
and outpatients of the Ddepartment; 
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(iv) advise the Chief of Staff and/or delegate, who will then advise the 
President and Chief Executive Officer and the Chair of the Board of 
Directors of the Hospital of any patient who is not receiving appropriate 
treatment and care; 

(v) supervise the professional care provided by members of  the 
Ddepartment; 

(vi) under emergency conditions, and in consultation with the Chief of Staff or 
delegate and the Executive Vice President, Medical and Academic 
Affairs, restrict or suspend temporarily, any orand all privileges of any 
members of his staff until such time as an emergency meeting of the 
Medical Advisory Committee and/or its Executive can be arranged in 
accordance with these By-Laws; 

(vii) report to the Medical Advisory Committee and to the Ddepartment on 
activities of the Ddepartment including utilization of resources and quality 
and safety management; 

(viii) make recommendations to the Medical Advisory Committee and the 
Executive Vice President, Medical and Academic Affairs regarding 
Pprofessional Sstaff Hhuman Rresource needs of the Ddepartment in 
accordance with the Hospital’s strategic plan following consultation with 
Professional Staff of the Ddepartment, the Chief of Staff and, where 
appropriate, Medical Program or Service Directors; 

(ix) participate in the development of the Ddepartment’s mission, objectives 
and strategic plan; 

(x) in collaboration with the Vice President Research, and the Executive Vice 
President, Medical and Academic Affairs, be accountable for the 
promotion of research within the department; 

(xi) from a quality perspective, review and endorse all research being 
conducted within the department and provide recommendations to the 
Vice President, Research; 

(xii) be responsible for providing to the Executive Vice President, Medical and 
Academic Affairs and the Medical Advisory Committee, for its review and 
approval, a report outlining the departmental clinical and academic 
responsibilities of the Credentialed Professional Staff as part of the 
annual work plan as required; 

(x)(xiii) participate in Ddepartment resource allocation decisions  

(xi)(xiv) review or cause to be reviewed the privileges granted to members of the 
Ddepartment for the purpose of making recommendations for changes in 
the kind and degree of such privileges; 

(xii)(xv) review and submit written recommendations regarding the performance of 
members of the Ddepartment to the Credentials Committee as part of the 
reappointment process; 
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(xiii)(xvi) participate in the orientation of new members of the Medical, Dental and 
Midwifery Staff appointed to the Ddepartment; 

(xiv)(xvii) hold at least eight (8) regularly scheduled monthly departmental meetings 
in each year, including quarterly Mortality and Morbidity Rounds and 
report to the Medical Advisory Committee as per hospital policy; 

(xv)(xviii) ensure minutes of each departmental meeting including attendance and 
Quality Management reports are kept and made available to the Medical 
Advisory Committee through the Chief of Staff; 

(xvi)(xix) delegate appropriate responsibility to the Medical Program or Service 
Directors within the department; 

(xvii)(xx) ensure there exists a process for the selection of representatives from the 
Department to those committees of the Medical Advisory Committee 
which name within their composition a member of that Department; 

(xxi) notify the Chief of Staff and the Executive Vice President, Medical and 
Academic Affairs of the Chief of the Department’s absence, and 
designate an alternate from within the Ddepartment; designate an 
alternate from within the department when the Chief of Department is 
absent but providing coverage by phone/email and situations arise where 
physical attendance is required; and when absent from Medical Advisory 
Committee meetings, appoint a delegate from within the Department to 
attend in Chief’s absence; 

(xviii)(xxii) ensures timely completion of patient safety reports and responses to 
patient and family concerns. 

(b) A Chief of the Department wishing to resign from his or her appointment shall 
submit his or her resignation in writing to the Chief of Staff, and forward to the 
Chair of the Board of the Hospital; however, the resignation shall not be effective 
until sixty days (60) have passed since tendering resignation, and a replacement 
has been appointed. 

ARTICLE 20 – MEDICAL ADVISORY COMMITTEE 

20.1 Medical Advisory Committee 

(a) Composition: 

(i) the Chief of Staff who shall be Chair; 

(ii) the President, Vice President, and Secretary/Treasurer of the 
Professional Staff; 

(iii) all Chiefs of the Departments; 

(b) The following shall have the right of attendance without vote: 

(i) the President and Chief Executive Officer of the Hospital; 

(ii) the Executive Vice President, Medical and Academic Affairs; 
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(iii) the Vice Presidents who are senior employees reporting to the President 
and Chief Executive Officer, responsible for patient care and clinical 
areas; 

(iv) the Chief Nursing Executive; 

(v) Medical Program or Service Directors and other resource people may be 
invited to attend at the discretion of the Chair; 

(v)(vi) One (1) Patient Family Advisor. 

(c) The term of the Patient Family Advisor is two (2) years, renewable for a 
maximum of three (3) consecutive terms or a total of six (6) years. 

(c)(d) In the absence of the Chair, the Deputy Chief of Staff shall serve as Chair; if no 
Deputy Chief of Staff is appointed, the members of the Medical Advisory 
Committee shall elect from amongst themselves a member to serve as Chair. 

20.2 Duties of the Medical Advisory Committee  

The Medical Advisory Committee is responsible for the following activities: credentials, 
recommendation with respect to the Professional Staff part of these By-Laws, quality of 
education programs, quality of medical care and safety, ethics, discipline and conflict resolution. 
The Medical Advisory Committee shall establish Sub-Committees as directed by the Public 
Hospitals Act.  Membership and duties of the Sub-Committees of the Medical Advisory 
Committee shall be set out in the Professional Staff Rules and Regulations. 

The Medical Advisory Committee shall: 

(a) report and make recommendations to the Board in writing on matters concerning 
the quality of professional care and the practice of Professional Staff or other 
professions licensed under the Regulated Health Professions Act, 1991 (Ontario) 
in the Hospital, in relation to the professionally recognized standards of Hospital 
professional care, including quality assurance, peer review, and critical  incidents 
investigation; 

(b) report and make recommendations to the Board concerning such matters as 
prescribed by the Public Hospitals Act and by the Hospital Management 
Regulations thereunder, including matters involving competence, conduct or 
physical or mental ability or capacity of a member of the Professional Staff; 

(c) through the Chief of Department provide supervision over the practice of 
medicine, dentistry, midwifery, and extended class nursing in the Hospital when 
participating in Hospital Departments, Programs or Services; 

(d) appoint such sSub-cCommittees as are required for the supervision, review and 
analysis of all the clinical work in the Hospital; 

(e) name the Chair of each of the Sub-Committees it appoints and ensure that each 
meets and functions as required, and is keeping mMinutes of its meetings; 

(f) receive, consider and act upon the rReport from each of its appointed 
cCommittees; 
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(g) inform the Professional Staff at each regular meeting of the Professional Staff of 
any business transacted by the Medical Advisory Committee and refer to the 
Professional Staff such items as, in the opinion of the Medical Advisory 
Committee, require discussion and approval of the Professional Staff as a whole; 

(h) advise and co-operate with the Board and the President and Chief Executive 
Officer in all matters relating to the professional, clinical, academic, scientific and 
technical services; 

(i) recommend to the Board clinical and general rules respecting the Professional 
Staff as may be necessary under the circumstances; and 

(j) advise the Board on any matters referred to it by the Board; 

(k) provide adviceadvise to  the Board on criteria for admission and discharge of 
patients; and 

(l) adviseprovide advice to the Board on recommendations resulting from quality 
improvementassurance and risk management activitiesissues; 

ARTICLE 21 – SUB-COMMITTEES OF THE MEDICAL ADVISORY COMMITTEE 

21.1 Medical Advisory Sub-Committees 

The Medical Advisory CommitteeBoard will put in place standing and special sub-committees as 
may be necessary from time to time to comply with their duties under the Public Hospitals Act or 
the By-LawsLaw of the Hospital or as they deem appropriate from time to time.  The duties of 
these Ssub-cCommittees are outlined in the Professional Staff Rules. The Board Medical 
Advisory Committee shall appoint the following standing sSub-cCommittees following the 
annual meeting: 

(a) Credentials Committee; 

(b) Pharmacy and Therapeutics Committee; 

(c) Medical Quality Assurance Improvement Committee;  

(d) Medical Education Committee; and 

(e) Laboratory Quality Utilization Committee. 

21.2 Sub-Committees Established by the Medical Advisory Committee 

(a) The Medical Advisory Committee may establish other sSub-cCommittees as 
required to fulfill its duties; 

(b) Each sSub-cCommittee appointed by the Medical Advisory Committee shall work 
within a mandate described by the Medical Advisory Committee; 

(c) The Medical Advisory Committee shall establish and revise the terms of 
reference for any Medical Advisory Committee sSub-cCommittee formed under 
section 19.2(a)19.2(a)19.2(a), which terms of reference shall be set forth in the 
Professional Staff Rules and Regulations.  The Medical Advisory Committee 
shall present the revised terms of reference to the Board for approval; 
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(d) The Medical Advisory Committee may, at any meeting, appoint any sSpecial 
sSub-cCommittee, prescribe its terms of reference and name the Chair and Vice-
Chair. 

(e) The Medical Advisory Committee may, by resolution, at any time, dissolve and 
reconstitute the membership of any special sSub-cCommittee; 

(f) Unless otherwise directed by the Medical Advisory Committee, each cSub-
cCommittee of the Medical Advisory Committee shall meet as specified in its 
terms of reference and report to the Medical Advisory Committee; 

(g) The Chair of each sSub-cCommittee of the Medical Advisory Committee will be 
appointed by the Chief of StaffMedical Advisory Committee on an annual basis. 

21.3 Appointment to Medical Advisory Committee Sub-Committees 

Pursuant to the Hospital Management Regulation, the Medical Advisory Committee shall 
appoint the medical Physician members of all Medical Advisory Committee sSub-cCommittees 
provided for in this By-Llaw. Other members of Medical Advisory Committee sSub-cCommittees 
shall be recommended by the Medical Advisory Committee to the President and Chief Executive 
Officer and the Board.  The Chief of Staff or delegate shall be an ex-officio member of all 
Medical Advisory CommitteeProfessional Staff sSub-cCommittees, without vote. 

21.4 Medical Advisory Committee Sub-Committees Duties 

In addition to the specific duties of each Medical Advisory Committee sSub-cCommittee as set 
out in this By-Law and the Professional Staff Rules, all Medical Advisory Committee sSub-
cCommittees shall: 

(a) meet as directed by the Medical Advisory Committee; 

(b) present a written report including any recommendations of each meeting to the 
next meeting of the Medical Advisory Committee; 

(c) perform such other duties, not specified in this By-Llaw, as may from time to time 
be directed by the Medical Advisory Committee; 

(d) review their terms of reference every three (3) years, or more frequently if 
necessitated by changing needs.  Reviewed terms of reference will be submitted, 
with modifications if any, to the Medical Advisory Committee. 

21.5 Medical Advisory Committee Sub-Committees Chairs 

(a) The Medical Advisory Committee shall appoint a Pphysician as the Chair of each 
Medical Advisory Committee sSub-cCommittee where possible.  Physicians 
named as Sub-Committee Chairs must be members of the Active or Associate 
Professional Staff; 

(b) The Chair shall hold office for one year and may be reappointed annually by the 
Medical Advisory Committee. 

21.6 Duties of the Chair of the Sub-Committees of the Medical Advisory Committee 

Each Chair of a Sub-Committee of the Medical Advisory Committee shall: 
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(a) chair the Ssub-cCommittee meetings; 

(b) call meetings of the sSub-cCommittee; 

(c) be a voting member of the sSub-cCommittee which they chair;, 

(d) report to the Medical Advisory Committee through the sSub-cCommittee minutes; 

(e) at the request of the Medical Advisory Committee, be present to discuss all or 
part of any report of the Sub-Committee; and 

(f) request meetings with the Medical Advisory Committee when appropriate. 

21.7 Other Sub-Committee Duties 

(a) The duties of all other Professional Staff or Medical Advisory Committee sSub-
cCommittees shall be as specified in the Rules and Regulations; 

(b) Terms of Reference for all other Medical Advisory Committee sSub-cCommittees 
shall be developed by the sSub-cCommittee and approved by the Medical 
Advisory Committee. 

21.8 Credentials Committee 

(a) Composition: 

(i) The Credentials Committee shall consist of: 

(A) the Chief of Staff; 

(B) the Chief Nursing Executive of the Hospital; 

(C) such other Pprofessional Sstaff members as appointed by the 
Medical Advisory Committee. 

(b) Credentials Committee Duties: 

(i) the Committee shall ensure that a record of the qualifications and 
professional career of every member of the Professional Staff is 
maintained; 

(ii) the Committee shall establish the authenticity and investigate the 
qualifications of each applicant for appointment and reappointment to the 
medical, dental, midwifery and registered nurse extended class staff 
where not hospital employees, and each applicant for a change in 
privileges. 

(iii) the Committee shall: 

(A) ensure that each applicant for appointment to the Pprofessional 
Sstaff meets the criteria as set out in the Northwest Regional 
Appointment and Credentialing Policy and Procedure; 
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(B) ensure that each applicant for a change in privileges continues to 
meet the criteria for reappointment set out in the Northwest 
Regional Appointment and Credentialing Policy and Procedure; 

(iv) the Committee shall consider reports of the feedback from all 
stakeholders involved in the site visits and the standardized recruiting 
process; 

(v) the Committee shall consult with the appropriate Chief of the Department; 

(vi) the Committee shall submit a written report to the Medical Advisory 
Committee at or before its next regular meeting.  The report shall include 
the kind and extent of privileges requested by the applicant, and, if 
necessary, a request that the application be deferred for further 
investigation; 

(vii) the Committee shall perform any other duties prescribed by the Medical 
Advisory Committee. 

ARTICLE 22 - MEETINGS – PROFESSIONAL STAFF ORGANIZATION 

22.1 Annual Meeting 

(a) An Annual Mmeeting of the Professional Staff shall be held at a date, time and 
place to be agreed upon and approved by the President of the Professional Staff; 

(b) A written notice of each Aannual Mmeeting shall be posted by the 
Secretary/Treasurer of the Professional Staff at least fourteen days (14) days 
before the meeting. 

22.2 Quarterly Professional Staff Meetings 

The meetings of the Professional Staff shall be held at least four (4) times in each fiscal year of 
the Hospital, one (1) of which shall be the Aannual Mmeeting. 

22.3 Notice of Regular Meetings 

(a) Regular meetings of the Professional Staff shall be held at a date, time and place 
to be agreed upon and approved by the President of the Professional Staff; 

(b) A written notice of each regular meeting shall be posted by the 
Secretary/Treasurer of the Professional Staff at least fourteen (14) days before 
the meeting. 

22.4 Special Meetings 

(a) In cases of emergency, the President of the Professional Staff may call a special 
meeting; 

(b) Special meetings shall be called by the President of the Professional Staff on the 
written request of any ten (10) members of the Active or Associate Staff 
members; 
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(c) Notice of such special meetings shall be as required for a regular meeting, 
except in cases of emergency, and shall state the nature of the business for 
which the special meeting is called; 

(d) The usual time required for giving notice of any special meeting shall be waived 
in cases of emergency, subject to ratification of this action by the majority of 
those members present and voting at the special meeting, as the first item of 
business at the meeting. 

22.5 Attendance at Meetings 

(a) The Secretary/Treasurer of the Professional Staff shall: 

(i) be responsible for the making of a record of the attendance at each 
meeting of the Professional Staff; 

(ii) receive the record of attendance for each meeting of each Ddepartment 
of the Professional Staff; and 

(iii) make such records available to the Medical Advisory Committee. 

(b) Each member of the Aactive and Aassociate Professional Staff groups shall 
attend no less than fifty percent (50%) of the regular Professional Staff meetings 
and seventy per cent (70%)  of the meetings of the Department of which he/she 
is a member. Attendance will be recorded by the Professional Staff 
Secretary/Treasurer, for consideration at peer review and reappointment. 

22.6 Quorum 

(a) Thirty-five (35) Active and Associate Professional Staff members, of which fifty 
per cent (50%) must be Medical Staff, shall constitute a quorum at any general or 
special meeting of the Professional Staff; 

(b) In any case where a quorum of the Professional Staff has not arrived at the place 
named for the meeting within thirty (30) minutes after the time named for the start 
of the meeting, those members of the Professional Staff who have presented 
themselves shall be given credit for attendance at the meeting for the purpose of 
satisfying the attendance requirement of thisese By-Laws. 

22.7 Voting 

(a) There shall be only one (1) vote cast by any one such member on any question 
and the same shall be so cast by the member personally present; 

(b) Unless as otherwise expressed by thisese By-Laws, every question shall be 
decided by a majority vote; 

(c) If there is an equality of votes, the Cchair shall rule that the motion has been 
defeated; 

(d) Unless a poll is demanded by ten percent (10%) of the members who can vote 
and who are present at any meeting, a declaration by the presiding officer thereat 
that a resolution is carried, or is not carried, by a particular majority shall be 
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conclusive; 
 

(e) If a poll be demanded as aforesaid, it shall be taken in such a manner as the 
presiding officer in such meeting directs; 
 

(f) Voting at all elections shall be by secret ballots; 

(g) No member of the Professional Staff shall vote by proxy. 

22.8 Order of Business 

The order of business at any meeting of the Professional Staff shall be as defined in the 
Professional Staff Rules and Regulations of the Professional Staff. 

22.9 Election Procedure 

(a) A Nominating Committee shall be appointed by the Professional Staff (at each 
aAnnual Mmeeting) and shall consist of three (3)  Professional Staff members of 
the Active or Associate Staff of the Professional Staff appointed at the Hospital. 

(b) The Nominating Committee shall undertake its selection activities further to the 
following criteria: 

(i) an officer should have knowledge and understanding of the needs and 
operations of the Hhospitals; and 

(ii) a member nominated as President, or Vice President shall be a physician 
and member of the Active or Associate Staff, who shall have an 
understanding of their responsibility to act in good faith and in the best 
interest of the Hospital to avoid or declare situations of actual or 
perceived conflict of interest; and  

(iii) a member nominated as Secretary/Treasurer may be an Active or 
Associate member of the Professional Staff 

(c) At least thirty (30) days before the Aannual Mmeeting of the Professional Staff, 
the Nominating Committee shall post a list of the names of nominated officers of 
the Professional Staff which are to be filled by election in accordance with this 
By-Lawese bylaws and the regulations under the Public Hospitals Act. 

(d) Further nominations may be made, in writing, where signed by two (2) members 
of the Professional Staff entitled to vote, to the Secretary/Treasurer of the  
Professional Staff within fourteen (14) days of the posting referred to at 
subsection 22.9(c)  above and the nominee shall have signified in writing on the 
nomination his or her acceptance of it. Such nominations shall be posted or 
circulated in the same manner as above. 

ARTICLE 23 -  PROFESSIONAL STAFF ELECTED OFFICERS 

23.1 Elected Officers 

The elected Oofficers of the Professional Staff shall be President, Vice President, Secretary/ 
Treasurer.  These officers shall be elected at the Aannual Mmeeting of the Professional Staff.  It 
is the intent of these By-Laws that these officers hold office for one (1) year.  Their term of office 
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in each position shall not exceed two (2) years but they shall remain in office until their 
successors are elected. 

23.2 Eligibility for Office 

Only members of the Active or Associate Staff may be elected or appointed to any position or 
office. 

23.3 Duties of the President of the Professional Staff 

The President of the Professional Staff shall: 

(a) preside at all meetings of the Professional Staff; 

(b) call special meetings of the Professional Staff; 

(c) be a voting member of the Medical Advisory Committee and its Executive; 

(d) be a member of the Board without vote and as a Director, fulfill fiduciary duties to 
the Hospital; 

(e) be a member of such other committees as may be deemed appropriate by the 
Board or through advisement and recommendation of the Medical Advisory 
Committee; 

(f) report to the Medical Advisory Committee and the Board on any issues raised by 
the Professional Staff; 

(g) be accountable to the Professional Staff and advocate fair process in the 
treatment of individual members of the Professional Staff; 

(h) ensure that the Board is informed when a majority vote of the Professional Staff 
at any properly constituted meeting of the Professional Staff is opposed to a rule 
or rule change proposed by the Medical Advisory Committee; 

(i) report to the Professional Staff at its regular meetings on all corporate issues, 
rules, new processes regarding quality and other issues from the Medical 
Advisory Committee which may affect a Professional Staff’s practice;  

(j) conduct the elections of  Professional Staff Oofficers; and 

(k) represent the  Professional Staff on various task forces or at functions as may be 
requested from time to time. 

23.4 Duties of the Vice President of the Professional Staff 

The Vice President of the Professional Staff shall: 

(a) act in the place of the President of the Professional Staff, perform the President’s 
duties and possess the President’s powers, in the absence or disability of the 
President; 

(b) perform such duties as the President of the Professional Staff may delegate; and 

(c) attend the Medical Advisory Committee meetings.  
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23.5 Duties of the Secretary/Treasurer of the Professional Staff 

The Secretary/Treasurer of the Professional Staff shall: 

(a) attend the Medical Advisory Committee meetings ; 

(b) attend to the correspondence of the Professional Staff; 

(c) give notice of Professional Staff meetings by posting a written notice thereof: 

(i) in the case of a regular or special meeting of the Professional Staff, at 
least five (5) days before the meeting; 

(ii) in the case of an Aannual Mmeeting of the Professional Staff, at least ten 
(10) days before the meeting. 

(d) ensure that minutes are kept of all Professional Staff meetings; 

(e) ensure that a record of the attendance at each meeting of the Professional Staff 
is made; 

(f) receive the record of attendance for each meeting of each Department of the 
Professional Staff, and provide copies to the Chief of Staff and the Executive 
Vice President,  of Medical and Academic Affairs; 

(g) make the attendance records available to the Medical Advisory Committee; 

(h) act in the place of the Vice President of the Professional Staff performing the 
Vice President’s duties and possessing the Vice President’s powers in the 
absence or disability of the Vice President;. 

(i) disburse Professional Staff funds at the direction of the Professional Staff as 
determined by a majority vote of the Professional Staff. 

ARTICLE 24 - AMENDMENTS TO BY-LAW 

24.1 Amendments to By-Law 

(a) The Board may pass or amend the By-Law of the CorporationHospital from time 
to time; 

(b)    Where it is intended to pass or amend the By-Law at a meeting of the 
Board, written notice of such intention shall be sent by the Secretary to each 
Director at his/her address as shown on the records of the CorporationHospital 
by ordinary mail, email, or fax not less than ten (10) days before the meeting; 

(b) W 

(c) Where the notice of intention required by clause 24.1(b)(i)  above is not provided, 
any proposed By-Law or amendments to the By-Law may nevertheless be 
moved at the meeting and discussion and voting thereon adjourned to the next 
meeting, for which no notice of intention need be given; 

(d) Subject to paragraph 24.1(e) (d)  below, a By-Law or an amendment to a By-Law 
passed by the Board has full force and effect: 
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(i) from the time the motion was passed; or 

(ii) from such future time as may be specified in the motion. 

(e) A By-Law or an amendment to a By-Law passed by the Board shall be presented 
for confirmation at the next annual meeting or to a special general meeting of the 
Members of the CorporationHospital called for that purpose. The notice of such 
Aannual Mmeeting or special general meeting shall refer to the By-Law or 
amendment to be presented. 

(e)(f) The Members at the Aannual Mmeeting or at a special general meeting may 
confirm the By-Law as presented or reject or amend them, and if rejected they 
thereupon cease to have effect and if amended, they take effect as amended. 

(f)(g) In any case of rejection, amendment, or refusal to approve the By-Law or part of 
the By-Law in force and effect in accordance with any part of this section, no act 
done or right acquired under any such By-Law is prejudicially affected by any 
such rejection, amendment or refusal to approveal. 

24.2 Amendments to Professional Staff Part of By-Law 

Prior to submitting the Professional Staff part of the By-Law to the process established in 
Section 25.1, the following procedures shall be followed: 

(a) a notice shall be sent to all voting members of the Professional Staff advising 
them of the proposed amendments to the Professional Staff part of the By-Law 
fourteen (14) days in advance of the matter being considered by the Board; 

(b) a copy of the proposed Professional Staff part of the By-Law or amendments 
thereto shall be posted in the Professional Staff rooms and shall be made 
available on request fourteen (14) days in advance of the matter being 
considered by the Board; 

(c) the Professional Staff shall be afforded an opportunity to comment on the 
proposed Professional Staff part of the By-Law or amendment thereto; and 

(d) the Medical Advisory Committee may make recommendations to the Board, 
concerning the proposed Professional Staff part of the By-Law or amendment 
thereto. 

ARTICLE 25 – PROFESSIONAL STAFF RULES AND REGULATIONS 

25.1 Rules and Regulations 

(a) The Board shall require that appropriate Professional Staff Rules and 
Regulations are formulated; 

(b) The Board may establish, modify or revoke one or more Professional Staff Rules 
and Regulations; 

(c) The Medical Advisory Committee may make recommendations to the Board for 
the establishment of one or more Professional Staff Rules and Regulations to be 
applicable to a group or category or to a specific Ddepartment of the Professional 
Staff or to all of the Professional Staff; 
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(d) The Medical Advisory Committee shall ensure that, prior to making any 
recommendation to the Board with respect to a Rule, the members of the Active 
Professional Staff, or a specific Ddepartment when appropriate, have an 
opportunity to comment on the proposed recommendation; 

(e) The President of the Professional Staff shall ensure that the Board is informed 
when a majority vote of the Professional Staff at any properly constituted meeting 
of the Professional Staff is opposed to a Rule or Rule change proposed by the 
Medical Advisory Committee. 
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SCHEDULE A 
PROCEDURES REGARDING REAPPOINTMENTS, REQUESTS FOR CHANGES IN  

PRIVILEGES AND MID-TERM ACTION 

1. PREAMBLE 

This schedule outlines the procedures to be followed in three (3) different circumstances.  
Section 2 deals with Appointment, Reappointment and Requests for Changes in 
Privileges. Section 3 outlines the procedure when there is an immediate need to 
suspend privileges mid-term in an emergency situation.  Section 4 is the procedure 
when mid-term action is required but not in an emergency situation. 

It should be noted that a member’s appointment and/or privileges shall continue 
throughout the review or investigation of circumstances relating to reappointment and 
until all appeals consistent with the Public Hospitals Act are completed. 

The procedure for recommendations from the Medical Advisory Committee in respect of 
original Applications for Appointment shall be as set out in these By-Laws and 
undertaken pursuant to the Public Hospitals Act. 

2. RECOMMENDATION, APPOINTMENT, REAPPOINTMENT AND REQUESTS FOR 
CHANGES IN PRIVILEGES 

Recommendation for Appointment, Reappointment and Changes in Privileges 

(a) The Credentials Committee shall forward to the Medical Advisory Committee a 
report in respect of an appointment, a reappointment or request for change in 
privileges consistent with the Committee’s terms of reference and such report 
shall be in writing and supported by references to the specific credentials, 
activities or conduct which may constitute the basis for the report; 

(b) The Medical Advisory Committee may initiate further investigation, establish an 
ad hoc committee to conduct further investigation, refer the matter back to the 
Credentials Committee with direction or to an external consultant, or act upon the 
report and make recommendation to the Board; 

(c) Where the Medical Advisory Committee makes recommendation to the Board, it 
should provide notice to the member in accordance with the Public Hospitals Act 
and these By-Laws; 

(d) Upon completion of its own investigation or upon receipt of the report of the body 
or consultant that conducted the investigation as the case may be, the Medical 
Advisory Committee shall make a recommendation to the Board in respect of the 
reappointment or privileges requested and provide notice to the member as set 
out at subsection 2(c) above; 

(e) Service of a notice to the applicant or member may be made personally or by 
rRegistered mMail addressed to the person to be served at their last known 
address and, where notices served by rRegistered mMail, it shall be deemed that 
the notice was served on the third day after the day of mailing unless the person 
to be served establishes that they did not, acting in good faith, through absence, 
accident, illness or other causes beyond their control, receive it until a later date. 
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(f) If additional time is needed for review or the investigative process, the Medical 
Advisory Committee may defer its recommendation providing it indicates in 
writing to the Board and the applicant or member that the recommendation 
cannot yet be made and gives reasons therefore, further to Section 37(5) of the 
Public Hospitals Act; 

(g) The Medical Advisory Committee may, in its sole discretion, in the course of its 
review or investigation or in determining its recommendation, decide that there 
shall be a Special Meeting of the Medical Advisory Committee where the 
member shall be entitled to attend such Special Meeting; 

(h) Where the Medical Advisory Committee considers a matter at a Special Meeting, 
the procedures set out below at Section 5 for Special Meetings of the Medical 
Advisory Committee are to be followed; 

(i) The Medical Advisory Committee, when providing notice to the applicant or 
member as provided for in subsection 2(c) and subsection 2(d), shall advise the 
applicant or member that he or /she is entitled to receive written reasons for the 
recommendation wherein a request therefore is received by the Ssecretary of the 
Medical Advisory Committee within seven (7) days from receipt by the applicant 
or member of the Medical Advisory Committee’s recommendation and further 
that the applicant or member is entitled to a hHearing before the Hospital’s Board 
if a written request is received by the Board and the Medical Advisory Committee 
within seven (7) days from the receipt by the applicant or member of the Medical 
Advisory Committee’s written reasons where requested; 

(j) Where the applicant or member does not request written reasons for the Medical 
Advisory Committee’s recommendation or where the applicant or member does 
not require a hHearing by the Board, the Board may implement the 
recommendation of the Medical Advisory Committee; 

(k) Where the applicant or member requires a hHearing by the Board, the Board will 
appoint a time and place for the hHearing and the procedures set out below at 
Section 6 for the Board hHearing” are to be followed. 

3. IMMEDIATE MID-TERM ACTION IN AN EMERGENCY SITUATION 

(a) The definition of mid-term action in an emergency situation is outlined in Article 
15.7(a) of these By-Laws. 

(b) If at any time it becomes apparent that a member’s conduct, performance or 
competence is such that it exposes, or is reasonably likely to expose patient(s), 
staff or others to harm or injury or is, or is reasonably likely to be detrimental to 
the safety of patient(s), staff or others or to the delivery of quality care, an 
immediate action must be taken to protect the patient(s), staff or others or to 
ensure the delivery of quality of care and the procedures set out herein relating to 
suspension or /revocation of privileges shall be followed; 

(c) In addition to the steps outlined in Article 15.7(a), the Chief of Department, or the 
Chief of Staff or the Executive Vice President, Medical and Academic Affairs will 
immediately notify the member, the Medical Advisory Committee, the President 
and Chief Executive Officer, the President of the Professional Staff and the Chair 
of the Board of their decision to suspend the member’s privileges; 
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(d) Arrangements will be made by the Chief of the Department or Chief of Staff for 
the assignment of a substitute to care for the patients of the suspended member; 

(e) Within 24 hours of suspension, the individual who suspended the member will 
provide the Medical Advisory Committee, the President and Chief Executive 
Officer and the President of the Professional Staff with written reasons for the 
suspension and copies of any relevant documents or records; 

(f) Upon receipt of the written reasons for suspension as described above, the 
Medical Advisory Committee will set a date for a Special Meeting of the Medical 
Advisory Committee to be held within five (5) days from the date of suspension to 
review the suspension and to make a recommendation to the Board; 

(g) The Special Meeting of the Medical Advisory Committee shall be conducted 
further to the procedures set out below at Section 5 for the Special Meeting of the 
Medical Advisory Committee; 

(h) The member may request and the Medical Advisory Committee may grant the 
postponement of the Special Meeting of the Medical Advisory Committee to a 
fixed date; 

(i) The Medical Advisory Committee, when providing notice to the applicant or 
member as provided for in subsection 2(c) and subsection 2(d), shall advise the 
applicant or member that he or /she is entitled to receive written reasons for the 
recommendation wherein a request therefore is received by the Ssecretary of the 
Medical Advisory Committee within seven (7) days from receipt by the applicant 
or member of the Medical Advisory Committee’s recommendation and further 
that the applicant or member is entitled to a hHearing before the Hospital’s Board 
if a written request is received by the Board and the Medical Advisory Committee 
within seven (7) days from the receipt by the applicant or member of the Medical 
Advisory Committee’s written reasons where requested; 

(j) Where the applicant or member does not request written reasons for the Medical 
Advisory Committee’s recommendation or where the applicant or member does 
not require a hHearing by the Board, the Board may implement the 
recommendation of the Medical Advisory Committee; 

(k) Where the applicant or member requires a hHearing by the Board, the Board will 
appoint a time and place for the hHearing and the procedures set out below at 
Section 6 for the Board Hearing are to be followed. 

4. NON-IMMEDIATE MID-TERM ACTION 

The definition of a non-immediate mid-term action is outlined in Article 15.7(b) of these 
By-Laws. Procedure for a non-immediate mid-term action shall include: 

(a) Information provided to the President and Chief Executive Officer or Chief of 
Staff by the Chief of Department which raises concerns about any of the matters 
in these By-Laws relating to non-immediate mid-term action, shall be in writing 
and will be directed to the President and Chief Executive Officer and/or the Chief 
of Staff; 

(b) Where either of the President and Chief Executive Officer, Chief of Staff, or Chief 
of Department receives information about the conduct, performance or 
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competence of a member, that person will provide a copy of the documentation 
to the other two; 

(c) Upon receipt of information above, an interview will be arranged by the Chief of 
Staff or Chief of Department with the member, at which time the member will be 
advised of the information about their conduct, performance or competence and 
will be given a reasonable opportunity to present relevant information on their 
behalf; 

(d) A written record will be maintained reflecting the substance of the 
aforementioned interview and copies will be sent to the member, the President 
and Chief Executive Officer, the Executive Vice President Medical and Academic 
Affairs, the Chief of Staff and the Chief of Department; 

(e) Where the member fails or declines to participate in an interview as set out 
above, after being given a reasonable opportunity to so participate, appropriate 
action may be undertaken further to the procedure as outlined in this section; 

(f) Following an interview as set out above, or where the member fails or declines to 
participate in an interview, the Chief of Staff, Chief of Department or President 
and Chief Executive Officer will determine whether further investigation of the 
matter is necessary; 

(g) If further investigation is to be undertaken, the investigation may be assigned to 
an individual or individuals(s)  within the Hospital, the Medical Advisory 
Committee, a body within the Hospital other than the Medical Advisory 
Committee or an external consultant; 

(h) Upon the completion of the investigation contemplated by subsection 4(g) above, 
the individual or individuals or body who conducted the investigation will forward 
a written report to the President and Chief Executive Officer, Chief of Staff and 
Chief of Department.  The member will be provided with a copy of the written 
report; 

(i) The Chief of Staff, Chief of Department and President and Chief Executive 
Officer, upon further review of the matter and any report received, will determine 
whether further action may be required; 

(j) Where it is determined that further action in respect of the matter may be 
required, the matter shall be referred to the Medical Advisory Committee along 
with a proposed recommendation with respect to mid-term action in writing and 
supported by references to specific activities or conduct along with any reports 
which constitute grounds for the proposed recommendation; 

(k) The Medical Advisory Committee, in advance of considering the proposed 
recommendation, may initiate further investigation itself, in respect of such 
matters and in such a manner as it in, its sole discretion, deems appropriate; 

(l) Upon completion of its own investigation or upon receipt of the proposed 
recommendation as set out above, the Medical Advisory Committee may 
determine that no further action need be taken in respect of the matter for lack of 
merit or determine to have a Special Meeting of the Medical Advisory Committee 
where the member is entitled to attend such Special Meeting; 
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(m) Where the Medical Advisory Committee considers the matter at a Special 
Meeting, then the procedures set out below at Section 5 for the Special Meeting 
of the Medical Advisory Committee isare to be followed; 

(n) The Medical Advisory Committee, following a Special Meeting of the Medical 
Advisory Committee, will provide the member with written notice of the Medical 
Advisory Committee’s recommendation and the written reasons for the 
recommendation and the member’s entitlement to a hHearing before the 
Hospital’s Board where a written request is received by the Board and the 
Medical Advisory Committee from the member within seven (7) days of the 
receipt by the member of the Medical Advisory Committee’s recommendation 
and written reasons; 

(o) Service of the notice of recommendation and written reasons to the member may 
be made personally or by rRegistered mMail addressed to the member at their 
last known address and, where notice is served by rRegistered mMail, it will be 
deemed that the notice was served on the third day after the day of mailing 
unless the member to be served establishes that they did not, acting in good 
faith, through absence, accident, illness or other causes beyond their control, 
receive it until a later date. 

(p) Where the applicant or member does not require a hHearing by the Board, the 
Board may implement the recommendation of the Medical Advisory Committee; 

(q) Where the member requires a hHearing by the Board, the Board will appoint a 
time and place for the hHearing, such Board hHearing to be undertaken pursuant 
to the procedures set out below at Section 6 for the Board Hearing. 

5. SPECIAL MEETINGS OF THE MEDICAL ADVISORY COMMITTEE 

In the event that a Special Meeting of the Medical Advisory Committee is required further 
to this schedule, such Special Meeting of the Medical Advisory Committee will be 
conducted pursuant to procedures as follows: 

(a) The Medical Advisory Committee will give the applicant or member written notice 
of the Special Meeting, such notice to include: 

(i) the time and place of the meeting; 

(ii) the purpose of the meeting; 

(iii) a statement that the applicant or member will be provided with a 
statement of the matter to be considered by the Medical Advisory 
Committee together with all relevant documentation; 

(iv) a statement that the applicant or member is entitled to attend the Medical 
Advisory Committee meeting and to participate fully in all matters under 
consideration by the Medical Advisory Committee; 

(v) a statement that the parties are entitled to bring legal counsel to the 
meeting and consult with legal counsel but that legal counsel shall not be 
entitled to participate in the meeting save and except in respect of making 
representation on behalf of the party; 
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(vi) a statement that, in the absence of the applicant or member, the meeting 
may proceed. 

(b) The Medical Advisory Committee will provide the applicant or member with a 
statement of the particulars of the matter to be considered by the Medical 
Advisory Committee, including any proposed recommendation, together with all 
documentation and records collected by the Medical Advisory Committee or 
Credentials Committee pursuant to the performance of their duties; 

(c) At the Special Meeting, a record of the proceedings will be kept in the mMinutes 
of the Medical Advisory Committee; 

(d) The applicant or member involved will be given a full opportunity to answer each 
issue as well as to present documents and witnesses if so desired; 

(e) Before deliberating on the matter or the recommendation to be made to the 
Board, the Chief of Staff will require the member involved and any other 
members present who are not Medical Advisory Committee members to retire for 
the duration of the discussion. The Medical Advisory Committee will not consider 
any matter, fact or documentation to which it did not give the member an 
opportunity to respond; 

(f) No member of the Medical Advisory Committee will participate in a decision of 
the Medical Advisory Committee at a Special Meeting of the Medical Advisory 
Committee unless such member was present throughout the Special Meeting, 
except with the consent of the parties and no decision of the Medical Advisory 
Committee will be given unless all members so present participate in the 
decision. Where the Medical Advisory Committee determines that the matter is 
without merit and as such no decision of the Medical Advisory Committee is 
necessary, such determination will be noted in the mMinutes of the Special 
Meeting of the Medical Advisory Committee meeting. 

6. BOARD HEARINGS 

In the event that a Board hHearing is required pursuant to this schedule, such Board 
hHearing will be conducted further to the following procedure:s. 

(a) The Board will name a place and time for the hHearing; 

(b) The Board hHearing will be held within thirty (30) days of the Board receiving the 
written recommendation and reasons for such recommendation from the Medical 
Advisory Committee unless such other time for the hHearing is agreed to as by 
the parties; 

(c) The Board will give written notice of the hHearing to the applicant or member and 
to the Chief of Staff at least seven (7) days before the hHearing date; 

(d) The notice of the Board hHearing will include: 

(i) the place and time of the hHearing; 

(ii) the purpose of the hHearing; 
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(iii) a statement that the applicant or member and Medical Advisory 
Committee will be afforded an opportunity to examine prior to the 
hHearing all written or other documentary evidence to be ruled upon at 
the hHearing and all reports which have been collected as part of the 
Credentials Committee and Medical Advisory Committee processes; 

(iv) a statement that the applicant or member may be represented by counsel 
or agent, call witnesses, cross-examine witnesses and tender documents 
in evidence and present arguments and submissions in support of his or 
hertheir case; 

(v) a statement that the time for the hHearing may be extended by the Board; 
and 

(vi) a statement that if the applicant or member does not attend the hHearing, 
the Board may proceed in the absence of the applicant or member and 
the applicant or member will not be entitled to any further notice in 
respect of the Hhearing. 

(e) The parties to the Board hHearing are the applicant or member, the Medical 
Advisory Committee and such other persons as the Board may specify; 

(f) As soon as possible, and at least five (5) business days prior to the hHearing, the 
parties will provide one another with copies of all written documentary material, 
along with the names, addresses and qualifications of all witnesses who will 
testify at the hHearing and a detailed summary of the evidence they will give, 
along with reports that have been collected by the Credentials Committee or 
Medical Advisory Committee as part of the investigation process whether or not 
these materials will be used in evidence. The intent is that there should be full 
disclosure as between the parties to the Board hHearing; 

(g) The findings of fact of the Board pursuant to a hHearing will be based exclusively 
on evidence admissible or matters that may be noted under the Statutory Powers 
Procedure Act.  A party at a Hhearing may: 

(i) be represented by counsel or agent; 

(ii) call and examine witnesses and present arguments and submissions; and 

(iii) conduct cross-examination of witnesses reasonably required for a full and 
fair disclosure of the facts in relation to which they have given evidence. 

(h) The Board will consider the reasons for the Medical Advisory Committee that 
have been given to the applicant or member in support of its recommendations. 
Where through error or inadvertence, certain reasons have been omitted in the 
statement delivered to the applicant or member, the Board may consider those 
reasons only if those reasons are given by the Medical Advisory Committee in 
writing to both the applicant or member and the Board, and the applicant or 
member is given a reasonable time to review the reasons and to prepare a case 
to meet those additional reasons; 

(i) No member of the Board will participate in a decision of the Board pursuant to a 
hHearing unless they are present throughout the hHearing and heard the 
evidence and argument of the parties and, except with the consent of the parties, 
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no decision of the Board will be given unless all members so present participate 
in the decision; 

(j) The Board will make a decision to either follow or not follow the recommendation 
of the Medical Advisory Committee; 

(k) A written copy of the decision of the Board and the written reasons for the 
decision will be provided to the applicant or member and to the Medical Advisory 
Committee within fifteen (15) days of the conclusion of the HHearing; 

(l) Service on the applicant or member will be as set out in these By-Laws. 
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CERTIFICATE OF ENACTMENT 

THIS IS TO CERTIFY 

 

(1) That the appended copy of the By-Law s of the Thunder Bay Regional Health Sciences 

Centre is a true and complete copy of the By-laws as amended by the Board of Directors of 

the Health Sciences Centre at a properly constituted meeting of the Board held on May 

6June 78, 201765. 

 

(2) That the amendments were confirmed at a properly constituted meeting of the general 

membership of the Health Sciences Centre CorporationHospital held on the 2235ndrdth day of 

June 201765. 

 

Dated at the City of Thunder Bay, the 2235nerdth day of               June 201765. 

    

        

Dr. William McCreadyJean Bartkowiak        
Interim President & CEO/Corporation Secretary 
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Comments
1 Oversight of Management 2016-17 Work Plan for information only x x x x x x x x x

2 Financial Oversight
ALC, LOS and Emergency Admissions Monthly Report for

information only x x x x x x x x x
3 Financial Oversight Board Attestation: Wages and Source Deductions x x x x
4 Financial Oversight Financial Statements and Variance Report x x x x
5 Financial Oversight Financial Statements for information only x x x x x x
6 Financial Oversight Investment Policy Annual Review x
7 Financial Oversight Investment Portfolio Reviews x x

8 Financial Oversight
Northwest Supply Chain Performance and Medbuy

Update x x x

9 Oversight of Management Work Plan Review 2016-17 x
10 Oversight of Management Work Plan Approval 2017-18 x
11 Governance Terms of Reference Review x
12 Governance Terms of Reference Annual Approval x

13
Performance Measurement and

Monitoring
Corporate Balanced Scorecard

x x x x Moved to March
14 Financial Oversight H-SAA 2016-17 Operating Plan Submission x

15 Financial Oversight CAPS Submission to LHIN x x Deferred to January

16
Performance Measurement and

Monitoring

Human Resources and Organizational Development

Update x x x x x x x x x
17 Financial Oversight Broader Public Sector Travel & Expense Report x x
18 Financial Oversight Budget Planning Targets and Directives Report x
19 Financial Oversight Budget Planning Process Update x

20 Financial Oversight Funding HBAM and Quality Based Procedures Update
x

RESOURCE PLANNING COMMITTEE WORK PLAN
2016-2017 as at May 16, 2017
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21 Financial Oversight HAPS 2017-18 Update x x Deferred to January

22 Financial Oversight TBRRI and Sustainability Updates x x

23 Financial Oversight Capital Equipment and Capital Projects 2016-17 Update
x x

24 Financial Oversight Insurance Review x
25 Risk Identification and Oversight Data Centre Disaster Recovery Plan Update x

26
Performance Measurement and

Monitoring
Labour Relations, Grievances and Arbitrations Update

x
27 Legal Compliance Occupational Health and Safety Program Update x
28 Financial Oversight Operating Plan Update 2017-18 x x x x Added to December

29 Financial Oversight Operating Plan Approval 2017-18 x x Deferred to January

30 Legal Compliance Public Sector Salary Disclosure x
31 Financial Oversight Capital Budget 2017-18 Update x x Added to December

32 Financial Oversight Capital Budget 2017-18 Approval x x Deferred to January

33 Legal Compliance
Broader Public Sector Accountability Attestation

Certificate x

34 Legal Compliance Broader Public Sector Use of Consultants Attestation
x

35 Oversight of Management H-SAA Declaration of Compliance Attestation x
36 Oversight of Management M-SAA Declaration of Compliance Attestation x
37 Risk Identification and Oversight Non Patient Legal Matters Annual Review x

38 Financial Oversight
Numbered Companies Unaudited Financial Statements

2016-17 x
39 Risk Identification and Oversight TBRRI 2017-18 Operating and Capital Budget Report x Completed in April

40 Risk Identification and Oversight TBRRI 2016-17 Unaudited Financial Statements Review
x

41 Financial Oversight
Unaudited Preliminary YE Financial Statements to 2017-03-

31 x
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1 Stakeholder Communication and Accountability Financial Statements and Variance Report x

2 Stakeholder Communication and Accountability Operating Plan 2016-17 x

3 Stakeholder Communication and Accountability Q2 2016-17 Financial Review x

4 Stakeholder Communication and Accountability Work Plan 2016-17 For Information Only x

5 Stakeholder Communication and Accountability Financial Statements as at 2016-08-31 x

6 Stakeholder Communication and Accountability Financial Statements and Variance Report x

7 Stakeholder Communication and Accountability Operating Budget 2017-18 x

8 Stakeholder Communication and Accountability Q3 2016-17 Financial Review x

9 Stakeholder Communication and Accountability Financial Statements as at 2017-02-28 x

10 Stakeholder Communication and Accountability Terms of Reference Annual Approval x

11 Stakeholder Communication and Accountability Work Plan 2017-18 Approval x

FISCAL ADVISORY COMMITTEE

2016-2017 as at April 10, 2017



APPENDIX B - Quality Committee of the Board - 2016-17 Updated: Jan. 1, 2017

Colour Legend
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1 Quality Oversight

Programs & Services Presentations

x x x x x x x x x Dyad Leads

No presentations

were scheduled for

October

2 Quality Oversight

Comments / Compliments / Complaints

x x C. Covino

3 Quality Oversight

Credentialing and Licensing Processes for

Professional Staff and Health Professionals x

M. Addison / Dr. M.

Langlois

4 Quality Oversight Critical Incidents / MAC Recommendations x x C. Covino

5 Quality Oversight Emergency Preparedness x x

C. Covino /K. Bell/F.

Pennie

6 Quality Oversight Financial Pressures Relating to Risk x P. Myllymaa

7 Quality Oversight Patient Safety x x x x S. Craig

8 Quality Oversight

Infection Prevention & Control Mandatory

Patient Safety Indicators x H. McIver

9 Quality Oversight Accreditation x x G. Ferguson

10 Quality Oversight Quality and Risk Management Policies x C. Covino

11 Quality Oversight

Quality Improvement Plan Excerpt from

Balanced Scorecard x x x

C. Covino / M. Del

Nin

12 Quality Oversight

Quality Improvement Plan Updates /

Approval x x All

13 Quality Oversight

Risk Management / Enterprise Risk

Management x x

C. Covino /K. Bell/F.

Pennie

14 Quality Oversight Terms of Reference Review x

D. Shanks / C.

Covino

15 Quality Oversight Terms of Reference Approval x

D. Shanks / C.

Covino



16 Quality Oversight Work Plan 2016-17 Review x

D. Shanks / C.

Covino

17 Quality Oversight Work Plan 2017-18 Approval x

D. Shanks / C.

Covino

18 Quality Oversight Ethics x M. Allain

19 Quality Oversight Litigation x C. Covino

20 Quality Oversight Research Ethics Board x x K. Bell

21 Quality Oversight Research Ethics Board Annual Report x K. Bell

22 Quality Oversight Annual Quality Research Report x A. M. Heron

23 Quality Oversight Quality-Based Procedures x S. Craig
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1 Governance

Review Gov/Nom Committee work

plan for upcoming year G x

2 Governance

Review Gov/Nom Committee terms of

reference G x

3 Governance

Board members identify education

needs for coming year G x

4 Governance Review Board vacancies G x

5

Oversight of

Management

Review CEO/COS Performance

Evaluation Process G x

6 Governance Review Board forms G x

Forms to be reviewed every three years moving

forward

7 Governance

Review all Board policies - identify

revisions required G x

8 Governance Plan annual Board retreat G x

Annual Retreat to be held in September of

each year

9 Governance

Review all Board committee terms of

reference G x

Thorough review of TOR to be completed over

the summer

In progress

Delayed

Committee legend:

G - Governance

N - Nominating

Governance/Nominating Committee 2016-17
Updated: June 2, 2017

Colour Legend

Completed by target

Meetings Held:

Governance-September. November, February, May

Nominating-March, April (interviews)
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10 Governance

Review all Board committees work

plans G x

Beginning in 2016-17: all Committee workplans

for the next years' Board cycle will be reviewed

by the February Governance meeting, then to

the Board for approval in March.

11 Governance

Review meeting evaluations for the

quarter G x x

12 Governance

Review Board and Board Committee

attendance summary G x

13 Governance

Review team effectiveness scale

summary G x x

Distributed to Board members at

December/April Board meetings.

14 Governance

Board Chair to review self assessment

questionnaire G x Only reviewed by the Board Chair

15 Governance Appoint community member N x

16 Governance

Review and approve nominating

action plan N x

17 Governance

Review Policy BD-45 Preferred

Selection Criteria for Board

Membership N x Under revision

18 Governance

Review current Board member skills

matrix inventory N x

Current Board members to complete at

November Board meeting

19 Governance

Review and approve skills matrix for

Board of Directors applicants N x Under revision

20 Governance

Review and approve application for

membership form N x

21 Governance Review and approve ad N x

22 Governance

Review of Board of Directors

applications N x
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23 Governance

Review and approve letters to

applicants N x Letters will be sent to Chair for approval.

24 Governance

Review and approve interview

questions N x

25 Governance

Review and approve interview

schedule N x

26 Governance Interview candidates N x

Interviews cancelled on April 26 due to weather

- will be rescheduled.

27 Governance Review incumbents N x

28 Governance Review of applicant interviews N x

29 Governance Propose slate of nominees N x

Interviews cancelled on April 26 due to weather

- will be rescheduled.

30 Governance Review By-Laws G x

31 Governance Review orientation program G x

32 Governance

Review Board annual evaluation tool

summary G x Distributed at April Board meeting

33 Governance

Review annual education session

summary G x

34 Governance Determine Committee memberships G NEW ITEM - Committee to decide on timing



Thunder Bay Regional Health Sciences Centre Board of Directors Work Plan

Updated: June 2, 2017
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2 Governance Monthly education topics for the Board BD x x x x x x x x

3 Oversight of Management Participate in CEO evaluation via website BD x

4 Oversight of Management Participate in COS evaluation via website BD x

5 Governance Approval of By-Laws BD x

Will be approved at June

Board meeting

6 Governance

Approve Slate of Nominees to fill Board

vacancies BD x

Will be approved at June

Board meeting

7 Oversight of Management Approve CEO evaluation BD x

8 Oversight of Management Approve COS evaluation BD x

9 Governance

Approval of Committee terms of reference

and work plans BD x

Work plans will be approved

at June meeting. Thorough

review of TOR to occur over

the summer.

Legend:

BD: Board of Directors

EC: Executive Committee
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10 Legal Compliance

Environmental compliance and fire safety

update BD x x x x

11 Legal Compliance Accessibility update BD

12 Quality Oversight Critical Incidents Presentation BD x x

13 Oversight of Management Physician recruitment plan update BD

14

Performance Measurement

and Monitoring Strategic plan update BD x

Was brought to the Board

on Feb 22

15 Quality Oversight Research Ethics Board appointments BD x

16 Quality Oversight Research Ethics Board report BD x

17

Performance Measurement

and Monitoring Scorecard update BD x

18 Governance TBRRI update BD x x

Agreed to do annually,

therefore May update not

required.

19 Governance TBRHS Foundation update BD x

20 Governance Occupancy update BD x x x

21 Oversight of Management Evaluation of CEO EC x In progress

22 Oversight of Management Evaluation of COS EC x In progress
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1 Oversight of Management 2016-2017 Work Plan for information only x x x

2 Financial Oversight 2016-2017 Audit Plan Overview - Grant Thornton x

3 Governance Terms of Reference Annual Approval x

4 Performance Measurement and Monitoring Review Results of May 2016 Evaluation of Auditors x

5 Financial Oversight Independence Questionnaire 2016-2017 x

6 Risk Identification and Oversight Policy Reviews: Admin-19 & Admin-28 x

7 Risk Identification and Oversight Expense Test Audit x

8 Risk Identification and Oversight Interim Audit Review 2016-2017 x

9 Performance Measurement and Monitoring Discussion of Year End Reporting Issues 2016-2017 x

10 Financial Oversight Audit Statement Review 2016-2017 x

11 Financial Oversight Individual Program Audit Reports x

12 Financial Oversight Update on New Hospital Capital Audit x

13 Financial Oversight Summary of Audit Fees Paid for 2016-2017 x

14 Financial Oversight

2016-2017 Year End Financial statements for Board

Approval

x

15 Financial Oversight 2016-2017 Audit Results - Grant Thornton x

16 Oversight of Management 2016-2017 Management Letter x

17 Risk Identification and Oversight 2016-2017 Claims Summary x

18 Risk Identification and Oversight Analysis of Legal Fees as at March 31, 2017 x

19 Performance Measurement and Monitoring Evaluation of Auditors for 2016-2017 x

20 Performance Measurement and Monitoring Recommend Appointment of Auditors for 2017-2018 x

21 Oversight of Management 2017-2018 Work Plan Approval x x Completed in January

AUDIT COMMITTEE

2016-2017 WORK PLAN





 

 

Thunder Bay Regional Research Institute is the research arm of the Thunder Bay Regional Health Sciences Centre, a 
leader in Patient and Family Centred Care and a research and teaching hospital proudly affiliated with Lakehead University 
and the Northern Ontario School of Medicine. 
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Congratulations to Dr. Alla Reznik 

On May 18th Dr. Reznik received the Innovation Hero of the 
Year Award at the Northwestern Ontario Innovation Centre’s 9th 
Annual RBC Innovation Awards.  Dr. Reznik was nominated by 
Lakehead University and the Institute for her outstanding 
research and in particular for her work on the high-resolution 
Positron Emission Mammography (PEM) device.  As you recall, 
this technology is being brought to market by Radialis Medical 
Inc., a joint venture between Lakehead University and the 
Institute, and a prototype has been installed in Thunder Bay in 
the building housing the Cyclotron.   PEM is an early detection 
device that can identify breast cancer at its earliest stages, enabling more effective treatment 
sooner.   It will be a compact piece of equipment that can be easily transported to rural and 
remote communities and will be less expensive than traditional CT or PET instruments.  We 
intend to commence trials later this year.  Dr. Reznik’s staff are also investigating alternative 
applications for this technology (e.g. detection of neurological diseases).   

 

Investing in Future Scientists 
 

The Institute, in affiliation with Lakehead University, is 
actively involved in training young researchers at all 
levels. Part of this training involves communication of 
research findings with the public and with academic 
peers locally, nationally and internationally. Thanks to 
funds made available through the TBRHS Foundation 
and its generous donors, trainees at the Institute have 
an enhanced opportunity to travel to conferences to 
present their work and exchange ideas and results 
with colleagues and experts in their fields of research. 
Funding is allocated on a competitive basis to eligible 
applicants. The most recent round, held in May, 
resulted in awards to four trainees, who were 

provided the opportunity to travel to conferences in Canada (1) and abroad (3). The travel award 
winners were Christopher Abraham (supervisor: Dr. L. Curiel), Ashlyn Kopanski (supervisor: Dr. 
M. Albert), Braeden Prete (supervisor: Dr. M. Albert) and Muskaan Sachdeva (supervisor Dr. J. 
Dewar).  Pictured here is Chris Abraham who recently presented at the International Society of 
Magnetic Resonance in Medicine conference on a project being undertaken at the Institute to 
help detect and aid in the treatment of prostate cancer.   
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 CAHO Innovation Task Force     

On April 3rd, the Minister of Health and Long-Term Care announced the appointment of three 
individuals to serve as Innovation Brokers to work with Ontario’s innovators and health care 
providers to foster an even greater culture of innovation across the province. These Innovation 
Brokers will help the Chief Health Innovation Strategist remove barriers, so that new made-in-
Ontario innovative technologies and processes get into the health care system and to patients 
faster.  They will link growing Ontario-based health technology companies with opportunities, key 
players and supports, create and enhance connections and collaboration, and help ensure 
success. 

Earlier this year, CAHO established an Innovation Task Force to champion and support the work 
of the Council of Academic Hospitals of Ontario (CAHO) as an Innovation Broker. Dr. Amarjit 
Chahal, Business Development Manager at the Institute has been participating on this Task 
Force as a member of its validation sub-group that is developing an application process for 
innovators to connect with hospitals. The responsibility of the priorities sub-group is to identify 
and publish priority problems that need innovative solutions.  They are currently developing a list 
of problem statements requiring technological innovation solutions from a broad range of medical 
devices and information technologies.   
 
From a list of problem statements requiring innovative health technology based solutions, 
Thunder Bay has identified the following as its top three priorities:   

 How to optimize hospital service utilization to reduce readmission rates and avoid 
admissions. 

 How to strengthen information transfer between hospital and community care providers to 
improve the continuity and quality of patient care and foster the development of 
partnerships between providers. 

 How to improve discharge care and/or transitions to community and other care settings. 
 
Input received from the Innovation Task Force will be discussed at the CAHO Council’s 
upcoming meeting on June 2nd. 

 
TBRHRI and TBRHSC Annual General Meetings 
 
As a reminder, on Thursday, June 22nd, the Institute and the Hospital will be holding their 
Annual General Meetings (AGM).  This year, the two organizations will be jointly hosting a 
speaker as part of their AGM activities.  Dr. Sheldon Tobe will be speaking on "Northern Health 
Disparities: The Importance of Research to Improve Health outcomes for Indigenous 
Communities in Northwestern Ontario".  Dr. Tobe is an Associate Scientist at the Sunnybrook 
Research Institute and Chair in Aboriginal & Rural Health Research at NSF/NOSM.  The 
meetings will take place in the Hospital’s Auditorium as follows: 
 
   3:00 – 3:30 TBRHRI AGM Business Meeting 
   3:45 – 5:15 Joint AGM Presentations & Guest Speaker 
   5:30 – 6:15 TBRHSC AGM Business Meeting 
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ENERGY USAGE AND 
CONSERVATION - DEMAND 
MANAGEMENT PLAN

INTRODUCTION 
The purpose of Thunder Bay 
Regional Health Sciences Centre’s 
(TBRHSC) energy management 
plan is to promote sustainable 
stewardship of our environment 
and community resources.  
TBRHSC’s energy management 
program will aim to reduce 

operating costs while enabling us 
to provide excellent, efficient, and 
compassionate service to all those 
we serve in the community and 
region.  The plan will also meet the 
requirements outlined in the Green 
Energy Act, 2009, O. Reg. 397/11.
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Executive Summary

Thunder Bay Regional Health Sciences Centre is committed to 
the path of efficiency in all aspects of our health care facility.

Energy management initiatives can produce environmental, 
economic and social benefits, including reducing greenhouse 
gas emissions, cost avoidance and increasing savings. As 
concerns surrounding energy availability and cost continue to 
rise, an energy management plan is a proactive step toward 
an effective long-term solution. Energy efficient capital 
and operating process improvements are key components 
to utilize our resources wisely and provide an optimal 
environment for patient care.

Ontario’s Green Energy Act was created to expand 
renewable energy generation, encourage energy 
conservation and promote the creation of clean energy 
jobs. The following Energy Conservation and Demand 
Management Plan is written in accordance with the Green 
Energy Act, 2009, O. Reg. 397/11.  

 July 1, 2014 to June 30, 2019

TBRHSC Mission, 
Vision, Values

Mission: To advance 
world-class Patient and 
Family Centred Care 
in an academic and 
research-based, acute 
care environment.

Vision: Healthy Together

Values: Patients ARE 
First - Patients First, 
Accountability, Respect, 
Excellence

Energy Management Mission

At Thunder Bay Regional Health 
Sciences Centre, we recognize 
the critical relationship between 
environmental health and public 
health, and we aim to limit any 
impact on the environment 
resulting from the operation 
of our health care facility.  Our 
energy management plan will 
address the interconnected 
issues of indoor environmental 
quality, energy use, and efficient 
facility operations. 
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FACILITY INFORMATION ENERGY CONSUMPTION
Thunder Bay Regional Health 
Sciences Centre is a state-of-the-
art acute care facility serving the 
healthcare needs of people living 
in Thunder Bay and Northwestern 
Ontario.   The facility serves as 
the hub for a population base of 
approximately 250,000 people.  An 
architectural showpiece situated 

on a landscaped site of nearly 70 
acres, the Regional Health Sciences 
Centre is a stunning award-winning 
design that is functionally efficient.  
The Thunder Bay Regional Health 
Centre was constructed in 2004.  
The facility houses 386 beds within 
686,000 net square feet over three 
floors and a full-size penthouse.

Based on NRCan’s 2007 
summary report of commercial 
and institutional consumption of 
energy survey, hospitals ranked 
the highest energy intensity by 
sector.  High energy consumption 
is the result of specialized and 
sophisticated equipment, as well 
long hours of operation.

NRCan surveyed the energy 
intensity of 703 hospitals in Canada 
and concluded with an average 
annual Energy Utilization Index 
(EUI) of 73.0 kWh/ft2 (or 2.83 
GJ/m2).  NRCan segregated this 
by province and in Ontario the 
average annual EUI for hospitals is 
67.1 kWh/ft2 (or 2.60 GJ/m2).

TBRHSC is a regional trauma centre 
- the Emergency Department is 
one of the busiest in the country – 
with over 100,000 visits per year.  

TBRHSC also features integrated 
Cancer Care with High Dose 
Brachytherapy, Linear Accelerators, 
Chemotherapy, a large inpatient 
oncology unit, and a developed 
supportive regional program.  
TBRHSC further includes a large 
renal program that reaches out to 
assist patients in Sioux Lookout 
and Fort Frances. TBRHSC is the 
regional data centre for a shared 
clinical information system to 
11 other hospitals in the region.  
The facility also contains many 
patient care services, a large 
number of diagnostic imaging 
services as well as a full service 
commercial grade laundry and 
full service kitchen and servery. 
Technology and innovation has 
been included within the design to 
include: negative pressure rooms 

for patient isolation; articulating 
arms featured in all the ICU rooms, 
Operating Rooms, the Emergency 
Department, and elsewhere; an 
Electronic Medical Records system; 
Diagnostic Picture, Archive and 
Communication system; Telehealth 
for regional communication; and 
wireless computer systems.

TBRHSC purchases natural gas and 
electricity for its energy needs.  The 
greenhouse gas (GHG) emissions 
are calculated based on the energy 
consumption data.

32

Type of Facility: Hospital 

Facility Use: The facility provides both acute and chronic patient care. 

Facility Name: Thunder Bay Regional Health Sciences Centre

Address: 980 Oliver Road, Thunder Bay, Ontario

Year of Construction: 2004

Number of Buildings: 1 

Gross Area (Sq. ft.) 716,657 

Net Area (Sq. ft.) 686,000

Number of Floors: 4 (3 for patient services and 1 full-size penthouse)

Hours of Operation: 24/7 – 168 hours per week

Energy/Utility Source 2015 2014 2013 2012 2011

Electricity (kWh) 22,174,704 20,970,576 20,964,914 24,013,912 23,796,188

Natural Gas (m3) 4,115,556 4,539,765 4,304,445 4,849,247 5,370,790

Energy Intensity
ekWh/ft2
( ft2 of net space)

96.1 100.9 97.2 110.1 117.9

Total GHG Emissions –
(CO2 tonnes)

8668 9422 9732 11474 11460

The table below provides a brief site description of the facility involved in this report. 

Table: Utility Consumption for Thunder Bay Regional Health Sciences Centre

Based on 365 days annual consumption – January 1 to December 31 

Note: GHG based on yearly emission factors
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Policies & Processes
Environmental Policy

TBRHSC will finalize its overall 
environmental policy, which will 
formally include its commitment to 
the “Three R’s”, adoption of such in 
hospital processes, and subsequent 
staff education.

ü Estimated Costs:   
no additional costs 

ü Estimated Annual Savings:   
not measureable 

ü Duration: refreshed every  
five years

Review Computer Settings  
& User Education 2014

The use of ‘sleep mode’ will be 
further implemented on computers 
which are used infrequently.  As 
well, user education to turn off 
their computers after hours  
should be refreshed.

ü Estimated Costs:   
no additional costs 

ü Estimated Annual Savings:  
3,000 kWh 

ü Duration: indefinite – re-
education as required

Apply for an Energy Manager 
with the Ontario Power 
Authority (OPA) - 2015

The OPA has incentives for 
energy reduction – one of which 
is the support of funding for 
an energy manager to help 
identify and execute energy 
savings opportunities within an 
organization.

ü Estimated Costs:  no cost for the 
application

ü Estimated Annual Savings:  to 
be determined

ü Duration: 1 year contract

Capital Projects

The capital projects that 
follow are being submitted for 
implementation at TBRHSC – 
following budget approval, the 
projects will proceed.  

Energy Retrofit Project – 
continued 2014-2016

Phase 4 Study: Cogeneration / 
Combined Heat and Power (CHP) 
Study 2014 - an application has 
been made to the Ontario Power 
Authority to support this project’s 
detailed engineering study.

ü Estimated Costs:  $100,000 
study costs 

ü Estimated Annual Savings:  none

ü Duration: study will last one 
year; capital project to be 
determined

Upgrade Ambulance Bay 
Lighting to LED 2014

To reduce temperature induced 
failures and increase energy 
efficiency, the lighting fixtures will 
be upgraded to LED.

ü Estimated Costs:  $10,000 

ü Estimated Annual Savings:  
1,000 kWh 

ü Duration: life expectancy  
10 years

PREVIOUS & CURRENT MEASURES

FUTURE PROPOSED MEASURES

GOALS & OBJECTIVES

Commodities Management

An important aspect of energy 
management is putting in place 
an adaptable energy commodities 
procurement strategy to be able 
to adjust to fluctuating commodity 
prices.  We currently work with 
Blackstone Energy Management 
Services Inc. to assist us in our 
natural gas procurement. 

Energy Retrofit  
Project 2012-14

To better understand the energy 
use for the facility, an energy review 
was completed in 2011 - 2012.  The 
largest contributors to energy use 
are associated with the heating-
ventilation-air-conditioning (HVAC) 
loads in the form of heating loads, 
fans and pump energy.   TBRHSC, 
issued a Request For Proposals 

(RFP) to request proposals for an 
“Energy Management Assessment”.   
Johnson Controls Canada LLP (JCI) 
was selected through this process 
as a partner.  Evolving from that, a 
multi-staged process was proposed 
for a path forward to assess and 
implement changes to realize 
energy savings at TBRHSC.

• Phase 1 Implementation: Boiler 
Controls and Heat System & 
Recovery: 2012

• Phase 2 Implementation: Air 
Handling Systems & Ventilation: 
2012 - 2013 

• Phase 3 Implementation: Chiller 
Plant Optimization: 2013 - 2014

ü Estimated Savings: Natural 
Gas: 1,205,500 m3; Electricity: 
5,247,100 kWh (source: JCI)

Steam Trap Survey & Repairs 
2013 and ongoing

TBRHSC has implemented a steam 
trap survey program that will be 
completed over a three year cycle.  
A steam trap plays an extremely 
large role in the overall efficiency  
of a steam system.

ü 2013 Savings:  13,820 m3/yr 
(source: Union Gas)

Building Exterior Lighting 
Upgrade 2013

TBRHSC commenced replacement 
of older fixtures and installed LEDs 
which are more efficient and less 
maintenance intensive.

ü 2013 Savings:  1,000 kWh 
(source: TBRHSC Maintenance)

Our organization will strive to fully 
integrate energy management into 
our practices by considering indoor 
environmental quality, operational 
efficiency, and sustainably 
sourced resources into major 
financial decision-making.  We will 
continuously monitor our practices, 
so that maximal operating 

efficiency can be reached and 
resources can be allocated 
more appropriately to serve our 
community and region.

TBRHSC is committed to 
continuing its efforts in energy 
reduction and environmental 
stewardship.  All strategic 
and facility capital projects 

considered will be evaluated 
for energy reduction and 
environmental opportunities.   
Projects will be assessed relevant 
to 1) improving quality of care; 
2) impact on the internal and 
external environment; and 3) pay-
back or net-present value.

54 ENERGY USAGE & CONSERVATION-DEMAND MANAGEMENT PLAN 2017THUNDER BAY REGIONAL HEALTH SCIENCES CENTRE

IN PLANNING

UNDER REVIEW
COMPLETE

COMPLETE

COMPLETE



ENDORSEMENT

ACKNOWLEDGMENTS CONTACT

Install an Air Curtain  
at the Main Emergency 
Department Entrance 2015

To reduce the loss of heated air 
from the frequent opening and 
closing of the main Emergency 
Department sliding doors, an 
air curtain will be evaluated and 
installed if suitable.

ü Estimated Costs:  $3,000 

ü Estimated Annual Savings:  
10,000 m3 of natural gas per year 

ü Duration: life expectancy 10 years

Investigate Installation of Steam 
Economizers 2015 – 2016 

This would allow for partial 
recovery of the heat from the 
steam boilers’ flue gas, as preheat 
for a portion of the building 
heating water.

ü Estimated Costs:  $175,000 

ü Estimated Annual Savings:  
90,000 m3 natural gas per year 
once installed

ü Duration: 20 years with 
appropriate preventative 
maintenance

Other Future Projects 
for Evaluation 
Interior Lighting Audit  
and Upgrade 

Due to the long operational 
hours of hospitals, lighting 
makes up a significant portion 
of electricity consumption at 
TBRHSC. Therefore, there is 
further opportunity to upgrade 
the existing lighting with new 
LED options.  As a part of the 
upgrade, occupancy controls 
will be reviewed and further 
implemented as appropriate.

Evaluate Building Automation 
System (BAS) Upgrade and 
Further Controls

Some of the BAS upgrades that 
will be reviewed include further 
review of occupancy scheduling, 
review of heating for ambulance 
bay, re-commissioning of system 
elements, and tuning of controls.

New Computerized 
Preventative Maintenance 
Management System

TBRHSC will investigate new 
technology for its preventative 
maintenance management 
system which will allow better 
maintenance, and thus operation, 
of building system equipment – 
which in turn will utilize less energy 
and experience less deterioration 
or breakdowns.

Commence a Study on 
Water Usage and Reduction 
Opportunities 

TBRHSC has the opportunity to 
further reduce its use of utilities 
through examination of its water 
usage and opportunities for 
reductions.

We consider our facility an enabler 
for providing Patient and Family-
Centred Care, and an integral part 
of the local community. The key 
to this relationship is being able 
to use our facilities efficiently 
and effectively to maximize our 
ability to provide the highest 
quality of healthcare services 
while integrating environmental 
stewardship into all aspects of 
facility operations.

On behalf of the senior 
management team here at 

Thunder Bay Regional Health 
Sciences Centre, I approve 
this Conservation & Demand 
Management Plan.

Peter Myllymaa

Executive Vice President – 
Corporate Services & Operations

This report was prepared through 
collaboration between the Thunder 
Bay Regional Health Sciences Centre 
management and facilities staff, and 
the Blackstone Energy team.

Information on Green Energy Act

http://www.energy.gov.on.ca/en/green-energy-act/

Anne-Marie Heron, P.Eng.

Executive Director of Capital 
Planning & Operations

(807) 684-6423 

herona@tbh.net 
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