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Report Highlights

Context & Supervisor Appointment

The first Board of Quinte Health Care (QHC) was composed primarily of
representatives of the amalgamating hospitals. At the time of the amalgamation, the
Belleville General Hospital had been owned by the Municipality of Belleville and in the
negotiations the municipality insisted on maintaining representation on the Board. This
led to other municipalities insisting on equal representation so that the amalgamating
hospitals had both representatives from their hospitals and local municipal Mayors or
counsellors delegated by the Mayors on the Board. While the expectation was clear that
Directors owed their first responsibility to QHC as a single corporation and should not
act in a representative capacity, the concept of representation of the interests of different
parts of the region became a major factor in decision making when realignment of
services became an issue. This concept of representation of different parts of Quinte
clashed with the dynamics of necessary realignment and reached a point that the
government appointed an Investigator for QHC in 2005. The Investigator’s subsequent
report identified that the Board was focused more on representation than on the need to
provide the best service to the whole region. The solutions provided in the
Investigator’s Report were never fully addressed. As a result, the Board continued to
operate divided in its interests and over time became less able to provide clear direction
and oversight to the management of the hospital. This situation culminated in my
appointment as Supervisor for the Board of Directors of the Quinte Health Care
Corporation in April 2009.

QHC Governance Renewal

My first priority as Supervisor was to commence the governance renewal process.
Following dismissal of the Board of Directors, I appointed a Community Advisory
Council (CAC) to provide me with advice on the size and composition of the Board of
Directors and to lead the selection process for the new Board of Directors. As part of
their work, the CAC developed the key elements of a new Governance Policy
Framework including the new corporate membership structure, which was approved
and incorporated in a new Administrative by-law.

As a result of the work of the CAC, twelve (12) new elected Directors were appointed
and received extensive orientation (October 2009 - January 2010) in preparation for
assuming responsibility on January 26, 2010. During this time, the Board of Directors



was also provided with draft policies, work plans and processes to facilitate the
effective governance of QHC aligned with best practices.

The final component of QHC governance renewal was the implementation of the new
corporate membership structure. This model represents a variation of the corporate
membership structure that was proposed by the QHC Governance Task Force in 2006. It
establishes a two-tiered structure of 16 voting members (the Board of Directors) and 54
non-voting Advisory Members, which builds upon recent corporate membership
structures that have been implemented in other hospitals under Supervision. In
addition to the corporate membership structure, mechanisms have been established to
ensure effective communication with the Municipalities and to fulfill the requirements
for community engagement required under the Local Health Systems Integration Act.

QHC Financial Recovery

In the 11 years since the creation of QHC, no operational reviews had been undertaken
to determine the financial impact of the amalgamation on the corporation. Between
2003-04 and 2007-08 the hospital carried out a number of activities to address its
growing deficit. These efforts resulted in the hospital achieving a total savings of $ 16M
during this period. Despite this success, management advised the Board in October
2008 that the hospital was still facing a deficit and without a recovery plan would
accumulate a debt of approximately $15M by the end of 2010-11. Several options were
developed as part of the proposed recovery plan; however, the hospital experienced
difficulties obtaining approval of the proposal plan from the Board and the LHIN.

Upon assuming my responsibilities as Supervisor, I supported the need for QHC's
management team to proceed with the recovery plan as an interim step. At the same
time, however, I decided to convene a small team to undertake a more thorough review
of the proposed recovery plan to confirm whether or not additional efficiencies could be
achieved. The team was led by Bonnie Adamson, CEO of North York General Hospital
(Toronto). The findings arising from Ms. Adamson’s review confirmed support for the
proposed recovery process (which had identified potential deficit reduction initiatives
of $4.7M), and recommended that the LHIN and MOHLTC revisit the funding base of
some of the provincial programs offered by QHC and proceed with the proposed
expansion of the ICU (a priority initiative previously identified by the LHIN and QHC).
Furthermore, it was also confirmed that the hospital was being impacted by
‘inefficiencies” arising from funding formula definitions that were related to the large
number of alternate level of care (ALC) patients. In brief, The Adamson review
removed any doubt as to the need to proceed with the recovery plan. Consequently, the
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review formed the basis for the QHC recovery process that was submitted to the LHIN.
As a result, QHC was provided with a $3.5M adjustment to its funding base. This
adjustment included support for the $1.7M expansion of the ICU program as well as an
additional $1.8M primarily to address corrections related to provincial priority
programs funding. Further bridging funding was also requested to maintain the
employment of hospital employees that could be subject to lay-off as part of the
recovery plan but that would subsequently need to be rehired with the scheduled
opening of new beds in the Sills wing at the beginning of fiscal 2010-11.

QHC Management Review

The management team at QHC has been an effective steward of the hospital and has
managed well in spite of challenging circumstances. External reviewers have confirmed
the competence of the management of the hospital while noting that the senior team
“appeared to be understaffed.”

The principal weakness of the management team (and the Board) has been its failure to
adequately communicate developments unfolding in the broader health care sector and
the impact of these changes on the delivery of hospital services in Quinte. That being
said, it is clear that efforts to communicate externally were continually hampered by
Board division and negative political commentary that made it difficult for senior staff
to speak out in a credible manner.

Going forward it is critical that the leadership of the hospital (including the Board, the
CEO and clinical leaders) maintain strong and regular communication with the
communities QHC serves not just through the media, but through planned community
speaking engagements.

Renewing the Collaboration & Support of the Community

Recognizing QHC as a single hospital with four interdependent sites serving all Quinte
patients continues to be a challenge. Fears about the future have prohibited each of the
four communities from supporting the absolute need for services to be reorganized
among hospital sites to realize needed efficiencies and improve the delivery of patient
care. There are many examples that demonstrate the benefits that amalgamation has
had on the delivery of health care services within the region. On the administrative side
virtually all of the back room services at QHC have been rationalized and efficiencies
achieved. Significant achievements have also been made to improve clinical care.



During my Supervisory period I met with representatives in Quinte West and Prince
Edward County to facilitate activities that I am hopeful will be successful in fostering
greater coordination and integration among these sites in strengthening their programs
and position them as critical components of the overall plan for building QHC as a
single hospital operating on four sites.

Community Consultation & Communication Activities

During the course of my supervision I engaged a broad group of individuals in a series
of community consultation and communication activities. I also chose to deliver a series
of speeches at local Rotary Clubs to address some of the misperceptions about QHC
within the community. Having met with and spoken to six clubs in the region, I firmly
believe that these meetings helped clarify the imperative for change in the Quinte
region as well as across the hospital system more generally.

I believe hospital Boards would be able to govern more effectively with closed
meetings and provide access to the media immediately after the meeting to report on all
significant matters. The onus would still remain on the Board to keep its community
informed of issues of public significance. In Quinte, this level of communication
combined with the public meetings with the corporate membership and the municipal
councils would ensure that the public was fully and accurately informed. As there is no
government or OHA policy on open/closed meetings there is an opportunity to revisit
this with the opening of the Public Hospitals Act and I have written the OHA
governance council suggesting they review this issue.

Relationships between QHC and the Foundations

It is important to be clear that the Supervisor has no authority with regard to the
Foundations as they are independent entities. I have decided to comment on the
Foundations as I believe that their role is of critical importance to the future success of
QHC in meeting the needs of the residents of the Quinte region.

The continuation of the independent hospitals Foundations within the Quinte region
and their reluctance to accept the vision of a single hospital working to enhance services
on all of its sites is based largely on fears that there are ulterior motives to “strip and
close” the Trenton and Picton sites. As programs continue to be strengthened at
particular sites and the visions for those sites unfold, suspicions will hopefully
disappear.



One Foundation serving the whole QHC catchment area would be preferable both from
the perspective of engaging in best fundraising practices and economies of scale. This is
unlikely to happen until the respective leaderships accept the reality that QHC is one
hospital with four interdependent sites serving all the patients in Quinte. In meantime it
is in the interests of the patients in Quinte that the Foundations voluntarily work
together to do their best to ensure all residents across the region have access to the best
equipment and capital innovations.

Conclusion

A major message emerging from my work as Supervisor for QHC has been the need to
re-establish the confidence of the Quinte community and convince the residents of the
region that:

e QHC s being governed according to best practices;
e QHCis well managed and in a financially secure position;

e QHC is a single corporation operating on four sites committed to providing
quality care to the whole of the Quinte catchment area.

These assurances were necessary to rebuild public confidence that residents could rely
on QHC to continue to provide them with quality health care.

QHC is well poised for the future with a new qualified and energetic Board, a new
CEO, a full Accreditation award and a stable financial position. There is clear evidence
that the amalgamation of the four hospital sites that are part of QHC has led to
opportunities that would not have been possible had these predecessor organizations
remained separate. QHC provides the region with opportunities to collaborate - rather
than compete with one another - to recruit scarce human resources, attract physician
specialists, and build the critical mass of programs needed to ensure the delivery of
quality care.

It is time for all of the communities within the region to embrace the opportunities that
lie ahead and replace fears with pride in the unique contributions that each can bring to
building a successful high quality health service delivery system for the entire region.
The most important aspect of a new beginning for QHC lies in the commitment of all
the players to acknowledge issues and concerns and work cooperatively to find
solutions to them.



Preface

On April 16t 2009 I was appointed Supervisor of QHC by Order in Council under
subsection 8 (1) of the Public Hospitals Act. My appointment was made following a
number of events that had unfolded within the Quinte region that raised concerns
about the effectiveness of the governance of QHC. The most recent event related to the
failure of the hospital to convince the South East Local Health Integration Network
(SELHIN) that it was positioned to address a growing deficit situation.

My role as Supervisor was guided by Terms of Reference that included the task of
addressing governance issues, and taking actions that are appropriate and necessary for
the proper functioning of the hospital. This included re-establishing a Board with
appropriate skills and competencies and an understanding of the diverse needs of the
communities served by the hospital.!

This report summarizes the key findings arising from my work as Supervisor
undertaken during the period April 16, 2009 to March 12, 2010.

Background and Context

Quinte Health Care Corporation (QHC) was created in 1998 by the amalgamation of
Belleville General Hospital (which included the hospital in Bancroft), Prince Edward
Memorial Hospital (Picton), and Trenton Memorial Hospital (Trenton) as directed by
the Ontario Health Services Restructuring Commission (HSRC). At the time, the
combination of traditional community rivalry and local support for each hospital
sparked substantial opposition to the merger of the hospitals - a situation not unique to
the Quinte region.

In 1998, Maureen Quigley, Maureen Quigley & Associates and I were retained by the
hospitals to assist them in the amalgamation negotiations. During that time I became
familiar with the history of each of the organizations that became part of the QHC.
Upon my return to Quinte over a decade later, I was surprised by many of the negative
attitudes and lack of support for the QHC that continued to exist across the region.

During my tenure as Supervisor, it became clear that much of the opposition that

existed about QHC and the perceived “insensitivity of management and leadership”
within the hospital were rooted in public misunderstandings about the rationale for
change and the lack of appreciation of the need for change. The community at large

! See Appendix 1 for the full terms of reference



viewed any changes that were made as an attempt to ‘erode’ services rather than
considering the complex forces at work that necessitated changes in program delivery
and design to respond to quality and access issues.

The misunderstanding that existed within the community related primarily to two
issues:

1. That changes occurring across QHC with respect to program realignment and
consolidation were ‘unique’ to the region. In fact, changes that were unfolding at
QHC are consistent with those occurring at other hospitals across the province and
country and are a response to economic challenges as well as new innovations in
program delivery and design. There was, for example, little appreciation of such
universal developments that are unfolding with respect to the changing and
evolving roles of hospitals and LHINSs in the planning and delivery of health
services [see Figure below and Appendix 5].

Characteristics of the changing and evolving role of hospitals

e Less invasive surgery with shorter hospital stays

e Growth of day surgery

e Decline in Inpatient surgery

e Development of PACS (Picture Archiving and communications systems)

e Evolution of hospital systems as opposed to stand alone entities.

e Professional human resource shortages requiring some consolidation of service

e Sufficient patient volume and professional staff to support new complex technology

e  Critical mass of patients and professionals required to meet growing quality and safety standards

e Sufficient patient volumes to support physician income

2. That QHC was not seen as one hospital with four interdependent sites, but rather
as one hospital (centrally located in Belleville) with a hidden agenda to “erode and
eliminate programs and people” at the Quinte West site (Trenton Memorial) and the
Prince Edward site (Prince Edward Memorial). The lack of trust, suspicion, and
laying of blame was astounding. The fear of change in the delivery of services had
not only translated into criticism of proposed changes but also more damaging
strong perceptions within the community that management was driven solely by the
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The lack of awareness of the global trends and changes unfolding in hospital care
combined with fears about the future of care delivery in certain parts of the region
provided fertile ground for controversy and opposition to the actions of QHC. Fears
were further stoked by colourful (but often uninformed) political commentary which
over time damaged the reputation of this hospital. The realization of the extent of
misunderstanding and the damage caused as a result of it prompted me to initiate a
community consultation and communication strategy as part of my work as Supervisor
(see below).

Against this background, I embarked on a number of actions during the course of my
Supervision. A summary of the activities undertaken is summarized in the sections
below.

? See Appendix B Administrative and Clinical Accomplishments
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Section 1: QHC Governance Renewal

Context for Governance Renewal

The role of the Mayors on the Board had been the focus of much of the concern around
inappropriate representation of parochial interests within the Board. Unquestionably
the Mayors were in a legal position of conflict of interest between their hospital and
municipal responsibilities. If they placed their duty to the hospital corporation first,
they could find themselves in certain circumstances approving something that
disadvantaged their local site which would draw local criticism by their municipal
electorate, even if the final result would have been better health care for the whole
region. In contrast to their duty as hospital Directors, they also had a duty to their local
communities as elected representatives. It is not surprising that given a choice they
would put the perceived interest of their constituents first even though that would put
them in a position of not meeting their other duty as a Director. It is, for example, not
possible to be acting in the best interest of the hospital while providing support to any
group wishing to break up the hospital. Rather than face this conflict it would have
been appropriate to resign. However, once they found themselves on the Board the exit
strategy became difficult as having established themselves as champions for their local
interest they obviously had difficulty being seen to voluntarily walk away.

The rationale for establishing a new Board without Municipal representatives (while
sound in law and in governance practice) unfortunately tended to single out the
participation of the Mayors as the only problem. In fact, there were other Directors who
also adopted a representational approach with the result that discussions about service
realignment were frequently being converted into local “win/lose” decisions leading to
negative attitudes toward QHC management and seriously impacting on their
credibility to defend the need for necessary change.

The Approach to Governance Renewal

The first step in my appointment was to address Board governance. Simply put: the
Board was not working and a quick solution was needed to remedy the situation. My
choices were limited: I could dismiss the entire Board or I could attempt to “assess”
which members should be retained to participate in a ‘renewed” Board. The latter
option would have been an almost impossible task. All Directors were dedicated to
serving their community. There really was no reasonable way to “assess” contributions
to the Board and/ or single out particular directors as being responsible for the overall
poor functioning of the Board.
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My decision to remove the whole Board was really the only reasonable option. The
removal of the entire Board limited the potential for individual finger pointing and
provided an opportunity for the organization to put the past behind them and look
ahead. The removal of all Directors did not prevent the ensuing focus of attention that
was placed on the participation of the local Mayors. This issue had been the subject of
tremendous debate and controversy and was addressed in the Report of Scott Rowand
when he was appointed as Investigator of QHC in 2005. While it would be unfair to
characterize all the problems of the Board as a result of the presence of the Mayors,
there is no doubt that they became the focus of the debate between the concept of a
Board based on “local representation” and a Board where all members owed their
primary responsibility to the hospital corporation.

Governance renewal was achieved through a multi phased process:

Phase 1: Establishment of a Community Advisory Council to develop a
Governance Policy Framework and recommend the new Board of Directors

Phase 2: Board Orientation
Phase 3: Implementation of Board and Committee Policies and Processes

Phase 4: Implementation of the Corporate Membership Structure

Governance Renewal Phase 1: The Community Advisory Council (CAC)

The process for the selection of a new Board to oversee management of a $175M
operation required individuals committed to both the best interests of QHC in serving
the patients across the region and to the principles of good governance. The selection
process was supported by the creation of a Community Advisory Council (CAC).3 As
part of the debriefing process, members of the previous Board were asked to suggest
individuals that they thought would make good appointees to the CAC. This plus other
inquiries resulted in the appointment of the following as members of the CAC: Gord
Allen retired businessman and former QHC Director and Treasurer; Ross McDougall,
businessman and former Mayor of Belleville; Maureen Piercy, President of Loyalist
College; Glenn Rainbird, O.C., businessman; Dr. Michael Shannon, former Deputy
Surgeon General of the Armed Forces and health science consultant; and the
Honourable Lyle Vanclief, businessman and former federal Minister of the Crown.

* See Appendix 3 for Terms of Reference of the CAC
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In the first phase of their work, the CAC established the framework for the recruitment
of the Board which involved extensive discussion of the following:

- Principles of Governance and Board accountabilities;
- Roles and responsibilities of the Board as a whole and individual Directors,
- Composition of the Board of Directors,

- Guidelines and process for the selection of Directors and mechanisms for
engagement of the broader community with QHC including the corporate
membership structure and other advisory and communications mechanisms.

This work was informed by the 2006 governance renewal process arising from the
Rowand Report on QHC governance, current approaches to governance in a wide range
of multi-site hospitals in Ontario and external sources of governance best practice in the
corporate and not-for-profit sectors. I was fortunate to have this process guided by
Maureen Quigley. Her previous experience in advising the QHC Board Committee that
was established following the release of the Rowand Report and her extensive
governance work undertaken in support of the Supervisions of Stevenson Memorial
Hospital (Alliston) and Kingston General Hospital (Kingston) was invaluable.

The Phase 1 report of the CAC was released on July 24, 2009 and included nine
recommendations related to Board size and composition, guidelines and process for the
selection of Directors and mechanisms to engage the broader community with QHC.

Board Size and Composition

The CAC recommendations for the future size and composition of the QHC Board of
Directors were grounded in two overarching principles:

- QHC is one hospital corporation with four interdependent sites

- The Board and its committees should have members who collectively possess a
range of specific skills and expertise needed for the Board to fulfill its governance
roles and responsibilities.

The CAC recommended that the overall size of the Board of Directors be reduced from
21 to 16 Directors including 12 elected (independent) Directors and 4 ex-officio
Directors consisting of the positions required under the Public Hospitals Act and the
President and CEO. The CAC also recommended that the elected members of the
Board of Directors be selected based solely on possession of the personal attributes,
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professional skills and experience which were outlined in the Guidelines and Process

for Selection of Directors included in their report. The recommended composition of

the new Board of Directors was a significant change from the previous Board structure

which had been representative of specific geographic communities through a formula

for selecting elected Directors and through the participation of five Mayors as ex-officio

Directors. The CAC’s rationale for change was as follows:

it is essential to recruit a skills-based Board, recognizing the increasing complexity of
hospital governance and significant challenges that are facing hospital Boards across
Ontario;

rather than individual Directors being expected to represent specific communities,
all Directors must have an appreciation of the diverse needs of the community
served by QHC;

in order to avoid any potential conflict between their obligation under the Municipal
Act to advance the municipal causes or interest of their respective municipalities
and those who elected them and their obligation under the Corporations Act to act
in the best interest of the hospital corporation, municipal elected officials should not
serve on the Board of Directors;

the reduction in the size of the Board of Directors is appropriate to align QHC with
the best governance practice in both the corporate and not-for-profit sectors and to
maximize the effective functioning of the Board;

a Board of sixteen (16) Directors will allow a diversity of perspectives and provide a
practical size for effective dialogue and participation and a sufficient number of
Directors to fulfill the responsibilities of the Board Committees;

all Directors must share responsibility for regular attendance and engagement in the
work of the Board.

Process for Selection of the Elected Directors

Following release of their report on July 24, 2009 the CAC initiated the process for

recruitment of elected Directors and recommendation of candidates to the Supervisor

for approval. This included:

posting a notice on the QHC website and advertisement in each of the local
community newspapers inviting applications from interested individuals for the 12
elected Director positions;
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- provide supporting documents on the QHC website including Principles of
Governance and Board Accountability, Board of Director Roles and Responsibilities,
Responsibilities as an Elected and Ex-Officio Director and Guidelines for the
Selection of Directors;

- notifying former members of the Board of Directors and the individuals who were
nominated by the former Governance Committee for election in June 2009 of the
application process; and

- CACreview of applications and structured interviews with a short list of
candidates.

Following a six-week period of advertising and extensive outreach by the CAC
members to build awareness of the recruitment process, the CAC received 43
applications. A short-list of 19 candidates was selected for interview with 12 final
candidates being recommended for appointment. Appointments of these 12 candidates
(four Directors of the previous Board and eight new Directors) were subsequently
confirmed on October 1, 2010.

Appointment of Board Officers

The final task of the CAC in relation to the selection of the Board of Directors was to
advise me on the appointment of the first Board Chair, Vice-Chair and Treasurer.
Following the Board orientation process (see discussion below), in early November,
2009, the elected Directors were invited to express interest in assuming leadership
positions within the Board and to identify their preferences for assignment to Board
Standing Committees. Based on this information and the previous interviews, I
accepted the recommendation of the CAC and announced the appointment of the first
Board officers on November 17, 2009. I then worked with the Board Chair to finalize
the appointment of Standing Committee Chairs and members.

Corporate Membership

The second major issue addressed by the CAC in their Phase 1 report was corporate
membership. In approaching this issue and in light of the Local Health System
Integration Act requirements for community engagement in hospital planning and
priority setting, the CAC positioned the issue of community engagement in the broader
context of mechanisms for engaging the broader community with QHC.

Arising from its earlier position that the QHC Board of Directors is not the place for
representation of any specific interests or communities served by QHC, the CAC was
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acutely aware of the keen interest of the public in their health and health care and the
need to ensure that mechanisms are available to the public to voice their perspectives
and be informed about the services of QHC.

In order to respond appropriately to this legitimate community interest, the CAC
recommended a three-pronged approach:

- First, to establish a model of corporate membership which provides for an
appropriate balance between community engagement with the hospital and stability
at the Board level, whereby the Board of Directors would be free to act in the best
interest of the corporation and discharge its multiple accountabilities and
responsibilities without the risk of destabilizing member action;

- Second, to undertake an open and transparent process for Board of Directors
recruitment and selection that aims to achieve a skills based Board;

- Finally, initiate new advisory mechanisms to enable QHC to meet its
accountabilities for engaging the community served (as required by the Local Health
System Integration Act) and to enable the broader community to be informed about
and offer input on current activities and future directions of QHC on a timely and
ongoing basis.

At the time of amalgamation, QHC established an open membership structure in which
the Board of Directors annually approved corporate members on receipt of an
application and payment of a nominal annual fee. At the time of my appointment as
Supervisor, QHC had approximately 600 corporate members, primarily residents of
Prince Edward County.

Following review of the “constituency model” of governance which was approved by
the QHC Board of Directors in 2007 (but not implemented) and the two-tier model of
voting and Advisory Members which has been recently implemented in several Ontario
hospitals under Supervision, the CAC recommended that I establish a new corporate
membership structure which was a hybrid between these models. The new QHC
corporate membership model includes 16 voting members who are comprised of the
elected and ex-officio members of the QHC Board of Directors and 54 non-voting
Advisory Members appointed for a defined term including 18 nominated by the six
municipalities within QHC, 18 nominated by the Foundations and Auxiliaries and 18
members at large.
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The voting members are the only members eligible to vote for the election of Directors,
approve by-law amendments, special resolutions and changes to the letters patent,
appoint the auditor and request a special meeting of the membership.

The Advisory Members are entitled to receive notice and attend the Annual Meeting,
receive annual financial statements, receive the annual report of the Auditor, nominate
candidates and apply for appointment to the Board of Directors and non-Director
members of the Board Standing Committees and serve as an advisory group for the
Board of Directors and CEO to provide periodic advice (at a minimum semi-annually)
in relation to QHC planning and priority setting and receive updates on hospital
activities.

In addition to the new corporate membership structure, I approved the
recommendation of the CAC to establish additional mechanisms to ensure ongoing
engagement of the community with QHC. These included:

- an ongoing transparent process for recruitment and selection of Directors by a
Nominations and Communications sub-committee of the Board of Directors
comprised of a majority of Advisory Members of the Corporation;

- potential establishment of community advisory committees in addition to the
corporate membership structure, following consultation by the Board of Directors
with the Advisory Members of the Corporation

- the establishment of a policy and process for ongoing dialogue with the
Municipal/ County Councils on the strategic directions, priorities and challenges of
QHC and other matters of mutual interest.

Governance Renewal Phase 2: Board Orientation

The objectives of the Board orientation program were to provide all Directors with a
shared opportunity to become familiar with -

- each other as individuals as a foundation for building an effective governance team;
- the four interdependent sites of QHC;
- the QHC Governance Policy Framework;

- current expectations and issues related to each of the responsibilities of the Board of
Directors
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The Board of Directors orientation program included two modules, which were
provided over two weekends in October and November 2009. The first module (held
October 17-18) included a full-day bus tour to each of the four sites of QHC and briefing
by the Management team en route regarding the overall QHC structure and operations,
the respective services at each site and priority issues. This was followed on the second
day by a series of briefings including;:

- QHC in the context of the broader health system including the national, provincial,
regional and multi-site hospital environments;

- the QHC Governance Policy Framework by the members of the CAC;

- Fiduciary Duty by Carol Hansell, a noted legal expert in corporate governance,
Trustee, Toronto East General Hospital and Chair, OHA Governance Leadership
Council.

The second module on November 13-14 included presentations related to each of the
Board’s responsibilities by an external faculty of Board and executive leaders from
within the Southeast LHIN and from other multi-site hospitals in the province. This
module was intended to share the governance challenges and experiences and best
practices and to provide a network of peer support for the QHC Board of Directors in
the future.

Governance Renewal Phase 3: Implementation of Board and Committee Policies
and Processes

In order to prepare the Board of Directors to assume its responsibilities, a series of four
informal meetings of the Board of Directors were held on November 2, 2009, December
3, 2009, January 12 and January 26, 2010. While the Board of Directors remained in an
advisory capacity to the Supervisor, these meetings provided an opportunity to
implement a new Board agenda format aligned with the responsibilities of the Board of
Directors. It also enabled the Board to become familiar with the types of issues that they
would be expected to address during the course of the Board annual work plan and to
begin to receive reports from the Board Standing Committees.

During this period, most of the new Board Standing Committees also began to meet to
review their terms of reference, establish a work plan and receive initial briefings and
recommendations from management related to their respective areas of responsibility.

Arising from the phase 1 Governance Policy Framework developed by CAC, I
authorized the preparation of a draft Board of Directors Policy Manual and detailed
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work plans for the Board of Directors and each of the Board Standing Committees. I
approved the Policy Manual as a starting point for ensuring that the Board had basic
policies in place. I also made an explicit expectation that the Board would undertake a
review of the policies and confirm and/or amend them later in the spring of 2010
following review and revision by the Board Standing Committees and management
team.

Finally, I retained the QHC legal counsel to prepare a new administrative by-law to
reflect the changes to Board of Directors and corporate membership structure which
were made in the governance renewal process. I approved this by-law by resolution in
December 2009 on the understanding that the Board of Directors may wish to introduce
amendments for approval by the membership over time.

In addition to the need to amend the Administrative by-laws and develop new Board
policies as part of the Governance Renewal process, it was appropriate to revisit the
Professional Staff By-laws to ensure that they reflected the contemporary expectations
of hospital governance and accountability in such areas as privileges and
responsiveness to the Dupont-Daniel Inquiry recommendations.4

The Professional Staff Association (PSA) established a team to work with the Chief of
Staff, the CEO, the Supervisor and legal counsel of the hospital to examine and amend
the by-laws. In addition to having the benefit of the opinion of hospital counsel, the PSA
sought advice from counsel of the Ontario Medical Association. In general, the by-laws
were deemed to be in good shape with the bulk of changes being made for purposes of

simplification and clarification. The Professional By-laws were approved in early
February, 2010

Governance Renewal Phase 4: Implementation of the Corporate Membership
Structure (Advisory Members of the Corporation)

The final phase of the governance renewal process was the implementation of the
corporate membership structure that was recommended by the CAC in Phase 1. The
approach to this process was to provide some initial parameters but leave the actual
selection of the designated Advisory Members to the sponsoring organizations (i.e., the
municipalities, Foundations and auxiliaries) and then actively engage the 36 designated
Advisory Members in the selection of the 18 at large members.

¢ Dupont Inquest: Ontario Coroner’s Jury Recommendations, released December 11, 2007
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Given that this was a new structure, the implementation process was phased over
several months from October 2009 - April 2010 and included:

* Development of the Board of Directors policy on the terms and conditions for
appointment of the initial and future Advisory Members of the corporation;

* Invitation to the six Municipalities, three Foundations and four auxiliaries to
nominate individuals to fill the 36 designated positions within the Advisory
Membership structure based on the terms and conditions outlined above;

* Appointment of the 36 designated Advisory Members by the Supervisor on the
recommendation of the Board of Directors;

* Initial meeting of the 36 Advisory Members to receive an initial orientation and to
select an Interim Nominations Committee from within their membership to
implement a process for the selection of the remaining 18 at large Advisory
Members;

* Appointment of the 18 at large Advisory Members by the Board of Directors;

* Invitation to the 54 Advisory Members for expressions of interest to serve in the
Advisory member positions on Board Standing Committees;

* Meeting of the 54 Advisory Members with the Board of Directors to select the five
Advisory Members to serve on the Nominations and Communications Sub-
Committee;

* Recommendation by the Nominations and Communications sub-committee of the
Advisory Members for appointment by the Board of Directors to serve on Board
Standing Committees

Lessons Learned

The major learnings from the QHC governance renewal process that may be of benefit
to others going forward are as follows:

» Establishing the Community Advisory Council: The establishment of an arms-length
Community Advisory Council to undertake the initial phase of the governance
renewal process was essential to the credibility of the recommendations. These
individuals were highly regarded within the QHC catchment area and brought the
appropriate balance of objectivity, insight and experience to their task, ensuring that
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Board flexibility to address membership of the Board and membership of the
corporation: While the recent OHA Prototype By-law is helpful in that it provides
guidance to the hospital sector on best practices arising from supervision and other
recent governance renewal experiences, implementation of these measures is still at
the discretion of the individual hospital and the practices are extremely variable
across Ontario. The experience of the QHC supervision builds on that of previous
supervisions and reinforces the need to update the Public Hospitals Act to restrict
the appointment of ex-officio Directors and to provide for the Board of Directors as
the only voting members of the corporation. The recent Speech From the Throne on
March 8 2010 indic