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Emergency Planning in Ontarios Acute Care Hospitals

Abstract

Background: Effective hospital governance depends on proactive board leadership to
minimize risk.

Study Aim: To survey hospital board chairs about governance practices, particularly
with respect to approval processes for oversight of management preparedness for
unforeseen emergencies.

Methods: A 2004 survey of hospital managers initially suggested greater board leader-
ship in risk management as a desired strategic priority for Ontarios acute care hospi-
tals. Our literature review and panel process defined 34 best practices in board govern-
ance, including two practices explicitly addressing the board’s role in preparing for risk.
Results: Our findings revealed that some boards may not be actively engaged in ensur-
ing that adequate processes are in place to protect against risk. More than one-quarter
(n=28, 26.9%) of board chairs reported that they had not approved a management
plan to address emergencies. Thirty respondents (28.8%) said they had not approved
a process to identify, manage and minimize risks to the hospital’s sustainability. Forty-
seven respondents (45.2%) said they had not approved both of these two processes. A
significant association emerged between boards that had approved both risk prepara-
tion strategies and boards that had implemented six key governance practices relating
to accountability for leadership and stakeholder communication.

Résumé

Contexte : La gouvernance hospitaliére efficace dépend des mesures proactives que
prennent les conseils dadministration pour atténuer les risques.

But de [étude : Mener une enquéte auprés des présidents des conseils d'administration
des hdpitaux sur les pratiques de gouvernance, en particulier les processus
dapprobation liés 4 la surveillance de Iétat de préparation de la direction aux situa-
tions d'urgence imprévues.

Meéthodes : Une enquéte menée en 2004 auprés des gestionnaires d’hépitaux a initiale-
ment suggéré qu'un réle de leadership accru des conseils d'administration dans la ges-
tion des risques constituait une priorité stratégique souhaitable pour les hopitaux de
soins actifs de I'Ontario. Notre examen de la documentation et les travaux d'un groupe
détude spécial ont permis de définir 34 pratiques exemplaires liées a la gouvernance
des conseils dadministration, dont deux qui ont trait au rdle explicite de ces derniers
dans la préparation au risque.

Résultats : Nos constatations révélent que certains conseils d‘administration ne jouent
peut-étre pas un rdle actif dans la protection de leur établissement contre les ris-
ques. Plus d'un quart (n=28, 26,9 %) des présidents des conseils dadministration

ont indiqué qu'ils navaient pas approuvé de plan de gestion en cas d'urgence. Trente

HEALTHCARE POLICY Vol3 No3, 2008 [65]



Neil Seeman et al.

répondants sur 104 (28,8 %) ont dit qu'ils navaient pas approuvé de processus visant
a cerner, 4 gérer et 3 minimiser les risques pour la durabilité de I'hépital. Quarante-
sept (45,2 %) répondants ont dit navoir pas approuvé les deux processus. On a relevé
un lien important entre les conseils dadministration qui avaient approuvé les deux
stratégies de préparation aux risques et ceux qui avaient mis en ceuvre six pratiques de
gouvernance clés ayant trait 3 'imputabilité en matiére de leadership et des communi-
cations avec les intervenants.

ISK MANAGEMENT MEANS BEING PREPARED FOR HARM — INCLUDING

financial loss and damage to reputation — that might arise from high-threat

events such as disease outbreaks. In Ontario, hospital board responsibility for
risk identification and oversight — i.e., for identifying unusual risks to the organiza-
tion and for ensuring that plans are in place to prevent and manage such risks — is
enshrined in Regulation 965 (section 2) of the Public Hospitals Act (PHA), which
states, in subsection 2(3)(e)(i): “The board shall ... ensure that the administra-
tor, medical staff, chief nursing executive, staff nurses and nurses who are managers
develop plans to deal with emergency situations that could place a greater than normal
demand on the services provided by the hospital or disrupt the normal hospital rou-
tine” (Public Hospitals Act 1990).

Two successive outbreaks of Severe Acute Respiratory Syndrome (“SARS 1"
and “SARS 2") in Toronto during the spring and summer of 2003 provide examples
of such unforeseen system shocks. How well did Ontario hospitals respond? Judge
Campbell’s (2006) commission of inquiry into the SARS crisis reported that Ontario’s
health protection system was “broken, neglected, inadequate and dysfunctional.” Forty-
four people died of SARS, and an estimated 331 others (45% of whom were health
workers) suffered serious lung disease. The final Campbell report underscored inad-
equate leadership and coordination at the hospital and system levels.

Infectious epidemics are not the only source of emergencies. System shocks
include fires, floods, earthquakes, electrical blackouts or, every citizen’s nightmare,
potential bio-terrorist attacks — all natural and unnatural occurrences that present
significant risks to a hospital. Since boards bear fiduciary responsibility for the hos-
pitals they serve (Corbett and Mackay 2005; Corporations Act 1990) and, thus, have
an ethical and legal mandate to oversee management risk plans, we decided to survey
board chairs at Ontarios acute care hospitals to determine whether they had, in fact,
approved such plans. We hoped that lessons learned in Ontario would be useful to
hospital boards across Canada.
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Literature Review

In the aftermath of SARS, the Naylor (2003), Walker (2004) and Campbell (2006)
reports were unanimous in pointing to inadequacies in institutional outbreak manage-
ment protocols, infection control and infectious disease surveillance, but the specific
risk mitigation duties of hospital boards were not prescribed. In the Pointer and
Orlikoff (1999) model of board governance, boards are responsible for policy formula-
tion, decision-making and oversight across five discrete domains that minimize risk:
responsibility for organizational ends, responsibility for executive management per-
formance, responsibility for quality, responsibility for finances and responsibility for
the board itself.

A comprehensive online search of reported case law in two compendia,
LawSource and the Canadian Legal Information Institute, indicates that the legislated
obligations of boards with respect to risk management under the PHA have not yet
been judicially interpreted in Ontario (Canadian Legal Information Institute 2007).
However, under common-law principles of institutional liability, a hospital might be
found negligent if a patient plaintiff who suffers damages (e.g., loss of employment
after falling ill) could successfully prove, on the balance of probabilities, that the board
had never properly turned its attention to the issue of emergency planning, either
through undertaking a formal approval process or via a regular review of management
implementation procedures (i.e., de facto approval).

Best practices in managing risk are still evolving, but the emerging practice princi-
ple is that boards need to be aggressively proactive in their preparation. In the North
American private sector, there are no precise survey data about the prevalence of board
policies to mitigate risk, but the Sarbanes—Oxley Act (2002), intended to reduce the
frequency of inaccurate and fraudulent financial reporting in US private firms, has
had a salutary impact on board awareness of the power of risk management policies
to obviate sudden financial shocks. The increased attention to risk management by
investors and the media has led many private firms to upgrade their risk management
and monitoring systems against fraud and unethical business practices (Kambil and
Mahidhar 2006). In light of empirical findings showing that some of the greatest
value losses for US publicly traded companies stem from “low-frequency, high-impact
events” such as the September 11, 2001, terrorist attacks, one Web-based report has
recommended that firms continually employ “stress testing” to ensure that internal
controls and business continuity plans can withstand the shock of a high-impact rare
event (Kambil and Mahidhar 2006). Ongoing stress testing of this nature is a board-
led activity that would, in the Ontario hospital context, ensure compliance with the
emergency preparedness (EP) provisions of the PHA.

There have been few previous surveys of hospital risk management strategies. A
national survey of 1,300 respondents in the non-profit sector found that only 28%
of respondents in the hospital subsector (13% of the total sample) had a formal crisis
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plan in place, while 71% had a formal risk management strategy (Bugg et al. 2006). In
the Canadian non-profit sector as a whole, the survey found a formal risk management
policy in 60% of organizations and a formal crisis management plan in 65% (Bugg et

al. 2006).

Survey Methodology

Following a literature review, and drawing on the results of a 2004 strategic priorities

survey (Brown et al. 2005) of the same acute care hospitals, we identified 80 separate

board policies and practices that theoretically contribute to good corporate governance.
Nine corporate governance experts familiar with the Ontario hospital context

— including lawyers, hospital CEOs, directors and (current and former) board chairs

— individually ranked these 80 measures (on a five-point scale) against the following

criteria:

+  Actionability: The practice/policy under consideration is under the control of
Ontario hospital boards.

+  Quality: This practice/policy is a useful measure of the quality of hospital corpo-
rate governance in Ontario.

+  Utility: Hospital boards would find reports comparing the rate of use for this
practice useful for benchmarking,

A consensus among the experts resulted in 34 best practices that could be framed
as yes/no questions. Two of the 34 questions related directly to board approval of
managements risk preparation plans and thus reflected risk management require-
ments in the PHA. We were interested in the responses to these two questions: First,
had the board “approved a management plan that addresses the handling of potential
emergency situations (e.g,, a SARS outbreak, power shutdown or bio-terrorist attack)
which could place a greater than normal stress or demand on hospital services”?
Second, had the board “approved a risk management plan that includes a process to
identify, manage and minimize risks to the hospital’s sustainability”? Beyond discov-
ering rates of response to these two questions, we were interested in the association
between an affirmative response to these questions and endorsement of other best
practices assessed in the survey.

Researchers at the Canadian Institute for Health Information (CIHI) and the
Hospital Report Research Collaborative (HRRC) based at the University of Toronto
sent the survey and accompanying instructions via e-mail to hospital board chairs at
122 Ontario general acute care hospital corporations in November 2005. Hospital
CEOs were notified by a separate letter, also sent electronically, describing the nature
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of the survey. Board chairs were given four weeks to complete the survey online, and
were advised that a “snapshot” of overall provincial, local health integration network
(LHIN) and peer group breakdowns (based on the 2005 Joint Policy and Planning
Committee formula) of some of the data (but not individual hospital data) would be

published in Hospital Report 2006: Acute Care (HRRC 2006). Responses to questions
related to EP are reported in this paper for the first time.

Results
The overall response rate was 86.8% (106/122). Hospitals with multiple boards

were given the opportunity to respond as one entity or as distinct boards; in the rare
instances where there were variations in subboard responses (i.e., variation in policy

as reported by board chairs at different sites), scores on individual question elements
were averaged among the sites to reflect an aggregate score for the hospital (e.g., 2/3

“yes” responses = “yes”).

Survey respondents included 110 board chairs or their designates, representing
106 separate acute care hospital corporations in Ontario. (Three multi-site hospitals
chose to respond individually, which explains the discrepancy in the numerator.) For
the two questions addressing board risk management approval and oversight, there
were two missing values, representing a response rate of 85.2% (104/122) for these
response items.

More than one-quarter (26.9%) of responding board chairs (n=28) reported
that their hospital board or a committee of the board had not, as of November 2005,
“approved a management plan that addresses the handling of potential emergency
situations (e.g, 2 SARS outbreak, power shutdown or bio-terrorist attack) which
could place a greater than normal stress or demand on hospital services.” A slightly
higher proportion of board chairs (28.8% or 30/104) reported that their board had
not ‘approved a risk management plan that includes a process to identify, manage and
minimize risks to the hospital’s sustainability.” Altogether, 47 of 104 boards (45.2%)
had failed to approve both risk management plans.

Affirmative answers to both of the two EP questions were associated with six of
the remaining 32 best practices/processes in the survey (Table 1). These six meas-
ures are of interest because they help to ensure the continuity of the corporation’s
leadership through careful succession planning for board members (items 1-3) and
ensure accessibility, review and transparency of its procedures (items 4—6). It makes
sense that, in order to discharge the responsibility of risk assessment, board members
pay close attention to leadership roles and that they require and share high-quality
information on putative risk from a broad set of sources (Quigley and Scott 2004;
Treasury Board Secretariat 2000).

HEALTHCARE POLICY Vo3 No3, 2008 [69]



Neil Seeman et al.

The complete survey, with associated response frequencies and responses from

acute care hospital board chairs, is included in an Appendix (available online at

http://www.longwoods.com/product.php?productid=19557).

TABLE 1. Significantly associated practices of boards engaged in risk management

Board Attribute Domain of Analysis Chi-Square = Pearson’s
Value Chi-Square
(Asymp. Sig.
2-sided)’

|. “The Board has an articulated succession plan for Board composition, 8.099 0.004
the chairs of all Standing Committees of the Board.” nomination and

succession
2. “The Board has an articulated succession plan for Board composition, 4.308 0.038
the Board chair which includes a maximum term limit | nomination and
for the chair.” succession
3. “The Board’s director nominations process takes Board composition, 4.161 0.041
into consideration the diversity of the hospital’s nomination and
community (including gender, age, ethnicity and succession
cultural background) when selecting potential
nominees.”
4. "All Board processes of Standing and other Responsibilities and 4.161 0.041
committee procedures and terms of reference are in | processes of the
writing and are publicly accessible.” Board and Board

committees
5. “The Board uses a review process to ensure the Board information and | 5.916 0.015
adequacy of the information which it receives, such communication
as briefing notes, agendas, minutes of prior Board
meetings, CEO and committee reports, upcoming
motions, financial reports, recent media reports and
relevant journal articles.”
6. “The Board publishes reports (quarterly or more Board information and | 12.683 <0.001

frequently) describing organizational performance for
its community and stakeholders.”

communication

T With Yates correction for continuity applied to improve precision of approximation (df= 1)

Discussion

Almost two years after a 2004 survey (Brown et al. 2005) concluded that senior man-

agers see disaster planning and emergency preparedness as important to their organi-
zation’s strategic directions, the findings here indicate that not all hospital boards had

shown a proportionate response at the time of our survey. The lack of reported adher-

ence to two risk management approval practices may be explained by various factors.

It is possible that board chairs, the respondents in this survey, were not fully aware of
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all board approval and oversight practices, the responsibility for which can, at times,

be delegated to outside legal counsel, to a hospital committee or to a subcommittee

of the board. This in itself would, however, suggest a gap in internal communication
among board members and/or between outside legal counsel and the board, a gap that
presents an obstacle to effective governance.

It is also possible that those boards that did not approve EP plans believe that risk
planning activities are best left entirely to senior management, with the board available
for advice when needed (i.e., with recommending authority only). Boards may have an
approval process whereby a manager in charge of EP is required to report to a govern-
ance committee, a committee of the full board or both on a regular basis. Should EP
plans be deemed inadequate, the board then has the power to intervene and demand
improvement. Such a laissez-faire process may have elicited a“no” answer to the survey
questions.

Since this is the first time these specific approval practices have been systematically
surveyed for publication among a large sample of Ontario hospital boards, and since
no jurisdiction has published norms, it is not possible to estimate the degree to which
the findings reflect general characteristics of public hospital boards. However, the find-
ings are consistent with recent data suggesting that there is potential for improvement
in risk management practices at Canadian hospitals and in the non-profit sector gen-
erally (Bugg et al. 2006).

A limitation of our findings is the lack of nuance in the questions posed. In partic-
ular, it is possible that boards answering “no” to approving management plans were in
the process of approving them (one board chair indicated as much to explain why this
response was missing). Another board chair who left the EP question blank advised
that the board is apprised of all management plans/operational issues either via regu-
lar monitoring/reporting or via the CEO’s monthly reports to the board on salient
issues. This response suggests the board might possibly ensure that management has
contingencies in place for emergencies for “greater than normal stress or demand” with-
out the board’s formally approving an operational plan; i.e., adherence to the PHA and
fiduciary requirements could theoretically be satistied by regular updates on related
issues from the CEO or other executives. Greater nuance in the survey questions
could have allowed for response options that reflected gradations of implementation.

Further, no audits were conducted of the validity of board chair responses. An
audit process could have helped to determine the degree to which the responses given
matched processes or practices approved and in place at the hospitals. A follow-up
analysis could identify a subsample of hospitals willing to provide such input for a
subsequent survey and audit.

Despite the lack of nuance in the questions posed, the language of the PHA and
fiduciary legal obligations do require explicit, ongoing board approval and oversight of
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managements EP protocols. This requirement provides our rationale for the survey
language used. This interpretation is also consistent with standard rules of statutory
interpretation, suggesting that the words “shall ... ensure” in the PHA require active
board approval of such policies (Interpretation Act 1990). The responses of those
boards that had not approved management plans for EP appear to be at odds with the
high strategic importance placed on risk planning by senior management at the same
hospitals in the earlier January 2004 survey.

According to the report of the Ontario Hospital Association (Corbett and McKay
2005), the board needs to take additional steps to “ensure the board’s behaviour and
processes are in line with respect to risk,” which, in the context of emergencies such as
epidemics, require the board to react quickly and to direct management to respond.
The report recommends other types of oversight a board should consider, including
processes to ensure that management has implemented a proper risk identification and
assessment mechanism; has maintained sufficient insurance programs given identified
and assumed risks; and has established effective budget and capital planning proc-
esses. In short, it would be insufficient for the board to wholly delegate risk planning
to a management committee; the board must approve and review the appropriateness
of the management plan. This is consistent with the emerging consensus on the role
distinction between the board and management, summarized in a 2001 Toronto Stock
Exchange report whose conclusions are equally applicable to the non-profit sector: “the
Board cannot be too accepting of management’s views. It has the responsibility to test
and question management assertions, to monitor progress, to evaluate management's
performance and, where warranted, to take corrective action” (Saucier et al. 2001: 12).

A board is required by law to make itself aware of the material and foreseeable
risks of all aspects of the business in which the corporation is engaged. To this end,
the hospital board must actively concern itself with risks potentially arising from high-
threat events that will “disrupt the normal hospital routine.” Other less obvious risks
to which the board should be sensitive include anything that might be prejudicial to
the sustainability of the hospital in the near or long term, including reputational risks
arising, for example, from unfavourable media coverage. Sensitivity to these risks is
consonant with the concept of enterprise risk management, where risk is seen from a
broad perspective and includes both financial, quantifiable losses, as well as intangible
reputational losses.

Conclusion

The findings reported here suggest that some boards may not be as engaged in risk
management approval activities as they could be. The board of a hospital should be
directly accountable to staff, to the patients and communities served and to the gov-
ernment funding authority (Hundert 2003). Our findings suggest that risk manage-
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ment plan approval on the part of the board may be predictive of the more general
concept of public accountability. As suggested in our analysis, board engagement in
risk planning is associated with increased attention to succession planning; a more
proactive attempt to nominate a diverse set of directors; the documentation and pub-
lic accessibility of board and committee processes; better information-gathering on
the board; and more regular reports to the community and to stakeholders regarding
organizational performance.

Future research should probe these associations to determine whether linkages
exist between risk management engagement on the board and other areas of perform-
ance for the organization — e.g., indicators of financial performance or patient satisfac-
tion — particularly following times of system stress. Case study interviews at different
sites are needed to explore the diversity of risk management oversight practices among
hospital boards, and to determine whether there are special directors’ skills in risk
management that may be needed to implement those practices effectively.

Before directors can adopt truly effective risk management oversight plans, they
need more information about the diversity and feasibility of different models to
determine which is most suitable for their board’s unique governance structure and
strategic directions. Finally, the emergence of LHINSs in Ontario may provide an ideal
opportunity to standardize region-wide governance policies in relation to emergency
preparedness, which, in turn, could lead to improved system readiness in the event of a
future system-level destabilizing event. Whatever the overarching governance author-
ity, our study suggests that fiduciaries should be proactive to ensure that management
has enacted proper organizational protection against unforeseen risk.

Correspondence may be directed to: Neil Seeman, c/o Ryerson University, School of Health
Services Management, Sally Horsfall Eaton Centre for Studies in Community Health, Room 574,
99 Gerard St. East, Toronto, Ontario, M5P 2K8. E-mail: nseeman@ryerson.ca.

ACKNOWLEDGEMENTS

The Hospital Report Research Collaborative (HRRC) acknowledges, with thanks, funding from
the Ministry of Health and Long-Term Care and the Ontario Hospital Association. The authors
are grateful for the data quality checks and survey distribution led by Jennifer Wagg and Joanne
Tse of the Canadian Institute for Health Information (CIHI). The HRRC is now part of the
Health System Performance Research Network, HSPRN, a network of researchers working on
projects to identify, validate, implement and exploit performance information of value to the health
system in Ontario.

REFERENCES

Brown, A.D., L.M. Alikhan, G.A. Sandoval, N. Seeman, G.R. Baker and G.H. Pink. 2005.
“Acute Care Hospital Strategic Priorities: Perceptions of Challenge, Control, Competition and

HEALTHCARE POLICY Vol3 No3, 2008 73]



Neil Seeman et al.

Collaboration in Ontarios Evolving Healthcare System.” Healthcare Quarterly 8: 36—47.

Bugg, G., S. Dallhoff and P. Speevak-Sladowski. 2006. National Study of Board Governance Practices
in the Non-Profit and Voluntary Sector in Canada. Toronto: Strategic Leverage Partners.

Campbell, A.G. and the Commission to Investigate the Spread of SARS in Ontario. 2006
(December). Spring of Fear: The SARS Commission Report. Toronto: Government of Ontario.
Retrieved January 13, 2008. <http://www.sarscommission.ca/report/index.html>.

Canadian Legal Information Institute. 2007. Databases. Retrieved January 13, 2008. <http://www.
canlii.org>.

Corbett, A. and ]. Mackay. 2005. Guide to Good Governance. Toronto: Ontario Hospital

Association.
Corporations Act, RSO 1990, c. C.38.

Hospital Report Research Collaborative (HRRC). 2006 ( June). Hospital Report 2006: Acute Care.
Toronto: Canadian Institute for Health Information. Retrieved January 13, 2008. <http://www.
hospitalreport.ca/downloads/2006/ac/acute_report_2006.pdf>.

Hundert, M. and R. Crawford. 2003. “Issues in the Governance of Canadian Hospitals, Part 1:
Structure and Process.” Hospital Quarterly 6: 63—67.

Interpretation Act, RSO 1990, c. .11, 5. 29(2).
Kambil, A. and V. Mahidhar. 2006. Disarming the Value Killers: A Risk Management Study. Boston:

Deloitte Services.

Naylor, D. and the National Advisory Committee on SARS. 2003 (October). Learning from
SARS: Renewal of Public Health in Canada. A report of the National Advisory Committee on
SARS and Public Health. Ottawa: Public Health Agency of Canada. Retrieved January 13, 2008.
<http://www.phac-aspc.gc.ca/publicat/sars-sras/naylor>.

Pointer, D.D. and J.E. Orlikoff. 1999. Board Work: Governing Health Care Organizations. San

Francisco: Jossey—Bass.

Public Hospitals Act, RSO 1990, c. P40; Hospital Management Regulation, RRO 1990, Reg. 965
to the Public Hospitals Act, s. 2(3)(a).

Quigley, M.A. and G.W.S. Scott. 2004 (April). Report on Hospital Governance and Accountability in
Ontario. Toronto: Ontario Hospital Association.

Sarbanes-Oxley Act of 2002, Pub. L. No. 107-204, 116 Stat. 745.

Saucier, G. and the Joint Committee on Corporate Governance. 2001 (November). Beyond
Compliance: Building a Governance Culture. Toronto: Toronto Stock Exchange. Retrieved January
13, 2008. <http://www.goodgovernance-bappenas.go.id/publikasi_CD/cd_penerapan/ref_cd_
penerapan/download/unfolder/Building%202%20Governance%20Culture.pdf>.

Treasury Board Secretariat. 2000 (April 18). Accountability Expectations and Approaches. Ottawa:
Government of Canada. Retrieved January 13, 2008. <http://www.tbs-sct.gc.ca/rma/account/
account_e.asp>.

Walker, D. and the Ontario Expert Panel on SARS and Infectious Disease Control. 2004 (April
16). For the Publics Health: A Plan of Action. Final Report. Toronto: Ministry of Health and Long-

Term Care.

[74] HEALTHCARE POLICY Vol3 No3, 2008



Emergency Planning in Ontarios Acute Care Hospitals:
A Survey of Board Chairs

NEIL SEEMAN, G. ROSS BAKER AND ADALSTEINN D. BROWN

Appendix: Board Governance Survey — Policy and Practices

1.0 Board Composition, Nomination and Succession

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

I.1 The Board uses a committee composed exclusively of independent directors' to nominate 20 85
potential directors.

I.2 As part of the director nominations process, the Board and/or Nominating Committee and/or 15 92
Governance Committee conduct a skills audit? to assess the skills reflected by the existing Board.
Deficiencies are then incorporated into the qualifications required for nominations.

I.3 The Board has an articulated succession plan for the CEO in order to identify potential 56 47
successors following term completion and/or retirement.

|4 The Board has an articulated succession plan for the Chairs of all Standing Committees of the 52 53
Board.
[.5 The Board has an articulated succession plan for the Board Chair that includes a maximum 20 85

term limit for the Chair.

I.6 Director re-appointment is subject to a performance audit® (led by the Nominations 51 52
Committee or Governance Committee or another committee of the Board) against predetermined
indicators of performance.

|.7 The Board's director nominations process takes into consideration the diversity of the hospital’s 8 97
community (including gender, age, ethnicity and cultural background) when selecting potential
nominees.

" Independent directors do not include management, relatives of management, former members of management within the previous five years,
or people whose firms do business with the hospital, such as information technology vendors, suppliers of diagnostics, lawyers, accountants or
consultants.

2 An identification of the skills and knowledge required and held by the Board, including, but not limited to: healthcare delivery systems and
reform, finance, law, human resource planning, public and media relations, information systems/technology, community development and
governance processes.

? A review of directors’ performance against predetermined, objective indicators of performance (e.g., rates of committee attendance,
preparedness, participation in hospital activities outside of Board and committee work, level of interaction with hospital staff).
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2.0 Responsibilities and Processes of the Board and Board Committees

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

2.1 The Board has produced a publicly available document (e.g., bylaws or another publication) that 104
describes Board responsibilities, terms of reference and lines of accountability.

2.2 The Board devotes 25% or more of annual Board meeting time to long-term hospital strategic 41 64
planning.'
2.3 The Board has recorded a set of objective criteria? against which it evaluates Board effectiveness 21 84

annually (or more frequently).

2.4 The Board endorses a plan of action, at least annually, to improve on indicators of quality (e.g., 7 94
managerial process performance, financial performance, clinical outcomes and patient satisfaction).

2.5 The Board uses a strategic plan against which to establish and review (at least annually) 3 102
organizational goals and milestones of achievement.

2.6 Clinical leaders® are regularly and directly involved in Board strategic planning. 12 93

2.7 The Board uses a set of documented criteria when providing advice to management regarding 52 49
proposals for major, new programs and services.

2.8 All Board processes of Standing and other committee procedures and terms of reference are in 8 97
writing and are publicly accessible.

2.9 The Board has approved a risk management plan that includes a process to identify, manage 30 74
and minimize risks to the hospital’s sustainability.*

2.10 There is an opportunity at every Board meeting for directors to meet privately, without the 35 70
presence of management.

2.11 The Board or a committee of the Board has approved a management plan that addresses the 28 76
handling of potential emergency situations (e.g., a SARS outbreak, power shutdown or bio-terrorist
attack) that could place a greater than normal stress or demand on hospital services.

" This involves an evaluation of challenges to the organization’s long-term sustainability (more than five years in the future) and a commitment to
a plan of action to resolve those challenges.

% Such criteria might include the extent of completion of strategic objectives from the previous year, adherence to the Board's strategic plan,
directors’ satisfaction with committee work and directors’ perceived ability to contribute to Board deliberations.

? This should include clinical leaders beyond the President of the Medical Staff, Chair of the Nursing Advisory Committee, the Chief of Staff/Chair
of the Medical Advisory Committee.

“# Risks are those that carry the potential for significant financial and/or reputational harm. A risk management plan should address potential risks
prejudicial to the long-term viability of the hospital.
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3.0 Audit Committee Characteristics

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

3.1 The Board has an Audit Committee' composed exclusively of independent? directors. 18 87

3.2 All members of the Audit Committee are financially literate® and at least one has a professional 19 85
designation* in accounting or finance.

' The group does not have to be entitled an "Audit Committee” to satisfy this requirement, but should be responsible for overseeing the internal
control processes for accounting and financial reporting systems. It is responsible for ensuring the integrity of financial data and compliance of the
information with regulatory requirements and appropriate accounting principles.

2 Independent directors do not include management, relatives of management, former members of management within the previous five years,
or people whose firms do business with the hospital, such as information technology vendors, suppliers of diagnostics, lawyers, accountants or
consultants.

? Financially literate: has the ability to read and understand a set of financial statements that present a breadth and level of complexity of
accounting issues that are generally comparable to the breadth and complexity of the issues that can reasonably be expected to be raised by the
hospital’s financial statements.

“E.g., CA CPA, CFA CMA

4.0 Responsibilities and Activities of the Board Chair and Directors

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

4.1 The Board publishes a document (e.g., bylaws or another publication) outlining the 2 103
responsibilities of the Board Chair.

4.2 Either the Board Chair or a designate of the Board Chair attends at least one meeting per year 6 99
of every committee of the Board.

4.3 The Board and/or Governance Committee sets minimum meeting attendance requirements' I3 92
for all directors.

4.4 The Board distributes letters of appointment to all directors, outlining responsibilities and key 43 62
terms and conditions of appointment.

" The minimum meeting threshold must be at least two-thirds of all Committee and Board meetings.

5.0 Code of Conduct and Board Ethics

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

5.1 The Board has a formal whistleblower policy to ensure that information regarding suspected 79 24
corruption and incompetence throughout the organization reaches the appropriate party.'

5.2 Within the Board there is a formalized process by which Board members’ potential conflicts of 8 97
interest may be declared and evaluated by the Board and/or the Governance Committee.

5.3 The Board has a publicly available Code of Ethics by which it is governed that includes a process 37 67
to review adherence to the Code.

" The party (e.g., Audit Committee Chair/Board Chair) should be articulated in a Board publication.
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6.0 Board Orientation and Professional Development Practices

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

6.1 The Board publishes a comprehensive Board policies and practices manual, which is distributed 10 94
to all new Board members.

6.2 The Board regularly offers to members educational opportunities (e.g., roundtable meetings, 2 103
seminars) to ensure that Board members may keep current with modern issues in healthcare.

6.3 The Board has implemented a mentoring process' for all new directors. 45 59

"l.e., an ongoing peer support or other formal structure enabling new members to learn from experienced members.

7.0 Director Assessment Processes

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

7.1 Al directors are evaluated annually against a predetermined set of performance indicators.'

61

44

7.2 Performance measures to evaluate directors’ performance are re-evaluated at least annually to
ensure ongoing relevance and validity.

56

48

' E.g., rates of committee attendance, preparedness, participation in hospital activities outside of Board and committee work, or interaction with

hospital staff.

8.0 Board Information and Communication

Please place in the column to the right of each question for the response that best

reflects your Board’s policy. [Check only one column]

performance for its community and stakeholders.

8.1 The Board uses a review process to ensure the adequacy of the information that it receives, 26 79
such as briefing notes, agendas, minutes of prior Board meetings, CEO and committee reports,

upcoming motions, financial reports, recent media reports and relevant journal articles.

8.2 The Board publishes reports (quarterly or more frequently) describing organizational 54 50

9.0 Board Innovation

We are interested in learning more about innovative Board governance processes. Please identify any new, leading-edge

Board governance practices in place at your organization that have not been described in this survey.
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