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Président/ Chairman
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Normand Rinfret

Directeur géneral et chef de la direction /
DirectorGeneral andChiefExecutiveOfficer

Report of the Director General and CEO

Le 11 mars 2014 / March 112014

Centre universitaire McGill University
de santé McGill Health Centre
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EwaSidorowicz Martine Alfonso

Associate Director General, Medical Affairs AssociateDirector General
and Director of Professional Services azy UNB I / KAt RNB yQa |12

Ann Lynch TeresaMack
Associate Director General Administrative Director
Clinical Operations, Adult Sites Montreal NeurologicaHospital

Clinical Review
Le 11 mars 2014 / March ¥12014

Centre universitaire McGill University
de santé McGill Health Centre 5



Key Volumes of Activities
P11 YTD 2013 -2014
Adult Sites
Adult sites YTDPeriod 11 YD Variance B-14 vs -1
1314 1213 nb %
Admissions 5541 | 5629 | 88 | -0.34%
ORs Patients 14581 | 13628 | 953 0.54%
Ambulatory Visits 590,472 | 609,548 | -19,076 | -3.23%
E.R. Visits 03,437 | 63601 | -164 -0.26%
Deliveries 3297 | 3250 | 47 1%




Key Volumes of Activities
P11 YTD 2013 -2014
Hopital - Lachine

HOplta| Lachine YTDPeriod 11 YTD Variance 13-14 vs 2-3

34 1213 b %

Admissions 136 | 136 | 7 %
ORs Patients 5082 | 5200 | 2 0%
Ambulatory Visits 5,723 | 51123 | 600 1%
E.R. Visits 16,100 | 17,044 | 1,056 0%




Key Volumes of Activities
P11 YTD 2013 -2014
Neurosciences

NeUroSCIences © YTDPeriod 1l VIO Varance B-tvs £

34 L3 I

Admissions 200 | 2264 | 0 ol

ORs Pafients 1463 | 1384 1 19 | M
Ambutory Visits - { 20893 | 228% | 193 | U




Key Volumes of Activities
P11 YTD 2013 -2014
Montreal Childrenotos H

Montreal Children's’ viDPeriod 1 70 Variance -1 vs 2-5

1314 1213 nb /0

Admissions 4804 | 5093 | 229 %
ORs Patients 6524 | 5769 | 75 12%
Ambulatory Visits 1502 | 113932 2010 | 2%
E.R. Visits 10,165 | 06,708 | 3457 %




Under TAB 9

ConseiRQIRYAYA&GUN)T OA2Y
du Centreuniversitairede sané McGill

McGill UniversityHealth Centre
Boardof Directors

StéphaneBeaudry

Associate Director General,
Financial Resources, Procurement & Biomedical Engineering

Financial Review
Le 11 mars 2014 / March 12014

Centre universitaire McGill University
de santé McGill Health Centre
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Under TAB 9

Financial Results
Period 11, 2013-2014

Finance Directorate
March 11th, 2014

entre universitaire McGill University
de santé McGill Health Centre 1



Under TAB 9

2013-2014 Results

AThe $20M budgeted deficit for the 202914 year
consists of:

X $14.5M from Operations
x - $5.5M for the Researcimstitute

AWe are currently on track with our objective for
20132014 (as of February 03

A Our forecast shows that we will finish the year within
the $20M target, or lower

Centre universitaire McGill University
de santé McGill Health Centre



Under TAB 9

Budget 2014 -2015

A Ayearago,our commitmentwasto achieveequilibriumfor the year
20142015 Consequently,we need to apply $14.5M of cost
reductionsfor Operationsand $5.5M for the Researchnstitute

A Thepreliminarycost reductionplan for the $14.5M consistsof :

X $8.6M related to the annualizationof the 20132014 cost
reduction plan includingthe éGrandsProjetsR Q h LI A ¥ A 2
(GPO)

X $ 5.9M related to administrative and support servicesand
contractnegotiation

A The ResearcHnstitute deficit is solely related to the tenure track
cost Negotiationwith McGill Universityis on goingto resolvethis
issue

Centre universitaire McGill University
de santé McGill Health Centre



Under TAB 9

Budget 2014 -2015

A Basedon the recent budget presentedby the Ministere des
Financesdu Queébec,there is a very high probability that
additional cost reduction and optimisation will be required

from the health carenetwork.
A Dueto the current political situation, we will mostlikely not be
advisedof the magnitudeof the effort before June

A In the meantime,the Agencede la Santéerecommenddo work
with the assumptionthat the funding reductionof 20142015
would be equivalentto the one of 20132014 Thisrepresents

$12M for the MUHC

Centre universitaire McGill University
de santé McGill Health Centre



Budget 2014 -2015

Under TAB 9

To be proactive in addressing the additional efforts
required, we have started to work on a new plan that
would provide a reduction in consideration of the

following guidelines :

A Continuousefficiency improvements
A Maintain or increase quality of care
A Maintain accessibility




Under TAB 10

ConseiRQIRYAYA&GUN)T OA2Y
du Centreuniversitairede sané McGill

McGill UniversityHealth Centre
Boardof Directors

Marie-Claire Richer

Inf. PhD, Director of the Transition Support Office (TSO)

t NBaAaSyoaldAzy 2y a! |

Lell mars 2014 March 11", 2014

Centre universitaire McGill University
de santé McGill Health Centre
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The Transition Support Office
(TSO)

Presentation to the MUHC Board of Directors
March 11, 2014

by Marie-Claire Richer, inf. PhD
Director, TSO

17



Transforming the MUHC
together -

... Multiple people,

multiple teams, and
multiple units at a time
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The New MUHC
2010 - 2014 2015

Successful
Transition

Continued high
guality care


https://www.google.ca/url?q=http://metrovalley.ca/&sa=U&ei=R0EXU_a8H4HlyAHZzoDQCw&ved=0CEgQ9QEwDg&usg=AFQjCNHZcDbQYO69gopv1EowNqf2sBb70w

Transition Support Office: Why?

A New physical configuration as well as
consolidated teams necessitates re-design of how
we work

A Also presents a unique and unprecedented
opportunity to transform patient care delivery

21



Buté .

How to introduce extraordinary
change when staff and physicians
must simultaneously continue to
deliver high quality care to patients
on a day to day basis?

22



Creation of the
Transition Support Office (TSO):. 2008

Developed a comprehensive mix of expertise to
support our frontline caregivers

38
2 %@ @& o
™ oSt X%
@@Q o® 2 o &
o K NN
W S
Knowledge 2

Transfer O’ix

EVALUATION
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Our Model : The SiI X

PEOPLE

+ WORKFORCE PLANNING
« TRAINING/DEVELOPMENT
« TEAM EFFECTIVENESS
« WORK CLIMATE

« CLEAR VISION AND GOALS . « WORKFLOW
« EVALUATION OF PERFORMANCE \' < = 9 * IS/IT INFRASTRUCTURE
« INDICATORS AND OUTCOMES ‘ N 4 . « PATIENT FLOW
P> ' Y INTERVENTIONS/SUPPORT SERVICES
- PATIENT-
FAMILY
CENTERED
' CARE
. i
PAR
« LIAISONS WITH COMMUNITY AND FAMILIES « EVIDENCE-BASED
« MUHC TRANSVERSAL SERVICES « HARMONIZATION
« INTEGRATION OF SERVICES « DOCUMENTATION
_ « GUIDELINES, POLICIES &PROCEDURES
« PATIENT EDUCATION
TGRSRl MATERIALS

*PATIENT ROOMS
* DISTANCE TO CONSULTING SERVICES
« ENVIRONMENT

24



A multitude of concrete initiatives
supported by the TSO on the ground
and transforming the organisation

einside the buildings

25



Pratique

Harmonisation des pratiques liees aux
cathéters veineux centraux

Dr. Caroline Quach
Peédiatre, microbiologiste-infectiologue
Hopital de Montréal pour enfants

France Paquet
Conseillere en pratique clinique
Bureau de soutien a la transition, CUSM

26



Contexte du projet

A Harmoniser les pratiques dans tous les sites

A Taux de bactériémies au CUSM les plus élevés
dans la province

A Plus de 200 BACC annuellement (07-08)

A & durée de séjour
A 16% mortalité (INSPQ 2010)
A Codt de traitement élevé

A Ecarts importants entre la pratique et les meilleures

pratiques 20
A Pratiques variées 13 ]
A Les BACC sont c ~ EBACC RVF
évitables 0 - = BACC MGt
N
Q/\t Q%' @i \Q&
DR SIG S 27
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Objectifs du projet

A Harmoniser et optimiser la pratique sur tous les sites

A Eliminer les BACC et les autres complications
(ex: thromboses et occlusions)

A Création d@ne culture de sécurité au sujet des
cathéters centraux

A Implantation des meilleures pratiques (fBundled
Insertion et entretien)

A Mise en place de stratégies pour assurer la
pérennite

29




Interventions
Insertion & Entretien

A Hygiéne des mains

A Barriéres maximales au
moment de ldnsertion

A 2% CGH + IPA 70%
A Pansement sec

A Privilégier la veine
sous-claviaire

A Cathéter imprégné de
chlorhexidine

A Hygiéne des mains

A Friction vigoureuse du
bouchon

A Changement du
pansement lorsque
souille, décollé ou
humide (min q 7)

A Lumiére dédiée pour
HAIV

A Evaluation quotidienne
de la nécessite du
cathéter et retrait rapide

30



3 ans plus tard 1 USI HRV et HGM

BACC RVH et MGH ICU

20

18

16

14

12

10

Nombre de BACC

2007-2008

2008-2009

2009-2010

2010-2011

2011-2012

2012-2013

2013-2014

EBACC RVH

17

16

18

13

6

9

5

= BACC MGH

18

12

8

11

7

5

5




3 ans plus tard 1 USIN (HME)

CLABSI rate/1000 cathetalays
o - N w NAN ol (@) ~

2009-2010 2010-2011 2011-2012 2012-2013 2013-2014*
Years
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Prudence sur toute la ligne!
Be line wise!

ash your hands
Hygiene des mains

nsert and care under aseptic

pepuis I3 derniere

technique bt el
. . . . ast Cen ral
Insertion et soins avec asepsiy it o ted ot

stream infection

crub the hub

. . . —-—— Recqrgsp:(eéc(:;?jent
Friction vigoureuse du bouch e R e

ttttttttttttt

nsure patency ;
Assurer la perméabilite | OBD il M B maseer
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Pérennité

Publié: 2014-02-18

Mention Argent a l'tUnité des soins intensifs de L' HGM

Benoit Richard- Beland (infirmier),
Claire Hall (infirmiére), Wedlyne Pierre (infirmiére),

Bemardo Oabel (infirmier), Karine Letarte (infirmiere),

Colleen Stone (infirmiére-chef),
Melissa Amadouny (infirmiere),

& I'Unité des soins intensifs (USI) de
I'Hopital généeral de Montréal (HGM), aucun
patient n’a contracté d’infection sanguine
liee a l'utilisation de catheters centraux
depuis pres de 8 mois. Cette réussite

h temoigne des efforts soutenus de I'eéquipe

soignante et de |'efficacité du programme
de prévention Prudence sur tout |3 ligne
déployé au Centre universitaire de sante
McGill (CUSM). Fiere détentrice de la
mention Argent pour sa performance, ['USI
pourrait obtenir le statut Or en mars
2014, si aucune infection de ce type ne s’y
produit d’ici |3,

« Il v a 6 ans, notre priorité no. 1 était de
minimiser I'occurrence de ce type
dinfection. Il s’en produisait alors une



Résultats (depuis avril 2011)

Insertion of PICCs with Minimum
Number of Lumens Reduces
Complications and Costs

Jeremy OErlen, MD, France Faquat, AN, MSc, Richard Lindsay, MD,
Deavid Valantl, MD

Background: Inappropriate mtheter requesis at the McoGill University Health Centre (MUHC) bed to
nplﬁm!t]] incressed costs and m']'a&!herimﬂnu:bnn or infection. Du:l-]m ctheters were often

A Plus de 140 BACC

mqluh:duﬂmtndwﬁun]}'annﬁ:hmmm_, ired, and i I e k carean the wards led
2 = &« to early infection or thrombosis.
eVIteeS Methods: A fall-time registered nurse was hired 1o analyze and transform the vascular acoess program of the

MUHC. Catheter sdection was streamlined on the basis of cliniz] unit nesd. Clinical and cost data were
callected between May 2011 and January 20012,

Results: Requsis for vasoular access as the MUHC have been standardized and centralized. Single-lamen

nﬂ\!a:nlmsbdmllm:qﬂ:ﬁcmﬂ:nhmﬁw:d:ﬂl—hmmnﬁdunwlduiTﬂdm datz have been
collected on 4,000 catheter insertions, both before and afier the switch o the single-lumen program.
Dual-lumen catheters have been required in only 509 of cses. Reinsertion rases have decressed, lmding w the

A Prudence sur toute la

ferst year-over-year reduction in penphu:]b' |mul.nd. ceniral veraus catheter insertion snce das ion
O bepamn im 2002. The program has also din fons in central line | bloced
II ne infection and citheter-related thrombaosis. Du:mdmmlmmirﬂmmnmhnkdhmu:“
. savings for the MUHC of approximately $1.1 million.

unités

A Niveau argent: 6

A Niveau or: 1 unité

A Résultats publiés dans
J. Am. Coll. Rad - 2013

Key Wonds: Venous access, PICC lines, practice management
J Am Goll Radiol 2015:10:864-865. Capyright @ 2013 American College of Radiolagy

INTRODUCTION
Vasoalar access in modemn health care isa resource-inten-
sive practice. At the MeiGill Universiey Health Cenere
(MUHC) in Montred, Quebec, Canada, -=2,000 pe-
ripherally inserted ceniral venous catheters (T10Cs) are
m.nshsdsdlf\ﬂr Mnmnberlncrundbylm
pound annual rate of 16.5% between 2002 and 3010
{Fig- 1), further adding to growing coet strains on bath
the hospital and Quebec’s provindal health care system.
At the MUHC, PICCs were tmditionally inserted in
the angiography suite. Lumen number and dedisions
about catheter replacement were undertaken by the treat-
ing physicians, with little input from the intereentional
radialogy t=am. FICCs with more than one humen were

MeCall University Headth Ciomtrr, Depurimest of Dingroatic Radikogy,
Ml Uinivesity, Montred, Qucher, Camch.

Crmsprinching ssthos and repsies: Jeremy (¥ Brien, MDD, Maresa] Cea.
el Hespital, Depasment of Disgasstic Radiclagy, 1650 Codar Aversas,
Monsal, [ HIG 1A, Carnchs.

often inserted when not indicated, =>50% of the time,
despite puidelines by both nirsing associations and the
Centre for Dissse Control recommeending the insertion
of catheters with 2 minimum member of lumens because
of increased risk for central line—amociated bloodstream
infection (CLABSI) and catheter-related desp vein
thrombosis [1-4). Insppropriate insertion of catheters
with multiple lumens has zlso been demonstrated to in-
crazms costs and huspil:l stays [5-5].

Omn the basis of this published literature, we hypothe-
sized that impravements coukd be made to the vascular
acress program ai the MUHC. Specifcally, we believed
that PICC insertion led by the interventicnal radiclogy
team catersd toward clinical need and favoring single-
lamen insertion, rather than as directed by the referring
team, would significantly reduce bath complications and
Costs.

METHODS
A full-time clinical nurse specialist (CHS) was hired o
anahyze and transform the vascular acoess program as the

© 203 Amariemn Cokga of Radoiogy
A54E- 14D 3600 » SR Oy 1LL 92 1s.1|xf‘]§gnn



Eléments de succes

A Leadership fort des parties prenantes

A Ressources dédiées a temps plein

A Stratégies répondant aux besoins des cliniciens
A Opportunité de tester de nouveaux produits

A Communication des résultats

A Volonté de mesurer les résultats de sa pratique (RI)
A Programme de surveillance




Processus

Dr Benoit Gallix
Chef du d®partement de | 0Ii

M. Michel Picard
Directeur associé, imagerie medicale

Alexandra Rivard Fradette
Gestionnaire de projet, Bureau de soutien a la transition

38



D®f 1 s de | a transi |
meéedicale

APr®parer | 06i magerie m®di
engendres par le projet de redéploiement du nouveau
CUSM

A Procéder a une harmonisation des pratiques cliniques
et des processus administratifs au niveau des cing
sites adultes

AOptimiser | 6utilisation
représente un investissement de plus de 55 millions $

CLe



Objectifs de la transition

Offrir une meilleure accessibilité au patient et
maintenir un standard dans la qualité des services

Encourager et d®velopper
commune dOUN d®partement
au CUSM avec une gouvernance de cogestion

Optimiser, revoir et harmoniser les processus de
travail et les pratiques cliniques avec le soutien du
personnel et des médecins

40



La transitil on ¢C

A Processus crucial dans toute réorganisation de
departement ou secteur

A Permet de mettre en relief non seulement les
opportunit®s doéoam®l i1 or at
forces a exploiter

A Rallie les équipes autour de buts communs,
doobjectifs d®finis et d

41




Exemples doiniti at

Cr®ati on doune ceausr al e d

A Harmonisation du processus d'octroi des rendez-vous en

radiologieet | mpl antation doun nc
intégre

ALe commis aura dor ®navant a
| or s de | 0 owdus, ceiqu maximiseean d e z
| uti li sation du plateau t e

pour le patient

Opti misation du secteur d
radiologie

AR®organi sation du taefvfaiidi er
| uti li sati on des ressour ce

ADi minution des temps doatte
traduit par une accessibilité accrue pour le patient

42




Soutien recu de la part du BST

Equipe en soutien al 6 | ma médicale
AVoit a la coordination globale de la transition

ADéveloppeunp | an d &détale i o n

AFacilite le processus de changement
AAnalyse les processus

AAssistel 6 ®qui pe de pevueg delittémure et
des balisages pour déterminer les meilleures fagcons de faire

Soutien opérationnel a la transition

APermet de libérer une personne du departement pour se
consacrer au mandat de la transition

43




La transition, une opportunite a
sal sire

A Prodiguer un service et des soins de qualité

AR®organiser | e travail P
et | oeffilicacit®

' A Instaurer et développer une culture de qualité et
de performance

A Amener le personnel terrain, les médecins et les
gestionnaires a collaborer, et partager le désir
doi nnover et | e souci de
continuellement

44




A La réussite de la transition passe par une étroite
collaboration entre le BST et le client

AL6identification des bes
au depart, étre bien défini par les leaders

A Les leaders doivent jouer un role de locomotive
et de motivateur aupres de leurs équipes, et ainsi

preparer le terrain pour le gestionnaire de projet
du BST

45




People

Montreal Childrens Hospital

The new MCH 1
Transition, a whole system approach

Barbara Izzard
Associate Director of Nursing
Montreal Childreno6s Hospi

Sharon Taylor-Ducharme
Clinical Practice Consulting
Transition Support Office, MUHC

46



Trans | t| on Transfer to new site
] Evaluate and Revise

Planning

A pproac h Prioritize and Implement

Alignment and Coordinate

B ""\' sl
%'iﬁi“-f# il ﬁé‘?ﬁ!ll

Analyze Gaps/Deltas
(current versus future

Engage the
Organization in
Transformation

Create a Transition Plan

Strategic Goals 4= . I _
Vision of Future Starting Point

f'sf}gF
9
Environmental Scan LEXCELLENCE




Create a Transition Plan

MUHC Redevelopment Core 3tsaring
Caommitias
oAz . MCH Exsoutive . o
—+ FtTransier
'Y
. 2fie Acthvalon
4 A\ Ihrrerh MCH Transifion Steering E—
] ] CH » i
E Regearcs i: Tackioree C i #  Acthvablon ¢ Eltl1
'-\. ,-"l EanagsrHCR
o S o ste
]
1
Ambulatory Rexp iElaep
ER o Hicy - PICU 4 PERIOP [ Med/Surg | HeamiOno ¢ Poyohisry Day Hospital E:I:.I" lI’.:‘.ir 4 [;r_: ¥ I]Imli
I
Admiting
Eedical Allled LabePTC!
*Fm-r-‘-Hm-ﬁ- -ﬁ'm-&l- BOE |~ Genatioc |« Trauma
Team Team Team ér'}
Qj) é d) © |
SUPPORT SERVICES SUPPORT SERVICES
IEAT Elomsd Food Zervioec HDR Warshoucs/
Dictribution

MCH TransEon 3tering Commilize Jan 2014




Coordination and Alignment

MCH Steering Committee Coordination and Communication

MCH Executive MUHC Redev
Committes Core Committes

ACTIVATION &

(.F

MCH Transition Steering ]
Committee

~\

Planning &
Activation

| [
1. Patient Transfer

2 Site Activation

3. S5taff Orientation

TRAMNSITION

Inpatient Arni Technical Hospital

[ T [}

4 Sub Groups & sub groups 12 Sub Groups




Engaging the MCH In Transition
Planning

A Inter professional clinical harmonization
workgroups

A NICU- viseo conferencing all meetings (2 sites)

A Retreats for planning (ie. Social services)
Regular scheduled transition meetings

A Designated transition days with prescheduled
topics (ie. Hematology/Oncology)

A Grand Rounds presentations (ie. TAG)




Transition Work Activities

Using a Quality improvement process the
following are examples of initiatives underway:

A NICU Staff Shadowing (intersite)

A Inter professional team approach (reduce silos)
A Evidenced based learning

A Engagement of many frontline staff

A Leadership development- project management
tools shared and incorporated by many

A Review of policies and procedures: beginning this
comprehensive review and revision

A Standardization of documentation




Prioritize and Implement
Alignment and Coordinate

A Regular Communication updates to and from MCH
Transition Steering Committee

A Alignment with various MUHC Committees ie
Workforce planning

A Sharing of information to and from tranversal Support
Services ie IS/IT, Food Services

A Weekly MCH Coordination meetings our team of 4:
responsible for Planning, Transition, Move-Activation
and Legacy site




A Whiteboards located
throughout the
hospital e 0
Newsletter for o TE
frontline staff |
Chez Nous transition
feature in each issue
Standing item on
leadership monthly
meetings
Multiple presentations
to various committees
and groups
Public folder with
access to all

presentations, memos
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We are | earni ng
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And as we learné

wTo create w20 Baccalaureate wOver $1 M in
organisational w15 Masters research grants
capacity in project students since 2009
managementand 4 poctoral wOverl0 peer
evaluation students reviewed
R Ches w1 Postdoctoral publications

wh 0 KSNJ-t ah<C fa0w wResearchers from
CHUM Ste McGill, UQAM,
Justine, CHUQ, U de M, Ottawa ,
JGH and others Ob!tX | 9/

o ’



Transforming the MUHC
together -

... Multiple people,

multiple teams, and
multiple units at a time




* Update: amctunrentnmattens:rs

A Access Criteria MUHC

A All persons living within the RUIS McGill territory;

A All persons from any region wanting services in
English;

A All persons referred for tertiary or quaternary care
by a physician from the 450 or 514 regions for
diagnostic services or treatment

Centre universitaire McGill University
de santé McGill Health Centre



* Update: amctunrentnmattens:rs

A Clinical Programs and Research Centre
Dialysis
In-Vitro Fertilisation (IVF )

Ophthalmology

Centre for Outcomes Research and Evaluation
(CORE

o To o Ix

Centre universitaire McGill University
de santé McGill Health Centre



Under TAB 11

ConseiRQIRYAYA&GUN)T OA2Y
du Centreuniversitairede sané McGill

McGill UniversityHealth Centre
Boardof Directors
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enge Q32013
pecific Infections (CSI)

Interdisciplinarieam composedof PatientRepresentatives
Nursing, InfectiorPreventionand Controllogisticsand
Houseskeeping
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CSI Objectives:

A Reduce number of infection<G-Difficileand VRE nosocomial
rates by 50% within 12 months

A Improve prevention of transmission of infections

A Engage patients directly in unit based quality improvement
activities

A Enhance Inteddepartmental quality improvement teamwork
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