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President’s Message

Our dedication to serving you,
our member, is one of the
focuses of the Ontario Health
Information Management
Association Executive
Committee. The Executive
Committee members are here
to serve the current and future
OHIMA members and work for
the benefit of the Association.
Over the last year or so, we
have involved some of you in
our various activities and
commitments. Some have
participated in the planning of
our spring conference; we
have many of you working on
various committees within the
Ministry of Health and Long
Term Care, Canada Health
Infoway, Ontario Health
Informatics Standards Council
(OHISC) and Smart Systems

for Health to name a few.
There is much work to be
done to assure the HIM
Profession continues to be
recognized for their expertise,
knowledge and skills. You
can help us raise the profile of
our profession by your
continued support in
membership, being a voice by
participating on committees,
being part of the OHIMA
Executive Committee or by
participating within your
National Association, Canada
Health Information
Management Association
(CHIMA).

Included in this edition of the
Newsletter, you have received
an OHIMA pin. This is a
token of our appreciation to
you, our membership body,
for your continued support
and encouragement in these
ever changing times. We
hope you will display this pin
with pride and continued
commitment. Change has
been the law of life lately for
the HIM Professional requiring
the strength to strongly propel
our profile to the Health
industry and dedication to
making a difference.

Your former president, Lynne
Hopper, had a very busy term
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with her role in the
MoHLTC/CHIMA/OHIMA
initiatives and has handed
over the baton to your new
executive team to take on the
responsibility to complete the
work on the revising the
OHIMA Manual and Bylaws.
The previous structure of
regions will be overhauled to
reflect a more current
structure as well the as
revamping the executive
portfolios. The revised
Bylaws will be emailed to you
to within the next few months
to review and a vote will take
place at the Annual General
Meeting in May.

Aside from the regular duties
of their portfolio, the executive
team has many other irons in
the fire. Canada Health
Infoway has invited
participation on the Standards
Collaborative Working Groups
(SCWG). To assure there is
the expertise of the Health
Information Management
Professional at this table,
OHIMA put four names
forward under the CHIMA
membership. OHIMA was
successful in filling two elected
positions. Congratulations to
Bojay Hansen and Lynne
Hopper. Nancy, responsible for
the Website, has taken some
education so OHIMA can
better serve you through the
website. Nancy now will be
able to keep the site current
and more beneficial to those
who visit. Your comments and
suggestions are welcome. This
year, a new portfolio
Marketing and Recruitment
was put into place and taken
on by Paula Weisflock. Her
creative mind has been
working overtime as she has

shared some exciting ideas;
one being a ‘Wheel of Fortune’
board for your enjoyment at
our events. Bojay Hansen,
responsible for our Newsletter,
keeps coming up with new
ideas for the executive to
consider. Lynne Hopper
handles our finances and
membership database as well
as keeps you up-to-date
through emails of HIM
opportunities and what is
happening in our profession.
Over the last couple years,
Lynne has been updating the
activities of the Health
Information Management
Advisory Committee (HIMAC)
and will continue to be the
OHIMA representative. This is
a role of the OHIMA president
but because I sit on this
committee in my role as Data
Management Coordinator, I
have stepped down and Lynne
will remain the OHIMA voice.
Lorraine Good, your secretary
and I as President are trying
to keep the executive running
smoothly. As you read
through this newsletter you
will read in more detail some
of the exciting projects, efforts
and accomplishments that
your executive and peers are
working on.

On September 12th, the
OHA/OHIMA Education day
took place. This was held at
the InterContinental Toronto
Centre with approximately 85
in attendance. This year’s
program focused on a number
of key issues, including:

• The Future role of Health
Information Management
professionals

• Leading Change…and Living
to Tell About It!

• Standards: Where are we
now and what is ahead?

• Innovative approaches to
facilitate decision making

• Continuity of care from
Health Information
Management perspective

On November 5th, 6th and 7th,
the OHA Health Achieve 2007
took place. This year OHIMA,
e-Health and the HIMSS
Ontario groups put on a
collaborative session. It had
three components. Our
keynote speaker was a
physician, Dr. Christy
Valentine, from New Orleans
who spoke on Health Records
Recovery: Lessons Learned
from New Orleans. She also
shared her personal story on
being seven months pregnant
when Hurricane Katrina
devastated her home town
and family practice. Next
came Michael Decter, chair of
the Health Council of Canada
who spoke on Connecting the
Public to Their Health Care:
How Consumer Demand for
and Use of Information is
Changing Industries and What
it Means for Health Care. Last
but not least a panel
discussion moderated by Sam
Marafioti, Vice President of
Corporate Strategy and
Development and Chief
Information Officer
Sunnybrook Health Sciences
Centre. The panel members
shared stories (both personal
and professional) on how the
EHR will be of benefit and we
should move forward sooner
than later. The panel
consisted of Kevin Leonard,
Faculty of Medicine, University
of Toronto; Dr. Alex Jadad,
Centre for Global eHealth
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Innovation; Diane Beattie,
London Health Sciences and
St. Joseph's Health Care,
London and e-Health Lead,
South West LHIN; Cathy
Szabo, Central CCAC; and
Donna Hammill-Clark,
Sunnybrook Health Sciences
Centre.

OHA Health Achieve 2008 is
scheduled for November 3rd,
4th and 5th. This is a
worthwhile Convention to
attend even for one day. You
will not only gain from the
education component but also
the networking opportunities
and a chance to visit the
hundreds of exhibits. I
always come away with a bag
full of goodies that the
exhibitors give away.

The National Health
Information Management
Association (NHIMA) met by
teleconference on November
13th. NHIMA consists of the
Provincial Presidents who
discuss from a Provincial
perspective how we can make
a difference. One focus is
standardization between each
other.

OHIMA is in the beginning
stages of planning our OHIMA
Spring Conference which is
tentatively scheduled for May
9, 2008. We have invited
four OHIMA members to help
us with the planning. As a
thank you, a complementary
pass to the conference will be
given. The four members are
Diane McPherson from St.
Joseph’s Health Centre –
Hamilton, Maria Muia from
North York General Hospital,
Linda Long from Royal Victoria
Hospital and Marylou Kennedy

from the Group Health Centre
in Sault Ste. Marie.

OHIMA will be partnering with
CHIMA to organize the
National Conference which will
be held in Niagara Falls in
June 2008. This is also in its
beginning stages. Our last
executive meeting was held in
Niagara Falls to give us the
opportunity to investigate
what OHIMA can offer our
members and CHIMA at the
conference. We have tossed
around ideas in the way of a
social event or package of
information of the area for you
when you arrive.

We will have a contest that
will be linked to both the
CHIMA National Conference
and the OHIMA Spring
Conference. We want to know
‘What Inspires You’. See
details of this contest within
the Newsletter.

We are looking to fill the
Professional Development
Executive Position. Check out
the particulars of this portfolio
outlined within the Newsletter.
If you are interested in this
portfolio, becoming part of the
OHIMA executive team or
working on a committee, feel
free to contact me at
d.tetreault@rogers.com.

As I am writing this message,
white flakes have produced a
beautiful white blanket on the
ground but also made the
roads slippery. This will be a
good day to stay home and
enjoy the fireplace. In the
distance, I hear the
snowmobiles being started
and tuned up to assure they
are ready should winter dump
a huge blanket. It is that time
of year where we can look

forward to the winter activities
and the Holiday Season soon
to be upon us.

I wish everyone Happy
Holidays and stay safe.

Deb Tetreault

President, OHIMA
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Having a long commute to and
from work offers me (and I
am sure many others reading)
the time to wonder in thought.
Recently, I have found myself
trying to recall my professional
code of ethics as a Certified
Health Information
Management Professional
(CHIM). The funny thing was
thought that I could not recall
any.

This made me wonder as my
drive pressed on if I was the
only one afflicted by this
inability to remember my
professional code of ethics.
When I arrived home I went
immediately to my laptop and
accessed the CHIMA website. I
found the code ethics section
and this is what I found:

1. Strive at all times to provide
services consistent with the
need for quality healthcare
and treatment

2. Preserve and protect the
health record and hold
inviolate the contents thereof
and any confidential
information obtained in the
course of one's official duties

3. Refuse to conceal or
participate in unethical
practices or procedures

4. Recognize one's source of
authority and delegate powers

and conscientiously discharge
the duties and responsibilities
entrusted

5. Conduct oneself in the
practice of the profession so
as to bring honor and dignity
to oneself, the health record
profession and the College

6. Strive to improve one's
professional knowledge and
competence through
continued self-improvement
and application of current
advancements in the conduct
of health record practices

7. Constantly abide by the
objectives and rules of the
Canadian College of Health
Information Management and
loyally support its
undertakings

I promptly printed them off
and over the next week I took
one a day and began working
on committing them to
memory and developing some
semblance of relevance to the
code of ethics and my daily
practices as a HIM
Professional.

As I did this I began to feel
that something was missing. It
was hard to put my finger on
at first but then upon closer
examination I realized what it
was. The code of ethics,
though well put together,
seemed very individualistic in
its approach to our obligation
as a HIM’s.

At a recent function that I
have the opportunity to attend
I ran into Gail Crook the
President and CEO of the
Canadian Health Information
Management Association. I
approached her and
mentioned that recently I had
been examining the code of
ethics and was wondering if
they required a closer look to
alight with today’s professional
environment.

I was surprisingly pleased to
hear that I was not alone in
my thoughts. This meeting
spurred me into further
thought about if I could, what
would I change? Now, I am a
firm believer in a team &
unified thinking methodology,
where the success of the
individual is directly related to
the support they receive from
those around them.

If I was to suggest anything it
would be to adjust the ethics
to incorporate a philosophy of
supporting and nurturing the
success of others, I feel that
this will lead to the overall
success of our ever evolving
profession. As the torch is
passed from one generation of
HIM’s to the other the
brightness of that torch and
longevity of tradition will be
tied directly to the ethical
responsibility to pass that on.
What is your opinion??
hansenb@rvh.on.ca

Bojay Hansen, CHIM
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Test your knowledge on data quality by identifying errors in coding on this case scenario.
Instructions for auditor:

1. Review the ICD 10 CA and CCI codes listed for the case scenario.
2. Identify the differences between the NACRS/DAD coding scenarios.
3. Identifying the coding rules that were followed or not followed by the coder.
4. Identify the correct ICD 10 CA/CCI codes with the reasoning as to why they are correct.
5. Identify the codes that are incorrect with the reasons as to why they are incorrect.
5. Identify any discrepancies in the diagnoses types.

A 48 year old male patient arrived in the ER under the request by his family physician with obstructive sleep
apnea. Dr. M., the ER physician assessed the patient and determine the sleep apnea is due to a deviated
nasal septum as documented by the family physician. The patient’s past medical history is listed as Type 2
diabetes on medication. An ENT consultation was requested by Dr. M. and Dr. N. arrived to review the
patient’s case. He assessed the patient and agreed to admit him to the ENT floor for repair of the DNS.
The patient’s past medical history was reviewed again and indicated that there Type 2 diabetes,
hypertension, fracture of the radius due to falling of the ladder which was repaired in 2006. The patient is
obese due to excessive calories which he admits to a poor diet. The patient was consulted by an Internist
who noted the patient’s BP was normal and the lab results indicated that the patient had an impaired
glucose test with levels of 16.5 mmol/L. The patient will be scheduled for surgery once the patient’s
glucose level is lowered. The Internist evaluated the patient’s glucose level prior to surgery and adjusted
the medication. The patient was taken to the OR the next day where a laser uvulopalatopharyngoplasty
was performed under general anesthesia. The procedure was successful and with no complications. The
patient was assessed after surgery and his blood glucose was at 10.3 mmol/L. He was given his diabetic
medication and a low carb, low sugar diet while in hospital. By the third post-op day the blood glucose
level lowered to 7.1 mmol/L. The patient was consulted by a dietician and follow-up arrangements will be
made to test his glucose levels. The patient was discharged in good condition with a LOS of 4 days.

CODES TO AUDIT:

NACRS Codes ER Types S L E DAD Codes Inpt Type S L E
G47.3
J34.2

MP
OP

G47.30
J34.2
E66.0
R73.0
1.FQ.78.LA

M
3
1
1
PP

Kim Durofil

Kim Durofil
Faculty of Health Science, George Brown College

Kim has worked at George Brown College (GBC) as full time faculty since 2002 in the
Health Science Division and previously taught the ICD 10 CA/CCI part-time course in
Continuous Education for a year and a half. She has over 20 years experience in the
health records department starting as a coder then as an analyst, (she won’t say
how many exactly as it will give her age away!!) Kim is active in the professional
communities and had previously sat on a number of committees with CHIMA, the
Council of Education, and the exam subcommittee.
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Having recently taken early
retirement from my full-time
position of coder/data analyst,
I can take a nostalgic look at
my thirty-four years working
at the Louise Marshall site of
North Wellington Health Care.

In May of 1973 my husband
and I, with our two young
children, moved back to our
hometown of Mount Forest. I
had just completed a medical
secretary course in
Mississauga. Coincidentally
there was an ad in the local
paper for a medical records
clerk. The following month I
started my first, and
ultimately, only job outside the
home.

I was 22 years old and vividly
recall my first day of work. I
was impressed with how clean
the facility was, and also how
busy. In-patient beds were
over-flowing into the hallways.

Rural hospitals provide
primary care for everything

from trauma to MI’s to OBS.
I found the staff to be
especially caring and
compassionate, perhaps
because the majority of their
patients are well known to
them as friends, family and
neighbors.

Three years later I graduated
from the Extension Course for
training Health Record
Technicians and joined both
the Ontario and Canadian
Health Record Associations.

Working in a very small
department (just my
supervisor and myself for
many years), we performed all
aspects of Health Information
Management including filing,
transcription, release of
information, coding and
abstracting. We have come a
long way from the trusty IBM
Selectric typewriter, paper
abstracts, and manual indexes
and registers, to the computer
technology of today.

For the past several years my
work has been focused on
coding and writing reports for
statistical information and data
quality edits. The challenges
ICD-10-CA/CCI brought

renewed vigor and enthusiasm
as coders developed a closer
connection with CIHI and the
MOHLTC, and began
networking with their peers.
I have had the privilege of
working with some of the
leading experts in our field
while participating on MOHLTC
working groups and the PPeAT
development.

My advice to fellow coders is
never under estimating the
importance of our work. Take
an active part in our
associations and watch for
opportunities to get involved
with HIM-related activities.
When you see the larger
picture and realize the many
ways our data is used, you will
see what a significant
contribution our work is
making to health care.

I am fortunate to have had a
rewarding and satisfying
career. I plan to continue
working on a casual basis and
will definitely retain my
membership in our
associations – but I am also
excited about having more
time to enjoy my family and
my many other blessings in
life.

Velma Manser, CHIM

Member Profile Opportunity

In each issue we like to do a profile of an OHIMA member. This article could be highlights of someone’s career in
healthcare/Health Information Management or their experiences as a Health information Management professional
in a non traditional role. If you would like to suggest a peer or share your story in one of our upcoming
Newsletters, please send your submission to bhansen@rvh.on.ca
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Reflections on a Balanced Scorecard

Most of us know the history & theory behind Balanced Scorecards: developed in the early 1990’s by Robert
Kaplan & David Norton, they provide a broader picture by bringing together distinctly different elements of
a business and they force focus on critical measures. Measures are categorized into quadrants focused on
specific aspects of the business, quadrants are interrelated and influence each other and measures are
driven by an organization’s Vision and the strategies established to achieve it. That’s the theory: the
challenge is how to make it reality.

At the Rouge Valley Health System (RVHS), Balanced Scorecard development began in 2001. Healthcare
was moving in that direction through the Ontario Hospital Report and growth in benchmarking studies, the
Accreditation process at the time was focusing more and more on measurement in a variety of areas, and
we needed to find a way to focus and formalize our own internal performance measurement activities.

The first Balanced Scorecard (called the “Dashboard” at the time), consisted of four quadrants. It focused
on overall Corporate Performance and was aimed at the Board and Executive audiences. It was a solid first
step, but short-lived. A new CEO in 2002 meant organizational changes and a shift in focus and direction.
One thing remained constant: the need for performance measurement.

During the 2003/04 fiscal year, the “Dashboard” morphed into the Corporate Balanced Scorecard (BSC)
(Figure 2) and a companion document, the Corporate Quality Indicators Report. This new companion
report provided further detail, trending & commentary on each indicator appearing in the Corporate
Balanced Scorecard (sample indicator in Figure 3). Both reports are still in use today, albeit with changes
in content, and form the core of the RVHS Organizational Performance Cycle (OPC) also introduced in
2003/04 (Figure 3).

The OPC was developed to move us beyond a corporate only focus and link Clinical Program and
Department performance monitoring to corporate monitoring. It was intended to be a way to link
operations (day to day delivery of care) with RVHS vision and strategy. Programs and Departments
developed their own Quality Indicator Reports consisting of indicators appearing on the Corporate Balanced
Scorecard (and presenting Program/Department specific results) and area specific indicators that were not
on the Corporate reports. These reports are prepared & reviewed by the Program/Department Team who
identify issues and develop action plans, and then review results, issues and plans with the Vice President
of the area.

Tracy Lindsay, MHA

Tracy Lindsay, MHA,
Manager of Corporate Decision Support at the Rouge Valley Health System

A graduate of McMaster University’s Arts & Science Program, and the University of
British Columbia’s MHA Program, Tracy has been with Rouge Valley for 10 years.

Rouge Valley Health System is an innovative leader in quality family centered care,
with regional programs in cardiac care, mental health and paediatrics. Rouge Valley
consists of several health sites, including two hospitals: Rouge Valley Centenary, in
east Toronto; Rouge Valley Ajax and Pickering, in the west Durham Region.
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VPs then bring this information forward during the review of the Corporate results, assessing the impact of
year to date results on Corporate strategy and making decisions on priorities and action plans if needed.
The Executive Team in turn presents results to the Board through the Board Committee structure, again
discussing strategic implications, priorities and making decisions if required. This forms the basis of the
“Strategic Learning Loop.” After review and discussion with the Board, the Executive Team filters
decisions, feedback and direction back to the Programs and Departments, who then make adjustments to
targets, enact action plans or take other appropriate steps. This closes the “Managing Operations Loop.”
The steps are then repeated the following quarter.

As stated before: that’s the theory. Even the best laid plans don’t go…well…. as planned. Here are a few
of the challenges we’ve encountered:

1) In practice, the variety of indicators and associated data sources has made production of the
reports a lengthy process. Delays in data availability also contribute to this, the prime example
being DAD & NACRS data which has a 1-1/2 to 2 month lag time – not a big deal for some
indicators like volumes and weighted cases (which can be gathered from other sources or proxies)
but timeliness of some key quality indicators is affected. Initially, this long production time resulted
in reporting on results 2-1/2 to 3 months after the fact. This reporting time lag affected the
relevance of results – why focus on what happened 3 months ago, when there are issues to deal
with today?

2) In RVHS’ most recent reporting cycle (reporting on April – September 2007 results), the Corporate
Reports were produced and presented by early November, a turnaround time of approximately 6
weeks. A real success on the production front, however, analytical, review and discussion time was
truncated significantly. More timely data was available, making the reports more relevant, but were
they as meaningful if there was insufficient analysis and discussion of issues and development of
action plans to change results?

3) In the early years of the Organizational Performance Cycle, presentations to the Executive Team
and Board basically presented each indicator one at a time, a detailed approach which was not the
most effective use of the information nor the audience’s time. Over the past year and a half, this
approach has been replaced by focusing on how groups of indicators within and between quadrants
tell a story and form a theme. This is done by experimenting with visual layout of reports, and
structuring verbal and written communications by theme. Instead of treating each indicator
individually, the relationships between indicators and what that group of indicators is telling us
about performance are highlighted. By figuring out what types of information and what ways of
presenting that information make the most sense for the target audience, and get them focused on
the heart of the issue, the more likely the information will incite people to action which in turn
changes results.

What these three illustrate is the relationship between data/information and influencing behaviors: by
making data more relevant, people are more likely to use it to change the way they do things; insufficient
data analysis prevents identification and discussion of issues, impeding ability to act; ways of presenting
data can affect what audiences focus on, which in turn influences what is acted upon. Other challenges
have reared their heads, and in the end their impact is the same – they affect the effectiveness of the
information to influence behavior. Because ultimately it’s the analysis and understanding of results, the
relation of results to delivery of care and/or services and putting actions in place to change results that is,
arguably, more important than the reports themselves. After all, Balanced Scorecards, indicator reports,
and data are tools – not answers. We have to use them as a guide to find the answers.

That’s the real challenge. That’s reality.


