
 

 

 
 
OVERVIEW 
 
As discussed in Module 1, hospitals are non-share capital corporations incorporated under the 
Ontario Corporations Act or, in some cases, incorporated under special legislation1.  Hospitals 
are governed by many different statutes, the most important of which is the Public Hospitals Act 
(“PHA”). 
 
This section reviews the governance structure of hospitals, as required by the legislative 
framework, tailored by each hospital through its incorporating documents, by-laws, rules, 
regulations and agreements. 
 
 

 
 
 

  

                                                 
1 Certain hospitals are incorporated (created) under a special act of the Ontario legislature, as opposed to 
under the Corporations Act – for example, University Health Network Act, 1997, S.O. 1997, c.45. 
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CORPORATE FRAMEWORK 
 
The essentials of hospital corporate governance are summarized in this chart and then 
discussed in more detail below. 
 

 
 
 
 
MOHLTC = Ministry of Health & Long Term Care  PHA = Public Hospitals Act 
LHIN = Local Health Integration Network LHSIA = Local Health System 

Integration Act 
MAC = Medical Advisory Committee 
 
 
(a) Incorporating Documents 
 
Each hospital will have an incorporating document which establishes the hospital as a 
corporation – in most cases, “Letters Patent” under the Corporations Act2 or, in some cases, 
special legislation establishing the hospital.3

 
 

The hospital’s objects and purposes are set out in this incorporating document.  These objects 
and purposes are usually very broadly framed, to allow the corporation to establish, maintain 
and operate a public hospital and related programs and facilities.  Overall, the business or  
 

                                                 
2 As noted above, the Corporations Act will be replaced when the Not-for-Profit Corporations Act is 
proclaimed into force (targeted for July 1, 2013).  At that time, “Letters Patent” will become “Articles of 
Incorporation”. 
3 See footnote 1 above. 
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affairs of the hospital need to fit within the objects and purposes as defined in the incorporating 
document. 
 
 
Each hospital then has by-laws which set out in more detail how the hospital is structured.  
 
 

 
 
 

(b) Members of the Corporation 
 
Unlike for-profit or business corporations, hospitals do not have shareholders.  As a non-share 
capital corporation, a hospital has “members”.   
 
Members are appointed according to criteria contained in the Letters Patent or special 
legislation, hospital by-laws and the Corporations Act.  Various different membership models 
exist, with some hospitals having only the directors as members and other hospitals having 
broader community-based membership structures.  Membership in denominational hospitals is 
typically limited to representatives of the founding religious organization. 
 
Unlike shareholders of for-profit corporations, hospital members are not “owners” of the hospital.  
Hospital assets are “owned” for charitable health care purposes. 
 
Members of hospital corporations have limited but significant rights which include: 
 

• Electing directors; 
• Receiving financial statements and appointing auditors; 
• Approving fundamental changes (such as by-law amendments); and 
• Attending annual or special general meetings (including the right to requisition a 

members’ meeting). 
 
Members typically meet once a year.  The Hospital Management Regulation (HMR) under the 
PHA requires that “Every hospital shall hold its annual meeting between the 1st day of April and 
the 31st day of July in each year on a day fixed by the board”.  The specific business of the 
annual meeting will be set out in the hospital by-laws, but typically includes only the items listed 
above.  Special general meetings are more infrequent. 
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Members are not directly involved in the governance of the corporation.  They have no role 
outside of the annual or special general meetings.  The governance of the corporation is the 
responsibility of the directors. 
 
A significant power of the members is the right to elect directors.  Typically, this is done through 
a nominating process that is set out in the by-laws and then confirmed at the annual meeting.   
 
However, subject to the hospital’s by-laws, members may have certain rights to elect directors 
outside of the nomination process and to remove directors. 
 
Members must also approve fundamental changes to the hospital’s corporate structure, for 
example, by-law amendments.  The members are an important stakeholder to consider 
whenever major changes are contemplated to the hospital, such as mergers and consolidation 
of services with other hospitals. 
 
 

 
 
 
(c) Board of Directors 

 
Corporations are governed by a board of directors.  The HMR specifically requires that “every 
hospital shall be governed and managed by a board”.  The board of directors has the ultimate 
authority and responsibility for the administration of the hospital.   
 
 
For a detailed discussion of the role of the board of directors, please see Chapter 4: Role and 
Functions of a Board in the OHA Guide to Good Governance (“the Guide”).  See also Law for 
Canadian Health Care Administrators (2nd edition), by John J. Morris and Cynthia D. Clarke 
(LexisNexis Canada, 2011), page 6-11. 
 
As set out in the Guide, the hospital board’s primary functions include: 
 

1.  Approving goals and strategic direction for the hospital 
2.  Establishing a framework for performance oversight 
3.  Overseeing quality of care within the hospital4

                                                 
4 There are specific statutory responsibilities regarding quality set out in the 

 

Excellent Care for All Act and 
the PHA/HMR – see Module 1, section 1.2 for further detail. 
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4.  Overseeing financial condition and resources 
5.  Overseeing enterprise risk management 
6.  Supervising leadership 
7.  Overseeing stakeholder relationships 
8.  Managing the board’s own governance 

 
 
 

 
 
 
Directors are elected by the members based on the requirements set out in the hospital’s 
incorporating documents and by-laws.  The PHA also contains certain requirements for 
directors: 
 
• Rotation of Directors – Directors may be elected and retired in rotation, but in that event, no 

person shall be elected for a term of more than five years and at least four directors shall 
retire from office each year. 

 
• Special Directors – a hospital may appoint life, term or honorary directors, but with some 

restrictions on their number and voting rights in comparison to the elected directors. 
 
The HMR mandates that certain people shall be members of the board: 
 
1. the Administrator (CEO) of the hospital; 
2. the President of the hospital’s medical staff; 
3. the Chief of Staff (or Chair of the Medical Advisory Committee, if the hospital does not have 

a Chief of Staff);  
4. the Chief Nursing Executive of the hospital. 
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These directors are often referred to as ex-officio directors, or people who are directors by virtue 
of the office/position that they hold.  Unlike other directors who are appointed by the members 
for defined terms, ex-officio directors remain as directors only for as long as they hold that 
office. 
 
The HMR also provides that any member of the hospital’s professional staff or any employee of 
the hospital who is on the board shall be a non-voting member of the board.  Therefore, these 
ex-officio directors are all non-voting positions. 
 
 

 
 
 
(d) Physician Leaders as Directors 
 
In some cases, physician leaders will be directors by virtue of their position – i.e., the Chief of 
Staff (or Chair of the MAC, where there is no Chief of Staff); and the President of the Medical 
Staff. 
 
All directors owe a duty of care to the corporation.  The law establishes that directors owe a 
“fiduciary duty” to the corporation of which they are a director.  
 
The directors’ duty of care is discussed in detail in Chapter 6: Duties and Obligations of 
Individual Directors in the OHA Guide to Good Governance. In general terms, directors are 
required to act honestly, in good faith and in the best interests of the corporation.  Directors 
must be loyal to the interests of the corporation, and not any particular party or interest that they 
may represent; they must respect the confidentiality of matters that are discussed in confidence 
by the board; and, they must support the will of the majority by respecting and adhering to 
decisions of the board even if they disagree with them.  Finally, directors must avoid conflicts of 
interest between their own interests and the interests of the corporation. 
 
The Chief of Staff (or Chair of the MAC, where there is no Chief of Staff) and the President of 
the Medical Staff are on the board as non-voting directors.  The question that arises is whether 
they owe the same duties to the hospital as voting directors or if there is some lower standard 
for non-voting directors.  While it is not clear that non-voting directors will be held to precisely 
the same legal standards as voting directors, the OHA Guide to Good Governance states that it 
is good and prudent practice for non-voting directors to exercise that same degree of diligence 
and use the same standards as a guide for behaviour as apply to voting directors. 
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In particular, the challenge for the President of the Medical Staff is how to balance his/her duties 
and responsibilities as a director (to act in the best interests of the corporation) with 
responsibility to the medical staff (who elected him/her to the position).  The President as a 
director, like all other directors, should not solely advocate for only one interest; but must 
recognize that his or her duty is owed to the corporation’s interests as a whole.  Where different 
interests conflict, these must be carefully considered and balanced, to advocate a position that 
the director believes is in the best interests of the corporation.5

 
 

 

 

 
 

 
 
For additional information, see the OHA’s Frequently Asked Questions: Amendments to 
Regulation 965 under the Public Hospitals Act Re: Hospital Board Composition and Duties of 
Non Voting Directors.  
 
 
(e) Structural Hospital Agreements 
 
In addition to the accountability and other agreements discussed in Module 1, many hospitals 
will have other significant agreements that impact on their overall corporate structure and 
operations.  Whereas the approval of most corporate agreements is the responsibility of 
management, these structural agreements often come under the authority of the board. 
 
These agreements include, but are not limited to, the following: 
 
 
 
 
                                                 
5 This is not the same as a “conflict of interest”, where the director’s personal interests conflict with the 
corporation’s interest, in which case the director would exclude him/herself from the particular decision.  
Where different corporate interests or accountabilities conflict, the director must balance these to arrive at 
a decision that is in the overall bests interests of the corporation. 
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• Partnership, alliance, merger and amalgamation agreements with other hospitals

 

 – These 
can be agreements from the time that the present hospital corporation was formed or 
underwent restructuring to combine with other area hospitals.  They can also be more recent 
agreements with other area hospitals to combine administrative functions or other programs 
or services.  These agreements may impact on the overall structure of the hospital and how 
it operates. 

• Denominational agreements

 

 – Denominational hospitals will have agreements with the 
founding or supporting religious organization.  These may provide special rights to certain 
sponsors/members. 

• University affiliation agreements

 

 – There are agreements between the teaching hospitals 
and universities which establish and govern the medical education programs at the hospital 
and the university.  These agreements will affect corporate structure, and particularly the 
Professional Staff By-Laws, as physicians will be cross-appointed between the hospital and 
the university, and have responsibilities to each organization.  In addition, for most hospitals, 
there will be operational agreements with universities and colleges for the education of 
health professionals other than physicians (e.g., nurses, physiotherapists, social workers, 
etc.), although these agreements do not typically impact on hospital governance structures. 

(f) Public Hospitals Act 
 
The Minister of Health and Long-Term Care (the “Minister”) is given a number of important 
oversight responsibilities for the governance and operations of public hospitals in the PHA: 
 
• Certain actions by hospitals require the Minister’s approval before they can be taken 

(section 4): incorporation or amalgamation of hospitals; operation of an institution, building 
or other premises as a hospital; adding buildings or facilities to an existing hospital; and,: 
selling, leasing, mortgaging  land, buildings or facilities used as a hospital. 

 
• Appointment of investigators, supervisors or inspectors (sections 8, 9 and 18): The Minister 

may appoint an investigator, supervisor or inspector to a public hospital where the Minister 
determines that it is in the public interest to do so.  Typically, investigators or inspectors are 
appointed where there is a particular issue in a hospital that has given rise to substantial 
concern.  A supervisor will be appointed where there is a broader concern about a hospital’s 
operations or administration, with the supervisor assuming the role of the hospital board 
during the term of the supervision. 
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HOSPITAL BY-LAWS 
 
The framework for hospital governance and management is set out in the hospital’s by-laws.  
By-laws are typically developed and approved by the board of directors and then ratified by the 
members.  The by-laws need to comply with requirements set out in legislation and with the 
hospital’s own incorporating documents as discussed above.6

 
 

Each hospital will typically have two by-laws:  one for the overall corporate structure, and one 
dealing with the professional staff of the hospital.  This section will review the purpose and 
components of each of these by-laws. 
 
The OHA has developed two prototype by-laws:  Hospital Prototype Corporate By-Law (2010); 
and the OHA/OMA Prototype Board-Appointed Professional Staff By-Law (2011). 
 
 

 
 

 
(a) Corporate By-Law 
 
The Hospital’s Corporate By-Law establishes the hospital’s administrative structure.  Each 
hospital’s Corporate By-Law will be somewhat different, but will cover most of the same topics 
or subject-matter. 
 
The OHA updated the OHA Prototype Corporate By-Law in 2010 to reflect current governance 
practices.7  Hospitals are recommended to review this prototype as changes are made to 
existing corporate by-laws – see OHA Hospital Prototype By-laws Frequently Asked Questions 
(February 2010). 
 
The key provisions of the Corporate By-Law are as follows: 
 
 
 
                                                 
6 As noted in Module 1 and above, the Corporations Act is to be replaced by the Not-For-Profit 
Corporations Act.  Hospitals will need to review their by-laws for compliance with the new legislation when 
it is proclaimed into force by the Provincial government (targeted for July 1, 2013). 
7 The OHA’s Prototype Corporate By-Law (2010) will be updated in 2013, to ensure consistency with the 
Not-for-Profit Corporations Act when it is proclaimed into force. 
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Members 
 
The Corporate By-Law sets out how members of the hospital corporation are chosen or elected.   
 
Ontario hospitals have many different membership models, with only directors being members 
in some hospitals versus other hospitals where there is broad community-based membership.  
There is no “one-size-fits-all” approach to hospital membership structure.  A hospital’s 
membership structure will have been established when the hospital was first created and might 
have remained the same thereafter or been modified only at a time of corporate restructuring.   
The recommendation in the by-law based on modern governance practice, is to have a limited 
membership model composed only of the directors of the hospital. 
 
The by-law establishes the procedure for members’ meetings, including the annual meeting, 
which under the HMR, must be held between April 1st and July 31st each year. 
 
 
Board of Directors 
 
The Corporate By-Law sets out the number of directors and the process by which they are 
appointed and removed from office.  Directors are usually elected annually by the members for 
a specified term, with a process for the board itself to fill vacancies occurring in between annual 
members’ meetings.  The by-law describes the process for directors’ meetings, which are held 
monthly in most hospitals.  It is recommended that the by-law also deal with conflicts of interest 
and indemnification of directors and officers who are acting on behalf of the corporation. 
 
An important element of hospital governance is the composition and recruitment of board 
members.  The by-law recommends a transparent recruitment process, with the goal of having a 
board that is comprised of individuals with the necessary skills and competencies to fulfill the 
roles and responsibilities of the board. 
 
In addition, as noted previously, the administrator (CEO), Chief of Staff/Chair of the MAC, Chief 
Nursing Executive and President of the Medical Staff are non-voting directors. 
 
Some hospitals, by virtue of alliance or partnership agreements, will have joint boards of 
directors for the hospitals within the alliance or partnership group.  This will occur where 
hospitals have agreed to work together, but have remained as separate corporations.  In these 
situations, depending on the particular terms of the agreement, typically some powers will be 
granted to the joint board and other powers will be reserved for each individual hospital board. 
 



 

 

 
 
Board Committees 
 

 
 
 
Figure 3. Committees reporting to the Board of Directors 
Source: OHA Guide to Good Governance 
 
 
The by-law establishes committees of the board, which assist the board in fulfilling its role.  The 
by-law provides for the creation of the committees that are required by statute, as well as for 
other standing committees (for continuing issues) and special committees (for specific one-time 
duties or tasks). 
 
These committees report to the board and may be composed of both board and non-board 
members, depending on the mandate of the particular committee.  Physician leaders will be 
members of some board committees. 
 
Certain committees are required by statute:  a Fiscal Advisory Committee and Medical Advisory 
Committee are required by the HMR; and a Quality Committee is required by the Excellent Care 
for All Act (ECFAA).  The HMR also sets out the membership and duties for a Nursing Advisory 
Committee, if the hospital by-laws provide for a Nursing Advisory Committee (but does not 
require that hospitals have a Nursing Advisory Committee).   
 
No other board committees are required by statute.  While the number and composition of other 
committees will vary between hospitals, common board committees include governance, 
finance, audit, community liaison and executive.  The functions and purposes of each committee  
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will be outlined in the hospital’s by-laws, often with more detailed terms of reference developed 
by the committee and approved by the board. 
 
The OHA’s Guide to Good Governance contains a full discussion of the various board 
committees and their roles.  
 
 
 
Officers 
 
The Corporate By-Law provides for the appointment of the Officers of the hospital – the Chair 
and Vice-Chair of the Board; the Chief Executive Officer (CEO); the Secretary; and any other 
Officers of the Board.  Except for the CEO, the officers of the board are not paid employees of 
the corporation. 
 
The Chief of Staff or, where there is no Chief of Staff, the Chair of the MAC, is appointed under 
the Professional Staff by-law and reports to the board.  Other physician leaders are either 
appointed under the Professional Staff by-law and report to the Chief of Staff and board (e.g., 
Chiefs of Department), or by the Chief Executive Officer and report to him/her (e.g., Vice-
President – Medical and Medical Program Directors).  See section 2.2 below for a more detailed 
discussion of the roles and reporting relationships of physician leaders. 
 
While the HMR provides for the appointment of a Chief Nursing Executive (CNE), the CNE is an 
employee of the hospital who is hired under the authority of and reports to the CEO.  The CNE 
is not usually appointed by the Board.  
 
 
(b) Board-Appointed Professional Staff By-Law 
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Board-appointed professional staff (commonly referred to simply as the “professional staff”) 
refers to the health care professionals who are appointed by the board of the hospital to work in  
the hospital, rather than being hired as an employee of the hospital.  The professional staff 
includes all physicians who provide clinical care in the hospital, as well as dentists, midwives 
and extended class nursing staff. 
 
Under the PHA, the hospital board is responsible for appointing the medical staff and 
determining their privileges. Similarly, the board is also responsible for revoking, suspending or 
refusing the re-appointment of medical staff members where necessary. The HMR then permits  
the hospital to pass by-laws for the appointment of dental, midwifery and/or extended nursing 
class staff. Hospitals with dental, midwifery or extended class nursing staff, through their by-
laws, will treat all professional staff in the same manner and give them the same process rights. 
 
The credentialing process is only required for board-appointed professional staff -- physicians, 
dentists, midwives and extended class nurses – and not for the other regulated health 
professionals working in the hospital.  From a regulatory perspective, the board-appointed 
professional staff have independent practice rights (i.e., they are not dependent within their 
scope of independent practice on the orders of another health care professional to provide 
treatment).  The other health care professionals working in the hospital (e.g., nurses, 
occupational therapists, social workers, etc.) are all employees of the hospital, hired under the 
authority of the CEO and provide care according to the orders of the board-appointed 
professional staff (See further discussion in section 2.3 below). 
 
The hospital’s responsibility with respect to professional staff appointments was summarised by 
the Ontario Court of Appeal in the 1980 case of Yepremian v. Scarborough General Hospital: 
 

… a member of the public who knows the facts is entitled to expect that the 
hospital has picked its medical staff with great care, has checked out the 
credentials of every applicant, has caused the existing staff to make a 
recommendation in every individual case, makes no appointment for longer than 
one year at a time, and reviews the performance of its staff at regular intervals.  
Putting it in layman’s language, a prospective patient or his family who knew none 
of the facts, would think: “If I go to Scarborough General, I’ll get a good doctor.” 

 
The process by which the board’s responsibilities under the PHA are discharged is set out in the 
Board-Appointed Professional Staff By-Law.  This section provides a brief overview of these by-
laws.  This process is discussed in detail in the OHA’s Professional Staff Credentialing Toolkit 
and summarised in the OHA’s Guide to Good Governance – Chapter 5: The Board’s Role in the 
Credentialing Process.   
 
The Board-Appointed Professional Staff By-Law establishes the framework for the organization 
and the process for monitoring  professional staff who work at the hospital.  The important parts 
of this by-law are as follows: 
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Categories of Professional Staff 
 
All hospitals will have medical staff appointed under the PHA and the Board-Appointed 
Professional Staff By-Law.   
 
In addition, most hospitals include in the by-law appointment process some or all of dentists, 
midwives and extended class nurses. While the PHA requires that the hospital have by-laws for 
the appointment of the medical staff, the hospital can, but is not required, to have these by-laws  
 
apply to dental, midwifery or extended class nursing staff.  For hospitals that have dental, 
midwifery or extended class nursing staff, the Board-Appointed Professional Staff By-Law 
typically applies the same appointment processes to all groups. 
 
Various categories are established for the professional staff: 
 
• Active Staff – professional staff whose primary appointment/practice is with the hospital. 

This category typically comes with admitting privileges and on-call responsibilities. 
 

• Associate Staff –new members of professional staff, intended for the initial 1-2 years of 
their privileges at the hospital, before being appointed to the Active Staff. This is similar to 
the probationary period for new hospital employees. This category would usually have 
admitting privileges and on-call responsibilities. 
 

• Courtesy or Consulting Staff – professional staff whose primary appointment is not with 
the hospital, but attend to patients for a specific service required by the hospital. 
Professional staff in this category would not usually have admitting privileges or on-call 
responsibilities. 
 

• Locum Tenens or Temporary Staff – professional staff appointed to fill a temporary need; 
for example, to replace a physician on leave or to cover an unexpected absence or staffing 
shortage. Depending on the appointment, these professional staff may or may not have 
admitting privileges and on-call responsibilities for the period of their appointment. 

 
• Honourary Staff – a retired member of the professional staff or other person who has made 

an outstanding contribution to the hospital. This category does not typically come with any 
patient or clinical care responsibilities, but allows the person to participate in the other 
activities of the professional staff and hospital. 

 
These categories apply to the medical, dental and midwifery staff.  Extended class nurses are 
often in a separate category. 
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The Professional Staff By-Law sets out the specific qualifications and requirements for each 
professional staff category and also contains the process by which professional staff can apply 
for a change in category or privileges.  Most hospital by-laws also set out the responsibilities of 
professional staff members. 
 
 
Organization of the Professional Staff 
 
In most hospitals, except for the smaller community or rural hospitals, the professional staff is 
divided into departments that are set out in the Professional Staff By-Law or as approved by the 
board. In larger hospitals, the professional staff departments will then be further sub-divided into 
sections, services or divisions.  In hospitals with program management structures, the 
organization of the professional staff will include groupings by program or service area.  See 
section 2.2 below for a discussion of hospital management models. 
 
Depending on their individual organizational structure, most hospitals will have a Chief of Staff 
as well as Chiefs of the professional staff departments of the hospital.  The hospital will also 
have a Chair of the Medical Advisory Committee (MAC), who is the Chief of Staff where the 
hospital has a Chief of Staff or another physician where there is no Chief of Staff.8

 

  These 
leaders are appointed by the board, usually based on the recommendation of the MAC and  
consultations with professional staff members.  The Chief of Staff/Chair of the MAC reports 
directly to the board of directors, with the Department Chiefs reporting through the Chief of Staff. 
The duties and responsibilities of these physician leaders are discussed further in section 2.2 
below. 

The PHA also requires the hospital by-laws to set the procedures for the annual election of a 
President, Vice-President and Secretary of the Medical Staff as well as the duties of these 
officers.  The duties of these physician leaders are discussed in section 2.2 below. 
 
 
 
  

                                                 
8 The HMR requires the board to appoint the Chief of Staff as the Chair of the MAC where the hospital 
has a Chief of Staff, or to appoint another member of the MAC as Chair where there is no Chief of Staff – 
s.2(3)(c) and (d). 
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APPOINTMENT AND REAPPOINTMENT 
 
The PHA sets out the basic process for appointment of the medical staff – see sections 35-43.  
The Board-Appointed Professional Staff By-Law supplements the PHA requirements. 
 
For a detailed discussion of the appointment and re-appointment process, refer to Chapters 5 
and 6 of the OHA’s Professional Staff Credentialing Toolkit. 
 
It should be noted that the PHA sets out the rights for physicians under the appointment 
process, which are then supplemented by the Board-Appointed Professional Staff By-Law.  The 
other board-appointed professional staff members (dentists, midwives, extended class nurses) 
do not have rights under the PHA, but only under hospital by-laws.  Hospital by-laws typically 
grant the same rights to other board-appointed professional staff members when the by-laws 
establish these other types of professional staff.  However, the right of appeal under the PHA 
only applies to the medical staff. 
 
In summary, the appointment process under the PHA and the Professional Staff By-Law is as 
follows: 
 
1. The professional staff member submits initial application or annual re-appointment 

application: 
 
New application – hospital will follow a selection process. 
Re-application – performance review completed by department Chief. 

 
2. Credentials Committee reviews & reports to MAC. 
 
3. MAC considers application and makes a recommendation to Board: 

 
Required within 60 days of application/re-application (PHA, s.37). 
If professional staff member requests, reasons must be prepared by MAC. 

 
4. Board considers MAC recommendation and decides on appointment or re-

appointment: 
 
If professional staff member asks for hearing (e.g., where MAC recommends not to appoint 
or reappoint the individual), hospital board holds a formal legal hearing. 

 
5. Only physicians can appeal a hospital board decision to the Health Professions 

Appeal and Review Board (HPARB). 
 

6. Physician and hospital have right of appeal to court from HPARB decision. 
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Monitoring, Suspension and Revocation 
 
Under the PHA, the Chief of Staff (or Chair of the MAC, where there is no Chief of Staff) and the 
Chiefs of Departments are responsible for advising the MAC “with respect to the quality of 
medical diagnosis, care and treatment provided to patients”. The MAC, in turn, is responsible for 
making recommendations to the board respecting the quality of care provided and the dismissal, 
suspension or restrictions on the hospital privileges of board-appointed professional staff 
members. 
 
For a detailed discussion of the process for monitoring, suspending or revoking privileges, refer 
to Chapter 9 of the OHA’s Professional Staff Credentialing Toolkit. 
 
The Professional Staff By-Law describes the process by which such action is taken, usually 
referred to as “midterm action”.  Midterm action is then divided into “immediate action” (if the 
professional staff member is suspended immediately pending completion of the process) or 
“non-immediate action” (if the professional staff member continues to work as the process is 
undertaken).  Immediate action is reserved for more serious situations where the professional 
staff member’s conduct exposes, or is reasonably likely to expose, a patient or other person 
(e.g., another staff member) to harm or injury, is or is reasonably likely to be detrimental to 
patient safety, and immediate action needs to be taken to prevent harm or injury to patients or 
others.9

 
 

 
 
 
 
 
 
 
 
                                                 
9 Where a professional staff member’s privileges are restricted, suspended or revoked as a result of 
midterm action, there is a reporting obligation to the professional’s regulatory college – see section 2.3.3 
below. 
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The process for immediate and non-immediate midterm action is essentially the same, except 
that the timelines for steps in the former are much shorter:  
 
 
1. Initiation of midterm action: 

 
• Midterm action will have various initiating events – the occurrence of a serious incident or 

the accumulation, over time, of a series of smaller incidents (although the accumulation of 
smaller incidents could also be dealt with in the re-appointment process). 

• The event will be documented and reviewed by the Chief of Staff, Chief of Department 
and/or CEO as appropriate to the event. 

 
2. Formal Investigation: 

 
• Prior to proceeding with midterm action, an investigation will be conducted. 
• This will include providing the professional staff member with an opportunity to participate in 

the investigation and respond to the event(s). 
• It may also include a review by external expert(s). 
• If issues are not substantiated by investigation, then the matter will end; otherwise, the 

matter will proceed with further steps below. 
 
3. MAC Meeting to consider midterm action: 

 
• A formal meeting of the MAC during which the results of the investigation are considered, 

and the MAC determines what recommendation to make to the Board. 
• The professional staff member is usually given the opportunity to attend the MAC meeting 

and present his/her response to the event(s). 
• The professional staff member is entitled to request reasons for the MAC’s 

recommendations and to request a hearing before the hospital board. 
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4. Hearing before the board of directors: 

 
• If the professional staff member asks for a hearing, the hospital board will hold a formal legal 

hearing. 
 
5. Physician right of appeal to Health Professions Appeal and Review Board (HPARB): 

 
• If the physician disagrees with the decision of hospital board. 
 
6. Physician and hospital have right of appeal to courts: 

 
• If the physician or the hospital disagrees with the decision of HPARB. 

 
 
 

 
 

 
Amendment of the Professional Staff By-Law 
 
As with the Corporate By-Law, it is the responsibility of the board of directors to develop and 
approve changes to the Board-Appointed Professional Staff By-Law, to be ratified by the 
hospital members. 
 
For the Board-Appointed Professional Staff By-Law, this is typically supplemented with an 
additional consultation process involving the members of the professional staff followed by a 
recommendation by the MAC to the board of directors. 
 
 
 
(c) Rules, Regulations, Policies and Procedures 
 
In addition to the Corporate and Board-Appointed Professional Staff By-Laws, hospitals will 
have a variety of rules, regulations, policies and procedures that govern both administrative and 
clinical practice within the hospital. 
 
 
 
 



 

 

 
 
Rules and Regulations 
 
Rules and regulations are adopted by the board as subordinate directives under the by-laws to 
provide further standard procedures for dealing with certain routine or standing issues. 
 
Hospitals will adopt in the by-law standard Rules of Order for how meetings are to be conducted 
within the corporation.  These rules of order would apply to all member, board and committee 
meetings within the hospital, governing in particular how the meeting chair is to conduct the 
meeting and how votes are to be held.  Commonly used rules of order in hospitals include: 
 

• Kerr and King: Procedures for Meetings and Organizations  
• Robert's Rules of Order  
• Wainberg's Society Meetings  

 
Hospitals will also have Professional Staff Rules and Regulations, which are adopted under the 
Board-Appointed Professional Staff by-law.  The precise format and content of these rules 
differs between hospitals, but they typically set out some basic standards or requirements for 
the clinical and professional practice within the hospital, including, for example: 
 

• Responsibilities of professional staff in each category, in addition to what is stated in the 
by-laws (e.g., active staff, associate staff, etc.) 

• Responsibilities of professional staff that are specific to each department 
• Health records requirements for professional staff 
• On-call responsibilities of professional staff 
• Leaves of absence of professional staff 
• Conflicts of Interest 
• Code of Conduct 
• Mission, Vision and Values of the hospital and the professional staff 

 
 
Policies and Procedures 
 
Many different names are used to describe the written documents that are created to guide work 
and conduct within a hospital (e.g., policies, procedures, clinical guidelines, directives, standing 
orders, etc.).  Hospitals have a great number of these policy-type documents in manuals or 
binders (or more recently online) in every department or service area in the hospital. 
 
Legally, all of these policy-type documents are equally binding regardless of what they are 
called – they are written descriptions intended to guide work or practice on a particular issue.  
From a legal standpoint, the focus is what the document says and whether it has been 
appropriately followed in the circumstances of an individual situation. 
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For purposes of this manual, a distinction is drawn between governance policies and 
procedures, which are adopted by the board, and operational policies, which are adopted by 
some other committee or officer within the hospital. 
 
At a governance level, the board will adopt policies and procedures setting out the standard 
approach for the hospital on certain matters that are under the authority of the board.  The types 
of policies and procedures relevant to physician leaders may include processes for professional 
staff recruitment and selection/election of medical staff leaders, conflicts of interest, board 
confidentiality and codes of conduct.  This is a fairly defined set of policies that is usually 
contained in a board policy manual and discussed during the orientation of new board 
members.  It is often the responsibility of the board’s governance committee, which may include 
physician members, to review and update these policies. 
 
It is at the operational level that the majority of policies, procedures, etc. are created in 
hospitals.  These are approved by a committee (such as the MAC, if the policy relates to 
professional staff practice) or by the relevant program or service leader (such as the vice-
president responsible for a particular area).  Such policies may be provided to the board for 
reference or information, but are not typically adopted or approved by the board. 
 
 

 
 
 
 
Medical Advisory Committee 
 
The Medical Advisory Committee (MAC) is a committee required by hospitals under the PHA. 
As its name suggests, it is an “advisory” committee to the board on medical matters within the 
hospital. 
 
 

 
 
 
 
 



 

 

 
 
The role and responsibilities of the MAC are discussed in detail in the OHA’s Professional Staff 
Credentialing Toolkit and summarised in the OHA’s Guide to Good Governance – Chapter 5: 
The Board’s Role in the Credentialing Process. This section is intended to provide a brief 
overview of the MAC. 
 
The MAC has two main statutory functions, to make recommendations to the board of directors: 
 

• respecting the privileges

• 

 of members of the medical/dental/midwifery/extended 
class nursing staff of the hospital; and, 
respecting the quality of care

 

 provided by the medical/dental/midwifery/extended 
class nursing staff of the hospital. 

The HMR further requires that the President, Vice-President, and Secretary of the Medical Staff 
Association, and the Chief of Staff are members of the MAC, along with such other members of 
the medical staff as are appointed or elected in accordance with the hospital’s by-laws. The 
Chair of the MAC is the Chief of Staff, if the hospital has a Chief of Staff, or is a separate 
position appointed by the board if there is no Chief of Staff. 
 
The hospital’s by-laws may expand on the responsibilities of the MAC and further define its 
membership.  In addition to the members required by the HMR, the MAC is usually composed of 
the Chiefs of Departments, Medical Directors and/or Program Chiefs.  While the HMR permits 
only physicians (and the Chief of Dental Staff, if there is one) to be members of the MAC, some  
hospitals have broadened their MAC to include ex officio non-voting members including the 
CEO, Head of Midwifery, Chief Nursing Executive and Vice-Presidents of the hospital. 
 
The HMR requires the MAC to hold at least 10 monthly meetings per year, usually from 
September to June (with summer meetings if necessary).  The HMR also requires the MAC to 
report in writing to the board at each regular board meeting and report to the medical staff at 
each regular scheduled meeting of the medical staff. 
 
Some hospitals have joint or common credentialing models with other area hospitals.  This will 
happen when hospitals are working together under some alliance or partnership agreement and 
have agreed to a common credentialing process.  In these circumstances, there may be one 
MAC jointly appointed for more than one hospital or there may be separate MACs that meet 
together.  Medical leaders may also be appointed with responsibility for more than one 
hospital.10

 
 

 
 
 

                                                 
10 For more information, see the OHA Professional Staff Credentialing Toolkit, page 66-68.  It should be 
noted as well that, even if there is a common or joint credentialing model, each individual hospital board 
has the duty to appoint the professional staff for their own hospital. 
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OVERVIEW 
 
This section provides an overview of hospital management and includes detailed descriptions 
for various physician leadership positions.  
 
 
HOSPITAL MANAGEMENT 
 
Appendix 2 contains basic management organizational charts for a business corporation, a 
traditional hospital corporation, and a hospital corporation under a program management model.  
Hospitals will have different organizational structures and physician leaders should consult their 
own hospital’s organization chart. 
 
 

 
 
 
(a) Business v. Hospital Corporations 
 
In a business corporation, shareholders elect the board of directors, and the directors then 
appoint the Chief Executive Officer (CEO).  The board only appoints the CEO, and the CEO is 
the only employee who reports directly to the board.  All other employees are hired under the 
authority of the CEO and report through the corporation’s management structure to the CEO. 
 
A hospital corporation has a different structure than a business corporation. 
 
The hospital has members who elect the board of directors, and then the board appoints the 
CEO and the Chief of Staff (or Chair of the MAC, where there is no Chief of Staff).  The CEO 
and the Chief of Staff/Chair of the MAC have separate responsibilities and each reports directly 
to the board.  The CEO and Chief of Staff/Chair of the MAC are also non-voting members of the 
board.  All employees of the hospital are hired under the authority of the CEO and report 
through the management structure to the CEO, as with the business corporation, but  
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professional staff are appointed to the board and supervised through a separate management 
structure.  The MAC also reports directly to the hospital board, and not through the CEO. 
 
In the traditional organizational structure of the hospital, management of the professional staff 
and all other employees is done through separate lines of authority – Professional staff are 
supervised by the Chiefs of Department, who report to the Chief of Staff, who in turn reports to 
the Board.  All other employees report to managers or directors, who report up to the CEO. 
 
Professional staff are typically not employees of the hospital corporation, but rather independent 
professionals with an appointment by the board.  The Chief of Department and Chief of Staff do 
not have the standard authority of a manager over an employee, which includes authority to 
hire, monitor, discipline and terminate.  While the Chiefs are responsible for monitoring 
professional staff, other responsibilities such as hiring, disciplining and termination, fall under 
the authority of the board. 
 
Hospitals with program management models will have parallel management structures for the 
professional staff – with professional staff reporting on administrative, operational and budgetary 
issues to a medical director of the program; and reporting to a department chief on professional 
practice issues – see Appendices 2 to 4. 
 
 
(b) Program Management 
 
Most hospitals in Ontario have developed program management models, which supplement the 
traditional structure discussed above. 
 
Under program management, staff -- including professional staff -- are grouped into patient care 
programs.  Depending on the size of the hospital, this will involve two or three different 
leadership roles within a particular program: 
 
• An administrative or operational director is responsible for all non-physician staff in the 

program;  
• A medical director is responsible for the medical staff in the program; and, 
• A department chief is responsible for the medical staff in the department. 
 
In smaller hospitals, the medical director and department chief roles are often combined, 
whereas in larger hospitals, they may be separate roles.  Hospitals may also group programs 
into broader service areas, with program, medical and administrative directors reporting to a 
vice-president responsible for the service area. 
 
 
 
 
 



 

 

 
 
There are important differences between the medical director and the department chief roles: 
 
• Medical Director - The Medical Director may be appointed by the board or hired under the 

authority of the CEO.  The position typically reports to the CEO.  The responsibilities of this 
position are focussed on administrative, operational and budgetary issues within the  
program.  The medical director works collaboratively with the administrative or operational 
director on these issues. 

 
• Department Chief – The Department Chief is appointed by the board and reports to the 

Chief of Staff and, through the Chief of Staff, to the board.  The responsibilities of this 
position are focussed on the monitoring and supervision of the professional care provided in 
the department. 

 

 
 
 
See Appendix 3 for a description of the role responsibilities for the Department Chief, Program 
Chief and Director of Operations at Sunnybrook Health Sciences Centre, a teaching hospital 
affiliated with the University of Toronto.  Note that in the Sunnybrook position description, the 
“Program Chief” is the “Medical Director” position discussed in this section. 
 
See Appendix 4 or a comparison of and position descriptions for the Chief of Department and 
Medical Director roles at the Grand River Hospital and St. Mary’s Hospital. 
 
 
 

  



 

 

 

PHYSICIAN LEADERSHIP POSITIONS 

Within the hospital governance and management structure, there are generally three types of 
physician leadership positions:  the Chief, the Medical Director, and officers of the Professional 
Staff Association.  Each of these will be discussed below. 
 
The roles and responsibilities of these physician leaders are discussed in Chapter 3 of the 
OHA’s Professional Staff Credentialing Toolkit.  Further information is also provided in Appendix 
2 to 4. 
 
Each hospital should have detailed job descriptions for their physician leadership positions, 
which include how they are appointed, remunerated, reviewed and accountable within the 
hospital’s management structure.  Expected time commitments should also be set out, as the  
physician leader position is usually a part-time role combined with a continuing clinical practice.   
 
For the new physician leader who is appointed to a position without a sufficient job description, 
one of their first tasks should be to develop one so that expectations are clearly defined. 
 
The seniority and reporting relationships for each physician leadership position will be defined in 
the position’s job description.  Most hospitals will have one physician leader who is the senior 
physician leader.  Traditionally, this has been the Chief of Staff appointed by the board.  
However, in hospitals with program management or hospitals which do not have a Chief of  
 
Staff, the senior physician leader may be a vice-president (e.g., Vice-President, Medical) or a 
Chief Medical Executive (CME). 
 
 
(a) The Chief Role 
 
The Chief role is described in the Hospital Management Regulation (HMR) and usually further 
defined within the hospital’s by-laws.  This may also be supplemented by a position description 
that is approved by the board. 
 
Chief of Staff 
 
Most hospitals have a Chief of Staff.   
 
However, this is not a required position under the PHA.  The PHA requires a President of the 
Medical Staff and a Chair of the MAC.  The PHA sets out certain responsibilities, which may be 
outlined within the hospital’s by-laws, for the Chief of Staff, if there is one, or one of these two 
other officers, if the Chief of Staff position does not exist in the hospital’s leadership structure.  If  
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there is a Chief of Staff, the HMR requires him/her be appointed by the board as Chair of the 
MAC. 
 
Traditionally, the Chief of Staff has been the senior medical leadership position in the hospital.  
In hospitals where there is a program management structure, the Chief of Staff may also be the 
Vice-President, Medical or CME.  These positions may also be separate roles and seniority will 
depend on that hospital’s particular structure. 
 
The Chief of Staff has overall responsibility for monitoring and reporting to the board on the 
quality of the medical diagnosis, care and treatment provided to all patients in the hospital. 
 
As noted above, the Chief of Staff position is a board appointment.  The Chief of Staff is not 
hired by and does not report to the CEO; he or she reports to the Board.  This creates a unique 
relationship between the Chief of Staff and the CEO, as the CEO is responsible to the board for 
all aspects of hospital administration (which includes the medical care provided in the hospital), 
and the Chief of Staff is also directly responsible to the board for medical care.  It is therefore  
essential for the Chief of Staff and the CEO to have a close working relationship.  Hospital 
professional staff by-laws and position descriptions for the Chief of Staff position often define 
the position as requiring the Chief of Staff to work “in consultation with the CEO” and be  
“responsible to the board through and with the CEO” on many issues. This defines the board’s 
governance expectation that these two senior positions will work together for the management 
of the medical staff in the hospital. 
  
The Chief of Staff role is discussed in detail in the OHA’s Professional Staff Credentialing 
Toolkit, Chapter 3, pp. 37-39 and Appendix II – Sample 27. 
 
 
Chief of Department (and Chief of Division or Service) 
 
In addition to the Chief of Staff position, most hospitals also divide the professional staff into 
departments, each of which will have a Chief of Department.  Larger hospitals may further sub-
divide the departments into services or divisions and have Chiefs or Heads of divisions or 
services. 
 
The Chief of Department is the senior medical leader in the department, a responsibility shared 
with the Medical Director for the program in hospitals with a program management structure. 
 
Chiefs of Department and Chiefs or Heads of Divisions/Services are typically appointed by the 
board.  They are responsible for the overall medical direction of the department and report to  
the Chief of Staff and the MAC.  The Chief of Department is a member of the MAC, whereas the 
chiefs/heads of divisions/services are typically not on the MAC. 
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The Chief of Department has the main responsibility for the standard of medical care within the 
department (and chiefs/heads of divisions/services have a corresponding role within the 
divisions and services).  They are also the key part of the performance review system for the 
individual professional staff members within their department and responsible for providing the 
necessary information and documentation for the credentialing system. 
 
The Chief of Department role is discussed in detail in the OHA’s Professional Staff Credentialing 
Toolkit, Chapter 3, pp. 42-44 and Appendix II – Sample 27. 
 
 
 
(b) The Medical Director 
 
Except in the largest hospitals, the Chief and Medical Director roles are usually combined – with 
the Chief of Staff often being the Vice-President, Medical, and the Chiefs of Department also 
serving as the Medical Director of the particular program. 
 
The Medical Director role is often more of an operational position, with responsibilities focussed 
on strategic planning, budget management and human resource planning.  The Medical Director 
brings medical expertise to the leadership table within the program, providing this perspective 
on administrative or management issues.  The Medical Director’s role in regards to quality 
focuses more on programs or system indicators and performance, whereas the Department 
Chief role has a greater direct focus on quality and performance management of individual  
professional staff members.  The Medical Director and the Department Chief need to work 
closely together within their job descriptions, particularly on issues related to the quality of care 
provided. 
 
Appointment and reporting relationships for Medical Directors will vary depending on the 
administrative structure of each hospital.  Medical Directors may be appointed by the board (in a 
combined position with the Chief) or they may be hired by the CEO.  They may report through 
the Chief of Staff and the MAC, or through the CEO.  Medical Directors may also be members 
of the MAC. 
 
The challenge for hospitals under program management is to develop the right number and 
reporting relationships for their physician leaders, particularly with respect to the responsibilities 
of the department chiefs and program medical directors.  In smaller hospitals, where the 
positions are combined, the department and program are typically the same, and one person 
has overall responsibility for all aspects of medical management.  Where the positions are 
separate, typically the medical director will have responsibility for a larger program that includes 
more than one department (e.g., Maternal/Child program includes departments of obstetrics and  
gynaecology and pediatrics, and the Surgical Program includes all surgical sub-specialities and 
anaesthesia). 
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The Medical Directors may report to a Vice-President, Medical, who is also a physician, or may 
report to other Vice-Presidents, who are not physicians and are responsible for groupings of 
programs within the hospital. 
 
 
(c) The Professional Staff Association 
 
The PHA requires that hospital by-laws provide procedures for the annual election of a 
President, Vice-President and Secretary of the medical staff, as well as set out the duties of 
these and any other officers of the medical staff.  The medical staff are required to hold at least 
four meetings every year. 
 
While the PHA sets these requirements for the medical staff only, in many hospitals, the 
meetings of the medical staff include the non-medical members of the professional staff who are 
appointed by the board under the PHA.  The “Medical Staff Association” has become the 
“Professional Staff Association” in these hospitals. 
 
There is no statutorily defined role for the Professional or Medical Staff Association.  While the 
PHA requires that hospital by-laws set out the duties of the officers of the medical staff, there is 
no corresponding requirement to set out the role of the Association apart from the requirement 
noted above that the members of the medical staff must hold four meetings each year and elect 
the officers.  The MAC is required to provide a report to each medical staff meeting. 
 
The OHA/OMA Prototype Board-Appointed Professional Staff By-Law sets out a standard job 
description for the President, Vice-President and Secretary of the professional staff.  The 
essential role of the professional staff officers is to: 
 

• act as a liaison between the professional staff, the CEO and the Board respecting 
matters concerning the professional staff; and 

• support and promote the values and strategic plan of the corporation. 
 
Typically, all professional staff officers are members of the MAC, and the President is a non-
voting member of the board of directors.1

 
 

 
 
 
 
 
 
 

                                                 
1 Previously, the Vice-President of the Medical Staff was also a member of the board of many hospitals, 
but this was changed with amendments to the HMR in 2010 – see s.2(1.1). 
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(d) Academic Hospitals 
 
Academic hospitals have an affiliation agreement with a university for health care education and 
research.  The focus of these agreements is on the education of medical students, and the 
impact on the physician leadership and professional staff structure within academic hospitals.2

 
 

In the context of an academic affiliation agreement, the hospital and university each maintain 
responsibility for their own internal appointment policies and procedures.  However, they agree 
to work together with respect to common professional staff recruitment needs. 
 
Medical and dental staff members are usually appointed jointly to the hospital’s professional 
staff and to the university’s faculty. While the hospital and the university each follow their own  
separate appointment processes, it may be a condition of membership for the hospital’s medical 
or dental staff that the staff member also maintain a university appointment, or vice versa, with 
the university maintaining a similar condition of membership. 
 
The Chief of Staff position usually remains a hospital appointment and does not come with a 
corresponding university role, except as a faculty member. The Chiefs of Departments often 
have a role within the leadership structure of the corresponding department at the university.  
The hospital and the university may follow a joint appointment process for designating 
department head leadership positions at the university and within the affiliated hospitals.  A 
hospital’s department heads will often have joint job descriptions, with responsibilities and 
reporting obligations owed to each of the hospital and the university. 
 
For a sample of a hospital-university affiliation agreement, see the Medical 
Affairs section of the London Health Sciences website.  
 

                                                 
2 The hospital may also have other agreements with universities and colleges for the education of other 
health care students.  However, these agreements do not affect the management structure of the 
hospital. 
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(e) Multi-Site Hospitals 
 
Multi-site hospitals often add an additional layer of management to the hospital’s structure – 
with the addition of site-level managers, who report globally into the overall hospital 
management, but who may also report locally to site directors on site-specific issues. 
 
In this model, there will still be a Chief and/or Medical Director with overall corporate 
responsibility, plus potentially site chiefs or directors who are responsible for the specific site 
only.  The site chief or director will have the same general responsibilities as outlined above for 
the Medical Director. 
 
The principles of multiple sites within a single hospital corporation may also apply to separate 
hospitals operating together within an alliance or partnership agreement, which share 
professional staff through combined departments or programs at the member hospitals.  Shared 
physician leaders may be appointed with overall responsibility for the department or program, 
with site specific leaders as well. 
 
The challenge for physician leaders in these multi-site arrangements, and particularly for site 
chiefs or directors, will be the leader’s role as advocate for the professional staff members at the 
individual sites versus the hospital corporation or alliance/partnership as a whole.  This is 
especially the case for combined hospitals in different communities which were separate 
institutions for much of their existence, but have recently merged into one organization.  The 
professional staff are often established in one community and can find it challenging to adapt to 
the changing practice locations and focus that happen as a result of mergers and 
amalgamations.  Medical staff, in particular, have an interest that needs to considered as 
programs and services are combined and moved between sites.  Other stakeholder groups 
within the local community may also have difficulty in adapting to these changes. 
 
It is the role of the physician leader from a specific site to bring the interests of that site and its 
professional staff members to the leadership table.  However, because the site leader is 
appointed to the overall leadership, he or she must consider all of the hospital’s interests and 
stakeholders when decisions are made.  While the site leader can therefore act as an advocate 
for the site’s particular interests to a certain degree, the role requires a broader focus.  The site 
leader will also be responsible for taking the overall corporate decisions back to the site and 
working on their implementation with the site’s professional staff.  The site leader has to become 
the site champion for the decisions made. 
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OVERVIEW 
 
This section provides an overview of hospital management and includes detailed descriptions 
for various physician leadership positions.  
 
 
HOSPITAL MANAGEMENT 
 
Appendix 2 contains basic management organizational charts for a business corporation, a 
traditional hospital corporation, and a hospital corporation under a program management model.  
Hospitals will have different organizational structures and physician leaders should consult their 
own hospital’s organization chart. 
 
 

 
 
 
(a) Business v. Hospital Corporations 
 
In a business corporation, shareholders elect the board of directors, and the directors then 
appoint the Chief Executive Officer (CEO).  The board only appoints the CEO, and the CEO is 
the only employee who reports directly to the board.  All other employees are hired under the 
authority of the CEO and report through the corporation’s management structure to the CEO. 
 
A hospital corporation has a different structure than a business corporation. 
 
The hospital has members who elect the board of directors, and then the board appoints the 
CEO and the Chief of Staff (or Chair of the MAC, where there is no Chief of Staff).  The CEO 
and the Chief of Staff/Chair of the MAC have separate responsibilities and each reports directly 
to the board.  The CEO and Chief of Staff/Chair of the MAC are also non-voting members of the 
board.  All employees of the hospital are hired under the authority of the CEO and report 
through the management structure to the CEO, as with the business corporation, but  
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professional staff are appointed to the board and supervised through a separate management 
structure.  The MAC also reports directly to the hospital board, and not through the CEO. 
 
In the traditional organizational structure of the hospital, management of the professional staff 
and all other employees is done through separate lines of authority – Professional staff are 
supervised by the Chiefs of Department, who report to the Chief of Staff, who in turn reports to 
the Board.  All other employees report to managers or directors, who report up to the CEO. 
 
Professional staff are typically not employees of the hospital corporation, but rather independent 
professionals with an appointment by the board.  The Chief of Department and Chief of Staff do 
not have the standard authority of a manager over an employee, which includes authority to 
hire, monitor, discipline and terminate.  While the Chiefs are responsible for monitoring 
professional staff, other responsibilities such as hiring, disciplining and termination, fall under 
the authority of the board. 
 
Hospitals with program management models will have parallel management structures for the 
professional staff – with professional staff reporting on administrative, operational and budgetary 
issues to a medical director of the program; and reporting to a department chief on professional 
practice issues – see Appendices 2 to 4. 
 
 
(b) Program Management 
 
Most hospitals in Ontario have developed program management models, which supplement the 
traditional structure discussed above. 
 
Under program management, staff -- including professional staff -- are grouped into patient care 
programs.  Depending on the size of the hospital, this will involve two or three different 
leadership roles within a particular program: 
 
• An administrative or operational director is responsible for all non-physician staff in the 

program;  
• A medical director is responsible for the medical staff in the program; and, 
• A department chief is responsible for the medical staff in the department. 
 
In smaller hospitals, the medical director and department chief roles are often combined, 
whereas in larger hospitals, they may be separate roles.  Hospitals may also group programs 
into broader service areas, with program, medical and administrative directors reporting to a 
vice-president responsible for the service area. 
 
 
 
 
 



 

 

 
 
There are important differences between the medical director and the department chief roles: 
 
• Medical Director - The Medical Director may be appointed by the board or hired under the 

authority of the CEO.  The position typically reports to the CEO.  The responsibilities of this 
position are focussed on administrative, operational and budgetary issues within the  
program.  The medical director works collaboratively with the administrative or operational 
director on these issues. 

 
• Department Chief – The Department Chief is appointed by the board and reports to the 

Chief of Staff and, through the Chief of Staff, to the board.  The responsibilities of this 
position are focussed on the monitoring and supervision of the professional care provided in 
the department. 

 

 
 
 
See Appendix 3 for a description of the role responsibilities for the Department Chief, Program 
Chief and Director of Operations at Sunnybrook Health Sciences Centre, a teaching hospital 
affiliated with the University of Toronto.  Note that in the Sunnybrook position description, the 
“Program Chief” is the “Medical Director” position discussed in this section. 
 
See Appendix 4 or a comparison of and position descriptions for the Chief of Department and 
Medical Director roles at the Grand River Hospital and St. Mary’s Hospital. 
 
 
 

  



 

 

 

PHYSICIAN LEADERSHIP POSITIONS 

Within the hospital governance and management structure, there are generally three types of 
physician leadership positions:  the Chief, the Medical Director, and officers of the Professional 
Staff Association.  Each of these will be discussed below. 
 
The roles and responsibilities of these physician leaders are discussed in Chapter 3 of the 
OHA’s Professional Staff Credentialing Toolkit.  Further information is also provided in Appendix 
2 to 4. 
 
Each hospital should have detailed job descriptions for their physician leadership positions, 
which include how they are appointed, remunerated, reviewed and accountable within the 
hospital’s management structure.  Expected time commitments should also be set out, as the  
physician leader position is usually a part-time role combined with a continuing clinical practice.   
 
For the new physician leader who is appointed to a position without a sufficient job description, 
one of their first tasks should be to develop one so that expectations are clearly defined. 
 
The seniority and reporting relationships for each physician leadership position will be defined in 
the position’s job description.  Most hospitals will have one physician leader who is the senior 
physician leader.  Traditionally, this has been the Chief of Staff appointed by the board.  
However, in hospitals with program management or hospitals which do not have a Chief of  
 
Staff, the senior physician leader may be a vice-president (e.g., Vice-President, Medical) or a 
Chief Medical Executive (CME). 
 
 
(a) The Chief Role 
 
The Chief role is described in the Hospital Management Regulation (HMR) and usually further 
defined within the hospital’s by-laws.  This may also be supplemented by a position description 
that is approved by the board. 
 
Chief of Staff 
 
Most hospitals have a Chief of Staff.   
 
However, this is not a required position under the PHA.  The PHA requires a President of the 
Medical Staff and a Chair of the MAC.  The PHA sets out certain responsibilities, which may be 
outlined within the hospital’s by-laws, for the Chief of Staff, if there is one, or one of these two 
other officers, if the Chief of Staff position does not exist in the hospital’s leadership structure.  If  
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there is a Chief of Staff, the HMR requires him/her be appointed by the board as Chair of the 
MAC. 
 
Traditionally, the Chief of Staff has been the senior medical leadership position in the hospital.  
In hospitals where there is a program management structure, the Chief of Staff may also be the 
Vice-President, Medical or CME.  These positions may also be separate roles and seniority will 
depend on that hospital’s particular structure. 
 
The Chief of Staff has overall responsibility for monitoring and reporting to the board on the 
quality of the medical diagnosis, care and treatment provided to all patients in the hospital. 
 
As noted above, the Chief of Staff position is a board appointment.  The Chief of Staff is not 
hired by and does not report to the CEO; he or she reports to the Board.  This creates a unique 
relationship between the Chief of Staff and the CEO, as the CEO is responsible to the board for 
all aspects of hospital administration (which includes the medical care provided in the hospital), 
and the Chief of Staff is also directly responsible to the board for medical care.  It is therefore  
essential for the Chief of Staff and the CEO to have a close working relationship.  Hospital 
professional staff by-laws and position descriptions for the Chief of Staff position often define 
the position as requiring the Chief of Staff to work “in consultation with the CEO” and be  
“responsible to the board through and with the CEO” on many issues. This defines the board’s 
governance expectation that these two senior positions will work together for the management 
of the medical staff in the hospital. 
  
The Chief of Staff role is discussed in detail in the OHA’s Professional Staff Credentialing 
Toolkit, Chapter 3, pp. 37-39 and Appendix II – Sample 27. 
 
 
Chief of Department (and Chief of Division or Service) 
 
In addition to the Chief of Staff position, most hospitals also divide the professional staff into 
departments, each of which will have a Chief of Department.  Larger hospitals may further sub-
divide the departments into services or divisions and have Chiefs or Heads of divisions or 
services. 
 
The Chief of Department is the senior medical leader in the department, a responsibility shared 
with the Medical Director for the program in hospitals with a program management structure. 
 
Chiefs of Department and Chiefs or Heads of Divisions/Services are typically appointed by the 
board.  They are responsible for the overall medical direction of the department and report to  
the Chief of Staff and the MAC.  The Chief of Department is a member of the MAC, whereas the 
chiefs/heads of divisions/services are typically not on the MAC. 
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The Chief of Department has the main responsibility for the standard of medical care within the 
department (and chiefs/heads of divisions/services have a corresponding role within the 
divisions and services).  They are also the key part of the performance review system for the 
individual professional staff members within their department and responsible for providing the 
necessary information and documentation for the credentialing system. 
 
The Chief of Department role is discussed in detail in the OHA’s Professional Staff Credentialing 
Toolkit, Chapter 3, pp. 42-44 and Appendix II – Sample 27. 
 
 
 
(b) The Medical Director 
 
Except in the largest hospitals, the Chief and Medical Director roles are usually combined – with 
the Chief of Staff often being the Vice-President, Medical, and the Chiefs of Department also 
serving as the Medical Director of the particular program. 
 
The Medical Director role is often more of an operational position, with responsibilities focussed 
on strategic planning, budget management and human resource planning.  The Medical Director 
brings medical expertise to the leadership table within the program, providing this perspective 
on administrative or management issues.  The Medical Director’s role in regards to quality 
focuses more on programs or system indicators and performance, whereas the Department 
Chief role has a greater direct focus on quality and performance management of individual  
professional staff members.  The Medical Director and the Department Chief need to work 
closely together within their job descriptions, particularly on issues related to the quality of care 
provided. 
 
Appointment and reporting relationships for Medical Directors will vary depending on the 
administrative structure of each hospital.  Medical Directors may be appointed by the board (in a 
combined position with the Chief) or they may be hired by the CEO.  They may report through 
the Chief of Staff and the MAC, or through the CEO.  Medical Directors may also be members 
of the MAC. 
 
The challenge for hospitals under program management is to develop the right number and 
reporting relationships for their physician leaders, particularly with respect to the responsibilities 
of the department chiefs and program medical directors.  In smaller hospitals, where the 
positions are combined, the department and program are typically the same, and one person 
has overall responsibility for all aspects of medical management.  Where the positions are 
separate, typically the medical director will have responsibility for a larger program that includes 
more than one department (e.g., Maternal/Child program includes departments of obstetrics and  
gynaecology and pediatrics, and the Surgical Program includes all surgical sub-specialities and 
anaesthesia). 
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The Medical Directors may report to a Vice-President, Medical, who is also a physician, or may 
report to other Vice-Presidents, who are not physicians and are responsible for groupings of 
programs within the hospital. 
 
 
(c) The Professional Staff Association 
 
The PHA requires that hospital by-laws provide procedures for the annual election of a 
President, Vice-President and Secretary of the medical staff, as well as set out the duties of 
these and any other officers of the medical staff.  The medical staff are required to hold at least 
four meetings every year. 
 
While the PHA sets these requirements for the medical staff only, in many hospitals, the 
meetings of the medical staff include the non-medical members of the professional staff who are 
appointed by the board under the PHA.  The “Medical Staff Association” has become the 
“Professional Staff Association” in these hospitals. 
 
There is no statutorily defined role for the Professional or Medical Staff Association.  While the 
PHA requires that hospital by-laws set out the duties of the officers of the medical staff, there is 
no corresponding requirement to set out the role of the Association apart from the requirement 
noted above that the members of the medical staff must hold four meetings each year and elect 
the officers.  The MAC is required to provide a report to each medical staff meeting. 
 
The OHA/OMA Prototype Board-Appointed Professional Staff By-Law sets out a standard job 
description for the President, Vice-President and Secretary of the professional staff.  The 
essential role of the professional staff officers is to: 
 

• act as a liaison between the professional staff, the CEO and the Board respecting 
matters concerning the professional staff; and 

• support and promote the values and strategic plan of the corporation. 
 
Typically, all professional staff officers are members of the MAC, and the President is a non-
voting member of the board of directors.1

 
 

 
 
 
 
 
 
 

                                                 
1 Previously, the Vice-President of the Medical Staff was also a member of the board of many hospitals, 
but this was changed with amendments to the HMR in 2010 – see s.2(1.1). 
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(d) Academic Hospitals 
 
Academic hospitals have an affiliation agreement with a university for health care education and 
research.  The focus of these agreements is on the education of medical students, and the 
impact on the physician leadership and professional staff structure within academic hospitals.2

 
 

In the context of an academic affiliation agreement, the hospital and university each maintain 
responsibility for their own internal appointment policies and procedures.  However, they agree 
to work together with respect to common professional staff recruitment needs. 
 
Medical and dental staff members are usually appointed jointly to the hospital’s professional 
staff and to the university’s faculty. While the hospital and the university each follow their own  
separate appointment processes, it may be a condition of membership for the hospital’s medical 
or dental staff that the staff member also maintain a university appointment, or vice versa, with 
the university maintaining a similar condition of membership. 
 
The Chief of Staff position usually remains a hospital appointment and does not come with a 
corresponding university role, except as a faculty member. The Chiefs of Departments often 
have a role within the leadership structure of the corresponding department at the university.  
The hospital and the university may follow a joint appointment process for designating 
department head leadership positions at the university and within the affiliated hospitals.  A 
hospital’s department heads will often have joint job descriptions, with responsibilities and 
reporting obligations owed to each of the hospital and the university. 
 
For a sample of a hospital-university affiliation agreement, see the Medical 
Affairs section of the London Health Sciences website.  
 

                                                 
2 The hospital may also have other agreements with universities and colleges for the education of other 
health care students.  However, these agreements do not affect the management structure of the 
hospital. 
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(e) Multi-Site Hospitals 
 
Multi-site hospitals often add an additional layer of management to the hospital’s structure – 
with the addition of site-level managers, who report globally into the overall hospital 
management, but who may also report locally to site directors on site-specific issues. 
 
In this model, there will still be a Chief and/or Medical Director with overall corporate 
responsibility, plus potentially site chiefs or directors who are responsible for the specific site 
only.  The site chief or director will have the same general responsibilities as outlined above for 
the Medical Director. 
 
The principles of multiple sites within a single hospital corporation may also apply to separate 
hospitals operating together within an alliance or partnership agreement, which share 
professional staff through combined departments or programs at the member hospitals.  Shared 
physician leaders may be appointed with overall responsibility for the department or program, 
with site specific leaders as well. 
 
The challenge for physician leaders in these multi-site arrangements, and particularly for site 
chiefs or directors, will be the leader’s role as advocate for the professional staff members at the 
individual sites versus the hospital corporation or alliance/partnership as a whole.  This is 
especially the case for combined hospitals in different communities which were separate 
institutions for much of their existence, but have recently merged into one organization.  The 
professional staff are often established in one community and can find it challenging to adapt to 
the changing practice locations and focus that happen as a result of mergers and 
amalgamations.  Medical staff, in particular, have an interest that needs to considered as 
programs and services are combined and moved between sites.  Other stakeholder groups 
within the local community may also have difficulty in adapting to these changes. 
 
It is the role of the physician leader from a specific site to bring the interests of that site and its 
professional staff members to the leadership table.  However, because the site leader is 
appointed to the overall leadership, he or she must consider all of the hospital’s interests and 
stakeholders when decisions are made.  While the site leader can therefore act as an advocate 
for the site’s particular interests to a certain degree, the role requires a broader focus.  The site 
leader will also be responsible for taking the overall corporate decisions back to the site and 
working on their implementation with the site’s professional staff.  The site leader has to become 
the site champion for the decisions made. 
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OVERVIEW 
 
This section will discuss the relationships between hospitals and physicians including hospital 
privileges, role of the regulated health colleges and principles of institutional liability. 
 
 

 
 
 
 
HOSPITAL PRIVILEGES 
 
All professional staff members who provide clinical services in a hospital will have an 
appointment to the professional staff under the Public Hospitals Act (PHA) and the hospital by-
laws.  The Hospital Management Regulation (HMR) is clear that no person shall be admitted to 
the hospital as an in-patient or out-patient except on the authority of a member of the medical, 
dental, midwifery or extended class nursing staff of the hospital. 
 
For most professional staff members, the only legal relationship with the hospital is through the 
appointment under the PHA (see below for a discussion of physician-hospital contractual 
relationships).  There is no other agreement or legal connection with the hospital.  They are not 
employees of the hospital.  They bill the Ontario Health Insurance Plan (OHIP) independently 
and are not paid by the hospital.  They may have their own private office separate from the 
hospital and often only a part of their practice is in the hospital.  Legally, they are considered to 
be independent contractors. 
 
All members of the professional staff are appointed for a maximum term of one year and are 
required to apply annually for re-appointment.  The hospital’s professional staff by-law, policies, 
rules and regulations will set out the rights and responsibilities of professional staff members 
depending on their category of appointment.  The professional staff members’ performance is 
measured against these criteria.  It is typically the responsibility of the Department Chief and/or 
Program Medical Director to complete an annual performance appraisal as part of the re-
appointment process.  This responsibility will be set out in the hospital by-laws and the position 
job descriptions. 
 
The relationship with physicians under the PHA is managed through the appointment and re-
appointment (credentialing) process under the PHA.   
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Contractual Relationships 
 
In addition to their appointment under the PHA, some professional staff members (mostly 
physicians) may have other contractual relationships with the hospital.  These contracts will be 
between the hospital and a physician or group of physicians.  They will also sometimes involve 
the Ministry of Health and Long-Term Care (MOHLTC) as an additional party. 
 
These agreements include, but are not limited to: 
 
• Employment Agreements – physicians in service areas (e.g., laboratory physicians) may 

be employees of the hospital.  They will usually have individual employment contracts. 
 
• Hospitalist Agreements – agreements with physicians (usually general practitioners) to 

provide in-patient care to designated medical patients. 
 
• Group Practice Agreements – agreements between the hospital and a group of physicians 

to provide services to a particular clinical area of the hospital (e.g., diagnostic imaging).   
 
• Alternate Funding Plans – agreements between the hospital, a group of physicians and 

the MOHLTC to provide services in a particular area for which the physicians are paid on a 
different model than fee-for-service.  These agreements stipulate the types of services that 
the physicians must provide, including hospital services, and how the physicians will be paid 
for these services, instead of on the usual OHIP billing model.  This payment model is used 
for selected clinical groups and is also an option for physicians who practice in remote areas 
where recruitment is limited (e.g., northern Ontario).  Alternate funding plans are also 
common in academic health sciences centers as a way to provide payment for clinical, 
academic, teaching and research commitments.  

 
• Hiring Agreements – agreements with new physicians that provide incentives (e.g., 

relocation payments) as part of the physician’s move to the community.  These agreements 
typically require the physician to agree to practice at the hospital for a specific length of time 
in return for the incentive payment. 
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• Hospital On-Call Coverage (HOCC) Program Agreements – an agreement for payment of 

additional funds, above the usual OHIP fee-for-service rate, by the MOHLTC through the 
hospital to the physician for providing on-call coverage at the hospital. See the HOCC page 
on the MOHLTC website for more information.  

 
• Return of Service Agreements – an agreement between the MOHLTC and a physician, 

usually an international medical graduate, to practice in an under-serviced area.  
 

• Affiliation or Academic Health Sciences Agreements – agreements between individual 
physicians, the hospital and the affiliated university which set out the respective obligations 
of each of the parties within the academic/teaching hospital environment. 

 
Physician leaders will be responsible for negotiating and managing these contractual 
relationships.  Physician leaders will likely have specific contracts with the hospital for their 
leadership position.  They may also be parties to agreements in their clinical practice. Where the 
agreement relates to the physician leaders own clinical practice, negotiation and management 
of the agreement should be delegated to another hospital leader as this would be a conflict of 
interest for the physician leader. 
 

 
 
 
Each contract will be different, depending on its scope and purpose.  Most hospitals will have 
templates for particular contracts that are adapted to each individual situation.  The MOHLTC 
and other institutions also have standard contracts, which may or may not be modifiable by 
individual hospitals to fit particular circumstances. 
 
The following checklist is suggested for physician leaders who are reviewing contracts: 
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(a) Scope of Services 
 
Each contract will define the scope of services to be provided by the physician(s).  This should 
be reviewed to determine that it appropriately states what the hospital requires of the physician 
– is it sufficiently clear so that the physician’s obligations can be understood?  Is it broad 
enough to include everything that is required of the physician? 

 
 

(b) Hospital Obligations 
 
The contract will set out hospital responsibilities in return for the physician services under the 
agreement (e.g., hospital privileges, office space, billing support, etc.).  As with the scope of 
services, this should be reviewed to confirm that the hospital’s obligations are clear and 
understandable. 

 
(c) Physician Compensation 
 
The agreement will define how the physician is compensated.  Do the payment amounts and 
terms reflect the agreement that has been made with the physician? 

 
(d) Hospital Privileges 
 
The physician will also have an appointment under the PHA for the clinical services provided to 
patients in the hospital.  The relationship between the agreement and the physician’s privileges 
should be considered in the development of any physician contract.   

 
(e) Addition/Deletion of members from group agreements 
 
For agreements with physician groups, there should be a process in the agreement for the 
addition of new members to the group and for the removal of existing members. 

 
(f) Term and Termination 
 
The agreement should have a defined term.  Any options for renewal should be set out, 
including any conditions that apply to renewal.  Finally, the agreement should address the 
potential for early termination by either or both parties, both with and without cause.   
 
Any administrative or leadership appointment of the member of the Professional Staff will 
automatically terminate upon the restriction, revocation or suspension of privileges or, 
revocation of appointment, unless otherwise determined by the Board. As a reminder, hospitals 
cannot contract out of the provisions set out in the Public Hospitals Act. 
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For further information, see the OHA’s Professional Staff Credentialing Toolkit, page 24-25, 261; 
and see also “Negotiating a Successful Contract”, Canadian Society of Physician Executives,  
March 2007. 
 
 
 
ROLE OF THE REGULATED HEALTH COLLEGES 
 
 
As discussed in Module 1, health professionals in Ontario are regulated under the Regulated 
Health Professions Act (“RHPA”) and also under specific legislation for each profession (e.g., 
Medicine Act, Nursing Act, etc.)  Each regulated health profession is governed by a College. 
 
Physicians are regulated under the RHPA by the College of Physicians and Surgeons of Ontario 
(CPSO).  Physicians are members of the CPSO and subject to CPSO regulation.  For physician 
leaders, the CPSO will regulate both physicians’ clinical practice and their administrative role as 
it relates to the practice of medicine. As members of the college, physicians are expected to 
adhere to college standards in health care administrative functions. 
 
Physician leaders may interact with the CPSO in a number of ways1

 
: 

 
Licensing of Physicians 
 
The CPSO is responsible for physician registration and licensing. 

 
Hospitals require confirmation of the licence status of their physicians through a Certificate of 
Professional Conduct, which is obtained with consent of the physician on the original application 
for hospital appointment.  Hospitals will also want to confirm the physician’s status on the 
annual re-appointment by obtaining a copy of the CPSO licence renewal from the physician.  
Physicians should also be required to disclose any changes in their license status to the 
hospital.2

 
 

Physicians may also be licensed by the CPSO on restricted or supervised licences.  These 
types of licences are used by the CPSO for new physicians who have not completed all of their 
training (e.g., pending completion of specialty examinations) or for physicians who have had  
                                                 
1 Physician leaders may also interact indirectly with the other regulated health colleges in their leadership 
roles, but this will primarily be the responsibility of other professional practice leaders in the hospital (e.g., 
Chief Nursing Executive with College of Nurses, etc.). 
2 For new appointments, hospitals will usually require confirmation of license status directly from the 
CPSO, whereas for re-appointments hospitals most often rely on the physician to provide confirmation of 
continued status.  Hospitals should consider periodic source verification with the CPSO directly (e.g., 
checking the public register, requesting a further Certificate of Professional Conduct, requesting a data 
spreadsheet from the CPSO). 

http://ohaeducation.discoverycampus.com/en/estore/main-prod.html#showProduct/197�
http://www.cspexecs.com/�
http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_91r18_e.htm�
http://www.e-laws.gov.on.ca/html/statutes/english/elaws_statutes_91r18_e.htm�


 

 

 
 
discipline or fitness to practice concerns.  These licences may require participation of hospital 
supervisors in the monitoring of the physician’s practice, which will be the responsibility of the 
physician leader.  While it is the CPSO’s responsibility to determine the terms, conditions and 
restrictions on any physician’s license, where hospitals are asked by the CPSO and physician  
members of the hospital staff to participate in supervision arrangements, the hospital and the 
CPSO should work together to determine the nature of the conditions for hospital-based  
practice. The hospital cannot be required to simply implement what the CPSO has decided 
without hospital input. 
 
 
Complaints and Discipline Matters 
 
The CPSO has a statutory mandate to investigate public complaints and conduct other 
investigations into physician practice.  Complaints can be made to the CPSO by patients or 
family members.  There are also mandatory reporting obligations (see discussion below) which 
may initiate investigations. 

 
Hospitals may be involved in CPSO investigations where the care in question was provided in 
hospital.  The HMR specifically provides for provision of records and interviews of hospital staff  
in the context of CPSO investigations.  Physician leaders are often interviewed or involved in 
CPSO investigations that involve professional staff members in their departments. 

 
Hospitals also need to know about other pending or completed investigations at the CPSO as 
they relate to members of the hospital’s professional staff.  Most hospital re-appointment forms 
require the physician to annually disclose this information. Physician leaders will be required, as 
part of the re-appointment, to consider and review this information. 
 
Some physicians are also licensed in other jurisdictions.  Hospital credentialing forms should 
also ask about changes in licensing status and pending or completed discipline matters in these 
other jurisdictions. 
 
 
Mandatory Reporting Obligations 
 
There are mandatory reporting requirements to the CPSO in the PHA and the RHPA.  These 
include obligations to report: 
 

• where applications or re-appointment applications are denied, or privileges are 
restricted or cancelled for incompetence, negligence or incapacity;  

• if a physician resigns while an investigation into incompetence, negligence or incapacity 
is pending; and, 

• where there are reasonable grounds to believe that a member has sexually abused a 
patient. 

 



 

 

 
 
According to the statutes, these obligations generally fall on the administrator (CEO) of the 
hospital.  For practical purposes, however, these reports will often be made by the physician 
leader (Chief of Staff or Chief of Department) responsible for the investigation of the particular 
issues or concerns.  This will involve an initial report, to advise the CPSO of the situation, and 
then followed by additional reports as the hospital’s investigation proceeds or CPSO requests 
for information in the course of its own investigation. 
 
 
Remedial Plans for Physicians 
 
As a result of complaints and other investigations, the CPSO will sometimes impose conditions 
on a physician’s practice and/or require that the physician participate in a specific remediation 
plan to address a practice deficiency. 
 
Where the issue relates to hospital practice, this will require the hospital’s participation in the 
plan.  Hospitals should be involved in the creation of the remediation plans and determine  
whether and how these can be implemented in their facility.3  Hospitals may also develop their 
own remedial plans for physicians.4

 
 
 

 

  

                                                 
3 See discussion under “Licensing of Physicians” above. While it is the CPSO’s responsibility to determine 
the terms, conditions and restrictions on any physician’s license, the hospital has a responsibility to 
decide whether and how remedial plans are implemented within the hospital. 
4 See Module 4: Leading High Performing Teams, for further information on managing performance. 



 

 

 

PRINCIPLES OF INSTITUTIONAL LIABILITY 
 
There is a good description of the hospital administrator’s role in the chapter “Malpractice and 
Institutional Liability”, found in Law for Canadian Health Care Administrators: 
 
Health administrators frequently will have a role in attempting to avoid legal proceedings or, 
where they cannot be avoided, in providing assistance to legal counsel and support to health 
professionals where the conduct of the latter is the subject of the lawsuit.  Administrators have 
responsibility for ensuring the implementation of a quality/risk management program that 
reduces the likelihood of negligence.  Where an unfavourable or unanticipated outcome gives 
rise to patient complaint, a prompt response from administration may avoid a lawsuit.  Where a 
lawsuit is commenced, or is likely to be commenced, health administrators will participate in the 
necessary investigation.  They should have an understanding of the legal consequences and 
limitations on confidentiality for such investigations.  They may be required to swear an affidavit 
of documents on behalf of the health facility, represent the facility at the examinations for 
discovery and, possibly testify at trial.  Where civil actions are ongoing, auditors, insurers, board 
members and others may make requests for information about the status and likely outcome of 
the litigation. (pages 219-220) 
 
 
Lawsuits against hospitals and health care providers are brought forth based on the law of 
negligence.  They have four key elements: 
 
1. A Duty of Care – The party suing (plaintiff) must demonstrate that there is a relationship 

which gives rise to a duty of care.   In the health care situation, it is the direct health care  
provider to patient relationship that gives rise to the duty of care.  The institution may also be 
found to owe a duty of care to the patient. 
 

2. A Breach of the Duty of Care – The plaintiff must demonstrate that the duty of care was 
breached. In malpractice situations, this is done through expert evidence about the 
applicable standards of practice and whether they were or were not met in the care 
provided. 

 
3. Causation – The plaintiff must prove that the breach caused damage. 

 
4. Damages - The plaintiff finally proves the damages that were suffered. 
 
For the hospital, there are two kinds of legal liability to be considered:  direct and vicarious 
liability. 
 
Direct Liability is the hospital’s liability for the administration and management of the facility.  
The hospital is responsible for providing a proper place for health care to be provided – 
premises that have reasonable and appropriate equipment and that are staffed with competent 
personnel. 

http://www.lexisnexis.com/store/ca/catalog/booktemplate/productdetail.jsp?prodId=prd-cad-00891�


 

 

 
Vicarious Liability is the legal principle which establishes that the hospital is responsible for the 
conduct of its employees.  The hospital is therefore responsible for the actions or omissions of 
all employee health care providers in the care that they provide to patients. 
 
For physician leaders, under the vicarious liability principle, the hospital is responsible for their 
actions in the leadership role.  This is separate and apart from their clinical role.  Physician 
leaders should be covered under the hospital’s insurance policy for their leadership role. 
 
Physicians who are appointed under the PHA are generally considered to be independent 
contractors for whom the hospital is not vicariously liable.  The vicarious liability principle does 
not apply to independent contractors.  In Yepremian v. Scarborough General Hospital, the 
Ontario Court of Appeal held that, while hospitals have a duty through the PHA appointment 
process to appoint qualified and competent physicians, hospitals are not vicariously liable to 
compensate an injured patient when a credentialed physician provides negligent care. Hospitals 
are not generally vicariously liable for negligent care provided by credentialed physicians, but 
are responsible for due diligence in the credentialing process. 
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APPENDIX 1 
 
Key Sources  
 

 
OHA Resources 

• Guide to Good Governance – Chapters 4, 5 and 6 
• Professional Staff Credentialing Toolkit  
• Hospital Prototype Corporate By-Law  
• OHA/OMA Prototype Board-Appointed Professional Staff By-Law 
• Hospital Prototype By-Laws Frequently Asked Questions (April 2010) 
• Frequently Asked Questions: Amendments to Regulation 965 under the Public Hospitals Act 

Re: Hospital Board Composition and Duties of Non-Voting Directors  
 

 
Key Legislation/ Regulations 

• Corporations Act 
• Excellent Care for All Act 
• Not-for-Profit Corporations Act 
• Public Hospitals Act 
• Hospital Management Regulation 
• Regulated Health Professions Act 
• Medicine Act 
 
 

 
Additional Resources 

• Law for Canadian Health Care Administrators  
• Kerr and King: Procedures for Meetings and Organizations  
• Robert's Rules of Order 
• Wainberg's Society Meetings  
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APPENDIX 2 
 
Management Models 
 

 
Business Corporation 

 
 
 
 
 
 
 
 
 



 

 

 
 

 
Traditional Hospital Corporation 

 
 
 

       Reporting relationships    _ _ _ _ Consulting/Cooperative relationships 
 



 

 

 
 
Hospital Corporation – Program Management Model 
 

 
 

    Reporting relationships 
 
_ _ _ _ _ _ Consulting/Cooperative relationships 



 
 

 
*Denotes primary responsibility 
 

 

 
APPENDIX 3 
 
Responsibility Profile for Department Chiefs, Program Medical Chiefs and Directors of Operations    
 
 
Sunnybrook Health Sciences Centre has a program management model in place that requires effective matrix relationships among 
key Medical and Administrative Leaders in the organization.  This chart provides an overview of the relative responsibilities of 
Department Chiefs, Program Chiefs, and Director of Operations roles.  The roles are co-dependent and it is an expectation that there 
will be cooperation and collaboration on issues of mutual concern and interest.  Although there is an expectation of collaboration, in 
some areas leaders will assume primary responsibilities with the other members of the leadership team acting in a supportive or 
secondary role. 
 
Performance reviews for Program Chief, Department Chief and Director of Operations will include an assessment of each one’s 
ability to support the effective functioning of the program management model, as well as the academic mission of the hospital where 
appropriate. 
 
Although the Program is the operational structure designed to monitor finances, overall quality of care and workload, it must also 
contribute to the academic mission of the hospital and its various Clinical Departments.  
 
 
 
 
 
 
 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

Definitions   Department Chief position is part 
of the academic structure 
recognized at Hospital Medical 
Advisory Committee (MAC) and 
University levels   

 Department Chiefs are appointed 
by the Board following a search 
process defined by the Hospital-
University Affiliation Agreement. 

 

 Program Chief is an 
administrative position appointed 
by the CEO upon joint 
recommendation of the EVPs. A 
search process is defined in the 
Medical-Dental-Midwifery Staff 
Bylaws. 

 Director of Operations is the 
administrative leader of the 
Program  

Reporting Relationship 
 Externally reports to University 

Department Chair 
 Internally reports to EVP, Medical 

and Academic Affairs (the MAC 
and ultimately the Board) 
 

 Reports to the EVP for 
operational responsibilities and 
overall quality of service 

 Reports to the EVP CME for 
academic responsibilities and 
quality of medical care 
 

 Reports to EVP for operational 
responsibility and overall quality 
of service 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

Responsibilities Operational Planning and Management 

  Responsible to the CEO or 
delegate on matters of planning, 
management and administration 
of the Department.  

 Collaborative role with the 
Program Chief in monitoring of 
Program budget and taking steps 
to correct variances due to 
individual physician activities 

 Ensures within the overall 
context of the Department Chief’s 
scope of responsibility that 
decisions made within 
Department are supportive of the 
Program and do not have 
negative impact on effective 
resource management of 
Program. 

 

 Responsible to the EVP, 
Programs. 

 Create an annual operating plan, 
which is consistent with the 
organization’s corporate goals 
and supports the values and 
mission of the organization.   

 To work with the Director of 
Operations, managers and 
Medical Dental Midwifery Staff to 
manage the financial & activity 
variances and take appropriate 
corrective action for resources 
controlled/influenced by medical 
staff   

 Involves appropriate 
stakeholders – including 
Department Chiefs and Division 
Heads in the budget process.  
Where variances are a result of 
action by physician groups, will 
assume primary responsibility for 
instituting corrective action. 

 

 Responsible to the EVP, 
Programs 

 Create an annual operating plan, 
which is consistent with the 
organization’s corporate goals 
and supports the values and 
missions of the organization.     

 To develop the Program budget 
consistent with effective utilization 
of resources and ensure that 
activities are managed in line with 
Program/Hospital operating plan. 

 Manages the monthly financial 
and activity variances and take 
appropriate corrective action 

Resource Utilization  
 

 Supportive and collaborative role 
with specific focus on issues 
related to medical care 

 To monitor resource utilization 
within portfolio in terms of LOS, 
RIW’s, bed utilization, OR 

 Determines nurse/allied 
health/support staffing budget 

 Monitors resource utilization 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

 Supportive and collaborative in 
the development of care plans 
and protocols to standardize and 
optimize utilization of Program 
resources 

 Supportive and collaborative of 
the Program Chief in changing 
medical practice where such 
practice is not consistent with 
agreed upon utilization of 
resources. 

utilization, use of diagnostics, 
pharmaceutical utilization and 
other related indicators, and make 
changes as required. 

 Develop best practice protocols 
to standardize and optimize 
utilization of Program resources. 

 Lead changes in medical 
practice where such practice is 
not consistent with agreed upon 
utilization of resources. 

within portfolio in terms of LOS, 
RIW’s, bed utilization, OR 
utilization, use of diagnostics, 
pharmaceutical utilization and 
other related indicators, and make 
changes as required. 

 Implements best practices 
protocols 

  

Capital Equipment and 
Facilities 
 

 Collaborative role  
 Represents departmental needs 

for capital equipment through the 
annual budgeting process 

 

 Collaborative role  Coordinates capital equipment 
requests for the portfolio, and 
assign priority ranking of requests 

 To take a leadership role for the 
portfolio in facility planning 
activities from a user’s 
perspective 

Committee Structure & 
Meetings  
 

 Holds regular meetings with the 
department to inform and seek 
input on Hospital & University 
policies and procedures, rules, 
goals and objectives, strategic 
planning activities, and resource 
allocation decisions 

 Attends other committees as 
assigned 

 Chairs/Co-Chairs Program 
Council meetings (these have 
defined terms of reference) – 
ensures agendas, minutes etc are 
completed and distributed to 
Medical Dental Midwifery Staff 
who did not attend the meetings.  

 Attends hospital-based meetings 
as assigned 

 

 Establishes appropriate 
committee structures and leads 
and participates in Committee and 
work teams to advance Program 
activities and to ensure broad 
stakeholder input where 
appropriate. 

 Attends hospital-based meetings 
as assigned 

 
Communication   Communicates hospital and 

university issues to the 
 Ensures appropriate 

mechanisms in place to keep 
 Establish effective 

communication mechanisms 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

department on a regular basis 
 Communicates departmental 

planning and activities to the 
appropriate Program  

Department Chiefs and Division 
Heads, Medical Dental Midwifery 
Staff informed of Program 
decisions 

 Responsible for ongoing 
communication with the Director 
of Operations in all matters 
related to the Program  

related to patient care and 
operational issues. 

 Ensure appropriate mechanism 
in place to keep nursing staff and 
allied health professional informed 
of Program decisions. 

Academic Mandate 

  Responsible for development of 
academic (teaching and research) 
mission for their department, and 
to align and frame the academic 
mandate of the hospital through 
the specific activities of their 
departments, and through their 
support of the hospitals mission, 
and strategic priorities of hospital 

 Responsible to Deans of Faculty 
of Medicine and Dentistry through 
Departmental Chair for academic 
matters related to the U of T 

 Supportive and collaborative with 
the Department Chiefs to ensure 
the development of an overall 
academic (teaching and research) 
focus for their Program, and to 
facilitate the supply of teaching 
resources (people and facilities) 
to meet the academic mandate 

 Ensures that operational matters 
are supportive of the overall 
academic focus of the Program. 

 Supportive and collaborative with 
Chief Nursing Executive to ensure 
that development of an overall 
academic focus specifically 
nursing and allied health 
professionals for their Program.   

- Academic Rounds   Responsible for the 
organization of all dept rounds, 
conferences and 
interdepartmental academic 
rounds 
 

 Supportive and collaborative role   Not applicable 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

- Education Activities 
 (Undergrad) 

 Responsible for all 
departmental education activities 
and appropriate distribution 
among members 

 Supportive and collaborative role   Facilitates educational activities 
for undergrad nursing/allied 
health students 

- Education activities  
(Postgrad)  

 Organize departmental 
education activities 

 

 Supportive and collaborative role   Supportive and collaborative role 

- Research   Encourage, support and monitor 
and develop research activities 
within Department, and in 
collaboration with other 
stakeholders in academic with the 
hospitals strategic priorities 

 Encourage and support research 
consistent with Hospital’s 
Research Strategic Plan in 
collaboration with the Department 
Chiefs 

 Develop and lead research 
agenda for Program  

 Supports and encourages 
Practice Based Research 
initiatives 

 Facilitates participation of 
nursing/allied health in research 
activities 

- Academic Resource 
  Needs 

 Develop and administer a 
budget for academic development 
in line with the organization’s 
strategic plan  

 Supportive and collaborative role 
 Align clinical resources (e.g. 

beds, human resources) to 
support academic strategic plan  

 Assists in aligning nursing/allied 
health resources to support 
academic strategic plan 

- Promotion of Medical 
Dental Staff 

 Responsible for working with 
Medical Dental Midwifery Staff to 
facilitate their academic 
development Responsible for 
proposing staff for promotion 

 
 
 
 
 
 
 

 Not Applicable   Not Applicable 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

Quality 

  Responsible to Board for quality 
of care at a departmental level 
through the MAC with respect to 
quality of medical care provided 
by individual departmental 
members. 

 Monitors and is responsible for 
the professional care provided to 
patients by members of the 
Department and advises the MAC 
with respect to the quality of 
medical care  

 Responsible for clinical outcomes, 
to the extent that these outcomes 
are related to professional 
performance and competence of 
individual members of the Medical 
Dental Midwifery Staff and will 
collaborate with Program Chief 
with respect to other clinical 
quality issues / indicators  

 Ensure that a continuous quality 
improvement plan is in place with 
regards to physician professional 
activity  

 

 To ensure that an interdisciplinary 
quality improvement mechanism 
exists and is regularly reporting 
through the Program.   

 Specifically with regards to 
medical care has a joint 
responsibility with the Department 
Chief to ensure high standards of 
medical care are maintained. 

 To receive regular updates with 
respect to the quality process 
within the Program and give 
appropriate feedback and 
direction 

 In conjunction with the team 
ensure that the Program is 
functioning at an acceptable level 
to provide high quality of care. 
Review quality reports prior to 
their submission to Hospital 
Committees and Board 

 To collaborate with Department 
Chief in terms of addressing 
clinical quality, risk and patient 
safety issues within portfolio 

 With the Director of Operations 
responsible for coordinating the 

 To ensure that an interdisciplinary 
quality improvement mechanism 
exists and is regularly reporting 
through the Program  

 To promote the development of 
multi-professional teams   

 Lead the continued development 
of quality improvement activities, 
including the promotion of 
innovation and creativity in the 
ongoing review and simplification 
of processes. 

 Identify and monitor processes 
and outcome indicators related to 
quality service, teaching and 
research. 

 To prepare regular updates with 
respect to quality processes 
within the Program. 

 Collaborate with the Program 
Chief and Department Chief 
addressing clinical quality, risk 
and patient safety issues within 
the portfolio. 

 With the Program Chief 
responsible for coordinating 
CCHSA accreditation activities 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

CCHSA accreditation activities 

Strategic Planning 

  Participate in the ongoing 
formulation of the mission, 
strategic direction and goals of 
the hospital, and ensuring a fit 
between them and the strategic 
plans of the academic department 

 Develop annual plan for 
department that includes and 
supports Program and 
organizational operating plan(s) 

 Leadership in women’s health  
aging, patient-focused care and 
the development of strategic 
alliances  

 Participate in the ongoing 
fulfillment and/or formulation of 
the mission, strategic direction 
and goals of the hospital 

 Leads the development of short 
and long term plans to advance 
strategic directions, and corporate 
goals for the Program with 
emphasis on women’s health, 
aging and patient focused care 
and development of strategic 
alliances  

 Participate in the ongoing 
fulfillment and/or formulation of 
the mission, strategic direction 
and goals of the hospital 

 Responsible for development of 
annual operating plan which 
reflects strategic directions 

 Evidence of leadership in 
women’s health, aging, patient 
focused care and development of 
strategic alliances 

Human Resources 

Recruitment and 
Medical Human 
Resource Planning  

 Develop and maintains an up to 
date human resource plan for the 
Department and its divisions that 
is consistent with the University 
and Hospitals strategic directions 
and is scoped to meet the annual 
operating plan parameters of the 
hospital 

 Responsibility for identifying 
medical resource needs of the 
Program and ensuring that these 
are addressed in annual 
operating plan. Identifies 
recruitment needs with 
appropriate Department Chief   

 Identifies resource impact in 

 Develops and recommends the 
nursing/allied health/support 
human resource plans for the 
Program and is responsible for 
recruiting, hiring, performance 
review and discipline of such 
Program staff. 



 
 

 
*Denotes primary responsibility 
 

 

Topic Department Chief Program Chief  Director of Operations 

 Presents and justifies all new 
medical recruits to Medical 
Human Resources Analysis 
Committee (MHRAC). 

collaboration with the Department 
Chief of new physician recruits 

 Ensures in collaboration with 
the Department Chief that 
medical human resources 
supports the strategic, academic 
and clinical needs of the Program 
and that adequate resources are 
in place to support new recruits. 

Staff Development & 
Retention  

 Maintains an active program for 
staff development including 
orientation for new members  

 Take disciplinary action when 
needed  

 Maintains job descriptions for 
all members of the department, 
and ensures an annual 
performance review is undertaken 

 Makes annual recommendations 
regarding re-appointment of 
Medical Dental Midwifery Staff 

 Organizes reviews of new staff 

 Supports interdisciplinary team 
development  

 Responsible for creating an 
environment within the Program 
that supports retention of 
physicians and other team 
members and implementing 
values based HR practices  

 Maintains job descriptions for 
all physicians within the Program 
who perform an administrative 
function and contributes to an 
annual performance review. 

 Responsible for developing an 
interdisciplinary team approach to 
patient care education and 
research. 

 Promotes and facilitates 
education for all non-physician 
staff and students.  

 Ensures an annual 
performance review is undertaken 
for nursing/allied health/support 
staff 



 
 

 

 
APPENDIX 4 
 
Community Hospital Job Descriptions 
 
Grand River Hospital and St. Mary’s General Hospital 
 
 
1. Chief of Department vs. Medical Director, Roles and Responsibilities  

 
Chief of Department Medical Director 
Appointed by Board, accountable to COS Appointed by CEO, accountable to VP Medical 

Advises Board through MAC Works with VP Medical and VP Program 

 Professional Practice for the discipline Business practice of the program 

Supervises delivery of Quality of clinical Care by 
the Medical Staff, works with the Medical Director  
for Quality Planning and Implementation 

Quality planning and implementation 

Physician Credentials/Advise MAC for privileges Monitor, evaluate and achieve effective 
medical resource utilization 

Individual MD performance evaluation and 
discipline 

Implement and foster clinical excellence 
through evidence based best practices 

Presents to MAC reports of  M&M rounds, and 
Risk Management activities M&M rounds, Risk management 

Review and investigate patient care complaints  
Participate in development of Hospital’s Mission 
Vision Plan 

Participate in Goals, objectives and strategic 
plans for the program 

Attend required committees – MAC, Credentials, 
Chair Department meetings & others as mandated 
by the Board or the COS 

Attend required hospital/ program  operations 
meetings – clinical leadership, program 
strategic planning, Quality, clinical priorities, 
and any ad-hoc committee prescribed by either 
VP Medical or VP Program 

Physician HR planning and scheduling  
Works closely and  in collaboration with the 
Medical Director 

Works closely and in collaboration with the  
Chief of Department  

 
 
 
  



 
 

 

 
2.    Sample Job Descriptions  

 
Grand River Hospital and St. Mary’s General Hospital 

 
(a) Chief of Department 
 
Preamble 
The Chief of a Department has primary responsibility for physician credentialing and privileges, 
individual performance evaluation and discipline, while the Medical Director does not have or 
share this responsibility. Still, the Chief of a Department may seek the advice of the Medical 
Director regarding these matters. 
 
Conversely, the Medical Director is a physician leader with an administrative role in a specific 
department. The Director’s role is to organize and manage the physicians and to help develop 
and maintain a systems approach for operational issues including the efficient use of hospital 
resources. 

Position Summary 
This is a senior medical position to be appointed by the Board of Directors of Grand River 
Hospital and the Board of Trustees of St. Mary’s General Hospital1

 

. The Chief of the 
Department, through the Chief of Staff, is responsible to the Board for the quality of medical 
care provided all patients by members of the Department. The Chief of Department position will 
be open to any active staff member with the required licensing and qualifications. 

The Chief of the Department will: 
 

1. Fulfill the functions and responsibilities in a manner that is consistent with the principles 
and expectations described within the Government of Ontario Public Hospitals Act. 

2. Act in a manner consistent with the mission and values of both Hospitals. 
3. Provide leadership to the members of the Department in the establishment of an 

interdisciplinary approach to patient-centered care; 
4. Collaborate with the representatives of other disciplines and other medical departments 

to create an environment that promotes commitment to evidence based practices and 
improved patient outcomes; 

5. Enhance education and research throughout the organizations. 
 

                                                 
1 The Boards of Directors and Trustees, for Departments commonly shared between Grand River 
Hospital and St. Mary’s General Hospital shall appoint as Chief of Department a physician who is on the 
active staff of both Hospitals.  For those Departments not shared between the Hospitals, the appropriate 
Board will be charged with the responsibility of appointing an active staff member from that Hospital to the 
position of Chief of Department.  



 
 

 

Accountability 
The Chief of the Department is accountable to the Chief of Staff as well as to the Board of 
Directors of Grand River Hospital and the Board of Trustees of St. Mary's General Hospital.  
Major responsibilities include: 
 

1. Through and with the Chief of Staff supervising the professional care provided by the 
professional staff2

2. Advising the Medical Advisory Committee, through and with the Chief of Staff, with 
respect to quality of professional care provided to the patients and outpatients of the 
Department by the professional staff. 

 within the Department. 

 
An annual performance appraisal of the Chief of Department will be conducted in accordance 
with a process established by both Boards, and in reappointing the Chief of Department; the 
Boards may give consideration to the outcome of the annual performance appraisal. 
 

Qualifications 
1. Member of, or eligible for appointment to, the Active Medical Staff  
2. Possesses demonstrated clinical competence and good judgment and is respected in 

his/her field of practice. 
3. Demonstrates a good understanding of the purpose and functions of the medical staff 

organization and its structure. 
4. Ensures that patient care and safety take precedence over all other concerns. 
5. Possesses leadership ability, including objectivity, maturity, self-confidence, and a 

willingness to approach problems with honesty and integrity. 
 

Duties/Responsibilities adapted from the Professional Staff Bylaws/Public Hospitals Act 
• Supervise the professional care provided by the professional staff. 
• Participate in the orientation of new professional staff. 
• Organize and implement a departmental quality assurance program that includes holding 

regular morbidity and mortality rounds. 
• Along with the Chief of Staff advise the Medical Advisory Committee with respect to quality 

of care. 
• Advise the Chief of Staff and Chief Executive Officer of patient care issues. 
• Responsible to the Chief of Staff and Chief Executive Officer for determination and 

appropriate utilization of departmental resources. 
• Report to the MAC and to the Department on activities of the department. Work with the 

Medical Director and/or Program Medical Director to ensure appropriate utilization of 
resources and quality assurance. 

• Determine and communicate medical human resource needs following consultation with 
medical staff of the Department, the Chief of Staff, and others as required to the MAC. 

                                                 
2 Professional Staff means a member of the Medical, Dental, Midwifery, Extended Class Nursing Staff 
and/or Ancillary Staff. 



 
 

 

• Participate in the development of the Hospital’s mission, objectives and strategic plan. 
• Collaborate with the Hospital regarding physician complaints. 
• Participate in review of privileges and performance evaluations for Departmental 

professional staff. 
• Ensure compliance with Hospital policies, objectives and rules. 
• Enable continuing education and professional development. 
• Recommend to the MAC for approval the service leadership structure (as well as specific 

individuals within that proposed structure). 
• Notify the Chief of Staff and the Chief Executive Officer of his/her absence and suggest an 

alternate designate from within the Department. 
 
The duties of the Chief will include the responsibility for discipline of departmental members in 
regard to matters of patient care, cooperation with employees, and documentation of care. 
 

Services in a Department 
When warranted by the professional resources of the department, the Board, jointly where 
necessary with either the Board of Directors of Grand River Hospital or the Board of Trustees of 
St. Mary's General Hospital on the advice of the MAC, after considering the recommendations 
of the Chief of Department, may divide the department into services. 
 
• The Chief of Department is responsible for recommending to the MAC for its approval both 

the service leadership structure and the specific individuals within that proposed structure. 
• In arriving at these recommendations, the Chief of Department will demonstrate a process of 

consultation with the Department, and if appropriate, amongst departments and with 
programs. 

 
Term of Office 
 
The appointment shall be for a term of three years, but the Chief of Department shall hold office 
until a successor is appointed. 
The maximum number of continuous terms shall be two provided however that following a break 
in continuous service of at least one year the same person may be re-appointed. 
The term is subject to annual confirmation by the Board of Directors of Grand River Hospital or 
the Board of Trustees of St. Mary’s General Hospital, or both in the case of a commonly shared 
Department. 
 
The Boards may at any time revoke or suspend the appointment of a Chief of a commonly 
shared Department.  Likewise, the Board of Directors of Grand River Hospital or the Board of  
Trustees of St. Mary's General Hospital may revoke or suspend the appointment of the Chief of 
a Department specific to that Hospital. 
 
The appointment is subject to the completion of a Service Agreement between the Chief of 
Department/Service and the corresponding Hospital(s). 



 
 

 

 
(b) Medical Director 

PREAMBLE: 
The Medical Director is a physician leader with an administrative role in a specific department. 
The Director’s role is to organize and manage the physicians and to help develop and maintain 
a systems approach for operational issues including the efficient use of hospital resources. 
 
While the Chief of a Department has primary responsibility for physician credentialing and 
privileges, individual performance evaluation and discipline, the Medical Director does not have 
or share this responsibility. Still, the Chief of a Department may seek the advice of the Medical 
Director regarding these matters. 
 
POSITION SUMMARY: 
The Medical Director is the lead physician who assumes an administrative role in the 
Department. The Director has primary responsibility to effectively organize and manage the 
physician resources within the Department.  
 
The Director works in collaboration with the Manager/Director responsible for the Department. 
Collectively they have responsibility for the overall operation of the Department and are 
accountable for strategic planning for the Department, budget management, priorization of 
capital equipment requests, departmental space planning, education and research. Other 
important responsibilities include the provision of quality and cost effective care, human 
resource planning, quality improvement and risk management. 
 
POSITION ACCOUNTABILITY: 
The Medical Director will be directly accountable to the Vice President, Medical Affairs (St. 
Mary’s General Hospital) and the Vice President responsible for the program (Grand River 
Hospital).  Lateral relationships include the Chief of the Department, the Manager/Director of the 
Department, and Program Medical Directors and the Vice President/CMO (GRH). 
 
 
RESPONSIBILITIES: 
 
Physician Management: 
Specific Responsibilities 

• Organize, implement and evaluate the management of physician resources within the 
department including adequate human resources and scheduling of the physicians. 

• Participate in the recruitment of new medical staff. 
• Conduct orientation of new medical staff. 
• Communicate administrative directions to the medical staff. 
 

 
 



 
 

 

 
Planning: 
Shared Responsibilities: 

• Participate in the planning and development of the department’s goals and objectives 
within the context of the hospitals’ strategic plan, mission and vision. Assist with 
departmental space planning, redevelopment and renovations.  

• Develop new and expanded programs to meet community needs. 
 

Utilization: 
Specific Responsibilities: 

• Monitor, evaluate and achieve effective medical resource utilization. 
 
Shared Responsibilities: 

• Assist with the planning and management of the departmental operational and capital 
budget.   

• Review monthly budget and statistical variance report. 
• Assist with the development of strategies to promote clinical efficiencies and appropriate 

resource utilization. 
 
Quality: 
Shared Responsibilities: 

• Assist with the development of strategies that promote best practices. Participate in 
quality measurement and improvement initiatives through monitoring and evaluating 
departmental indicators. 

• Participate in resolving physician/staff conflicts, e.g. scheduling conflicts. 
• Assist in the development of job descriptions, recruitment, orientation and evaluation of 

departmental staff as requested. 
 

Education and Research: 
Shared Responsibilities: 

• Promote an environment that supports and fosters clinical excellence through the use of 
research, evidence based practices and outcomes evaluation. 

• Participate in the exploration of innovative practices, trials and evaluations. 
 
Community and Partnership Development: 

• Facilitate and promote partnerships and linkages internal and external to the 
Department. 

 

Meetings:   
Attendance required: 

A: Both Hospitals 

• List relevant committees 



 
 

 

B: SMGH  

Corporate: 
• Clinical Priorities (meets quarterly) 
• Quality Monitoring (meets monthly) 
• Board Meetings Ad Hoc for issues/presentations related to the Department  

 
Unit or Program Based: 

• Program M & M rounds (ad hoc/when relevant cases presented) 
• Regular meetings with Departmental Manager/Director (issues of 

utilization/risk/staffing/practice/budget, etc.)   
 

C: GRH: 
• Unit Council, as applicable (monthly) 
• Planning and Priorities (monthly) 

 
QUALIFICATIONS: 

1. Member of the Active Medical Staff. 
2. Possesses demonstrated clinical competence and good judgment and is respected in 

his/her field of practice. 
 

3. Demonstrates a good understanding of the purpose and functions of the medical staff 
organization and its structure. 

4. Ensures that patient care and safety take precedence over all other concerns. 
5. Possess leadership ability, including objectivity, maturity, self-confidence, and a 

willingness to approach problems with honesty and integrity. 
 
APPOINTMENT: 

1. The Medical Director will be appointed by the CEO following consultation with the Vice 
President, Medical Affairs. 

2. The appointee will be eligible to serve two consecutive three-year terms, subject to 
annual appointment. 

3. After successful completion of the initial three-year appointment, an internal review will 
be conducted with the potential reappointment of the incumbent. After six years, 
automatic reappointment will not be possible. A more extensive review will be 
undertaken and the incumbent may reapply for the position. 

 
PERFORMANCE EVALUATION: 
The Vice President, Medical Affairs following consultation with the CEO and principal 
stakeholders who interact with the Medical Director, will complete an annual performance 
evaluation. 
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