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The hospital sector has made significant progress in the last two years by evolving to establish a multi-
year funding and planning framework.  The new framework supports the Ontario government’s efforts to 
enhance hospital stability and accountability by providing a more sustainable financial footing. 

This new framework is comprised of the Hospital Annual Planning Submission
(HAPS), and the Hospital Accountability Agreement (HAA).

During this period, the Ministry of Health and Long-Term Care (ministry) has worked collaboratively 
with the hospital sector on developing and implementing a planning process that supports these goals and 
ensures the efficient and effective use of available resources. Following the completion of the 2005/06 and 
2006/07 HAPS process, all but 12 of the 152 public hospitals had signed HAAs, committing them to 
balanced budgets. 
  
The ministry recognizes that hospitals have been working very hard to find efficiencies and strengthen 
hospital operations, often making difficult decisions in the process. The ministry appreciates these efforts 
and the spirit of cooperation and collaboration that has accompanied this process. 

Building on the success of last year’s HAPS and the momentum for positive change in the hospital sector, 
these guidelines introduce the beginning of the next planning cycle. The guidelines are intended to facilitate 
the completion of the 2007/08 HAPS and form the basis of contractual performance targets under the 2007/08 
HAA. This year’s submission also assists hospitals in preparing planning forecasts for fiscal year 2008/09. 

Principles And Process
 
This year’s HAPS coordination will continue to be spearheaded and executed by the ministry.  The min-
istry will also be the signing party on the 2007/08 HAA. A ministry-led provincial project team has been 
assembled to facilitate the coordination of the process. The planning groups facilitating the process are 
comprised of ministry staff from across the province, members of the Joint Policy and Planning Commit-
tee (JPPC), and Local Health Integration Network (LHIN) teams. 

A planning process built on a foundation of accountability continues to be the expectation of the 2007/08 
process. The 2007/08 HAPS submission requires hospitals to stay within the allocated 2007/08 funding and 
continue to be balanced by March 31, 2008. The Performance Target for the Total Margin indicator will be 
0% again this year (see Section 5 for further information).

Ministry staff across the province will also work again with the hospitals to ensure that a comprehensive as-
sessment of all areas of the hospital’s operations is performed. The strategies presented through the structure 
of the Prioritization Framework assist hospitals in generating revenues and decreasing expenditures. The 
ministry will use these guidelines as a framework in assessing strategies submitted by the hospitals. 

Executive Summary
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Hospitals will have twelve weeks to complete the forms in the Web Enabled Reporting System (WERS) 
which can be found at www.mohltchb.com.  An instructional WERS Guide and the WERS Webforms are 
expected to be available to hospitals on the WERS website by the end of June 2006.  Hospitals are expected 
to submit the board-approved HAPS to the ministry no later than September 29, 2006.

Completing The HAPS

Similar to last year, the 2007/08 HAPS continues to focus on service planning, measurement and evalua-
tion of hospital service and organizational performance.  Hospitals are expected to identify and implement 
operational efficiencies. These strategies should include greater co-operation and co-ordination with health 
care providers as well as other broader public sector organizations. 

To assist hospitals, details on key planning considerations such as revenue and expense assumptions,  
ministry policy on protected services, and additional planning information are included in Sections 3 and 4 
of these guidelines. 

Changes This Year

The introduction of the HAPS and HAA last year aligned the hospital planning submissions with the 
multi-year funding cycle. This year, hospitals are required to submit financial and planning data for 
2007/08 in addition to financial and planning forecasts for fiscal 2008/09.
The 2007/08 HAPS will not include ministry-facilitated community consultations; however, hospitals 
are expected to continually self-initiate discussions with their internal stakeholders and community 
partners within their geographical areas, as required for the successful implementation of the Prioriti-
zation Framework strategies.
Provincial panel reviews to support the HAPS analysis process will not be included in this year’s 
process. Instead, a panel team will be assembled in early 2007 to review the HAPS and HAA process 
with the intention of facilitating the transition of the process to the LHINs.
An instructional WERS Guide is being developed to assist both ministry and hospital staff to navigate 
through the WERS.  The guide is intended to provide step by step instructions for those entering data 
as well as providing helpful information for those responsible for the review and analysis of the data.
A comprehensive training and orientation framework will be rolled out this year to educate and inform 
stakeholders about the key aspects involved in the process.
Enhanced internal and external communication tools and vehicles will also be used this year, including 
enhancing WERS as a communication vehicle for information sharing.  The ministry recognizes the 
crucial importance of timely communications in this process.
Hospitals will be required to demonstrate linkages between the clinical/non-clinical narratives and the 
internal hospital strategic plans to show evidence of considered planning towards local and regional 
initiatives.

•

•

•

•

•

•

•
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The government has embarked on a plan to re-orient health care in Ontario to make it patient-focused, results-
driven, accountable and sustainable. The ministry is working to implement this plan and to encourage a more 
efficient and effective use of ministry resources. The HAPS and the HAA are operational planning and 
accountability documents, which were introduced in 2005/06 to provide hospitals with a streamlined, multi-year 
business planning process that supports the government’s goals of stability and efficiency in the hospital sector. 

The purpose of this completion guide is to provide information to hospitals in order to facilitate the completion 
of the 2007/08 HAPS. Hospitals are required to submit financial and planning data for 2007/08 in addition to 
financial and planning forecasts for fiscal 2008/09.

 
1.1  EVOLUTION IN HOSPITAL PLANNING

In 2002/03, the ministry introduced the Hospital Business Planning Brief (HBPB), an abbreviated version 
of the hospital operating plan. The final submissions of the HBPB for 2003/04 demonstrated that many 
hospitals were not in a balanced financial position. Between 1999/00 and 2003/04, hospital expenditures 
were growing at an average rate of 9.5% per year.

Consequently, under a requirement of the Interim Accountability Agreement (IAA) that was introduced 
in 2004/05, several hospitals were required to submit a Balanced Budget Plan (BBP) outlining the steps 
to be taken to reduce expenditures and achieve a balanced operating position for the fiscal year ending 
March 31st, 2006. 

The introduction of the HAPS in fiscal 2005/06 was the next step in the evolution of the multi-year 
planning submission. The HAPS links to the performance measures in the HAA and facilitates planning 
over a longer horizon.
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Since the introduction of the Balanced Budget Plans (BBP) and the HAPS, hospital expenditures have 
significantly declined – the average rate of growth since 2003/04 has been 2.9% per year.

1.2  THE 2007/08 HAPS & HAA

This year, hospitals will have twelve weeks to complete the forms in the Web Enabling Reporting System 
(WERS) that can be found at www.mohltchb.com. Hospitals are expected to submit the board approved HAPS 
to the ministry no later than September 29, 2006. The ministry will not be facilitating HAPS-specific commu-
nity consultation sessions. Hospitals are expected to self-initiate discussions with their internal stakeholders and 
community partners within their geographical areas on a continuous basis. For example, hospitals are expected 
to plan throughout the year individually and collectively with service providers such as other hospitals and/or 
Community Care Access Centres (CCACs).

The final HAPS will include the completion of all relevant Webforms including narrative components which 
must demonstrate the link between the planning submission and the hospital’s own strategic plan. A series 
of domain reports will be generated for the hospital, providing indicator values within a number of domains. 
For each domain, the hospital has the opportunity to comment on its current and planned performance with 
respect to the indicator values over the course of the planning cycle. 

Upon submission of the HAPS, the ministry will validate data and review the submitted plans with the hos-
pitals. Approval of plans will be based on the prioritization framework outlined in Section 4, content of the 
hospital’s completed HAPS, and achievement of a balanced operating position.

The data submitted in the HAPS will be used to populate values for service volumes and indicator perfor-
mance target schedules for the HAA. A review of the targets in each of the schedules and a discussion of 
corresponding corridors for performance indicators in the HAA will be conducted in the fall of 2006.

1.3  PRINCIPLES FOR THE HAPS PROCESS 

The HAPS Is Owned And Managed By The Hospital 
The ministry has no direct role in the development or implementation of each hospital’s HAPS. The min-
istry will provide guidance, ask questions, ensure a comprehensive assessment of all areas of the hospital’s 
operations, approve and monitor the HAPS. Hospitals will continue with approved strategies submitted in 
their 2005/06 and 2006/07 HAPS as these previous principles and conditions continue to be in effect. 

The Ministry Will Coordinate The HAPS Process And Be The Signing Party To The HAA 
A provincial project team approach has been assembled to facilitate this year’s process. This project team 
approach will rely on lessons learned from last year’s process to enhance internal and external communica-
tion processes, provide comprehensive training and orientation and refine important processes. Its mandate 
is to coordinate and manage this year’s HAPS and HAA process as well as to develop a process review and 
transition framework to the LHIN system. Given this important transition year, LHIN members will be  
active partners, participating on planning project teams and in decision-making processes and negotiations. 

Balanced Operating Position Within Funding Allocations For 2007/08 And 2008/09 
Hospitals must be in a balanced operating position. Hospitals that will be submitting plans to reach a  
balanced position must:

1.

2.

3.
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Ensure the focus of the plan will be on expense management, rather than service or volume  
reductions;
Minimize any negative impact on service levels and the community;
Minimize any negative impact on hospital staffing, particularly nursing and unit producing staff;
Align the plan with community investments; and 
Align the plan with the government’s health care priorities. 

Comprehensive Review Of All Clinical And Non Clinical Areas  
The hospital must conduct a comprehensive review of all aspects of the hospital’s operations to find 
efficiencies in non-clinical and clinical areas as part of the hospital’s development of its planning sub-
mission. Guidelines for balanced operating planning as part of the Prioritization Framework are listed in 
Section 4 of this document. 

Hospitals Must Demonstrate Due Diligence In The Development Of The HAPS  
Best practices, guidance from leaders in the field, and advice from partners in the community and the 
ministry should be sought to ensure that all efficiency opportunities have been exhausted in the develop-
ment of the 2007/08 HAPS. 

Hospital Planning Must Be Undertaken With A View Towards System Integration  
The hospital must consult and engage in planning with other health providers and stakeholders with a 
view towards increasing cooperation and efficiency between service providers.  Cooperative planning 
with regional partners must be incorporated into hospital cultures and should be a strategic goal. 

Evidence Of Business Planning  
The hospital must not submit service initiatives in the HAPS document unless previously approved by 
the ministry. A separate business case should be submitted if the hospital would like to make any service 
changes that impact their global base funding. For example, a business case must be completed if the 
hospital wishes to propose a new or expanded program, transfer a program out to the community, reclas-
sify beds or reduce services. A template of the business case submission requirement has been included in 
the appendices of this document.  

Open And Transparent Communication Will Be Maintained Between The Hospital And  
The Ministry 

Hospital Communications Plans 
The hospital is responsible for developing any internal and external communications plan required to 
explain the hospital’s planning submission.  The plans need to be consistent with the government’s health 
care priorities, and must also present information in a spirit of cooperation with its partners, which in-
clude the ministry.  

•

•
•
•
•

4.

5.

6.

7.

8.

9.
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2.1   HOSPITAL EXPENSES  
 
While hospitals and government have been working together in recent years to stabilize the system, hospi-
tal expenses have still grown significantly; until recently in the range of 10% annually. While part of this 
growth can be explained by the needs of a growing and aging population, these kinds of increases are not 
sustainable over the long term. Hospitals in Ontario are under pressure to respond to a broad range of fac-
tors. Key factors include:

Growing concern among government, providers and the public about the future sustainability of the 
health care system;
Continued financial challenges (e.g., growth, priority programs, northern and rural funding) and cost 
pressures arising from changing demographics, expectations and technologies which contribute to 
continual gaps between government funding and real hospital expenditures;
Heightened concerns about access and waiting lists for specialized and routine health care services;
Growing human resource challenges (e.g., physician,nursing, and allied health shortages, difficulties 
attracting physicians to deliver “on call” services within hospitals and high vacancy rates among many 
key professions creating wage pressures and bidding wars);
International spotlight on governance, transparency and accountability in both the public and private 
sectors;
Increasing focus on evidence-based decisions, best practices and outcomes at all levels of health care 
organizations including governance; and
Integrating and keeping up with rapidly changing technology and infrastructure requirements. 
 

2.2  GOVERNMENT COMMITMENT: BETTER ACCESS TO BETTER 
 HEALTH CARE

On March 23, 2006, the Government of Ontario announced that its investment in health care funding will 
grow to $37.3 billion in 2007/08 and $38.8 billion in 2008/09. Hospitals total operating grant funds will also 
increase to $13.4 billion in 2007/08 and $14.0 billion in 2008/09.

These investments in health are aimed at strategies to move towards a more sustainable health care system 
by improving access, shortening wait times for key services, modernizing health infrastructure and increas-
ing efficiency and accountability.

The government has committed to improving hospital accountability by working with the hospitals balance their 
budgets. One strategy to help move towards this commitment is by introducing greater stability to the funding 
process. 

•

•

•
•

•

•

•
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2.2.1  MULTI-YEAR FUNDING
To ensure stability in hospital funding the government announced the move to multi-year funding com-
mitments to hospitals in the 2005 Budget. Multi-year funding provides hospitals with the capacity to 
plan their operations effectively and efficiently within the expectation of accountability agreements. The 
approach is based on changing the planning cycle to allow for budgeting and negotiations to conclude 
before the fiscal year commences. Fiscal year 2005/06 was a transition year, which saw a two-year plan-
ning cycle and a two-year agreement to align the planning process with the multi-year funding cycle.  

Hospitals have been provided with information on their 2007/08 funding allocation, along with financial 
planning estimates for 2008/09 hospital operations. Hospitals should use this information in developing 
their forecasts on service volume and indicator performance.
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2.2.2  A NEW DIRECTION
The introduction of the LHINs in Ontario is a key component of the government’s plan to improve the 
delivery of health care. LHINs are local organizations designed to plan, coordinate and fund local health 
care services in their areas. LHINs will focus on addressing local health care needs and priorities and 
emphasize integration of health care services in their communities. The transition to a LHIN system will 
allow the ministry to change its focus to a stewardship role where it guides and directs the health care 
system through strategy development, planning and evaluation. 
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3.1   THE 2006/07 MONITORING PROCESS
 
The ministry will be reviewing the hospital performance indicator results outlined in the 2006/07 HAA 
through the HAPS and MIS Trial Balance Submissions on a quarterly basis.  

The WERS will generate, for ministry and hospital use, validation reports which will identify variances from 
the HAA performance standard.  Hospitals will be required, as detailed under Sections 7.3 and 9 of their 
HAA, to meet with the ministry to review any variances, and to propose an improvement plan to address any 
variance. Hospitals which have not signed their HAA will be held to the same standard.

It is expected that any variance identified in the 2006/07 monitoring process will be integrated into the 
2007/08 HAPS submission if the variance cannot be completely corrected in the current fiscal year.

3.2   NARRATIVES

It is imperative that hospitals complete both the clinical and non-clinical component of the narrative in the 
HAPS submission this year. Additionally, hospitals will be required to link the initiatives listed in the  
narrative to their own strategic plan to show strategic alignment with hospital and regional plans such as the 
LHIN Integrated Health Service Plan (IHSP).

3.3 ASSUMPTIONS 

3.3.1  EXPENSE ASSUMPTION
The hospital must complete the assumption form to report the estimates used in the development of the 
budget. Management is expected to make reasonable and prudent assumptions with respect to all operat-
ing expense estimates and clearly indicate those assumptions. Please refer to the WERS Guide or com-
ments on each of the specific forms for further clarification about completing the Webforms.

3.3.2  REVENUE ASSUMPTION
In June 2006, hospitals were provided with information on their 2007/08 funding allocation, along with 
planning estimates of 2008/09 funding in their letter from the ministry. The HAPS submission templates 
must be completed based on the level of activity hospitals forecast with consideration for this amount of 
ministry revenue. Similarly, the 2008/09 budget must be based on the level of activity within the funding 
allocation for 2008/09.

Planning Considerations for HAPS3
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3.4  CANCER CARE ONTARIO FUNDING

As detailed in the HAA, any service agreements signed between the hospital and Cancer Care Ontario (CCO) 
operate outside of the HAA, and obligations detailed in those agreements supersede those of the HAA.  

The hospital HAPS reporting does not segregate the CCO revenues and expenses (and the resultant performance 
indicators). Accordingly, the hospital is responsible for ensuring that all performance indicators are attained, while 
respecting the accountabilities detailed in the HAA and the service agreement with CCO. As detailed in the CCO 
service agreements, all related funds are protected and targeted for delivery of services per such agreements. 
Specifically, funding from the Cancer Program Integration Agreement continues to remain protected and  
dedicated for the Integrated Cancer Programs.

Hospitals projecting deficits may not subsidize any operations which receive funding through alternate sources.  
Funds received from any CCO agreement are not to be used to address hospital operating deficits. 

3.5 MINISTRY POLICIES FOR PROTECTED SERVICES 

3.5.1  PROVINCIAL PRIORITY SERVICES
Priority Services currently refers to four services designated for life-threatening conditions that typi-
cally require highly skilled human resources, specialized infrastructure, that are not yet fully diffused, 
are rapidly growing, and for which access to the services by residents in different regions of the province 
is at issue. The current designated hospital-based Priority Services include Selected Cardiac Services, 
Chronic Kidney Disease, Organ and Tissue Donation and Transplantation, and Selected Cancer Services.  
The designation period for all Priority Services is time limited. These services may be considered for 
incremental volume funding.

3.5.2  SPECIALIZED HOSPITAL SERVICES
Specialized Hospital Services are services that were identified as having gaps in regional service deliv-
ery. These services received dedicated additional global funding for volumes and/or infrastructure up 
to 2005/06. Unless explicitly renewed, the ministry will no longer monitor service delivery for these 
programs three years after the service was transferred to the hospital’s base allocation. All new volumes 
for these services must be planned within the hospital’s global base allocation. However, hospitals must 
submit any planned reductions for these services to the ministry for review and approval. All planned 
reductions should be based on sound rationale and justified based on evidence of administrative efficien-
cies, utilization review, improved community partnerships, or population changes which reduce service 
demands, as access to these regional services must be maintained. 

Accordingly, the ministry will not monitor the following services after April 1, 2007:
Hospital-based (ABI) Acquired Brain Injury Services;
Cochlear Implants;
Regional Geriatrics Program; and
Cleft Lip & Palate / Craniofacial Dental Services. 

The ministry will no longer monitor the following services and former strategies after April 1, 2008:
Trauma;
Sexual Assault and Domestic Violence Treatment Centres;
Provincial Regional Genetic Services;
HIV Outpatient Clinics;

•
•
•
•

•
•
•
•
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Hemophiliac Ambulatory Clinics;
Regional and District Stroke Centres;
Cardiac Rehabilitation Services; and
Visudyne Therapy Services.

Hip and knee total joint replacement services (non-Wait Times Strategy) and Magnetic Resonance Imag-
ing (MRI) base allocations will continue to be monitored for the purpose of reconciliation with the Wait 
Times Strategies.

Commencing April 1, 2007, the following service(s) will no longer be volume-funded and reconciled 
by the Priority Services Unit in the ministry. These services will be protected until April 1, 2011 unless 
explicitly renewed:

Permanent Cardiac Pacemaker Services.

Within Specialized Hospital Services are a number of services that are deemed Provincial Resources. 
For these services, hospitals are expected to maintain at least the current funded activity levels and scope 
of service delivery. Protected status is not time-limited for these services. Should the hospital decide to 
discontinue or reduce these services, the ministry will recover all associated base funding and transfer 
the funding to another provider hospital that agrees to provide the service. These services include:

Bone Marrow Transplants;
Adult Interventional Cardiology for Congenital Heart Defects;
Cardiac Laser Lead Removals;
Pulmonary Thromboendarterectomy Services; and
Thoracoabdominal Aortic Aneurysm Repair (TAA).

 
3.5.3   PROVINCIAL STRATEGIES / PROJECTS 
This last category includes protected services that have been allocated dedicated funding to complete 
implementation planning, assess the merits of a delivery approach or service, or inform the ministry’s 
policy recommendation. For these services, targeted funding (base or one-time) has been approved and 
service implementation is either underway or final program and funding policy approval is pending.  
Evaluation of the Stroke Strategy began in 2005/06 and stroke based funding will be maintained until 
comprehensive evidence has been gathered and summarized for service recommendations in 2011. In 
2007/08, Home Daily/Nocturnal Hemodialysis continues at the same funding rate as the previous year.

There are to be no hospital reductions in the area of Preschool Speech and Language Services notwith-
standing the performance obligations for protected services. These services, funded through the Ministry 
of Children and Youth Services, should be considered a protected service.

Performance Obligations Applying To All Protected Services
Where the hospital provided any of the Protected Services in the 2006/07 fiscal year, the hospital 
will provide that service in the 2007/08 and 2008/09 fiscal years.  This excludes additional volumes 
that may have been allocated in-year on a one-time basis or services that may have been transferred 
to another hospital.
Changes to Protected Services are acceptable as long as the needs of patients are addressed, estab-
lished service levels are maintained, and any planned program changes are discussed with, and  
approved in advance by the ministry.
Hospitals shall maintain the established regional or provincial service catchment area to ensure con-
tinued access where local provision of Protected Services are not otherwise available.

•
•
•
•

•

•
•
•
•
•

i)

ii)
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The hospital shall use the funding for Protected Services for their intended purpose. 
The hospital shall plan for Specialized Hospital Services as part of its global budget and provide 
the volumes as detailed in Schedule G in the HAA.  Where no service volumes are prescribed, the 
provider shall not make service changes that adversely affect the delivery of these services to their 
established referral population. 
 

3.6   OTHER MINISTRY POLICIES

3.6.1  MENTAL HEALTH PROGRAMS 
Both in-patient and outpatient mental health programs are protected to the level of funding. Hospitals are 
not required to supplement mental health programs from their global budgets. As a result, hospitals may 
reduce mental health programs and expenses to the level of funding. It is expected that all efficiencies 
will be implemented to prevent or minimize reduction to service levels. 

3.6.2  RECLASSIFICATION OF BEDS 
Ministry approval is required through an approval process outside the HAPS and HAA processes in  
order to ensure classification to the appropriate group and ensure accurate reporting of program data.  
For further information, please see the example in Step 5, specifically 5.11 and 5.12. 

3.6.3  POST CONSTRUCTION OPERATING PLANS (PCOP) 
PCOP funding is provided for additional volumes and not intended to assist hospitals to balance their 
budget. Hospitals with approved PCOPs are expected to use the funds for their intended purpose as 
agreed to by the ministry and the hospital. 
 
3.6.4  FRENCH LANGUAGE SERVICES 
The ministry continues to be committed to the implementation of the French Language Services Act 
(FLS Act) within the health care system. Hospitals must provide services in French if:

They are located in or serving areas designated under the FLS Act;
They are designated under the Act; and/or
They have been directed by the Health Services Restructuring Commission (HSRC). 

For these hospitals, “patient centered care” includes providing access to quality services in French on a 
permanent basis. Designated and identified hospitals will complete the French Language Services  
Report in WERS.

3.6.5  DATA QUALITY 
The reporting of valid and reliable health care clinical and financial/statistical data from provincial 
health care institutions is essential to support the HAPS process. The development of performance stan-
dards for the Negotiated Targets in the HAA are based on historical clinical, financial and statistical data 
reported from provincial hospitals. As a result, the current ability for institutions to meet these standards 
is directly proportional to how well the data provided reflected actual institutional performance. Future 
improvements in the quality of health care data reported from institutions can only improve the ability 
for institutions, LHINs and the province to meet performance targets.

iv)
v)

•
•
•
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3.7   FINANCIAL PENALTY

A hospital may be subject to a financial penalty if:
The HAPS is received by the ministry after September 29, 2006; or
The HAPS is incomplete, that is, if any of the HAPS components are missing or insufficient; and
The quarterly updates to the HAPS, for monitoring compliance, are not provided on a timely basis. 
This applies to the HAPS submission and MIS Trial Balance submissions, as detailed in  
Appendix C.

The financial penalty for late submission will be a reduction of 0.03 percent (0.03%) of the hospital’s 
allocation for the first week, with a minimum of two thousand dollars ($2,000).  For every week of non-
compliance thereafter, the rate will be one half of the initial reduction.

Please note that the penalty provisions detailed in section 3.7 apply to HAPS submission deadlines and 
quarterly reporting of HAPS and MIS Trial Balance submissions.

•
•
•
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The ministry’s Prioritization Framework provides a stepped methodology to approaching decisions toward 
achieving a balanced operating position. Examples of hospital strategies that can be used in the various steps 
have been provided in Appendix A to generate ideas for expense reductions during hospital planning. The 
examples provided are not an exhaustive list and hospitals are also encouraged to consult with other peer 
hospitals to benefit from the learning experienced during the 2006/07 HAPS process.  

These guidelines have been vetted through consultation with several hospital sector leaders prior to their 
completion. They are meant to assist the hospitals in consideration of opportunities for greater efficiency of 
operations and to align any changes in clinical services offered by the hospital with more strategic consider-
ations. The ministry will use these guidelines as an evaluative framework in assessing hospital’s expenditure 
reduction or revenue generation strategies identified in the HAPS.

Hospitals are expected to clearly outline the decision-making tool utilized in order to identify and categorize 
savings and revenues within the Prioritization Framework. The goal is to clearly portray the relationship  
between the savings and revenue options presented by the hospitals in the HAPS in comparison to the  
Prioritization Framework.
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MNRH
Clinical Pathways
ER
Day Surgery
Concurrent 
  Review
CCC/Rehab
CCC/LTC Beds 

Ambulatory Care
Low/Med
  Amb Volume
Sustainability
Low/Med
  IP Volume
CCC/Rehab
CCC/LTC Beds
Higher Volume
  IP Care

Admin and
Support

DI, Pharmacy,
Labs, Ancillary

Program
Efficiencies

Utilization
Management

Program
Consolidation

Prioritization  Framework4
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Hospital accountability agreements are part of an ongoing collaborative effort to improve health sector 
performance and provide high-quality, patient centered care. The ministry is committed to achieving a bal-
anced, innovative and realistic accountability agreement; one that relies on negotiation and collaboration to 
the greatest extent possible. 

Once negotiated, both the ministry and hospitals have a role in ensuring that accountability agreements are 
successfully implemented. Below is a summary of the responsibilities that accompany each role.

The hospital:
Delivers accessible, appropriate services;
Maximizes service levels and outcomes within a needs based context;
Meets planned and agreed upon performance targets;
Establishes agreed upon mechanisms for consequences for falling short of agreed upon performance 
targets; and
Manages within resources available. 

The ministry:
Sets strategic policy direction for health care system that is patient-centered, enhances accessibility, 
promotes and enhances system integration and is accountable to the public;
Develops explicit operational policies that reflect changing societal and provider trends, population 
health and emerging technologies;
Builds legislative framework that enable implementation;
Provides necessary funding that is timely and within agreed upon parameters; and 
Provides necessary logistical support to enable planning, execution, monitoring and remediation of any 
variations. 

5.1 EVOLUTION OF ACCOUNTABILITY AGREEMENTS

In early 2003, the ministry launched a collaborative process, under the auspices of the JPPC, to develop a 
multi-year funding and accountability agreement framework for Ontario hospitals. The JPPC formed a number 
of committees and working groups to support this work, involving over 100 representatives from hospitals and 
the ministry. The Multi-Year Funding Executive Committee, comprised of hospital and ministry representa-
tives contributed significantly to the development of the 2005/06 and 2006/07 HAA and related JPPC policy 
documents.  
 
In February 2006, the JPPC established the Accountability Committee to co-manage and resolve policy, 
planning, negotiation and implementation issues related to accountability agreements. This committee, 
and related work groups, also provides a collaborative, evidence-based, fair and transparent forum for key 
parties, including the ministry, LHINs and hospitals, to consider, prioritize and develop policy regarding 
ways to enhance quality, safety, timeliness and other aspects of hospital care.  Below is a summary of the 
JPPC Accountability Committee structure.

•
•
•
•

•

•

•

•
•
•

Link to the Hospital Accountability Agreement55
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The JPPC’s accountability work is guided by the Policy Statement on Accountability, a change manage-
ment document that identifies principles for a collaborative working relationship and lists shared commit-
ments and responsibilities in several key areas. 

Refinements to the 2007/08 accountability documents, indicators and planning and negotiation processes 
were based on feedback obtained through stakeholder interviews, focus groups, and discussions held by 
JPPC in February and March 2006. Participants included hospital CEOs, CFOs, board members, finance 
and decision support personnel; ministry senior leadership and regional staff; LHIN leaders and others. 

5.2 DEVELOPMENT OF INDICATORS

Consistent with a balanced scorecard approach, the JPPC HAA Indicators and Volumes Subcommittee and 
expert panels, reviewed indicators related to the following domains of hospital performance:

Financial Health: Improving the fiscal health, efficiency and sustainability of the hospital;
Organizational Health: Ensuring a healthy workforce now and in the future by maintaining a healthy 
workplace and promoting staff engagement and healthy productivity;

•
•

HAA
Legal Team

Strategic Issues Forum

JPPC Accountability Committee Structure: Feb. 2006

Accountability Committee

HAA
Evaluation Team

HAA Indicators & Volumes
Subcommittee

Expert
Panels

WHIC HAAI
Work Group

Senior Management
Committee

Access/Outcomes/VolumesFinancial Health

System IntegrationOrganizational Health
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Patient Access and Outcomes: Increasing the efficiency and effectiveness of patient stay and move-
ment within the hospital by improving the appropriateness and quality of care, and taking action to 
reduce waiting times for key services and ensuring access to intensive care services; and
System Coordination and Integration: Increasing coordination among hospitals and connecting 
hospitals to other parts of the health system in order to deliver services to patients at the most appropri-
ate, efficient and accessible point of care. 

The JPPC conducted an environmental scan to determine the impact of emerging ministry strategy and 
policy priorities on hospital agreement indicator renewal. The JPPC reviewed domain-specific indicators 
identified by numerous groups including: the Hospital Report Research Collaborative; the Ontario Health 
Technology Assessment Committee (OHTAC); the Cardiac Care Network; Health Outcomes for Better In-
formation and Care (HOBIC); and the Ontario Stroke Strategy. These indicators were reviewed, along with 
the indicators included in the 2005/06-2006/07 iteration of the HAPS and HAA, and categorized using the 
indicator renewal cycle and typology illustrated below. 
 

•

•

Meets all primary criteria?
• Construct validity

Evidence basis
Within hospital control
Responsiveness to change

•
•
•

Existing and 
Proposed Indicators

Has construct validity 
and is evidence-based?

Potential 
Accountability Indicator

Data are available and 
of sufficient quality?

Performance 
Indicator

Monitoring
Indicator

Supports measurement of 
health system strategies and sector 

accountability requirements?

Meets all secondary criteria?
• Availability and timeliness of data

Data quality and reliability
Acceptability/familiarity

•
•

Developmental
Indicator

Explanatory 
Indicator

Retire 
Indicator

Yes

Yes

Yes

Yes

Yes

No

No

No

No

Indicators that are useful for
planning, management, 
monitoring, evaluation 

Indicators for 
which hospitals 
are accountable

Annual Accountability Indicator Renewal Cycle

Indicators that are useful for 
planning, management, monitoring,
evaluation with  appopriate caveats



      
16     

This following diagram details the process by which potential indicators are vetted for appropriateness.  
The final decision to establish performance and HAPS indicators resides with the ministry.

On the next page is the list of all indicators reviewed by the JPPC and approved by the ministry for use in 
the 2007/08 iteration of HAPS and/or the HAA. 

Indicator development for 2008/09 will continue over the next months under the auspices of the JPPC. Thus, 
recommendations related to changes in indicator status and classification are also included for information.

Only Performance Indicators will be included in the HAA. At the time of publication, further data was 
pending regarding the implementation of certain indicators. An update regarding indicators to be populated 
in the HAPS will be provided when available.

Performance Indicator

May trigger consequences under the HAA
Indicator meets Primary and Secondary Criteria
Primary Criteria are: Direct measure (or 
potential measure) of Ministry strategic goal 
or priority, Construct validity, Evidence basis, 
Within hospital control and Responsiveness 
to change. 
Secondary Criteria are: Availability and
timeliness of data,  Data quality and reliability,
and Acceptability/familiarity by the field
Example: Total Margin       





Monitoring Indicator
Indicator meets Primary criteria and can be
reported (with possible material time lag) but
indicator fails to meet at least one of the 
Secondary criteria
Indicator may currently support negotiation,
problem-solving, planning with
appropriate caveats
Indicator may “graduate” to become
performance indicator when all Secondary 
criteria are met
Example: Operational Efficiency







Developmental Indicator

Indicator meets Primary criteria but indicator
cannot currently be reported in the HAA data
and reporting environment
Indicator may “graduate” to become 
monitoring/ performance indicator when all 
Secondary criteria are met
Example: Capital Health Indicator




Explanatory Indicator

Indicators provide operational information and
fail to meet at least one of the Primary criteria
Indicator may support negotiation, problem-
solving, planning with appropriate caveats
Example: Total Margin (Hospital Sector only)      





2008-09 Hospital Indicator Typology
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INDICATOR 

 
HOSPITAL 

TYPE 2006/07 2007/08 2008/09 

  

% Full Time Nurses Performance  To be Reviewed 

Sick Time Hours as a Percentage of
Total Earned Hours  HAPS 

(using $) Monitii oring Performance 

NEER Performance Index Monitoring Developmental 
Monitoring/ 

Developmental 
Overtime Hours as a Percentage of
Total Earned Hours HAPS Developmental Monitoring 

MOS:UPP Earned Hours 
(patient care areas only)   Developmental 

Monitoring/ 
Developmental 

Span of Control   Developmental 

Staff Engagement (survey)  

 
 
 
 
 
 

All 

  Developmental 

 

Total Margin - Consolidated Performance Performance Performance 

Current Ratio - Consolidated Performance Performance Performance 

Total Margin - Hospital Sector Code Only 

 
 

All 
 
 
 
 

 Explanatory Explanatory 

Operational Efficiency Acute/ 
Chronic Monitoring Monitoring/ 

 
% Non-Ministry Funding HAPS HAPS  To be Reviewed 

% Total Debt HAPS HAPS  To be Reviewed 

Capital Health    Developmental 

Other measures of Operational Efficiency 

 
 

All 

  Developmental 

 

Performance 
(Selected 
CMGs)

 

Performance 
(Selected 

CMGs) 
Relative Risk of Readmission to Own 
Facility for Specified CMGs 
 
(Note: new CMGs defined,
 some CMGs retired) 

Performance
 

Developmental
(M(( eMM ntal Health l

CMCC GMM sGG )s
 

Monitoring 
(Mental Health 

CMGs) 

Relative Total Length of Stay (LOS) 

 
 
 
 
 

Acute 

Performance Explanatory Explanatory 

(using $)

Performance

Organizational Health Domain

Financial Health Domain

Patient Access & Outcomes

PerformanceMonitii oring

 Retired 
    Relative Acute LOS Performance  

% Conservable Patient Days 

 

HAPS  To be 
reviewed HAPS
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INDICATOR HOSPITAL
TYPE 2006/07 2007/08 2008/09

 
      

 

 

   

% of Patients with new Stage 2 or 
  Greater Skin Ulcers  Developmental 

Performance 
(pending 

confirmation)
Performance 

% of Chronic Patients with Indwelling 
  Catheters Developmental 

Performance 
(pending 

confirmation)  
Performance 

  Monitii oring Monitoring 

% Long-   onitii oring Monitoring 

  Monitii oring Monitoring 

 

 
 
 

Chronic 
Care

 

 Monitii oring Monitoring 

Change in LOS Total Function Scores  
 

(p(( endidd ng
confn iff rii matioii n)n  

Monitoring 

Rehabilitation LOS  
Monitii oring 

(p(( endidd ng
confn iff rii matioii n)n  

Monitoring 

Rehab LOS Efficiency 

 
 
 

Rehab 

 Explanatory Explanatory 
 

 point during 
• % stroke patients managed on a designated 
  acute stroke unit at any
  hospitalization 

 

 

 

 

 

Designated 
Stroke 

Hospitals

 

 Developmentalnn Monitoring 

 Acute  Developmentalnn Monitoring   or Thrombolysis
% AMI Patients Treated with Primary PCI 

Monitii oring

Stroke Strategy (6 indicators)

• % ischaemic stroke patients discharged on 
  antithrombotic therapy unless 
  contraindicated
• % stroke patients with atrial fibrillation 
  treated with anticoagulant therapy unless 
  contraindicated
• % stroke patients who receive CT/MRI 
  prior to hospital discharge
• % stroke patients discharged to home or 
  place of residence
• % patients discharged to inpatient 
  rehabilitation

% of Patients with Rehab Potential with 
  Improved ADL Performance

stay Chronic Patients with Pain
% Chronic Patients with Worsened 
  Bladder Continence 
% Chronic Patients in Physical 
  Restraints Daily 
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* Previously a HAPS indicator in the Patient Access and Outcomes Domain. 

For more information on indicators, please visit the JPPC web site www.jppc.org

 

 
 

    

Emergency Department (ED) LOS 
(2 indicators)  
• CTAS Level I, II, III Patients  6 hours 
• CTAS Level IV and V Patients  4 hours 

  Performance 

ED Time to Admission 

 
 

Acute
 

 Developmentalnn Monitoring 

Wait Time Indicators 
• % wait times within Ontario priority-based
  wait time target for cataract, cardiac bypass, 
  cancer surgery, hip and knee replacement 
  and MRI/CT scans  

 Acute 

 
 
  Developmentalnn Monitoring 

% Hip/Knee Replacement Discharged to 
Home Rehab   Developmental

% Dysfunctional Uterine Bleed (DUB) 
Patients Treated with New Modality 
Therapies 

  Developmental
 

Hospital/Post-acute Mortality 

 
 

Acute
 

  Developmental 

Patient Satisfaction   Developmental 
Other Outcome Measures
(e.g. patient safety, adverse events) 

 
All 

  Developmental

 

 HAPS  Retired 

% ALC Equivalent Days  Developmentalnn Monitoring 

Propensity to Refer/Discharge to Home Care HAPS Explanatory Explanatory 

Attainment of Early Post-Acute Home Care  Developmentalnn Monitoring 

Timeliness to First Home Care Visit  Developmentalnn Monitoring 

Intensity of Home Care  Developmentalnn Monitoring 

Proportion of Referred Patients Receiving 
Home Care  Developmentalnn Monitoring 

Timeliness to Discharge to Home HAPS 

Timeliness to Discharge to Home Care 

Acute

 

 
Retired 

 

% of Alternate Level of Care (ALC) 
  Patient Days* 

INDICATOR HOSPITAL
TYPE 2006/07 2007/08 2008/09

System Integration

Monitii oring

Monitii oring

HAPS
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5.3 LINK BETWEEN THE HAPS AND THE HAA

Both the HAPS and HAA promote enhanced accountability through multi-year planning and funding projections. 

Accountability agreements describe the accountabilities and obligations of each party; hospital funding, settlement 
and recovery processes, approach to performance management and improvement (including the identification of 
factors beyond hospital control that have a bearing on performance), issue resolution and agreement amendment 
and assignment. 

The HAPS focuses on service planning, and the measurement and evaluation of hospital services and organiza-
tional performance. Schedules in the HAPS form the basis of contractual performance requirements under the 
HAA. HAPS uses data submitted by hospitals to calculate targets, corridors and performance standards related to:

Financial performance;
Organization health;
Patient access and outcomes;
System coordination and integration;
Protected services1; and
Post construction operating plans (PCOP).

Hospital performance targets in these schedules, along with projections of service volumes, are subject 
to further review and refinement during the HAA negotiation process.  

Once negotiated, the schedules identify the expected scope and level of services to be delivered by hospitals 
in return for specified government funding, and become part of the Hospital Accountability Agreement. 

Additional indicators generated through the HAPS augment the HAA performance indicators. They help the hos-
pital and the ministry to monitor progress in relation to negotiated performance targets and associated corridors.
 
A review of the quarterly HAPS submissions is part of the HAA monitoring process. Variance outside of 
the negotiated corridors will trigger a series of cooperative problem-solving measures detailed in the legal 
agreement. 

1   Protected Services Outlined in Section 3 of this document

•
•
•
•
•
•

HAPS
Hospital Annual

Planning
Submission

Planning

Negotiations

HAA
Hospital

Accountability
Agreement

Commitment

Quarterly Reports
CIHI/Ontario

Health Reporting
System/HAPS

Measurement

Remediation
Negotiation,

Application of
Consequences

Adjustment

Negotiations
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Where the hospital does not meet the performance standard, the ministry will also try to work with the hos-
pital to identify the underlying reasons. 

Hospitals are strongly encouraged to review the 2007/08 Hospital Accountability Agreement and related 
documents, particularly the information related to indicators, service volumes and applicable corridors.

5.4 CORRIDORS 

Negotiated performance targets have standard corridors of performance. These are numerical ranges that 
account for normal variation in service needs, measurement error and other factors. When a hospital’s per-
formance falls outside of the corridor, the ministry and hospital will use the processes detailed in the HAA 
to review and resolve the issues. The agreement has attempted to clarify the areas outside of the hospital’s 
control and provided mechanisms for the resolution of disputes that may arise. Failure to meet performance  
targets due to unforeseeable events or the actions of others will require an explanation to the ministry.  
Failure to meet performance targets within hospital control will require entry into the performance ladder.

As part of the HAA negotiation process, the ministry will agree on what constitutes an appropriate target.  
Various factors will be considered in agreeing upon a target, including the hospitals’ past performance, and 
its capacity to effectively manage future risk. Hospitals will be expected to independently manage any  
minimal variances. Variances significantly outside an agreed-to corridor will require consultation with the 
ministry to develop an appropriate mitigation strategy.

Special Consideration With Respect To Total Margin Performance Indicator
As in the 2005/06 – 2006/07 HAA, Total Margin is a  performance indicator .  The Total Margin is calculat-
ed from all votes, less building depreciation net of amortization of deferred grants.  For projection purposes, 
it is calculated based on the hospital’s HAPS submission. The MIS trial balance calculation of Total Margin 
will be used on a quarterly basis to monitor performance

The performance target for Total Margin will continue to be 0% or greater for 2007/08.  The ministry will 
only consider exceptions to a 0% Total Margin on a case-by-case basis as follows:   

Positive Current Ratio Offset
If the hospital has the capacity to fund the negative margin, it can request a Negotiated Target different 
from the Ministry Target.  The ministry will consider the request based upon overall financial health of the 
hospital (as measured by its Current Ratio), the hospital’s commitment to use its working capital to fund its 
deficit, and the hospital’s plan (in the HAPS) to achieve a balanced budget position within an agreed upon 
timeframe. 

Ministry Target Is Not Feasible 
The ministry will consider accepting a negative Total Margin where it has been determined that achievement 
of a balanced budget position (0% Total Margin) is not feasible.  In such cases a reasonable negative Total 
Margin (Negotiated Target) will be acceptable in this agreement as long as a zero or positive Total Margin is 
planned for within an agreed upon timeframe.
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To monitor progress towards achieving the Negotiated Target, the ministry and the hospital will plan operat-
ing margin targets for each quarter of each fiscal year until the Ministry Target is achieved.  
Additional monitoring requirements will be determined on a case-by-case basis.

Achievement of the Negotiated Target is understood to be dependent upon timely approvals from the minis-
try (including approval of the HAPS in its entirety).
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Acute LOS
The number of days from admission until a patient is discharged, transferred, dies or can be appropriately 
treated in an alternate level of care facility, whichever occurs first.

Best Practice
Best practice refers to the top quartile productivity level where the services are provided in a consistent  
fashion with consistent results but at least cost to the hospital.

Complex Continuing Care (CCC)
This level refers to patients with medically unstable, clinical conditions requiring skilled, technologically 
based continuing or intermittent intervention. Some patients may also require complex, technologically 
sophisticated life support equipment or treatment. Patients require a range of therapeutic services, medical 
management and skilled nursing services. Lengths of stay range from months to years.   

Critical Mass
Critical mass as defined by the College of Physicians and Surgeons, is sufficient number of physicians to 
cover program activity in a reasonable on-call schedule. Refer to www.cpso.on.ca for volume outcome  
relationships.

Current Ratio
The number of times a hospital’s short-term obligations can be paid using the hospital’s short-term assets.

Full-time Nursing FTEs
The percentage of Unit Producing Personnel (UPP) earned hours (including worked and benefit hours)  
provided by full-time nurses (excludes unregulated care providers).

HAA 
The Hospital Accountability Agreement (HAA) is a legal document that covers the purpose, application, 
term and amendment of the proposed Agreement, accountabilities of each party, ministry review and  
approval requirements, funding and planning commitments, as well as performance management and  
issue resolution processes.

HAPS
The Hospital Annual Planning Submission (HAPS) will replace the Hospital Business Planning Brief 
(HBPB) and integrate the Balanced Budget Plan (BBP) reporting that started in 2004/05. HAPS uses a  
balanced scorecard approach to collect and display hospital information.  It also provides a venue for  
monitoring and developmental indicators to be reported on a trial basis.

Performance Indicator
A measure of hospital performance.

Performance Standard
An acceptable result for hospital performance, or a numerical result within an acceptable range of hospital per-
formance, derived from the application of a Performance Corridor to a Negotiated Target of Service Volume.

Glossary
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Performance Corridor
A numerical range for Performance Indicators or Service Volumes.

Relative Risk of Readmission
The number of patients readmitted to any hospital for an unplanned inpatient readmission, within 30 days 
from the index admission, relative to the number of readmissions expected.

Total LOS
The number of days from admission until a patient is discharged, transferred or dies.

Total Margin
The percent by which total revenues exceed total expenses, excluding the impact of facility amortization, in 
a given year.

Wait Times Strategy (WTS) 
The Government of Ontario’s plan to increase access and reduce wait times for five major health services:  
cancer surgery, cardiac procedures, cataract surgery, hip and knee replacements, and MRI and CT exams.
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Appendices
Appendix A:  EXAMPLES FOR EACH STEP OF THE PRIORITIZATION  
                        FRAMEWORK

STEP ONE: REVENUE GENERATION
 
This step focuses on strategies that hospitals may choose to pursue in the areas of improvement in revenue 
generation. Many opportunities identified in this section are referenced in a May 2002 report to the OHA by 
PriceWaterhouseCoopers entitled “Exploring the Possibilities: An overview of existing and new potential 
revenue sources for Ontario hospitals.” Implementation of the following initiatives may assist hospitals in 
increasing the revenue from sources other than the ministry:

1.1 Parking Lot Rates: Hospitals must take steps to ensure that their parking rate(s) are at least at current 
market levels. If they are not at the market level the hospital should implement an appropriate plan to 
increase the rates, local circumstances permitting.

1.2 Preferred and Private Accommodation: Hospitals should examine opportunities to increase revenue 
through maximization of private and preferred accommodation charges to patients and their third party 
insurers. Hospitals may also want to maximize accommodation revenue through tight management of 
bed allocation and ensuring patients with appropriate coverage are placed in their choice of accommo-
dation at admission, wherever possible.

1.3 Other Vote Revenue: Where the hospital operates programs funded by other sections of the ministry, 
other ministries or other broader public sector partners, the hospital must ensure that the funding or rev-
enues match the expenses for the particular activity. 

1.4 Ancillary Patient Service Pricing: The hospital should consider appropriately pricing ancillary services 
that patients regularly order in addition to their standard ward or other accommodation (e.g. phones, 
televisions, etc.).

1.5 Cafeteria and Catering Revenue Re-pricing: The hospital should consider appropriately pricing cafete-
ria and catering services in accordance with market rates to improve revenue from those sources.

1.6 Cafeteria and Catering Revenue - Alternative Service Delivery: If pricing changes and volume of 
service considerations lead the hospital to conclude that costs and revenues are not in balance for these 
services the hospital should consider discontinuing direct provision of cafeteria/catering services and 
pursuing alternative service delivery options.

1.7 Franchises: Hospitals should consider franchises where appropriate in traditional areas such as food 
and beverages. There is a potential for additional revenue from these sources.

1.8 Marketed Services Directed to the Hospital: The hospital should ensure that marketed services rev-
enues are directed to the hospital and not associated foundations.

1.9 Rental Space: Hospitals with tenants such as other health service organizations or health profession-
als, should consider charging market rates for the rents associated with the space occupied by tenants.  
Hospitals should also consider potentially finding opportunities to leverage physical capacity into 
revenue generating space (better utilization of space). 

1.10 Management of Billable Supplies and Services: Revenue should be increased through better manage-
ment of billable supplies such as crutches, stockings, etc. Revenue should be maximized through better 
management of billable services including lab tests and non-urgent patient transfers. 

1.11 Bad Debt Recovery: enhanced collection of bad debts and increasing third party revenue (e.g. request-
ing credit card payment for non-urgent cases) 
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STEP TWO: EFFICIENCIES IN ADMINISTRATION AND SUPPORT SERVICES

This next step focuses on expenditure reduction strategies that hospitals may choose to pursue in the areas 
of administration and support services. Implementation of the following initiatives may assist hospitals in 
managing expenditures and achieving savings: 

2.1 Business Office or “Back Office” Transformation (BOT): refers to hospital business support services 
with the primary focus on high volume, transactional processes. Transformation infers a totally new 
approach to achieve significantly improved performance – both financial and service related. This type 
of transformation typically involves a large number of hospitals with a large gross volume of transac-
tions (for economies of scale), significant systems investment (e-solutions), is solely focussed on the 
business function, and borrows heavily from private sector models and experience. Hospitals should 
pursue the establishment of e-supply chains (including sourcing product, procurement, warehousing, 
distribution, payment and reporting). This would likely include electronic catalogues, purchase orders, 
order acknowledgement, advance shipment notification, automated requisitioning processes, automated 
ordering and inventory management, central warehousing, e-payment, e-contract, rebate and tendering 
management and robust reporting. 

2.2 Supply Chain Management: Hospitals should pursue initiatives which could provide savings through 
group purchasing discounts, reduced inventory management costs and improved handling of goods. 
Hospital participation in group purchasing and joint operations with other hospitals and/or broader 
public sector organizations should be explored. 

2.3 Integration of Administrative Support Services: Hospitals should pursue initiatives that would facilitate 
integration of administration and support services across hospital sites (in multi-site organizations) or 
across separate hospital organizations.

2.4 Integration of Hospital Management Personnel: There are opportunities with adjacent hospitals and/or 
broader public sector organizations to have joint or consolidated management of key business office 
functions as well as clinical service activities. The hospital should explore these opportunities and pur-
sue reduced costs in this area.

2.5 Payroll and Benefits Consolidation: There are a number of existing organizations owned and operated 
by hospitals that have consolidated this business office function. Hospitals should actively pursue a 
shared service approach to payroll and benefits processing in order to reduce transactional costs. Such 
initiatives have the potential for introducing efficiencies through standardization and consolidation of 
transactional processing.

2.6 Food Services: Creation of regional food services has been done by a number of hospitals and other 
broader public sector organizations. Hospitals should actively engage in discussions with neighboring 
hospitals to consolidate food services to maximize on economies of scale. 

2.7 Laundry Services and Facilities: Creation of regional laundry services, owned and operated by hospi-
tals and other broader public sector organizations has had a long history in Ontario. Hospitals should 
actively engage in discussions with neighboring hospitals to maximize on economies of scale.

2.8 Integration of Accounts Payable (AP) and Accounts Receivable (AR) Systems: A number of small hos-
pitals have partnered to initiate a proposal to develop a single software product and supporting hard-
ware infrastructure to share resources related to AR/AP from an Application Services Provider (ASP).  
Hospitals should pursue similar opportunities to reduce costs through improved productivity in  
this area.
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2.9 Integration of Communication (Comm) /Public Relation Services (PR): Hospitals should pursue initia-
tives that would integrate communication departments within their LHIN geographic areas. This would 
ensure consistency of messages for the public that is served by hospitals in the LHIN geographic area 
and may reduce administrative expenditures.

2.10 Integration of Decision Support Unit (DSU): Hospitals should pursue opportunities to combine deci-
sion support within their LHIN geographic area or within a multi-LHIN area as appropriate. This may 
allow organizations to compare and benchmark services within their LHIN to improve administration 
and clinical efficiencies. 

2.11 Integration of Infection Control: Hospitals should pursue initiatives that would create a LHIN network 
for infection control. This initiative could provide for the development of a set of indictors and report-
ing format to use for reporting communicable diseases; surveillance for core indicators and infections 
of interest; alignment of infection control policies and procedures; professional development and sup-
port; and a role in contingency planning for infectious control outbreaks.  

2.12 Benchmark Performance in Administration: The hospital should consider peer hospital benchmark-
ing reviews. Hospitals have undertaken benchmarking comparisons on key administrative and support 
service indicators to identify potential opportunities for performance improvement and cost reduction.  
These reviews reveal differences in costs experienced by different hospitals for comparable functions.  
For example, attendance management/absenteeism control, staff turnover, etc. The hospital should 
strive to achieve the lowest or best practice, level of administrative support.

2.13 Productivity Improvements: Hospitals should explore adoption of new technologies and automated 
processes which could lead to improved efficiencies in the operations of business services/business  
office when supported by a business case demonstrating an appropriate return on investment.

STEP THREE: EFFICIENCIES IN DIAGNOSTIC IMAGING, PHARMACY, 
                           LABORATORY AND ANCILLARY SERVICES  
 
This step focuses on expenditure reduction strategies that hospitals may choose to pursue in the areas of 
Diagnostic Imaging, (DI) Labs, Pharmacy and other Ancillary Services. A number of these initiatives have 
been documented in the OHA Hospital Efficiency Task Force Report (HETF) from November 2004. Imple-
mentation of the following initiatives may assist hospitals in managing these expenditures:

3.1 Centralizing Drug Distribution and Purchasing Centres: Hospitals should actively pursue the estab-
lishment of a centralized drug distribution and purchasing centre within their Region and/or LHIN 
geographic area. Given the current trend for hospitals to move to unit-dose systems, consolidation of 
distribution and purchasing may potentially defer some of the costs associated with the change.  Ben-
efits would be realized in terms of improved patient safety and economies of scale for implementing 
high-cost drug distribution technologies (e.g., robotic medication delivery using bar-code technology).

3.2 Centralizing Drug Formulary Management: Hospitals, whose budgets are significantly comprised of a 
number of small high-cost drugs, should undertake centralized review of drugs using clinical evidence 
and pharmacoeconomic analysis to standardize the process and reduce costs.2   

3.3 Automated Drug Dispensing Systems: Hospitals should review drug dispensing systems in selective 
units (e.g. Emergency) to explore opportunities to increase controls and minimize pilferage.   

3.4 Common Drug Assessment: Where feasible a hospital or group of hospitals should consider the estab-
lishment of a common drug formulary. The ministry has been working with the Council of Academic 
Hospitals of Ontario (CAHO) and Ontario Drug Benefit Program (ODBP) to start a process of a com-
mon formulary.

2   OHA Hospital Efficiency Task Force Report, November 2004.



      
28     

3.5 Regional Laboratories: Hospitals have engaged in the planning of regional laboratories and labora-
tory reform for a number of years. There are significant opportunities to improve productivity, quality 
and reduce costs through consolidation of functions.  Hospitals should actively pursue the creation of 
regional lab services.  

3.6 Innovative Service Delivery: Hospitals should consider opportunities with other laboratory service pro-
viders to achieve efficiencies such as shared management/ equipment or the implementation of regional 
service plans. 

3.7 Laboratory Revenues: Hospitals should maximize revenues where appropriate and not in contravention 
of Ministry policies. 

3.8 Peer Benchmarking Reviews – Diagnostic Imaging and Lab/Pharmacy Costs: Hospitals should under-
take benchmarking comparisons on key Diagnostic Imaging and Lab/Pharmacy performance indicators 
to identify potential opportunities for performance improvement and cost reduction.

3.9 Digital Imaging Consolidation: Some hospitals or groups of hospitals have consolidated digital imag-
ing diagnostics with a single program focus or have rationalized services among sites to maximize 
access, improve productivity, improve safety and reduce costs. Related to the Consolidation of Diag-
nostic Imaging, in the recent past some Hospitals have engaged in the planning and development of 
regional PACS/Diagnostic Imaging for a number of years. This amounts to moving to a filmless envi-
ronment, saving supply costs and improving labour productivity, service quality and reducing costs.  
This will involve not just the referral hospital but all of the related referring hospitals. The develop-
ment of a PACS strategy is underway within the ministry involving a number of stakeholders who have 
developed regional or local consolidated systems as well as those knowledgeable in the field, including 
clinical, financial and administrative staff of hospitals. 

3.10 Productivity Improvements: Hospitals should explore adoption of new technologies and automation 
processes which could lead to improved efficiencies in the production of clinical support services and 
prepare a business case to demonstrate an appropriate return on investment. Hospitals should explore 
integration of hospital staff in the diagnostic imaging, pharmacy, and laboratory departments to maximize 
efficiency and reduce costs by sharing human resources. Efficiencies within the hospital and the commu-
nity may be enhanced with the adoption of similar protocols, standards etc. across organizations. 

STEP FOUR: CLINICAL SERVICES PROGRAM EFFICIENCIES

In this step hospitals may plan to reduce expenditures through improving the efficiency and productivity of 
clinical services programs using the following guidelines:

4.1 Improvements in Productivity: Where the hospital has a staffing pattern that is consistently higher 
than industry standard practice for comparable activity, or level of output, the hospital should consider 
improving productivity to the ‘best practice’ level. The improvement of workload data reporting can 
enhance benchmarking accuracy and facilitate the understanding of where changes can be made to 
ameliorate productivity, staff resourcing and skill mix.   

4.2 Use of Appropriate Level of Staff and Skill Mix: Where the clinical program activity may be per-
formed by staff with appropriate skills but at a lower cost per hour, per service or to the system, the 
hospital should consider using an appropriate staffing mix to maximize productivity

4.3 Reduced Administrative Burden: Where Unit Producing Staff (UPP) spend greater than the sector 
norm with program administrative activities the hospital should consider reducing these administrative 
duties to be comparable with the sector norm or with the “best practice” level.
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4.4 Automation of Routine Functions/Activities: Where manual systems can be replaced by automated 
systems with corresponding efficiencies that allow for an accelerated payback on the initial investment 
(i.e., two – four years), the hospital should consider automation to improve program efficiency.

4.5 Regional Credentialling of Physicians: To be consistent in the appointment of physicians to hospi-
tals, hospitals should consider the development of a common set of credentialling criteria, a common 
approach to credentialling, and other related initiatives to reduce administrative burden and improve 
work process in this area.

4.6 Joint Program Appointments for Physicians and Other Providers with Hospital Privileges: Where  
feasible, adjacent hospitals should seek to develop joint programs to maximize outputs and improve 
quality through the application of common standards. For example, if there is a surgical program that 
has met or exceeded the capacity of the host hospital while unused capacity exists in an adjacent hospi-
tal, then such an initiative may improve both access and quality while improving productivity.

4.7 Improving Patient Flow Between Sectors: Hospitals should improve the flow of patients between 
partners (e.g., hospital to hospital or hospital to CCAC) and ensure that the required information flows 
electronically and that the processes are not duplicated unnecessarily (e.g., records, assessments). 

STEP FIVE: UTILIZATION MANAGEMENT

This step focuses on expenditure reduction through improved efficiency in the use of clinical resources such 
as hospital beds.  It requires hospitals to utilize internal and external benchmarking data in order to identify 
and attain best practices. Hospitals should work closely with CCACs to ensure efficient and effective place-
ment of patients and program transfers to community settings where appropriate.

Implementation of the following initiatives may assist hospitals in managing expenditures:

5.1 Reduction in Avoidable Admissions: If the hospital has avoidable admissions as identified in Case Mix 
Group (CMG) 851 (Other Factors Causing Hospitalization) and 910 (Diagnosis Not Generally Hospi-
talized), the hospital should consider improving utilization performance to the “best practice” level by 
reducing these admissions.

5.2 Reduction in Alternate Level of Care (ALC) Days: Where the hospital has a high number of ALC 
days, the hospital should explore alternative solutions where patients could be transferred to an ap-
propriate community setting where such infrastructure exists (e.g., supportive care alternatives) and 
reducing ALC days by 100%. The Convalescent Care Program delivered in eligible long term care 
homes (LTCH) will accept individuals discharged from hospitals or coming from the community for a 
maximum of 90 days to reduce pressures on hospitals by providing an environment that meets the care 
needs of people who do not need acute care. This is one part of the ALC strategy of the ministry.  The 
other is the availability of Interim Long Term Care Beds. Where appropriate facilities may sign agree-
ments with the ministry to offer interim capacity increases to the community supply of LTCH beds to 
reduce ALC pressures in hospitals and improve access to LTCH services.

5.3 Benchmark Reduction in Length of Stay (LOS): When a hospital’s length of stay is greater than the 
LOS performance benchmark for peer group hospitals, it should consider utilizing best practice clini-
cal protocols and evaluate cost effective initiatives such as employing hospitalists.

5.4 LOS Utilization Management Tool: The hospital should consider implementing tools to assist in the 
management of length of stay utilization. 
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5.5 Concurrent Review: A widely used method of utilization improvement is the concurrent review of 
charts to ensure that hospital-days stay by patient are in line with best utilization practices. Hospitals 
could also review cost effective use of diagnostics (labs, DI) pharmaceuticals and other medical sup-
plies.

5.6 Improve Discharges to Home Care: Where there is a low propensity to discharge to home care the hospi-
tal should examine the practice patterns to isolate the reasons. This is where ALC days and LOS indica-
tors exceed benchmarks. The hospital should consider improvement in discharge planning practices to 
home care and home to reduce lengths of stay. Hospitals should review all internal policies and discharge 
procedures to achieve consistency and clear timeframes for assessments and forms. Hospitals should 
conduct independent audits (i.e., audit done by someone from health records) of adherence to these poli-
cies and procedures and take corrective action where there is variance from policy and procedures.

5.7 May Not Require Hospitalization (MNRH): If a hospital has a high proportion of MNRH patients (i.e., 
at the 50th percentile), the hospital should consider implementing best practice initiatives in order to 
reduce the medical MNRH to the 25th percentile rate for all peer comparators.

5.8 Utilization of Clinical Pathways: The hospital should consider implementing strategies to promote 
standardization of care and appropriate service utilization through the introduction of clinical care 
pathways and best practice guidelines. These pathways should be extended beyond the hospital to other 
partners including neighboring hospitals and CCACs

5.9 Admission Avoidance through Emergency: Where the hospital has a high number of unnecessary emer-
gency department admissions and/or readmissions, the hospital should explore opportunities to reduce 
admissions and unnecessary emergency visits through collaboration with community service agencies 
such as CCAC to support patients in the community 24/7.

5.10 Day Surgery Conversion: Where appropriate, the hospital should reduce service volumes in inpatient 
surgery that are higher than peer group hospitals at the 75th percentile, through the conversion to day 
surgery.

5.11 Complex Continuing Care (CCC) Beds Used for Rehabilitation Services (RH): Using Resource Utili-
zation Group (RUG) levels, determine where CCC beds are being used for purposes other than CCC 
services. If RUG scores indicate that the CCC group’s rehabilitation services are not consistent with 
the definition of CCC then steps should be taken to transfer or convert the beds as appropriate.

5.12 CCC Beds Used for LTCH Services: Using RUG levels determine where CCC beds are being used for 
purposes other than CCC services. If RUG scores indicate long term care services not consistent with 
the classification of CCC then steps should be taken to transfer the patient to a long-term care home or 
convert the beds as appropriate.

Additional Clarification for 5.11 and 5.12
Under section 32.1 of the Public Hospitals Act (PHA), the Minister may assign hospitals to the different 
hospital classifications and grades established by Regulation 964. The power to assign hospitals has been 
delegated to the Assistant Deputy Minister, Acute Services Division.  

Hospitals approved for rehabilitation beds are assigned to Group E under regulation 964 and provided with 
a rehabilitation master number for reporting purposes. In reviewing a request to approve an assignment to 
Group E, the ministry determines the fiscal and information management implications of operating rehabili-
tation beds and outpatient rehabilitation services within a hospital. 

Consequently, a needs-assessment/impact analysis should be provided to the ministry for this type of request 
that includes the following:
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Community assessment - in consultation with the CCAC, health care providers/agencies and family 
physicians; 
Patient service needs assessment - describe the service change to be accomplished and how it will 
improve the service needs in the community; 
Analysis of options that were explored to address the reason for reclassification of CCC beds (i.e., 
integration with the CCAC on hip and knee replacement after care, respite services for the community, 
addressing alternative level of care pressures by moving patients from acute to CCC beds, etc.); and
Cost management assessment - describe the cost impact of the conversion of the beds and the  
infrastructure support for an inpatient/outpatient component as well as the potential for improvement  
in cost effectiveness and clinical efficiencies. 

STEP SIX: CLINICAL SERVICES PROGRAM CONSOLIDATION

In the preceding five prioritization steps hospitals identified strategies and initiatives to reduce costs with-
out fundamentally altering access to clinical services. In this step hospitals may plan to reduce expenditures 
through consolidation of clinical services programs using the following guidelines.  
Please note that savings gained through the consolidation of services are not necessarily equivalent to the 
direct or marginal costs of providing that service. The service may be related to the overall costs of service 
provision due to lower indirect costs through a greater critical mass.

6.1 Community Transferable Ambulatory Care (with Existing Infrastructure): This refers to services/clin-
ics where the services can be provided in a community setting and such infrastructure exists. The 
hospital activity could be merged with that of the community service provider or in a physician’s office 
or where appropriate in a primary care provider setting such as a Community Health Centre (CHC) or 
Family Health Team (FHT).

6.2 Low or Medium Volume Ambulatory Care: Where the service volumes for a particular ambulatory ser-
vice/clinic are too low to sustain critical mass  and operate efficiently the hospital should plan to merge 
the services with comparable services in an adjacent hospital. In addition to critical mass, programs 
that could benefit from economies of scale by merging across organizations should also be considered.  
This would apply to medium-sized programs that could benefit from a higher critical mass.3

6.3 Program Sustainability: Sustainability of programs should be considered when evaluating which pro-
grams can be consolidated e.g., ability to recruit physicians to clinic/program in the future.

6.4 Low or Medium Volume Inpatient Care: Where the service volumes for a particular inpatient service 
are too low to sustain critical mass and operate efficiently, the hospital should plan to merge the ser-
vices. Services can be merged with partners in an adjacent hospital or if a multi-site hospital, activity 
can be consolidated in one site. In addition to critical mass, inpatient programs that could benefit from 
economies of scale (i.e., medium volume obstetric programs) by merging across organizations should 
also be considered.  

6.5 CCC Inpatient Care Convertible to Rehabilitation Services: If the service needs for rehabilitation 
services are lower than the planning ratio (21 local beds/100,000 population) for rehabilitation care 
and CCC beds are in excess of the planning ratio (8.23 beds/1,000 population 75+) the hospital should 
consider obtaining ministry approval to reclassify beds. (See clarification provided in 5.11 and 5.12)

3   Critical mass as defined by College of Physicians and Surgeons, is sufficient number of physicians to cover program activity in       
     a reasonable on-call schedule. Refer to www.cpso.on.ca for volume outcome relationships.

•

•

•

•
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6.6 CCC Inpatient Care Reduction and Transfer to LTCH: If service needs for CCC beds are in excess 
of the planning ratio (8.23 beds/1,000 population 75+) and there is LTCH bed capacity, the hospital 
should follow the procedures required to reduce CCC beds. Patients/residents can then be transferred 
to LTCH. 

6.7 Higher Volume Inpatient Care: If higher volumes of a particular inpatient clinical service(s) could be 
amalgamated to improve critical mass, patient outcomes and operational efficiency, the hospital(s) 
should plan to merge the services with comparable services in an adjacent hospital or if a multi-site 
hospital, to consolidate the activity in one site.

There are instances where investments in certain options or business processes may reduce costs of overall 
operations. Such might be the case with certain technologies such as automation of certain functions, or 
consolidation of business operations where up front investment is required to produce downstream sav-
ings and other benefits.  In these instances the investments should be driven by solid operational, finan-
cial, economic, health and human resources rationale.  A business case will be required to demonstrate to 
trustees and other decision makers that due diligence has been done in coming to the conclusion(s) and 
recommendation(s) presented for decision. A sample template, which could be used to assist hospitals in this 
process, is attached in Appendix B. 

Approach to Step Seven Service Reductions
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STEP SEVEN: REDUCTION OF CLINICAL SERVICES

Access to hospital services is an important priority for the government. As a result, step seven should the 
last consideration that hospitals should make regarding reduction of expenses to achieve a balanced oper-
ating position. The duplication of services and alternative delivery opportunities within communities are 
consideration that should be vigilantly taken into account in planning and decision-making processes.  

The following is a prioritization of service reductions that moves from least disruption to greatest disruption 
of patient access. This prioritization framework is meant to assist the hospitals in their decision-making pro-
cesses. In order for a hospital to propose a clinical service reduction, the hospital must have demonstrated to 
its Board of Directors that it has:

Exhausted all other opportunities to reduce expenses;
Executed strategic planning or implemented strategic plans within their organizations that identify the 
core or cornerstone services that the hospitals will deliver to the community (e.g., Emergency Depart-
ment, Obstetrics, General Medicine); or
Will plan with other hospitals in their communities to identify overlaps and duplicate provision of  
services; or
Will plan with community service providers to identify community capacity to deliver services that may 
be provided in the community. 

These efforts must be detailed in the proposed reduction strategy that clearly articulates new strategies from 
those strategies that have been identified in the previous HAPS submission.  
 
Decisions by hospitals to reduce clinical services must be accompanied by the appropriate assessments of 
the following:
 
Minimize Impact On Patient Care Access:

Reduction or no impact in wait time for those programs included in ministry wait time strategies;
Services would be available in another setting within reasonable proximity to existing service locale; and
A reduction in service volumes will not significantly impact the expected number of equivalent weighted 
cases (as defined by ministry’s funding formula).

Minimize Impact On Patient Care Quality:
Appropriate critical mass exists to sustain program (sufficient number of physicians to cover program 
activity in a reasonable on-call schedule); and
Reduced risk and increased safety.

Maximize Net Savings (Reduce Costs And Maximize Savings Potential).

Minimize Impact On Nursing Staffing:
Minimized impact on hospital’s nursing plan; 
Minimized impact on level of full-time nursing;
Changes in staffing consistent with normal attrition of nursing staff; and
Availability of Labour Adjustment and Labour Transition opportunities.

 

•
•

•

•

•
•
•

•

•

•
•
•
•
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Minimize Stakeholder/Community Reaction To Or Negative Impact Of The Service Reductions.

Minimize Impact On Community Sector - Evidence Must Be Produced Proving The Existence And 
Availability Of Community Infrastructure. 

The process used by the hospitals in approaching step seven will be as follows:

It is assumed that any reduction in clinical services, in order to achieve any significant savings, will result in 
changes to staffing. It is expected that hospitals will follow the conditions of the negotiated collective agree-
ments with applicable unions, including:

Solicit staff who may be eligible for early retirement, under the terms of the Hospitals of Ontario Pen-
sion Plan (HOOPP); and
Fill internal vacancies with staff who have been laid off, prior to hiring any new employees (in accor-
dance with hospital collective agreements). 

The guidelines, as they apply in step seven, must be read in order of priority.  In other words, prior to the 
consideration of guideline 7.2, the hospital must consider guideline 7.1.  
  
Hospitals, having exhausted opportunities in the preceding six prioritization steps, should consider, through 
a comprehensive planning process, reducing expenditures through reduction in clinical services using the 
following guidelines. For all proposed step seven strategies, a detailed business case must be completed 
(see Appendix B). 

7.1 Duplicate Ambulatory Care: Duplicate or redundant service levels exist in the community. One or more 
providers (e.g., hospitals, home care, primary care organization, community mental health organiza-
tion, individual practitioner) offer the same or similar service. In the area of cancer services delivery 
(e.g. systemic therapy, radiation therapy and cancer surgery services), any proposed reductions in 
services should be discussed with the Regional Vice President for Cancer Services in the context of the 
Regional Cancer Program, and neighbouring hospitals that provide the same services prior to HAPs 
submission.

7.2 Low Demand Ambulatory Care: The service volumes for a particular ambulatory service/clinic are fall-
ing due to lack of demand. As in section 7.1, similar discussions for cancer services should be  
undertaken if reductions are being made under this consideration.

7.3 Ambulatory Care Unrelated to Hospital Core Services: Ambulatory care service/clinic not related to 
the continuum of care for patients either discharged from or awaiting admission to inpatient services/
units. As in section 7.1 and 7.2, similar discussions for cancer services should be undertaken if reduc-
tions are being made under this consideration.

7.4 Ambulatory Care Where Community Alternative Provision is Possible but Infrastructure Does Not  
Exist for Transfer: Where there is potential for the safe and efficient provision of the service in the 
community but existing community infrastructure is insufficient to provide the service.

7.5 Duplicate Inpatient Care: Where capacity exists in adjacent hospitals to increase services comparable 
to those at the hospital, consideration may be given to reducing services. The adjacent hospital should 
be involved and negotiations commenced to move applicable staff where possible.

7.6 Low Demand Inpatient Care: In clinical activity areas where demand is low and volumes are stable or 
falling. In non-priority service areas where low demand is characterized by declining activity levels 
consideration may be given to moving the service to an alternate provider or evaluate the necessity of 
the clinical program activity outright.  

•

•
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7.7 Unsustainable Inpatient Care Activity: Where critical mass is insufficient for long term sustainability, 
the hospital should consider transferring the program to an organization with sufficient resources and 
capacity to efficiently provide the clinical service.  

7.8 Patient Care Not Consistent With Mission, Core Services and Strategic Priorities of the Hospital:  
As part of the hospital’s overall planning process, it is assumed that the hospital has strategically 
assessed all of its clinical activity into Core Services and hospital specific strategic priorities. Only 
the lowest ranked areas of clinical activity will be considered by the hospital for potential reduction. 
Where inpatient program or activity is inconsistent with the mission, core services, and strategic  
directions of the hospital consideration should be given to reducing these services if they are not 
among the protected services as indicated in these guidelines and the HAA.  

7.9 Patient Care Consistent With Mission, Core Services and Strategic Priorities of the Hospital:  
As a last option, when all other measures have been assessed, hospitals may consider a reduction 
in their ‘core’ or ‘cornerstone’ programs in order to balance operations costs. Such service will not 
include the protected services as indicated in these guidelines and the HAA. Where such services are 
being considered for reduction, all reasonable efforts should be made to plan with alternative providers 
to ensure patient access to services.

7.10 Protected Services Cannot be Reduced as Part of a Step Seven Reduction Strategy:  However, protect-
ed services can be adjusted to reflect appropriate access to these services, subject to Schedule B (sec-
tion 6.0) of the HAA.
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Appendix B: BUSINESS CASE TEMPLATE
 
A business case should be submitted when a hospital wishes to implement any change in operations that 
would adjust their global operational funding. This includes, but is not limited to, situations such as the:

Proposal of new programs;
Expansion of existing programs; 
Elimination or reduction of existing programs; and
Transfer of programs in or out of the hospital.

The business case submitted should include the following:

Introduction/ Background: introduce the proposal, rationale or reason(s) for developing the business 
case at this particular time, describe what has happened in the past to address the problem, and what the 
current status is at the time of writing.  

Overview: What is the goal of the proposal and how does the proposal relate to the hospital’s strategic 
plan and any regional initiatives (including those in the IHSP). 

Situational Assessment: Perform a SWOT Analysis (Analyze the strengths, 
weaknesses, opportunities and threats of the project):

Identify the impact on stakeholders; and
Identify the community partners who have been consulted in the development of the project and the 
impact on them. 

Key Success Factors and Constraints: What are the key assumptions being made, what resources will 
be required, what dependencies exist with other projects or initiatives, how will success be measured at 
the end point? 

Options: Describe all possible alternative options to the situation at hand and the rationale for the  
recommended option:

Historical and current trends in activities, costs, productivity, demand and supply of resources.
Quantitative measures (dollars and relevant statistics) are necessary to demonstrate to the reviewer 
the exact nature of the problem or situation to be addressed:

Outline the number of FTE impacted for each option and the associated cost;
Detail the financial impacts/requirements of each option; and
Describe the major risks of each option.

Interdependencies with internal/external services and providers are a necessary part of the problem 
or situation identification.
Analysis of each option including:

Pros and cons; 
Workload statistics showing staffing impacts and productivity;
Turnaround time/Implementation period; and 
Financial analysis including operating and capital expenses, revenues and savings with respect to 
each of the following:

Quantify/identify the impact expected in each year of implementation. What decisions have 
to be made and/or what needs to happen either concurrently or sequentially over the next X 
months/years to ensure success?

•
•
•
•

1.

2.

3.

•
•
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5.

•
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Implementation Strategy: List the target benefits, measures and dates for achievement, critical deliver-
ables, impact and communication with stakeholders. 

Communication and Marketing Strategy: A communications or marketing plan should accompany the 
Business Case that is targeted to the appropriate audiences. The Communications/Marketing Plan will de-
scribe the process, options reviewed, recommendation and supporting arguments in a manner to increase 
understanding, acceptance, and the likelihood of success. 

6.

7.
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Appendix C: DATES FOR DATA SUBMISSIONS

The ministry requires hospitals to meet the following timelines for the submission of financial and statistical 
datasets for FY 2006/07:

Preliminary Data 
Submission Dates

May 31, 2007May 15, 2007FY 06/07 Q4

February 28, 2007February 14, 2007FY 06/07 Q3

November 30, 2006November 15, 2006FY 06/07 Q2

August 31, 2006August 15, 2006FY 06/07 Q1

OMHRS

May 31, 2007May 15, 2007FY 06/07 Q4

February 28, 2007February 14, 2007FY 06/07 Q3

November 30, 2006November 15, 2006FY 06/07 Q2

August 31, 2006August 15, 2006FY 06/07 Q1

CCRS

May 15, 2007April 30, 2007FY 06/07 Q4

February 14, 2007January 31, 2007FY 06/07 Q3

November 15, 2006October 31, 2006FY 06/07 Q2

August 15, 2006July 31, 2006FY 06/07 Q1

NRS

May 31, 2007May 15, 2007FY 06/07 Q4

February 28, 2007February 14, 2007FY 06/07 Q3

November 30, 2006November 15, 2006FY 06/07 Q2

November 30, 2006November 15, 2006FY 06/07 Q1

NACRS/DAD

May 31, 2007April 20, 2007FY 06/07 Q4

January 31, 2007January 8, 2007FY 06/07 Q3

October 31, 2006October 6, 2006FY 06/07 Q2

N/AN/AFY 06/07 Q1

MIS

Final Data SubmissionFinancial/ Statistical
Data Sets

May 31, 2007May 15, 2007FY 06/07 Q4

February 28, 2007February 14, 2007FY 06/07 Q3

November 30, 2006November 15, 2006FY 06/07 Q2

August 31, 2006August 15, 2006FY 06/07 Q1

OMHRS

May 31, 2007May 15, 2007FY 06/07 Q4

February 28, 2007February 14, 2007FY 06/07 Q3

November 30, 2006November 15, 2006FY 06/07 Q2

August 31, 2006August 15, 2006FY 06/07 Q1

CCRS

May 15, 2007April 30, 2007FY 06/07 Q4

February 14, 2007January 31, 2007FY 06/07 Q3

November 15, 2006October 31, 2006FY 06/07 Q2

August 15, 2006July 31, 2006FY 06/07 Q1

NRS

May 31, 2007May 15, 2007FY 06/07 Q4

February 28, 2007February 14, 2007FY 06/07 Q3

November 30, 2006November 15, 2006FY 06/07 Q2

November 30, 2006November 15, 2006FY 06/07 Q1

NACRS/DAD

May 31, 2007April 20, 2007FY 06/07 Q4

January 31, 2007January 8, 2007FY 06/07 Q3

October 31, 2006October 6, 2006FY 06/07 Q2

N/AN/AFY 06/07 Q1

MIS

Deadlines




