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��INTRODUCTION AND BACKGROUND

The united counties of Stormont, Dundas & Glengarry, and Prescott & Russell , have a special set of health care issues to consider, given their particular blend of rural and urban communities. The most heavily populated area is the City of Cornwall.   where  approximately 27 percent of the population reside.  The balance of the population is scattered throughout smaller towns and villages..  The population centres of Cornwall, Alexandria, Winchester and Hawkesbury are all served by hospitals that date back decades.  As a result of the varied population and geography, the health care delivery system of Stormont, Dundas & Glengarry, and Prescott & Russell   has evolved over the years to address the particular needs of the two counties.



The challenge for the hospital and health care system is to serve the needs of this diverse population  in an efficient and effective manner.  The history of the health care system is as diverse as the people it serves.  Both Cornwall hospitals, The Hôtel Dieu  and the Cornwall General ,  celebrated their respective 100th anniversaries in 1997.   The two hospitals in Cornwall have rationalized  services between the sites and have created a common medical staff.  The Hôpital General de Hawkesbury and District General Hospital is a fully bilingual facility serving the hospital requirements of the people living in western Quebec as well as the residents of Prescott & Russell.  The Glengarry Memorial and Winchester Memorial hospitals have a long tradition of service provision in the context of smaller hospitals serving large rural areas.  The home care services, long term care and other community based services have played a significant and vital role in the health care delivery system in Stormont, Dundas & Glengarry, and Prescott & Russell.



Nonetheless, the health care system of the Stormont, Dundas & Glengarry, and Prescott & Russell  requires significant restructuring if it is to meet the needs of patients into the next millennium.  The District Health Council of Eastern Ontario (DHC), now merged with the Ottawa and Renfrew councils to form the Champlain District Health Council, produced a study primarily focusing on the hospital and health care system in Cornwall and the surrounding areas.  Its recommendations are the basis of the Health Services Restructuring Commission (HSRC) review.  However, to a lessor degree, the HSRC will also consider the other areas in  Stormont, Dundas & Glengarry, and Prescott & Russell as part of the review process.



The Ontario health services system is facing its single greatest challenge since the inception of medicare.  Increasing demand, changing patterns of practice, and new technologies in a time of limited resources create a configuration that must be addressed if we are to maintain and enhance a health care system that is among the best in the world. Administration must be streamlined, redundant capacity reduced, and clinical service delivery improved to ensure efficient and effective use of resources and improved linkages between sectors.  These are but some of the steps necessary to restructure the current system effectively.  The accomplishment of these steps must precede the emergence of a health services system that will be fully responsive to the future needs of the population inthe next millennium.

�The Health Services Restructuring Commission Process

The role of the HSRC is to make decisions that will help local, district and regional processes move forward logically and sensibly, based on three prime criteria: quality of care, accessibility to care, and affordability of care, recognizing local circumstances and particular needs.  Given the current fiscal environment, quality and accessibility will suffer if the status quo prevails.  The major objectives of the HSRC are to ensure accessibility and high quality health care, to reduce expenditure on overhead and administration, to reduce duplication and redundancy, to focus resources on direct patient services and to reinvest in those areas where needs dictate.  Perhaps more fundamental to our decision-making is the realignment of health services to improve the critical mass and clinical coherence of programs and services, to maximize benefits to patients and providers.  Determining appropriate organizational relationships and system capacity to improve accessibility are also cornerstones of HSRC decision-making.



The work of the HSRC is not simply about cost cutting.  A leading objective for the HSRC is to stimulate the development of a hospital system in Stormont, Dundas & Glengarry, Prescott & Russell whose elements are focused on working cooperatively to provide the residents and the referral populations with the best hospital services.

The HSRC Mandate and Terms of Reference

Bearing in mind the magnitude of the task and the limited time and resources available, the HSRC functions in accordance with the following terms of reference:



It will:

make decisions on restructuring hospitals, by directing hospital closures, amalgamations, program transfers and any other actions considered necessary to implement hospital restructuring.

make recommendations to the Minister of Health on how to improve the efficiency and effectiveness, including cost-effectiveness, of other elements of the health services system, including the provincially operated psychiatric hospitals, while maintaining or enhancing the quality of services provided.

identify areas for reinvestment in communities that will lead to development of a comprehensive and integrated community, district and regional health system.  �

The HSRC's work plan will be undertaken quickly, meeting a schedule that will allow it to discharge its mandate within four years.  �

Options for change will be evaluated against three broad criteria:

maintenance or enhancement of quality of services

maintenance or enhancement of accessibility to services, and 

affordability.

The HSRC Vision of the Future Health System

The current need to rationalize, consolidate and better integrate health services in Ontario means that difficult decisions must be made about how to restructure the health care system so that it can continue to provide high-quality services to patients while becoming more fully-integrated.  This is one of the major underlying assumptions that guide the HSRC in its deliberations.



In January 1997, the HSRC released a vision of what it believes the future health services system will look like.  The vision describes a system characterized by improved integration and coordination; a system organized geographically but managed locally in concert with provincially developed policies, goals and objectives.  It is a system that recognizes that constantly improving technologies and patterns of health care practice are reducing the need for institutional care even as that demand for community-based health services is increasing because of changing demographics and consumer expectations.



As a working hypothesis the vision statement is intended to provide a context for restructuring decisions and recommendations, and to stimulate broad public discussion and suggestions that will help to refine the health services system.



Health care services have a history of fragmentation.  The difficulties of the current health care "non-system" have been well recognized: "silos" of funding and policy build rigidity, and tend to fragment care.  Similarly, it is now well recognized that existing forms and levels of funding in certain sectors of the health care system may have perverse incentives.  The HSRC believes that much of this fragmentation will be reduced with the current trend toward greater vertical and horizontal integration of providers and sectors into systems (described in the vision statement as integrated health systems – IHS’s) capable of offering the full continuum of care while shifting resources as appropriate to meet the needs of the people.



While the HSRC believes that integration is essential to system-building, it also acknowledges the importance of diversity in each sector's components.  The objective is not to make all hospitals or long-term care facilities the same: integration need not stifle diversity or distinctiveness, nor result in organizational consolidation.  Integration does, however, require compromise, shared vision and values, and a willingness to pursue the common goal of improved health care and health outcomes.  To achieve the transformation from the present highly-fragmented organizational structures and the high value put on ‘autonomy’ of individuals and organizations to tomorrow’s integrated systems will require dedication and a very high degree of commitment to meeting the common good.  While the HSRC has not underestimated this formidable challenge, it is also aware that preserving the status quo is not in anyone's interest.



The HSRC believes that the intended directions issued for Stormont, Dundas & Glengarry, and Prescott & Russell  build on the progress toward implementing the local plan for developing a sustainable service delivery model, a model characterized by a strong hospital system better linked with other elements of the health system.  It is a model that will be capable of meeting the future needs of the community within the financial resources available.



It is hoped that the changes for Stormont, Dundas & Glengarry, and Prescott & Russell , as outlined in the accompanying notices for direction, will begin a process of coherent, constructive change, renovation and modernization.

�Purpose and Overview of the Report 



This report contains the results of the analysis that the HSRC conducted as part of its review of the Eastern Ontario hospital restructuring process and report.  The results, decisions and intended directions to the hospitals are detailed in the following pages.  Building on the work of the DHC of Eastern Ontario, the HSRC applied in  Stormont, Dundas & Glengarry, and Prescott & Russell  its methodologies, both clinical and financial, to address capacity requirements and assess various restructuring options..  The HSRC recommendations balance quality, accessibility and affordability in a comprehensive approach to the future configuration of the health care delivery system in Stormont, Dundas & Glengarry, and Prescott & Russell.  To achieve the intended directions contained herein will require the dedication, commitment and hard work of all stakeholders.



The lead commissioner involved in the review was Donald Thorton; Muriel Parent was an accompanying commissioner.  At the start of its review in  Stormont, Dundas & Glengarry, and Prescott & Russell, the HSRC invited persons and organizations to provide input and, as a result, received written briefs from persons and organizations in Eastern Ontario, both within the health care sector and outside it. 



In early December, 1997 the lead and accompanying commissioners, the HSRC chief executive officer and senior staff met with the DHC of Eastern Ontario, with board members, physicians and management and staff from each of the five hospitals, and with the board-elect of the Community Care Access Centre; and with local politicians and representatives of both the Ontario Nurses Association and the Ontario Medical Association.  Using the material collected and applying up-to-date planning  benchmarks and guidelines, the HSRC built on the DHC model and developed recommendations for a hospital system, to a large extent, incorporating and enhancing the creative planning already done locally.  The restructured system can be expected to meet the health care needs of Stormont, Dundas & Glengarry, and Prescott & Russell for years to come, since it takes into account the expected demographic changes for the region to 2003.



The structure of the report is as follows:



Section I�provides a regional and community profile of Eastern Ontario and includes key demographic, health status and socio-economic data related to the population.

��Section II�provides a broad overview of the current health care delivery system and includes an analysis of information on costs, clinical/utilization rates and supply requirements.

��Section III�provides a brief summary of the District Health Council of Eastern Ontario's final report, Hospital Renewal Project for Cornwall and area, issued in May, 1997.

��Section IV�provides details on acute inpatient utilization analysis.

��Section V�framework for evaluation of restructuring options

��Section VI

�acute care services

��Section VII�provides details on mental health service requirements.

��Section VIII�provides details on non-acute care services

��Section IX�describes the framework for the evaluation of restructuring options and provides details on siting options.

��Section X

�provides the details of long-term care beds and places required for Stormont, Dundas & Glengarry, and Prescott & Russell using the most recent guidelines..��Section XI�provides the options for governance and management of the cornwall and region hospitals 

��Section XII�provides details on savings, costs and reinvestments

��Section XIII�provides a summary of recommendations�� �SECTION I:  REGIONAL AND COMMUNITY PROFILE

Geographic Profile

The united counties of Stormont, Dundas & Glengarry, and Prescott & Russell comprise the planning region of Eastern Ontario.  The province of Quebec to the north and east, the county of Leeds & Grenville and the region of Ottawa-Carleton to the west and the St. Lawrence river to the south, border them.  There are five main regions within these counties: Stormont, which has as its main population centre Cornwall; Glengarry, which includes Alexandria; Dundas, which includes the town of Winchester; and Prescott and Russell which includes Hawkesbury. 

Resident Population

The 1996 census lists the population of eastern Ontario as 194,530. The City of Cornwall comprises approximately 27% of that population. 

Population Projection

























A population projection is an estimate of what the future population might be, given alternative plausible assumptions about fertility, mortality and migration.  It is difficult to predict population size beyond the most recent census years.  In the past, the HSRC planning framework relied on Ministry of Finance projections, which were based on 1991 census, and generally over-estimated growth in some areas.  The population projection reported in the next section is obtained from Statistics Canada and is based on 1996 census (adjusted estimate) and provides a more accurate growth rate in various areas of Ontario. For instance based on the new projections the growth rate for the province between 1995 and 2003 is estimated to be 10% as opposed to 12% reported previously using Ministry of Finance projections.  The following graph depicts the differences in growth rates in various areas throughout the province from 1995 to 2003.�

�



















Source-Statistics Canada, Population Projections based on 1996 Census 



By 2003 the population of Eastern Ontario is expected to increase by 7.6%.  This is lower than the projected 10% growth for the province.  Most significantlyt, the two united counties display different growth patterns as a whole.  Stormont, Dundas & Glengarry is projected to increase only 2.7% by 2003, whereas, the united counties of Prescott & Russell exhibit a growth rate  of 15% which surpasses the Ontario average growth rate.



Comparing the rate of growth between Stormont, Dundas & Glengarry, and Prescott & Russell with that of Ontario for specific age groups indicates that there are some significant differences.  These can be seen in the following table. 



Percentage Growth Comparison of Eastern Ontario and Ontario (1995-2003)

�



The united counties of Stormont, Dundas & Glengarry exhibits negative growth or population decline in the age groups of 0 – 14 and 15 – 44.  Overall, Stormont, Dundas and Glengarry has a lower growth rate than the province in all age groups.  Prescott & Russell, on the other hand have a growth rate that exceeds the growth rate of the province in all age categories.  With significant growth in the 45 – 64 age group.  Although the two united counties are in the same planning region, their rates of growth differ significantly in all age categories.





French Language Population

Based on 1991 census data, 44% of the population of the Stormont, Dundas and Glengarry, Prescott and Russell Counties is francophone, representing a 14% share of the Ontario francophone population.  In neighbouring Ottawa-Carleton region, 18.4% of the population is francophone representing 22.8% of Ontario’s francophone population.  Furthermore, the western Quebec population, traditionally significant users of hospital services particularly in the Hawkesbury   is expected to grow by an additional 18,000 in population to the year 1998�.  Issues of access to services respecting the cultural and linguistic requirements of this population is an important consideration in the reconfiguration of services in Stormont, Dundas & Glengarry, Prescott & Russell Counties.  



Table 1 outlines the francophone population in the province based on regions. 



Table 1:  Francophone Population

Region by DHC�Total Population�Francophone

Population�% Francophone

in the Area�Share of Prov’l

Francophone

Population��Cochrane�	93,917�	46,225�	49.2%�	8.4%��Stormont, Dundas & Glengarry, Prescott & Russell �	175,024�	76,860�	43.9%�	14.0%��Sudbury-

Manitoulin�	198,580�	58,100�	29.3%�	10.6%��Nipissing-

Timiskaming�	123,706�	34,445�	27.8%�	6.3%��Ottawa-Carleton�	678,147�	124,540�	18.4%�	22.8%��Algoma�	127,269�	12,420�	9.8%�	2.3%��Essex�	327,365�	19,210�	5.9%�	3.5%��Renfrew�	91,685�	5,235�	5.7%�	1.0%��Thunder Bay�	158,810�	8,185�	5.2%�	1.5%��Ontario�	10,084,907�	547,280�	5.4%�	100%��Source:  Ministry of Health

Referral Population  

The referral population is the number of persons, regardless of where they live, who receive care in  Stormont, Dundas & Glengarry, and Prescott & Russell hospitals.  Referral population is assigned to a hospital, based on a relative share of inpatient separations (i.e., discharges, transfers, deaths, sign-outs) for a given county/region attributable to that hospital.  In 1995-96, the referral population of Stormont, Dundas & Glengarry and Prescott & Russell was 96,195 and 26,916 respectively compared to the resident population of 116,316 and 77,358 respectively.  This indicates that  some of the region’s residents go outside of the Counties for hospital care.



The standard approach to assessing referral patterns or referral populations is to examine hospital utilization by residents of a specific county/region, usually defined by municipal boundaries, and compare the proportion of residents receiving care within the region to the proportion receiving care outside the region.  Reasons frequently offered to explain patterns of utilization outside a region include: limited access to services within the region, need for specialized services, physician referral practices, patient preferences for larger referral centres, and preferences to access services at other locations. 

�



Just as the two united counties differ in the projected population growth, they also differ widely on their hospitalization patterns.  Although residents of Stormont, Dundas & Glengarry, and Prescott & Russell  receive a significant proportion of health services within their own community, a portion also leave the district for hospital care, mainly in Ottawa, as the next graph shows. 



Stormont, Dundas & Glengarry residents use hospitals within their own county for approximately 77% of hospitalizations.  The remainder of these residents utilize hospital services mainly in Ottawa (19%).  This pattern of utilization is understandable given the proximity of most residents to Ottawa-Carleton hospitals.  It is also an appropriate pattern for an academic health sciences centre such as Ottawa, who offer services and more specialized care which is not always available in non-academic facilities.



�

Prescott and Russell residents use hospitals within their own county for approximately 29% of hospitalizations.  A significant portion of residents leaves the county to receive their care in Ottawa (68%).  The remainder of these residents utilizes hospital services mainly in Stormont, Dundas & Glengarry as indicated in the adjacent graph.  



The previous discussion identified where  Stormont, Dundas & Glengarry, and Prescott & Russell residents go for hospital care.  This next section describes the population who use the hospitals in Stormont, Dundas & Glengarry, and Prescott & Russell.



Most people who use Stormont, Dundas & Glengarry hospitals come from within Stormont, Dundas & Glengarry (59%) and Frontenac County (23%).  The remainder come mainly from, Leeds & Grenville (6%), and other areas (12%).







The Hôpital General de Hawkesbury and District General Hospital  shows a different separation profile than hospitals in Stormont, Dundas & Glengarry.  The majority of the separations come from Prescott & Russell (69%), however, a significant portion of Hawkesbury’s separations come from Quebec (27%).  The following chart demonstrates the separation profile of Hôpital General de Hawkesbury and District General Hospital .

�

�

Socio-economic Data

Socio-economic indicators such as income, employment and education factors have a substantial impact on health both of individuals and of populations.  The HSRC has learned from its research and meetings with stakeholders that both unemployment and social assistance participation rates are very high in the Cornwall area. 

Population Health Status

The SMR� for  Stormont, Dundas & Glengarry, and Prescott & Russell in 1991 and 1992 was slightly higher than the province as a whole, as shown in the following five-year SMR table:



Table 2:  Five Year Standardized Mortality Rates for Eastern Ontario



Year�Standardized Mortality Rates�,

All Causes��1992�1.08��1991�1.11��1990�1.12��1989�1.04��1988�1.11��Source:  HELPS Database, Ministry of Health, Public Health Branch





An examination of SMRs related to seven primary disease categories indicates that death from neoplasms, respiratory illness and suicide have a higher rate (statistically significant) compared to the province.  When examined over the years, the deaths from neoplasms have been consistently higher than the province.



Table 3:  Standardized Mortality Ratio by Disease Categories for Eastern Ontario

Year�Infectious Disease�Neoplasms�Mental Disorders�Circulatory�Respiratory�Suicide��1992�0.61�1.14*�1.12�0.94�1.28*�1.73*��1991�1.16�1.14*�1.86*�0.96�1.03�1.48��1990�0.57�0.95�2.11*�0.93�1.33*�0.97��1989�1.85*�1.14*�1.88*�0.87*�1.09�1.08��1988�1.04�1.19*�1.35�0.78*�0.98�0.73��Source:  HELPS Database, Ministry of Health, Public Health Branch *Statistically significant



The significance of the annual variations must be weighed against the relatively small population upon which the ratios are based.



�SECTION II:  OVERVIEW OF THE CURRENT HEALTH CARE SYSTEM IN EASTERN ONTARIO

Hospital Care

There are five hospitals in Stormont, Dundas & Glengarry, and Prescott & Russell  operated by five corporations.  The Religious Hospitallers of St. Joseph are the owners of the Hôtel Dieu Hospital, in Cornwall.  The hospital is governed by a local board of directors consistent with the requirements of the Public Hospitals Act. The Cornwall General Hospital is also a public hospital governed by its board of directors. The Winchester District Memorial Hospital, located in Dundas County in the Town of Winchester, The Glengarry Memorial Hospital located in the town of Alexandria in Glengarry County,and Hôpital General de Hawkesbury and District General Hospital, is located in Prescott County in the town of Hawkesbury  are all public hospitals. 

Long-Term Care Facilities 

There are 18 long-term care facilities with 1,664 beds in Eastern Ontario. 

Community Agencies

Stormont, Dundas & Glengarry, and Prescott & Russell has a range of varied community support services provided by independent agencies and the Community Care Access Centre.  These include the public health department, in-home health care, homemaking services and meals on wheels.

Overview of Hospital Activity 

The hospitals in Stormont, Dundas and Glengarry and Prescott & Russell provide a broad range of acute, chronic, rehabilitation and mental health services on an inpatient, ambulatory and outreach basis.  Each hospital provides emergency and acute care beds and with the exception of the Cornwall General Hospital, all of the area hospitals provide chronic care.  Acute care services in Cornwall have been rationalized between the two institutions, in terms of program location.  The Hôtel Dieu Hospital provides a full range of inpatient services including obstetrics and paediatrics.  The Cornwall General Hospital provides inpatient services including mental health and rehabilitation beds.



The following table shows the total 1995/96-bed configuration in Eastern Ontario, along with emergency room visits and numbers of inpatient and day surgery cases:



Table 4:  Hospital Bed Configuration, Stormont, Dundas & Glengarry, Prescott & Russell

Beds/Service Category �Cornwall General�Hôtel Dieu�Winchester District�Glengarry Memorial�Hawkesbury District�

Total��

Acute�

	80�

	127�

	63�

	36�

	57�

	363��Chronic�	-�	100�	32�	15�	28�	175��Rehabilitation�	22�	-�	-�	-�	-�	22��Acute Mental Health�	30�	-�	-�	-�	-�	30��Total�	132�	227�	95�	51�	85�	590��Operating Rooms�	5�	4�	3�	1�	2�	11��ICU/CCU�	11�	10�	4�	-�	3�	15��Emergency Visits�	39,273�	44,118�	25,974�	18,223�	36,663�	164,251��Ambulatory Visits includes Day/Night�	-��-�-�-���Source:  MIS 1995/96 Database



It is apparent from the Stormont, Dundas & Glengarry, and Prescott & Russell hospitals’ 1997/98 operating plans that the rationalization of some services has occurred and utilization improvements have resulted in the reduction of required acute and chronic care beds.  The following table depicts the changes in the bed configuration from 1995/96 to 1997/98 in Stormont, Dundas & Glengarry, and Prescott & Russell Counties.  



Table 5:  Hospital Bed Configuration in Stormont, Dundas & Glengarry, and Prescott & Russell  1995/96 and 1997/98*



Beds�Cornwall General��Hôtel Dieu��Winchester District��Glengarry Memorial��Hawkesbury����1995/96�1997/98�1995/96�1997/98�1995/96�1997/98�1995/96�1997/98�1995/96�1997/98��Acute�80�48�127�100�63�54�36�19�57�44��Mental Health �30�22�0�0�0�0�0�0�0�0��Rehabilitation�22�18�0�0�0�0�0�0�0�0��Complex Continuing Care�0�0�100�60�32�26�15�15�28�18��Total�132�88�227�160�95�80�51�34�85�62��*Based on hospitals’ 1997/98 operating plans



The acute separations for Stormont, Dundas & Glengarry, and Prescott & Russell by hospital and level of care show that the majority of primary and secondary services are provided at facilities within Stormont, Dundas & Glengarry, and Prescott & Russell.  Most tertiary care is provided at Ottawa area hospitals.



Table 6:  Acute Separations by Level of Care in  Stormont, Dundas & Glengarry, and Prescott & Russell (1995/96)

Hospital�Primary�Secondary�Tertiary �Total��Cornwall General�	2,386�	1,057�	115�	3,558��Hôtel Dieu�	4,653�	1,728�	110�	6,491��Winchester District�	2,361�	812�	8�	3,181��Glengarry�	666�	92�	1�	759��Hawkesbury�	2,430�	790�	48�	3,268��Total�	12,496�	4,479�	282�	17,257��Source: CIHI� 1995/96



Comparing the breakdown of primary, secondary and tertiary care (1995/96) shows that Stormont, Dundas & Glengarry, and Prescott & Russell hospitals have a higher proportion of primary cases and a slightly lower proportion of secondary and tertiary cases than the province as a whole.



Percentage By Level of Care at 

Eastern Ontario Hospitals� Percentage of Level of Care at

Non-Teaching Hospitals in Ontario���EMBED Word.Picture.8���



A full breakdown of inpatient services provision for Eastern Ontario hospitals is attached as Appendix A.





�SECTION III:  DISTRICT HEALTH COUNCIL REVIEW

Report of the District Health Council



In May 1997, the District Health Council of Eastern Ontario released the final report of its Cornwall and area health services study:  Hospital Renewal Project for Cornwall and Area.  The report was the result of over a year  of research, analysis and consultation. 

Mandate and Process

The DHC and local hospital planning partners, collaborated to develop a hospital renewal plan for the City of Cornwall and its immediate surroundings. The report did not deal with issues respecting the three hospitals in Stormont, Dundas & Glengarry, and Prescott & Russell outside of Cornwall.  The HSRC did receive additional material from the DHC respecting these facilities but will not address specific restructuring of these hospitals until it addresses all eastern Ontario small hospitals under the Ministry of Health Northern and Rural Health Care Framework.



While the District Health Council coordinated the work, the staff of the two hospitals provided a significant portion of the information and members of the Boards of Governors were majority participants on the steering committee overseeing the process.  The Inter-hospital Committee, in partnership with the Chair and the Executive Director of the DHC of Eastern Ontario became the project’s steering committee.

Methodology

A comprehensive communication and consultation strategy was established for involvement and input from key stakeholder groups and persons in Cornwall and its surrounding.  The strategy involved a number of measures.  The public was kept informed through various information channels on an ongoing basis.  All documentation was produced in both English and French.   



The review process was conducted in two phases.  Phase I described the current services and system.  Work groups were formed which subdivided the system into components.  Each facility named representatives in equal number.  The results of phase I supported a second phase and proposed a planning framework to examine four options.

Option Development

The work groups reviewed the proposed options to estimate the potential impact on their service areas and on the hospital sector as a whole in Cornwall.  The four options are:



Option 1:	status  quo

Option 2:	all services on one site 

Option 3:	two sites offering distinct services at each site with two management structures

Option 4:	two sites offering distinct services at each site with one management structure



Regardless of the hospital structure that would be adopted, essential elements were developed that the new system must meet.  Each work group examined their clinical settings according to the stated elements.  The task was to estimate a specific program’s ability to effectively incorporate each of the elements.

Key Recommendations

The community have access to 251 beds categorized as follows:

129 acute

50 chronic

32 transitional

22 acute mental health

18 rehabilitation

Hospital services should be consolidated onto one site – the Hôtel Dieu site

A newly constituted public corporation with non-share capital be established to replace the two existing boards and to provide the range of health services currently available

The new system have one administration, one medical staff and one medical advisory committee

Future savings be allocated to support the renovation costs in order to alleviate the burden of the community’s contribution

The Ministry of Health reinvest $7.5 million annually for transitional care; home care; repatriation of some services and MRI

The Ministry of Health establish a fund to recruit medical specialists as required

The enhancement of community services must precede hospital restructuring.

 A French Language Services Plan be developed in accordance with the provisions of the French Language Services Act

A human resources adjustment committee be organized jointly by the Cornwall General Hospital and the Religious Hospitallers of St. Joseph Health Centre of Cornwall

The DHC study the roles of the Winchester District Memorial Hospital, the Glengarry Memorial Hospital and the Hawkesbury & District General Hospital within the framework of the Rural and Northern Health Care Framework



�SECTION IV:  ACUTE INPATIENT UTILIZATION ANALYSIS

A review of current utilization of acute inpatient services in Eastern Ontario hospitals identifies opportunities to improve utilization.  The following analysis of acute separations and utilization illustrates some of the variances from the province as whole and other urban centres. 



The HSRC acute care methodology addresses most types of cases  based on clinical benchmarking.  This is used in assessing potential clinical utilization improvements on the basis of best practices of Ontario hospitals. The method is further explained below.  In addition to acute clinical inpatient utilization improvements the HSRC also addresses growth in both inpatient and ambulatory acute care, acute mental health and the requirements for non-acute services based on the planning guidelines outlined in Change and Transition released by the HSRC in April of 1998.  

Acute Inpatient Utilization Analysis

The HSRC conducted comparative analyses of resource utilization to examine opportunities to improve the utilization of acute care hospital services.  While the HSRC has not established a “target rate” for utilization of hospital services, it is of interest to understand utilization of resources in comparative terms and to make observations about opportunities to improve utilization of hospital services.  Acute inpatient utilization can be measured in terms of separation and utilization rates.  The HSRC has developed a model to compare those rates across the province and offer an indicator of the services currently being provided.  While the model describes the rates for the province, and its counties and regions, it does not indicate whether those rates are appropriate or inappropriate; the HSRC makes use of the model as background information and as an indicator that further research may be necessary. 

Separation Rates

Separation rates (i.e., hospitalization rates) provide a measure of the admission (or separation) activity of residents in various communities.  The separation rates identified here are determined by the number of separations in 1995/96 per 1,000 age-adjusted population (1996 Census). This rate is calculated before utilization improvements are considered, and is based on the population of Eastern Ontario regardless of where they receive care.  This rate will therefore differ from the Expected Stay Index utilization rates of the hospitals which are used in later in this section.  The methodology used to develop the age sex rates is described in further detail in Appendix B.  The comparison across several counties shows both Stormont, Dundas & Glengarry, and Prescott & Russell.   The United Counties’s separation rate is 120 and 97 respectively.  Stormont, Dundas & Glengarry is substantially (20%) higher than the provincial average number of separations at 101 per 1000 population.  Prescott & Russell meanwhile, have a separation rate only slightly lower than the provincial average. 





�Acute Separations per 1,000 Age-Adjusted Population



While the HSRC makes no conclusion regarding this variance, significant opportunities for admission management seem to exist once reasons for high hospitalization are examined.  The characteristics of the local health care system and demographic indicators such as socio-economic factors partly explain the higher rates of hospitalization in Stormont, Dundas & Glengarry.  The higher rates could also have resulted from specific health needs of the local population or a variety of supply issues including physician supply and the strength of the primary care system.  The question as to how much these rates can be reduced requires significant further research on the part of the local hospitals and the Champlain District Health Council. 



The HSRC is undertaking a further analysis of the unexplained variation as a clearer understanding will be required if the province assess alternative funding and resource allocation models.  As part of its analysis the HSRC is attempting to understand the relationship between hospitalization rates and factors such as health status, physician supply, socio-economic indicators and geography, all of which may help to explain why academic centres have lower admission rates than non-academic centres. 



The methodology that the HSRC used in restructuring the health care system does not involve significant changes in separations in Eastern Ontario or any other community.  The conservable days associated with avoidable admissions (i.e., social/primary care admissions and ambulatory care indicated admissions) amount to less than 2% of total days provincially. 



�

Utilization Rates

Examination of utilization rates considers the total utilization of hospital care by residents within a geographic area, irrespective of where services are accessed.  This measure is calculated as total patient days for residents of the county/region divided by the population adjusted for age and sex.  The rates were calculated using 1995/96 patient days and 1996 Census population.  The rates differ from those described in earlier HSRC reports:  1996 Census population data was used (since Ministry of Finance 1995 and 1996 population projections overestimated population growth), along with the age and sex adjustments to control for variation in age across communities.  



�Patient Days per 1,000 Age-Adjusted Population



For 1995/96, the utilization rate for Prescott & Russell was 589, slightly lower than the provincial average of 628, and the utilization rate for Stormont, Dundas & Glengarry was 81 significantly higher than the provincial average. 



�The utilization rate is a function of two aspects of acute inpatient hospital use: 

	-	the rate of hospitalization (separations)

	-	the average length of stay



The utilization rate may be expressed as follows:



(Acute Separations x Acute Average Length of Stay)  x  1000

	Population (Number)�



Since a hospital’s utilization rate is driven by these two factors, hospitals need to ensure that utilization management strategies are in place that monitor and where possible improve both length of stay and appropriate admissions.



The previous two charts, acute separations per 1000 age-adjusted population and patient days per 1000 age-adjusted population are useful tools when reviewing the health care status of the counties, since they provide a proxy for the health needs and resource consumption of the population.  However, their relationship to hospital performance is indirect.  Since there is no municipality that receives all hospital care exclusively from one hospital the rates are composites of the performance of all of the hospitals that provide services to residents of the region. 



All hospitals in Ontario admit patients from outside their region, and in some cases the number of patients from outside a region can be a significant portion of the hospitals’ case loads.  Thus no region is exclusively dependent on a single hospital for care and no hospital provides care exclusively for residents of one region.  For those hospitals that serve as referral centres, the cases from outside the region are frequently more difficult (high-end secondary, tertiary, or quaternary) cases requiring resources or expertise that may be unavailable in the region. 



Each hospital’s contribution to the region’s separation and patient day rates varies depending on the type of cases being seen by, and the relative efficiency of that hospital.  Further, the hospital’s contribution to the region’s rate may not reflect the hospital’s overall performance. Therefore, there is a need to look at hospital-specific rates and county rates separately.  



At the hospital level, the HSRC continues to use the patient days per 1000 ESI (Expected Stay Index) referral population rate.  The ESI is an adjustment, specific to each hospital that reflects the differences in the age and case mix of the patients being served.  The ESI adjustment is an indexed rate that is applied to the referral population of each hospital.  The referral population for each hospital represents the total Ontario population served by the hospital.�  Hospitals with a preponderance of cases that are expected to have a longer length of stay than the provincial average  (e.g., tertiary/quaternary referral hospitals) will have an ESI greater than ones that do not.. Hospitals that have a preponderance of cases with a length of stay lower than the Ontario average (e.g., hospitals that are focused on primary care) will have and ESI of less than ones that do not..  For further information on the ESI adjustment please refer to the JPPC document Methodological Improvements in the calculation of Hospital Referral Population and Utilization Rates.



This distinction between the county or region’s age- and sex-adjusted rates, and the ESI age-adjusted rates is important.  In Stormont, Dundas & Glengarry, and Prescott & Russell Counties, the patient days per 1000 age-adjusted population are lower than the patient days per 1000 ESI referral population rate for hospitals in of Stomont, Dundas & Glengarry,  and Prescott & Russell Counties.  For most communities of a similar size residents travel outside the region for most tertiary and all of their quaternary care requirements.  This appears to be the case for the United Counties residents.  There was a difference in length of stay in 1995/96 where the local hospitals exhibit a 10% higher length of stay for comparable cases than hospitals used by residents that are outside of the United Counties.



In conclusion, it must be noted that neither rate is used by the HSRC to determine the appropriate level of care required for Stormont, Dundas & Glengarry, and Prescott & Russell .  The methodology that the HSRC used to size the hospital system in  Stormont, Dundas & Glengarry, and Prescott & Russell is based on benchmarks for each case, rather than by applying an aggregate rate to the Counties, which would be less precise. 

Per Capita Acute Care Expenditures 

As in its Essex County, GTA and Hamilton-Wentworth report, the HSRC undertook further study of the per capita funding for acute care services in Stomont, Dundas & GlengarryStomont, Dundas & GlengarryGlengarry and Prescott & Russell Counties.  As mentioned above, the HSRC’s methodology accounts for inpatient acute care expenses attributable to county residents irrespective of where the care is delivered.  The methodology does not reflect total hospital expenditures as it excludes ambulatory expenditures.  However, it does provide a perspective on the per capita funding consumed by the residents of the county.  To accomplish this, direct standardization was used whereby each county’s utilization rate was applied to the provincial population for the specific age and sex group, and the results were compared.



As shown in the following graph, the per capita funding calculated for Prescott & Russell is slightly lower than the provincial average per capita spending, whereas per capita funding calculated for Stormont, Dundas & Glengarry is higher than the provincial average.  











�



�



All three of the previous charts, (age-adjusted separations, utilization rates and per capita funding) include days and cases that may be considered conservable under the methodology.  The HSRC reaffirms its position of not setting a target (or minimum) standardized population-based utilization rate.  Utilization patterns across communities and regions differ because of a wide range of factors, some of which include patterns of practice, acuity, average length of stay, geography, population characteristics, supply of physicians, and community resources.



�SECTION V:  FRAMEWORK FOR EVALUATION OF RESTRUCTURING OPTIONS

There are several possible options for hospital restructuring in Stormont, Dundas & Glengarry, and Prescott & Russell .  Until there is finalization or at least further development of the Rural and Northern Health Care Framework  for assessing rural and northern hospitals, the extent of the HSRC review is restricted to the Cornwall hospitals and impacts of population based service requirements on the Hôpital General de Hawkesbury and District General Hospital .  The HSRC will revisit the other hospitals at a later date.



To logically assess the best possible configurations of services and sites, the HSRC developed the following analytical framework, reducing the options sequentially in order to arrive at the one that best satisfies the HSRC criteria of accessibility, quality and affordability.



Determine which hospitals fall under the Rural and Northern Health Care Framework, based on the Ministry of Health’s guidelines, and eliminate these from the clinical efficiency benchmarks. �

Estimate total bed, operating room, intensive care and ambulatory requirements through the assessment of utilization improvement potential, population-based planning ratios, referral patterns, and growth to 2003 through the assessment of utilization indicators, benchmarks and referral patterns: for acute, complex continuing care, rehabilitation, mental health and sub-acute care.�

Review data regarding physical assessment of plants and sites for current and future roles including potential for upgrading or expansion and life cycle costs.  Assess the potential to eliminate plants and sites where redevelopment potential is relatively low and projected life cycle costs are high, particularly where significant redevelopment is required just to maintain current activity.�

Develop options for the configuration of hospital services considering facility capacity, optimal critical mass and clinical coherence for service delivery and access indicators.



Assess the configuration options against the criteria of quality, access and affordability.



In addition to these stages of analysis, a series of principles was developed to assist in the culling of options. These principles are:  



Determine pragmatic, do-able solutions that result in the least amount of disruption to patients and service providers.

Build on existing programs or specialty strengths rather than relocate a critical mass of clinical activity to enhance and develop smaller programs.

�Optimize existing capacity relative to populations served.  The acute care locations will ensure that access to emergency services is maintained.

The use of high quality facilities and functional sites will be optimized.



�SECTION VI:  ACUTE CARE SERVICES



The HSRC’s objective in determining appropriate acute care inpatient capacity is to achieve efficiencies for inpatient services based on benchmarking best practices.  There is opportunity to achieve efficiencies in all areas of the province, including areas that already demonstrate low utilization rates.  Low or high utilization rates, in some areas, may reflect differences in population characteristics.



Further analysis of clinical utilization identifies opportunities to improve clinical efficiency through:



reducing/eliminating alternate level of care (ALC) patient days

reducing length of stay to meet benchmark performance

reducing avoidable admissions

conversion to day surgery.

Rural and Northern Health Care Framework

In June 1997, the Ministry of Health released the Rural and Northern Health Care Framework, which provides broad guidelines to district health councils, hospitals and the Ministry of Health in planning for the restructuring of hospital services.  The HSRC is aware that the benchmarking analysis is as yet incomplete and that further revisions to the Framework may result from further consultation and review by the Ministry of Health.



According to the Framework district health councils have been requested by the Ministry of Health to lead a collaborative planning process in their communities to review their existing health services restructuring plans for consistency and applicability with the Framework, and to seek consensus in the content and configuration of the rural and northern health care networks in their regions.  



Recommendations are to be provided to the Ministry within a six-month time frame.  One of the objectives of the Framework is to ensure that all rural and northern hospitals are formally linked with larger full service hospitals as part of regional networks, and that they provide, at a minimum, 24-hour access to basic emergency services.  In addition, the Framework encourages rural and northern hospitals to achieve efficiencies and better co-ordinations through shared clinical and support services, medical staff, management and governance structure. 



The Framework provides for the designation of rural and northern hospitals according to the services to be offered and level of emergency care to be provided.



The Framework will recognize several levels of care for hospitals.  These levels will be based on criteria being developed by the Ministry of Health, which include the size of the community being served, distance from other hospitals, and the level of care currently being provided.  The levels of care being considered by the Ministry are briefly described below.�

Level A

Would provide 24-hour emergency services, with physician access during the day, and ALS trained nursing staff at night.  The hospital would provide some short stay beds.



Level B

As in Level A and would provide on-call or on-site physician for emergency services. Acute inpatient beds for general medical and general surgery patients, and family medicine facilities.



Level C

Full-service hospital with 24-hour emergency services provided by on-site physicians.  They will provide more advanced technological and diagnostic capabilities and will provide specialty programs such as cardiac care, level II obstetrics, paediatrics, orthopaedics, schedule 1 psychiatric services, and rehabilitation.  Each regional network of hospitals will contain at least one Level C hospital. 



Level D

Highly specialized hospitals providing tertiary and quaternary care (e.g. Hospital for Sick Children) within the five academic health science centres in Kingston, London, Toronto, Ottawa and Hamilton. Level D hospitals will be expected to work with the networks to improve access to specialty services. 



As part of the process, the district health council planning groups will work towards:



identifying components and participants in the networks

determining the appropriate level of care, role and responsibilities of each hospital

defining linkages

determining a recommended configuration for the hospital network of services 

developing an implementation plan which will establish the time frames for phasing in the various services components.�



The HSRC supports the need for district health councils and their communities to fully evaluate the health services in their communities with the guidance of the Rural and Northern Health Care Framework. 



The HSRC will awaits the recommendations of the Champlain District Health Council  on the content and configuration of hospital services for the Winchester District Memorial Hospital, the Glengarry Memorial Hospital and the Hôpital General De Hawkesbury and District General Hospital based on the Rural and Northern Health Care Framework.



As a result, the following clinical efficiencies are applicable only to the two Cornwall hospitals.



Alternate Level of Care

Alternate level of care (ALC) cases are those where the patient is ready for discharge from an acute care bed but the required alternative level of service is not immediately available.  The patient must then occupy an acute bed when his or her needs could be better met in a less costly alternative setting such as a long-term care facility.  The reporting of ALC cases is a clinical decision and must be indicated on the patient’s chart by the attending physician.



In the Cornwall hospitals, the ALC caseload was 19% of total beds used in 1995/96.  The HSRC has noted that the rate for Cornwall hospitals is much higher than that of other communities.  If these patients were appropriately placed in alternative facilities, 36 beds could be saved. 

Acute Length of Stay

The 1995/96 overall average length of stay was 7.1 days (excluding psychiatric and newborn cases) in Cornwall hospitals, which is higher than other comparably- sized facilities.  However, 10,818 acute hospital days could be conserved in Cornwall hospitals if the top 25% performance level for the same case types in similar- sized hospitals were adopted.  This represents a saving of 36 beds.  In using 1995/96  data, the most recent financial data available from the Ministry of Health, the HSRC realizes that many of these beds have already been eliminated from the system in Cornwall.

Avoidable Admissions

Avoidable admissions are measured by the number of distinct case types that can be provided on an ambulatory basis or diverted to other service providers in both the health and social services systems.



An assessment of the available information on Cornwall hospital cases separated from the hospitals indicate a number of admissions that are categorized as avoidable (Case Mix Group CMG 851 - Other Factors Causing Hospitalization).  This category includes admissions that can generally be diverted to community services or handled on an ambulatory basis.  There is also a small number of admissions with diagnoses that do not require hospitalization (CMG 910 - Diagnoses Not Generally Hospitalized).



A number of cases have been categorized as May Not Require Hospitalization (MNRH).  If 25% of the MNRH days can be diverted to either hospital-based ambulatory care or to other providers outside the hospital, further clinical efficiency is achieved. 



Each of the above admissions, if avoided, could have saved 2 additional beds.

Day Surgery

There has been a significant shift to day surgery across the province over the past few years.  If the Cornwall hospitals were to achieve the same performance levels as the top 25% performance level hospital, an additional 3 beds could be saved. 



Total Acute Care Bed Requirements

Acute beds staffed and in operation on March 31, 1996 in the Cornwall hospitals totaled 201 acute care beds.  When psychiatry cases are removed from the analysis, a total of 56,803 acute patient days or 188 equivalent beds at 83% occupancy were utilized.  As noted above, the HSRC then analysed the 1995/96 data to identify the number of patient days associated with alternative level of care, as well as those identified as conservable through length of stay reduction and avoidable admissions.  A total reduction of 23,155 patient days (or 77 beds at 83% occupancy) was identified.  The result is that 111 acute care beds are required to accommodate the same caseload that occurred in Cornwall hospitals in 1995/96.



Table 7:  1995/96 Utilization Improvement Potential���Total Cornwall Hospitals �����Data�Equivalent�Percent����Beds at

83% Occupancy�Breakdown��Acute Beds Staffed and in Operation March 31, 1996��201����Benchmark Weighted Occupancy Rate�83%����Current Utilization Rate per 1,000 ESI Referral* Population�864����Acute Patient Days (excluding psychiatry) 1995/96�56,803�188���Conservable Patient Days�����    Moving 100% of ALCs�10,856�35.9�19%��    Moving 100% of CMG 851�468�1.5�<1%��    Moving 100% of CMG 910�1�0�0          ��    Moving 25% of MNRH�179�0.6�<1%��    Days Surgery Potential at 75th Percentile�833�2.8�1%��    Adjustment to 75th percentile ALOS�10,818�35.8�19%��Total Conservable Patient Days�23,155�76.6�41%��Balance Acute Patient Days�33,648�111���ESI Referral Population�65,708����Projected Utilization Rate�512����*Not age adjusted

Source: PDST, 1995/96 �����Implication of Utilization Improvements

The HSRC has heard concerns from providers and consumers regarding the overall reduction of acute care beds.  The HSRC, in using 1995/96 data, is aware that most hospitals have already done tremendous work in decreasing inappropriate admissions and unnecessary length of stay days.  These initiatives have often led to a decreased number of inpatient beds since that time, but there is still room for improvement. 



There is also a perception by some that reducing bed numbers is synonymous with a reduction in services.  However, this view does not take into consideration the significant changes that have occurred in medical and surgical techniques and changing patterns of clinical practiceand the influence of alternative services and the availability lower inpatient service requirements are warranted.  If inpatient hospital beds were used appropriately, that is, if the clinical efficiencies described above were met, fewer beds would be required to treat the same volume of patients.  As the following graph indicates, when the number of inappropriate inpatient days are removed post-utilization improvements, the same volume of patients treated in Cornwall in 1995/96 could have been treated with 111 beds instead of the 188 which were used. 



The projected increase in volume to 2003 is added to the 111 beds to meet the expected population increases and changes in the age mix of the population.  These estimates bring the bed complement (excluding newborn, psychiatric and out-of-province beds) to 129 beds by 2003. 



The hospitals provided service to 7,966 cases, excluding psychiatry and newborns. Assuming appropriate acute utilization and growth the expected number of cases in 2003 is virtually the same at approximately 7,950 cases  These points are illustrated in the following graph.



�

Estimating Growth in Clinical Activity to 2003



As in previous HSRC reports, growth to 2003 was estimated using a method based on population growth, incidence of disease, proximity of population to the hospital and existing referral patterns.  Using this approach 29 additional beds are required by 2003 to serve the population in Eastern Ontario.  The Cornwall area hospitals would require an additional 18 beds to 2003.



Estimated growth in activity levels does not affect the estimated savings arising from the HSRC methodology.  Funding of growth in operating terms will be dealt with through the prevailing policy and methods of the Ministry of Health and is not addressed in the HSRC methodology.  See Appendix B for the growth methodology. 

Operating Room Requirements

Currently the Cornwall General runs five operating rooms (ORs), Hôtel Dieu has four ORs, the Winchester District Memorial Hospital has three ORs, the Glengarry Memorial Hospital has one and the Hôpital General de Hawkesbury and District General Hospital site has two.  There were 4,155 inpatient surgical cases and 4,883 day surgery cases performed in Eastern Ontario hospitals in 1995/96.  In the Cornwall hospitals, 2,786 inpatient surgical cases and 3,838 day surgery cases were performed.



The methodology that the HSRC uses to estimate the potential number of ORs required is based on advice from an expert panel of surgeons with input from other professionals.  The HSRC and this panel reviewed data from all hospitals that report OR procedure times to the Canadian Institute of Health Information (CIHI).  The data were segmented into three hospital peer groups: teaching hospitals, community hospitals larger than 100 beds, and community hospitals smaller than 100 beds.



The OR caseload was then split into three components: ambulatory, primary/secondary and tertiary.  The estimated time for procedures and total operating room time was derived from the data reported to CIHI and is used to calculate the total hours required per year.  The preliminary advice to the HSRC indicated that tertiary ORs should be scheduled for ten hours per day and all others for nine hours per day.  These planning guidelines also call for the ORs to be operated 240 days per year to allow for statutory holidays, weekends and other closures. 



The following table shows the estimates for Eastern Ontario Counties. 

According to HSRC methodology and using CIHI (Canadian Institute of Health Information) data for 1995/96, the use of operating rooms is as follows:



Table 8:  Operating Room Use

Hospital�Operating Rooms (1995/96)�Procedure Rooms (2003)�Operating Rooms (2003)��Cornwall General�5�0.5�2��Hôtel Dieu�4�1.0�3��Winchester�3�0.0�1��Hawkesbury�2�0.5�1��Glengarry�1�0.0�0��Total�15�2.0�7��

Thus, there is a requirement for seven ORs in Eastern Ontario and five ORs for Cornwall and area by 2003.  This number is intended as a planning guideline, and is used in determining the capital cost associated with the restructured hospital system.

Emergency/Ambulatory Service Requirements

Currently, each hospital in Eastern Ontario provides emergency coverage. The following table depicts the number of emergency visits to each hospital in Eastern Ontario in 1995/96.



Table 9:  Emergency and Ambulatory Visits for Eastern Ontario 1995/96

�Cornwall General�Hôtel Dieu�Winchester�Glengarry�Hawkesbury�Total Visits��Emergency Visits�	39,273�	44,118�	25,974�	18,223�	36,663�	164,251��Ambulatory Visits (excluding Day/Night)�	9,257�	12,863��	17,096�	14,471�	69,142��MIS (Management Information Systems) 1995/96



The HSRC method for estimating the number of emergency and ambulatory care visits to the year 2003 is based on the earlier growth estimate in acute beds. An estimation method comparable to that used to estimate growth in inpatient activity cannot be applied to the emergency or ambulatory care caseload due to the lack of specific demographic and activity data in hospital records.  The HSRC contends, based on expert opinion, that there is a significant relationship between beds and emergency visits.  This relationship is borne out in the data.  The actual 1995/96 emergency care visits are compared to the post-utilization improvement (after clinical efficiencies have been estimated and removed) beds to create a ratio of visits per bed.  Then the growth- adjusted beds are used and the ratio applied to estimate the expected number of emergency visits.  



The same process is repeated for ambulatory care visits excluding day/night visits. The day/night visits are excluded as these are added to the operating room methodology to determine a maximum overall operating room sizing requirement, for capital estimates. The HSRC is aware that instead of operating rooms this space may be used for procedure rooms and once functional programming is complete, it may reduce the number of operating rooms and accompanying costs. The expected emergency room visits to 2003 are estimated at 191,057 and the ambulatory visits at 62,449 for Eastern Ontario.  Specifically, Cornwall and surrounding area would expect 95,783 emergency visits and 26,170 ambulatory visits annually by 2003.



�SECTION VII: MENTAL HEALTH SERVICES 



Since the release of the discussion paper Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies in July 1997, the HSRC has continued to refine its planning guidelines for determining the appropriate level of inpatient mental health services.  The report Change and Transition presents the results of  additional analyses and the revised planning benchmarks on which the final directions and notices are based.  The following should be read in conjunction with the mental health chapter in Change and Transition. 



There is widespread agreement with the goal to shift the provision of mental health services from hospital to community-based settings. The HSRC shares many of the concerns raised in the submissions about the pace of change, and recognizes that the pace must be appropriate to ensure an orderly rebalancing and restructuring of mental health services.  The HSRC has emphasized in its recommendations to the Minister of Health that before hospital-based mental health services are reduced, appropriate investments and structures must be in place in the community.

Planning Guidelines

Having conducted further research the HSRC has reassessed its planning guidelines for mental health services.  The HSRC confirms its support of the original planning target of 30 beds per 100,000 adult population established by the Ministry of Health in 1993.  In addition, the HSRC confirms its support for the interim planning guidelines:  37 beds/ 100,000 by the year 2000 (21 acute, 16 chronic); and 35 beds/100,000 by the year 2003 (21 acute, 14 chronic).  The HSRC believes that these interim guidelines will help to achieve provincial planning targets in an orderly fashion.



The HSRC refined its analysis by using age- and sex-adjusted data to determine bed planning targets rather than unadjusted data from the CIHI database.  Adjusted rates were compared to the expected rates, and revised population targets for 2003 were applied.  These population projections were based on 1996 adjusted census figures from Statistics Canada.  



The combined population of Stormont, Dundas & Glengarry, and Prescott & Russell was used for determining the bed requirements for adult acute care beds for this region. Based on the above guidelines, the number of acute mental health beds required for Stormont, Dundas & Glengarry is 20 beds. Prescott & Russell will require 15 acute mental health beds.. 



In determining bed requirements for longer-term mental health, residents of Stormont, Dundas & Glengarry were included along with the populations of Prescott & Russell, Refrew, Ottawa-Carleton and 50% of Lanark County.  To maintain the critical mass required for a quality program, these beds will be located in Ottawa. As part of the Royal Ottawa Hospital bed allocation the  Stormont, Dundas & Glengarry, and Prescott & Russell counties will require 23 longer-term mental health beds  by the year 2003.  



Siting of Acute Mental Health

The 20 acute mental health beds required for Stormont, Dundas & Glengarry residents will be sited with acute care services in Cornwall.  This will provide the clinical coherence required for the mental health patient with the availability of an emergency department and full-service acute hospital.  Also, the size of the acute mental health programs will support a sufficient critical mass of clinical expertise at a Cornwall location.  The size of the programs based on population requirements for the other two hospitals would not be viable vis-a-vis critical mass and the fragmentation would further threaten the viability of a single Cornwall program. 



Prescott & Russell will gain 15 acute mental health beds for their residents and will be sited at Hôpital General de Hawkesbury and District General Hosptial.  Acute mental health beds are currently located only at Cornwall General Hospital.  This decision will be reviewed following further study in the context of the Rural and Northern Health Care Framework.

Siting Longer-Term Mental Health Services

Selecting a site(s) for longer-term mental health services is a very complex task, involving many issues beyond sizing and capacity.  In order to improve access efforts are made to locate programs as close to the population being served as possible..  However, the need for access must be balanced with the need for critical mass to support clinical and program expertise and a range of related programs to support the clinical coherence of the mental health program.  After an analysis of the longer-term mental health system in eastern Ontario the HSRC has determined that the critical mass in terms of program size does not exist to justify the decentralization of all longer-term mental health services across the region.  Some of the considerations made by the HSRC were:



The number of beds and services that would be decentralized to each county or community would be too small to achieve critical mass and ensure quality outcomes.

It would be difficult for most communities to attract the required range of clinical specialists and other professionals to support a longer-term mental health program. 

Patients would not have access to a full range of specialized mental health services. 



In 1996/97, 65 Eastern Ontario residents received longer-term mental health care from provincial psychiatric hospitals.  Most (88%) received care at the Brockville Psychiatric Hospital, and the balance (12%) received care at the various psychiatric hospitals throughout the province. 



In keeping with this pattern of practice, the 23 longer-term mental health beds required to support the population of Eastern Ontario will be located in Ottawa in 2003.



The following table indicates the number of beds required for both acute and longer-term mental health according to the above guidelines.



Table 10:  Summary of Adult Acute and Longer-Term Mental Health Beds

 for 2003 for  Stormont, Dundas & Glengarry, and Prescott & Russell  

�1995/96 (actual)�Estimated to 2003��Acute Mental Health�30�35

��Longer-Term Mental Health*�N/A�23��Total �30�58��*To be located in Ottawa

Forensic Mental Health Services

The HSRC believes that decisions about appropriate forensic bed capacity should be grounded in needs-based research.  The HSRC advises the Minister of Health to determine, in consultation with the appropriate authorities in the justice and correctional systems, the appropriate sizing and siting of forensic services.   Stormont, Dundas & Glengarry, and Prescott & Russell will continue to utilize the area’s forensic services in Ottawa.

Child and Adolescent Mental Health

The HSRC has noted in its previous reports that there are not any  planning guidelines for determining the number of paediatric mental health beds. The HSRC reviewed current utilization of inpatient mental health beds within the province looking specifically at those 0-17 years of age. Inpatients days from all acute care hospitals as well as designated adolescent programs in provincial psychiatric hospitals were included in the database. A provincial average of 7.56 beds per 100,000 population 0-17 was determined based on a 75% occupancy rate. 



The HSRC has heard in several communities that the lack of paediatric mental health beds is an issue. Currently there are no designated paediatric mental health beds in Stormont, Dundas & Glengarry, and Prescott & Russell. Based on 1995/96 CIHI (Canadian Institute of Health Information) data,  Stormont, Dundas & Glengarry, and Prescott & Russell residents under 18 utilized less than one bed (based on 75% occupancy) for paediatric mental health needs.   



The HSRC realizes the limitations of consideration of only inpatient capacity for child and adolescent mental health services.  The importance of community-based services in the treatment of this population should not be minimized.  Lack of specific data and research have limited guideline development to date to the inpatient requirements.  As mental health reform progresses in implementation the shift from inpatient to community will occur in a seamless delivery system that responds to specific patient requirements.



Currently, only Ottawa provides specialized tertiary care in paediatric mental health in eastern Ontario.  To ensure the critical mass required to support a quality program for children and adolescents, the HSRC increased the number of inpatient paediatric mental health beds in Ottawa to 25, as outlined in the Ottawa-Carleton Health Services Restructuring Report�, August 1997.  These beds were intended to support the population of children and adolescents within eastern Ontario.



In the absence of planning guidelines, it is difficult to determine how to best plan for the appropriate capacity of inpatient paediatric mental health services.  As a preliminary step, the HSRC investigated current utilization of inpatient mental health beds within the province, looking specifically at those 0-17 years of age (inclusive).  Inpatient days from all acute care hospitals as well as designated adolescent programs from hospitals in Ottawa, Whitby and London were included in the data base.  A provincial average of 7.56 beds per 100,000 population 0-17 was determined, based on a 75% occupancy rate.  Applying this ratio to the entire eastern population of 0-17 year olds -- the population was 353,788 in 1996 -- the HSRC determined that 27 paediatric mental health beds would be required in eastern Ontario. 



The HSRC will amend its directions to Ottawa-Carleton to include the provision of 27 child and adolescent mental health beds.

Community Services

As noted in the Brockville Health Services Restructuring Report February 1998 the issue of community-based adult programs currently operated by the Brockville Psychiatric Hospital will be dealt with the Brockville Psychiatric Hospital Management Committee, the Ministry of Health and the Mental Health Agency for Eastern Ontario when these new structures are finally operational.  

Implementation 

The HSRC continues to endorse the establishment of Mental Health Agencies as transitional structures for the planning, coordination and funding of mental health services.  In previous reports, the HSRC has advised the Minister of Health to establish these agencies in a number of regions.  The Ministry of Health has publicly endorsed the establishment of a pilot Mental Health Agency in Thunder Bay and has indicated it will await the evaluation of the pilot prior to considering the establishment of others.  



In its report Change and Transition, the HSRC recommended that the Ministry of Health move quickly to establish transitional agencies/committees at the regional level to serve as a short-term catalyst for change and rationalization of the mental health service system.  These organizations must have strong linkages to other parts of the health and social service systems to build the foundation for integration of institution- and community-based services. 



The HSRC will advise the Minister to establish a transitional Mental Health Agency for the Eastern region.  The agency will manage the restructuring of mental health services in Stormont, Dundas & Glengarry, and Prescott & Russell on an interim basis.  It should include representatives of all service sites, including community service providers, in a meaningful planning process.  It is anticipated that once mental health services have been restructured, the objectives of the agency will have been met.  The agency is meant to facilitate restructuring and is a stepping stone to an integrated system.  It would be accountable to the Ministry of Health. 





�SECTION VIII:  NON-ACUTE SERVICES

Rehabilitation Services 

Since the release of the November 1997 Stormont, Dundas & Glengarry, Prescott & Russell Counties restructuring report and the discussion paper Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies, the HSRC has continued to refine its planning guidelines for determining the appropriate level of institution-based rehabilitation services to meet the needs of the population.  The report Change and Transition presents the results of the HSRC’s additional analyses and the revised planning benchmarks on which the final directions and notices are based.  The following should be read in conjunction with the Change and Transition report.



Planning Targets 



The HSRC reassessed its planning methodology and benchmarks for rehabilitation.  Additional rehabilitation cases were identified, the initial methodology was adjusted in selected program clusters, a growth factor was applied to rehabilitation, and a five day-a-week rehabilitation model was accepted as the general service benchmark.  (It was concluded that although a patient-focused continuous service delivery model is appropriate, seven day-a-week rehabilitation is not suitable for all patients.)  As a result of these analyses, the revised planning guideline for rehabilitation services for the population projected to 2003 is 0.25 beds or spaces/ 1,000 to be allocated as 0.04 regional and 0.21 local (which includes transition to independent living spaces). 

 

The HSRC conducted further research on its definitions of short- and long-term rehabilitation.  An analysis of the Canadian Institute for Health Information (CIHI) rehabilitation data indicated that 25% of rehabilitation cases in 1995/96 had an average length of stay of 14 days or less.  Based on these data, the HSRC determined that in general, 25% of local beds should be allocated to short-term rehabilitation, defined as having an average length of stay (ALOS) of 14 days or less.  This percentage may be adjusted in each region depending on the impact of patient volumes, critical mass, facility capacity and proximity of regional rehabilitation providers. 



The HSRC used revised population projections to 2003 to determine sizing of rehabilitation  beds in Stormont, Dundas & Glengarry, and Prescott & Russell Counties.  These projections were based on 1996 adjusted census figures from Statistics Canada 



 “Local” rehabilitation services will be provided in acute care facilities to reduce the number of patient transfers, facilitate early intervention and strengthen the focus on community reintegration.  These services are targeted at patients after an acute care episode.  Patients requiring these services will have on average a rehabilitation inpatient stay of less than ten days.  Examples include musculoskeletal, stroke and other neurological conditions. Patients requiring these services for greater than fourteen days may have conditions that are more complex in nature and, if there is sufficient critical mass, may be consolidated in a longer-term rehabilitation program co-located with a regional rehabilitation program. 



“Regional” rehabilitation services will be provided in designated regional facilities to ensure sufficient critical mass and to support specialized care providers. These services include highly specialized programs targeted to clients with complex rehabilitation needs.  These services have sufficiently low volume that providing them locally is neither feasible nor cost-effective.  Examples include acquired brain injury, spinal cord injury, amputee, trauma, specialized respiratory and complex paediatric care.



The principal planning region for local rehabilitation services will include the population of Eastern Ontario. A broader population base is required for planning regional rehabilitation programs because of the relatively few patients and the highly specialized nature of both the treatment and the skills of the rehabilitation professionals.  Ottawa will provide the regional rehabilitation for the residents of Eastern Ontario. 



The 2003 planning horizon for the work of the HSRC is consistent with the planning horizon of the Ministry of Health.  The HSRC regards the period from the present to 2003 as a reasonable interval in which to project the need for, and the appropriate size of, rehabilitation services.



Local Rehabilitation



The HSRC’s objective for local rehabilitation is to support early rehabilitation intervention following an acute care episode and to reduce the transfer of patients from acute to rehabilitation hospitals for short-term rehabilitation. 



Hôpital General de Hawkesbury and District General Hosptial will provide local inpatient rehabilitation for the population of Prescott and Russell.  The programs that would be calculated on the basis of population requirements for Glengarry and Wincester hospitals would not produce sufficient critical mass for a viable program.  Further consideration of Cornwall siting options follows this section.



The HSRC methodology for determining capacity for local short- and long-term rehabilitation indicates that 42 beds are required to 2003, 24 beds for Stormont, Dundas & Glengarry and 18  beds for Prescott & Russell. Included in the methodology is the need to plan for transition to independent living places. Based on population size, Eastern Ontario residents would require two places. Ottawa currently has a transition to independent living program. To ensure adequate critical mass to provide for a quality program, the transition to independent living places for Eastern Ontario residents will be located in Ottawa.



�Regional Rehabilitation



The HSRC’s objective for regional rehabilitation is to ensure that there is sufficient critical mass to provide high quality care, to maximize the efficiency and effectiveness of specialized care delivery, and to support specialized skills and expertise. The HSRC concludes that regional services should be consolidated in designated regional facilities. Eastern Ontario will require nine regional rehabilitation beds. These regional beds will be located in Ottawa. 



In total, 53 rehabilitation beds, including both local and regional programs are required to meet the needs of Stormont, Dundas & Glengarry, and Prescott & Russell  by 2003. The following table summarizes their distribution.



Table 11:  Summary of Regional and Local Rehabilitation Beds Required for  Stormont, Dundas & Glengarry, and Prescott & Russell 

Type of Rehabilitation Bed�Rehabilitation Planning Ratio�Planning Region�Number of Beds

Required��Regional: 

acquired brain injury; amputee; specialized respiratory; paediatric; spinal cord and trauma�4 beds per 100,000 population �Eastern Ontario

Counties

 �*9 beds��Local Long-Term (requiring more than 10 days of inpatient care) and

Short-Term (requiring less than 10 days of inpatient care)�20 beds per 100,000 population 

�Eastern Ontario 

Counties�42 local short and long-term







��Transition to Independent Living�1 bed per 100,000 population�Eastern Ontario Counties �*2 places��Total���53 rehabilitation beds��*Regional beds and transition to independent living place to be located in Ottawa.



The following table shows where the rehabilitation beds will be located to meet the needs of the residents of Stormont, Dundas & Glengarry, and Prescott & Russell.



Table 12:  Location of Rehabilitation Beds for Stormont, Dundas & Glengarry, and Prescott & Russell 

Rehabilitation Site�Regional Beds�Local Short-Term and Long-Term Beds�Total��Cornwall�0�	24�	24��Hawkesbury�0�	18�	18��Ottawa�9�	0�	9��Transition to Independent Living,

Ottawa��	2�	2��Total�9�	44�	53���COMPLEX CONTINUING CARE

Planning Guidelines



Since the release of its discussion paper, Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies, the HSRC has continued to assess the adequacy of its planning guidelines for long-term care.  The report,  Change and Transition presents the results of the HSRC’s additional analyses and the revised guidelines on which the final directions and advice are based.  The following should be read in conjunction with Change and Transition.. 



As a result of additional analysis, the revised planning targets for in-hospital long-term care have been revised to 8.23 beds per 1,000 population 75 years of age and older to be allocated as follows: 7.62 beds for complex continuing care, .20 for respite and .41 for palliative care.  It must be noted that although the HSRC guideline is described as the number of beds per 1,000 population 75 years of age and older, in fact this target incorporates the long-term care needs of the 19-74 year old population as well.  



The HSRC used revised population projections to 2003 to determine sizing of long-term care resources for Stormont, Dundas, Glengarry and Prescott-Russell Counties.  These projections were based on 1996 adjusted census figures from Statistics Canada 

 

Based on the HSRC revised targets, 108 complex continuing care beds will be required in Stormont, Dundas & Glengarry and Prescott & Russell Counties by 2003. It is expected that all hospitals that provide complex continuing care services will also provide respite and palliative care services according to the planning targets. The HSRC recognizes that palliative and respite care are also provided in acute care hospitals and in non-hospital settings.  At this point in the development of the methodology, however, targets have only been determined for the chronic hospital component of these services. The following table indicates the location of complex continuing care beds in Stormont, Dundas & Glengarry and Prescott & Russell.



Complex Continuing Care Bed Distribution������Hôtel Dieu�Hawkesbury�Total��Complex Continuing Care Beds�76�32�108�� 

�SUB-ACUTE CARE 

In its deliberations on the definition of and the planning guidelines for sub-acute care, the HSRC concluded that the most appropriate location for sub-acute care is in acute care hospitals.�  The definition of sub-acute was reassessed with cases removed that were more appropriately classified as short-term rehabilitation.  This resulted in a lower planning guideline of 13 beds per 100,000 population.  Using the 2003 estimated population results in an allocation of 21 sub-acute beds for Stormont, Dundas & Glengarry and 11 sub-acute beds for Prescott & Russell counties.  





�SECTION IX: SITING OPTIONS 

The following table summarizes and compares the acute inpatient, acute mental health, rehabilitation, complex continuing care, sub-acute, and operating rooms utilized in Eastern Ontario in 1995/96 and 1997/98 and recommended for 2003.  It is the 2003 numbers that are used when assessing the various options for locating services in Eastern Ontario and particularly Cornwall.



Table 13:  Summary of Bed and Hospital Services Requirements for Stormont, Dundas & Glengarry,

 and Prescott & Russell

�1995/96�1997/98�2003��Acute�363�265�285*��Quebec Utilization�33�28�28��Mental Health�30�23�35��Rehabilitation�22�18�42��Complex Continuing Care �172�119�108��Sub-Acute�-�-�32��Total�620�452�528��ICUs (included in acute bed number)�25�25�29��Operating Rooms�15�11�7��*Includes Winchester, Glengarryy & Hawkesbury at 1995/96 actual use with growth to 2003

pending completion of review under the Rural and Northern Health Care Framework.

The following table compares actual bed numbers by hospital. 

Beds�Cornwall General���Hôtel Dieu��� Glengarry Memorial���Winchester Memorial���Hawkesbury�����1995/96�1997/98�2003�1995/96�1997/98�2003�1995/96�1997/98�2003�1995/96�1997/98�2003�1995/96�1997/98�2003��Acute�80�48�129�127�100�0�36�19�31�63�54�72�57�44�53��Quebec�1�1�7�6�6�0�0�0�0�0�0�0�21�21�21��Complex Continuing Care�0�0�0�100�60�76�15�15�0�32�26�0�28�18�32��Rehabilitation�22�18�24�0�0�0�0�0�0�0�0�0�0�0�18��Acute Mental Health�30�22�20�0�0�0�0�0�0�0�0�0�0�0�15��Sub-acute Beds�0�0�0�0�0�21�0�0�0�0�0�0�0�0�11��Total Beds�133�88�180�233�160�97�51�34�31�95�80�72�106�62�150�� �Assessment of the Options

Following is a list of the criteria used to assess options for the siting of acute, chronic, rehabilitation and mental health inpatient and outpatient services in the Eastern Ontario hospital system.



Acute Care

Evaluative Criteria��QUALITY��Critical Mass��Clinical Coherence����ACCESSIBILITY��Population Need��Service Requirements��Proximity ��Patient Transfer��Tertiary/Specialized Programs����AFFORDABILITY��Clinical Efficiency��Restructuring Savings��Administrative Efficiency��Support Services Consolidation��Capital Costs��Implementation Costs��Reinvestment��Quality



Two elements of quality are assessed, critical mass and clinical coherence.



Critical Mass

Critical mass refers to the level of program clinical activity that will maximize the efficiency and effectiveness of service delivery in terms of:



maximizing effective outcomes

allowing for concentration of specialized skills and expertise

providing for appropriate levels of staffing for recruitment and retention 

minimizing overhead and indirect expenses. 



Clinical Coherence

Clinical coherence refers to the clinical relationships between different programs and services.  Some considerations in assessing clinical coherence are:



maximizing continuum of patient care requirements for a single episode of care

providing for coordinated response to needs by variety of related services

minimizing duplication

reducing patient transfers between sites for related services.

Accessibility

Population Need And Service Requirements

These criterion are geared to meeting the needs and service requirements of the population being served, and locating the hospital services near the population being served.



Proximity of Services

This issue is examined by looking at the driving distance around the hospitals, and the locations of people being serviced by the hospitals.



Patient Transfer

This criterion is used to limit the transfer of patients between facilities. 



Tertiary/Specialized Programs

This criterion is used to ensure access to specialized services, tertiary care, particularly in the area of cancer services, and trauma and neurosurgery.



Affordability



Clinical Efficiency

Consideration is given to the extent to which each option achieves clinical efficiencies derived from admission management, reduced ALOS and appropriate placement of ALC patients.  Some of the efficiencies, particularly in acute ALOS reduction, depend on the availability of and access to complementary services in inpatient rehabilitation, chronic and mental health services. 



Support Services Consolidation

This refers to the level to which each option achieves consolidation of support services including materials management, food services and clinical laboratories, which are the main focus of the HSRC analysis of savings potential.  



Administrative Efficiencies

This refers to the level to which each option achieves administrative savings.



Restructuring Savings

Restructuring savings relates to the level of  productivity and efficiency achieved by each option.



Capital Costs

Consideration is given to the extent to which each option minimized capital and restructuring implementation costs. 



Consideration is also given to one-time costs such as compensation for assets, disruption costs�, decommissioning, demolition and disposal costs. 



�Analysis of Options against Assessment Criteria

The HSRC awaits the recommendations of the Champlain DHC on the content and configuration of hospital services for the Winchester District Memorial Hospital, Glengarry Memorial Hospital and Hôpital General de Hawkesbury and District General Hospital based on the Rural and Northern Health Care Framework. 



Upon receiving these recommendations, the HSRC will provide further notices of directions concerning the clinical aspects of these hospitals.  



While the HSRC does not wish to predict the outcome of the DHC planning work, it must provide the basis for the continuation of the restructuring work now under way.  In advance of the work of the Champlain District Health Council regarding the designation and level of hospital services for rural hospitals, the HSRC has assessed the additional inpatient and outpatient requirements for the Hôpital General de Hawkesbury and District General Hospital and the associated capital requirements.  The other two hospitals, Glengarry Memorial Hospital and the Winchester District Memorial Hospital, were not assessed for additional activity at this time.  The Hôpital General de Hawkesbury and District General Hospital assessment is based on existing acute utilization and will need to be revisited once the Rural and Northern Health Care Framework is further developed and the plans by the Champlain District Health Council can be assessed.  Hôpital General de Hawkesbury and District General Hospital should not plan for this level of activity.  It was done to indicate the potential changes rather than present the final decision on the Hôpital General de Hawkesbury and District General Hospital.



For Prescott & Russell residents the HSRC is proposing that all non-acute services (including sub-acute care) will be sited at Hôpital General de Hawkesbury and District General Hospital.  Therefore Hôpital General de Hawkesbury and District General Hospital will have the following bed configuration:



Bed Type�Number of Beds��Acute�	53��Quebec Utilization�	21��Complex Continuing Care�	32��Rehab�	18��Acute Mental Health�	15��Sub-acute Beds �	11��Total Beds�	150��

Of course, these figures have changed as the hospital has adjusted utilization to accommodate changing patterns of clinical practice and fiscal circumstances.  The HSRC will evaluate further the inpatient and outpatient requirements for these hospitals when the DHC finalizes its review.



Analysis of Cornwall Hospitals Options Against Assessment Criteria



The HSRC considered the following options for the siting of all inpatient acute, acute mental health, rehabilitation, sub-acute and complex continuing care services in Cornwall. 



Two-Site Options 



Option 1:  Locate all hospital services in Cornwall General and Hôtel Dieu hospital sites (i.e., full service allocation of clinical activity between the two sites).



Option 2:  Locate all acute care services at the Cornwall General Hospital site along with sub-acute care and inpatient rehabilitation;  all complex continuing care at the Hôtel Dieu site.





Option 3:  Locate all acute care services at the General Hospital site along with sub-acute care and locate all rehabilitation ,complex continuing care services at the Hôtel Dieu site.



Option 4:  Locate all acute care services at the General Hospital site along with rehabilitation and locate all sub-acute care and complex continuing care services at the Hôtel Dieu site.



One-Site Options: 



Option 5:  Locate all hospital services at the Cornwall General Hospital



Option 6:  Locate all hospital services at Hôtel Dieu Hospital





Assessing the One-Site Options (Options 5 & 6)



Quality



The total number of post-utilization acute beds (excluding mental health) was 111 for the Cornwall hospitals based on 1995/96 data.  This is expected to grow by an additional 18 beds for a total of 129 acute beds by 2003.  Add to this 7 beds related to Quebec utilization and a total of 136 acute care beds are required to be sited.  Furthermore, 24 rehabilitation, 18 adult acute mental health, 21 sub-acute and 76 complex continuing care beds are also required to serve the population that would access services in Cornwall hospital(s) by the year 2003.



The consolidation of these beds at one site would increase the critical mass and clinical coherence of all inpatient and outpatient services.  Clinical coherence would be enhanced due to the co-location of acute, rehabilitation, mental health and complex continuing care beds at one site, providing a full continuum of care for residents of Cornwall.  The availability of equipment/diagnostics for day surgery procedures would not be an issue as the same is required for in-patient surgery.  A one-site option would utilize current excess capacity within the system.



Accessibility



A one-site option would enhance access to services and increase opportunities to ensure the availability of a complete array of hospital services.It would also create an opportunity to maximize access to specialized clinical skills, physician coverage, physician recruitment and retention and minimize duplication and patient transfers.



Affordability



The operating savings generated from support and administration consolidation for a one-site option would be higher than for a two-site scenario.  The clinical efficiencies, support services consolidation and administrative savings will be maximized by the one-site option. In addition excess capacity would be utilized thereby reducing capital costs, both for redevelopment and ongoing maintenance costs. When considering either Cornwall General or Hôtel Dieu as the site at which all hospital services would be provided, the HSRC again turned to the criteria of quality, accessibility and affordability.  



Due to physical plant limitation, consolidation of all services at the Cornwall General site is not possible.  The capital cost for the one-site scenario at Hôtel Dieu is very high at $25.6 million. 



In addition to the high capital cost, there needs to be some description of the what the costs relate to.  Basically, the configuration of the Hôtel  Dieu site is a new complex continuing care hospital pavillion attached to an very old acute care facility.  Therefore, a large portion of the costs relate to renovations to the existing acute care facility.



Type�Cost��New Construction�$10.4 million��Renovation�$7.2 million��Ancillary Costs @23.2%�$4 million��Site Development Allowance�$1 million��Furn. & Equip. Allowance�$3 million��Total Cost�$25.6 M��

The quality of the acute care portion of the Hôtel Dieu hospital site makes this option sub-optimal for the longer term.  The HSRC capital consultant compared the physical plants of both acute care sites and examined the layouts and relationships between services.  The conclusion was that the General site, while smaller, was more recently upgraded in significant service areas such as emergency, critical care and operating rooms.  The layout and service relationships was also deemed better than the Hôtel Dieu site.  As such it presents a better option for acute care services than the Hôtel Dieu site.  However, as stated earlier, it is not large enough to provide the full range of services covering both acute and non-acute care.  The Hôtel Dieu site does have the newest hospital facility on its site, the  chronic care pavilion, which is physically attached to the hospital and commissioned a short while ago.



For reasons of current capital costs associated with the role in provision of all hospital care and the potential for additional downstream capital costs associated with such an old facility, the HSRC does not support a single site option with Hôtel Dieu site as the single site.

Assessing the Two Site Options

Option 1:  Locate all hospital services in Cornwall General and Hôtel Dieu hospital sites.



Accessibility



Given the inability of either hospital to sustain a viable medical/surgical program of such a small size in terms of cost and ability to attract and retain staff, accessibility is bound to suffer in the longer term.



Quality



In order to fulfil the requirement for effective clinical coherence, both sites would have to offer a full range of acute and non-acute services.  Assuming a more or less equal division of acute care and non-acute care programs between the sites it is doubtful that either site would have sufficient critical mass to sustain effective and efficient medical/surgical, sub-acute, rehabilitation and complex continuing care programs



Affordability



The cost of duplicating the provision of comparable levels of service on two sites is higher than other alternatives.  Both hospitals would have to provide twenty-four hour coverage for a variety of services.  There would be further costs associated with disruption as certain programs, currently rationalized between the sites, would have to be further fragmented and portions moved between the  sites.  Furthermore, there would be significant excess capacity at both sites given the bed configuration.



The HSRC did not examine the capital costs associated with such an option.



Option 2:  Locate all acute care services at the General Hospital site along with sub-acute care and inpatient rehabilitation;  all complex continuing care at the Hôtel Dieu site.



Accessibility



Access to acute and non-acute services would be close to maximum in this option.



Quality



The co-location of acute, sub-acute and rehabilitation provides greater clinical coherence than other arrangements in models involving two sites.  Since sub-acute is a hospital program most often associated with post-acute care its proximity to acute care would reduce transfers between sites and maximize continuity of care provision.  Similarly, 75% of rehabilitation cases in Ontario is derived from acute care discharges to rehabilitation.  



Affordability



While a single site would maximize operating savings, duplication of costs is effectively minimized in this option versus other two site options.



Category�Single Site Options�Two Site Options��Net Expenses�$93,704,686�$93,704,686��Total Savings�$13,333,821�$11,906,297��Savings as % of Net Expenses�14%�12%��

Using the HSRC methodology the HSRC estimates that the savings associated with moving to a single site as opposed to a two site option would be approximately 14 versus 12 percent.  There are a number of limitations to the HSRC method in this regard.  These have been documented elsewhere but  they relate to the following:



the HSRC method does not adequately address economies of scale for many functions and aspects of hospitals, including administration, information systems, records management and medical records.  These are, strictly speaking, production functions and economic logic suggests is a significant relationship between volume and cost.

the HSRC method identifies almost exclusively the operation of the plant as a savings related to site closure.  While there is little dispute that the costs would be saved it is not sufficient unto itself as a description of savings associated with consolidation of activity on a single site.

administrative costs are added to the base as a function of the level (i.e., cost) of clinical activity of the restructured hospital in any given option.   In reality administrative costs would be developed in relation to the requirements of the clinical activity and functions of the restructured hospital in an given option.  

operating expenses related to the clinical activity of the restructured hospital in any given option are calculated in part on the premise of transfers of clinical activity from closed sites at full direct rather than marginal cost.

there are some data limitations associated with both the age of the data (95/96) and its source (Ontario Cost Distribution Method)



Capital costs associated with  Option 2 are as follow:

Type�General

site �Hôtel Dieu site��New Construction�$14.2 million�$.8 million��Renovation�$3.7 million�$.2 million��Ancillary Costs @23.2%�$4.2 million�$.2 million��Site Development Allowance�$2 million�$.5 million��Furn. & Equip. Allowance�$3 million�$0 million��Total Cost�$27.1 million�$1.7 million��



With total capital costs totaling $28.8 million this option is the most expensive under consideration.



Option 3:  Locate all acute care services at the General Hospital site along with sub-acute care and locate all rehabilitation and complex continuing care services at the Hôtel Dieu site.



Accessibility



Access to acute and non-acute services would be somewhat sub-optimal in this option due to the separation of rehabilitation from acute services.



Quality



The co-location of acute, sub-acute and rehabilitation provides greater clinical coherence than other arrangements in models involving two sites.  Since sub-acute is a hospital program most often associated with post-acute care its proximity to acute care would reduce transfers between sites and maximize continuity of care provision.  As noted above, 75% of rehabilitation cases in Ontario are derived from acute care discharges to rehabilitation, therefore separation of the services from acute would generate more patient transfers.  However, there are some distinct advantages associated with co-location of rehabilitation services with complex continuing care in that there are staff and patient care overlaps.  



�Affordability



While a single site would maximize operating savings, duplication of costs is effectively minimized in this option versus other two-site options.



Capital costs associated with this option are as follows:





Type�General

site�Hôtel Dieu site��New Construction�$4.1 million�$4.9 million��Renovation�$3.1 million�$0.15 million��Ancillary Costs @23.2%�$1.7 million�$1.2 million��Site Development Allowance�$0.0 million�$1.0 million��Furn. & Equip. Allowance�$3.0 million�$0.0million��Total Cost�$11.9 million�$7.2 million��



Capital costs totaling $19.1 million in this option make it among the more expensive under consideration.



Option 4:  Locate all acute care services at the General Hospital site along with rehabilitation and locate all sub-acute care and complex continuing care services at the Hôtel Dieu site.



Accessibility



Access to acute and non-acute services would be somewhat sub-optimal in this option due to the separation of sub-acute from acute services..



Quality



Since sub-acute is a hospital program most often associated with post-acute care its proximity to acute care would reduce transfers between sites and maximize continuity of care provision.  Co-locating sub-acute with complex continuing care rather than acute would generate more patient transfers. As noted above, 75% of rehabilitation cases in Ontario is derived from acute care discharges to rehabilitation, co-location with acute care would reduce transfers between sites and maximize continuity of care provision..  There may be some complementary staff and patient care overlaps between sub-acute and complex continuing care.  



Affordability



While a single site would maximize operating savings, duplication of costs is effectively minimized in this option versus other two-site options.



Capital costs associated with this option are as follows:





Type�General

site�Hôtel Dieu site��New Construction�$3.9 million�$4.3 million��Renovation�$2.5 million�$0.15 million��Ancillary Costs @23.2%�$1.5 million�$1.0 million��Site Development Allowance�$0.0 million�$0.5 million��Furn. & Equip. Allowance�$1.5 million�$0.0 million��Total Cost�$9.3 million�$5.9 million��



Capital costs totaling $15.2  million in this option makie it the least expensive under consideration.



In the view of the HSRC Option 4 allows for the use of the best available capital stock;  that is, the new chronic care pavilion at the Hôtel Dieu site for complex continuing care and sub-acute care and the General site for acute care and rehabilitation.  While not ideal in terms of quality, access to services is enhanced as is critical mass.  Clinical coherence is minimally affected by the location of sub-acute services at the Hôtel Dieu site.



The decision of the HSRC is to locate complex continuing care and sub-acute care at the Hôtel Dieu site utilizing the space available in the chronic care pavilion.  Acute and rehabilitation services would be located at the General site.  The associated capital costs amount to $15.2 million.







�SECTION X:  LONG-TERM CARE

Background



Long-Term Care Beds�There were 1,664 beds in eighteen facilities in Eastern Ontario in 1996. The number of long-term care beds per 1,000 population 75+ was 149 compared to the provincial average of 101 (1995/96 data).��

Chronic Care�

There were 175 chronic care beds staffed and in operation in Eastern Ontario in 1995/96. These beds are situated at Hôtel Dieu, Winchester District Memorial, Glengarry Memorial and Hôpital General de Hawkesbury and District General   hospitals. �����

In its  Change and Transition Paper  of April  1998 the HSRC significantly changed the guidelines for  the long-term care sector including the recognition that long term care should be viewed as a continuum of care ranging from least intrusive(home care) to most intrusive(complex continuing care) . The HSRC also redefined the role of chronic care as complex continuing care to recognize that these hospital-based services should be reserved for those patients who require the specialized services that are available in those settings. The HSRC found that there were a significant number of patients in those facilities who did not require those specialized services  and could be cared for in less intrusive, more appropriate and home-like settings. 



As a result of its research the HSRC developed planning guidelines to assist in determining  the number of complex continuing care beds, Nursing Homes/Homes for the Aged (NH/HFA) beds, long-term home care, supportive housing and community support programs required to support the people of Ontario. The guidelines are based on the principle of maintaining people  in the least restrictive, least intrusive setting possible; i.e., in their homes and communities. The HSRC also recommended to the Ministry of Health that it expand the role of CCAC’s to include responsibility for admissions to complex continuing care beds. The HSRC also recommended a unified funding system for all long-term care beds, including complex continuing care, and a unified classification system for determining eligibility and placement in long term care facilities.



As a result of its research, the HSRC has revised the planning target for sizing complex continuing care beds. As defined by the HSRC complex continuing care  includes beds for people who require respite care in a complex continuing care environment as well as for those needing admission for palliative care that requires the support of a complex continuing care program. 



Based on the  planning guideline of  8.23 beds/1,000 population 75 years of age and older, the number of complex continuing care beds required in hospital settings will reduce from 175 (1995/96) to108  by 2003.  Based on the  Stormont, Dundas & Glengarry, and Prescott & Russell hospitals’ 1997/98 operating plan projections, this number has been reduced to 159 beds.



Type of Care�1995/95�1997/98�2003��Chronic Care�175�159�N/A��Complex Continuing Care�N/A�N/A�108��



Table 14:  Population Projections for Residents Aged 75+ in Eastern Ontario 

�1995�2003�% change��Total Population�11,158�13,176�18%��Source: Ministry of Finance, Population Projections



The principal planning region for long-term care services includes all of Eastern Ontario.  The population projections for residents aged 75 and older in this planning region are shown in the table.   



The term “long-term care places” includes long-term care beds in NH/HFA’s, supportive housing, long-term home care, attendant care and adult day care. Based on a planning ratio of 215.1 long-term care places,  Stormont, Dundas & Glengarry, and Prescott & Russell Counties will not require any additional places by 2003. Eastern Ontario is currently over-resourced in terms of long-term care beds in nursing homes and based on the expected growth of the 75+ portion  of the population will continue to be so even for 2003.



The HSRC is aware of waiting lists for long-term care facilities and the significant number of people currently awaiting services.  It must be recognized that waiting lists are not an accurate measure of need since there can be many reasons for being on such a list (such as awaiting transfer from a long-term care facility to another preferred facility, or anticipating a future need for services).  In Eastern Ontario, a region relatively over-resourced in terms of long-term care beds, the waiting list for long-term care facilities had 216 applicants as of September 1997.  The following table shows that 77% of applicants are waiting within the community, while the remaining 23% are waiting from some other type of facility, including those who have already been placed into long-term care but are waiting for their facility of choice.



Table 16:  Locations In Which Applicants to Long-Term Care Facilities Are Waiting 

(Eastern Ontario) 

�Community�Another LTC Facility�Acute Care�Chronic Care Facility�Total��Cases�166�44�6�3�216��% of Total�77%�20%�2%�1%�100%��

The HSRC believes that the proposed role of the CCAC as the coordinator of access to both NH/HFA and  complex continuing care beds, will allow for the careful monitoring and management of this waiting list. 



The following table illustrates the current and proposed capacity for complex continuing care and long-term care spaces for Eastern Ontario Counties.



Table 17:  Impact of Planning Guidelines on the Distribution of Long-Term Care Services in Eastern Ontario Counties

�Current beds/ spaces 1997/98�Required beds/spaces to 2003�

Change

               #                   %��Complex Continuing Care �119�108�(11)�10% decrease��NH/HFA beds �1,664�1,355�0*�n/c��Supportive Housing/Long-Term Home Care�1,800�1,703�0*�n/c��*The HSRC guidelines for NH/HFA beds and non bed long term care places are considered a minimum standard, therefore there is no reduction in these numbers.  Source of 1997/98 figures - Hospital Operating Plans, Ministry of Health



The HSRC maintains that the reduction in complex continuing care beds must be viewed in the context of sizing the rest of the long-term care system.  Reductions in these beds must  be balanced by appropriate increases in the levels of service in other areas of the long-term care system (i.e., institution-based settings such as nursing homes and homes for the aged, and community-based settings such as supportive housing, long-term home care, attendant care and adult day care).  The HSRC supports the gradual restructuring of long-term care services over the next three to five years to allow sufficient time for appropriate alternative services to be instituted.

�SECTION XI: GOVERNANCE AND MANAGEMENT OF THE CORNWALL AND REGION HOSPITALS

The issue of governance is central to local health services restructuring.  The Cornwall and Eastern Ontario health care system is no exception.  The DHC of Eastern Ontario recommended to the Minister of Health in 1997 that the hospital system in Cornwall must be governed by a public board.  The HSRC further considers this option below. Following the determination of clinical capacity requirements and the siting of clinical activity the issue of governance is then considered.



The successful implementation and ongoing restructuring of the health care system depends on effective governance structures involving those individuals who can act as stewards for this important public resource.  Hospitals are important public institutions, upon which the public has come to trust and rely.  In many small cities and towns they are frequently the largest single employer.  With its long tradition of voluntary governance, Ontario has adopted a policy in support of maintaining this approach to governance of hospitals.  While not elected, the boards of trustees of Ontario’s public hospitals have a high standard of performance to live up to based on community expectations.  Most people are unaware of this important community voluntary resource and many trustees serve in quiet dedication to the task of governance of the most important public institution in their communities.  



The 1992 report Into the 21st Century� noted that governance responsibilities vary in scope between institutions and organizations providing an array of hospital-based services, but identified a set of common responsibilities.  These include:



to outline the purposes of the hospital, its goals, objectives,  mission, quality of patient treatment and care, relations with professionals, staff, the community and province, reporting relationships, public access and accountability

to define and maintain the principles, value, culture and ethical environment of the hospital, its relationships to its patients, the communities it serves and the other providers and stakeholders

to ensure the long-term fiscal and physical viability and integrity of the hospital

to oversee the effective management and financial health of the hospital

to ensure and monitor the quality of services in all aspects of hospital operations.�



Governance structures should be representative of the communities served and reflect their demographic, cultural, geographic, ethnic, religious and social characteristics .  Governance structures must also be amenable to future integration of health services.  It is the responsibility of local community leaders to explore and arrive at models that satisfy their particular circumstances. The HSRC also recommends that some of the members on the new governance structure have prior experience and expertise in governing health services.



The HSRC’s decision-making with regard to governance is guided by the following principles:



The tradition of voluntary governance has served Ontario communities well over the past century and should be maintained and enhanced in a restructured health services delivery system.

There are significant benefits to be derived from the diversity, tradition and culture of the broad array of hospitals and health care organizations in the province.

Diversity, tradition and cultural differences must not, however, stand in the way of the necessary shift from autonomy to interdependence, which will lead to more effective and efficient services for patients.

The priority of governance structures must be to promote the development of interdependencies as the basis for a smoothly co-ordinated, strategically planned, functional system. 

There is no one “best” system/model of governance, but there is a need to find “better ways” to promote integration, efficiencies and effectiveness across the various components of the hospital and health care system.

Models of new forms of governance should emerge that preserve and enhance the distinctiveness of the organizations and institutions involved while allowing each of them to contribute their strengths and talents to discharge their collective responsibilities.



The board of trustees for each hospital:



must be representative of the communities served and reflect the demographic, cultural, linguistic geographic, ethnic, religious and social characteristics of the Counties of Prescott-Russell, Stormont, Dundas and Glengarry.

must embrace a fair and equitable process of nomination and election of community members to the board of trustees

must facilitate the movement of patients, programs, staff, physicians and other materials between the hospitals in accordance with the HSRC directions

must treat all employees at all affected facilities in a fair and equitable manner while HSRC directions are implemented.



In developing and considering options for governance, the HSRC considered the recommendations from the district health council, information gathered in written submissions and verbal representations, and the feasibility of and practicality of any option under existing corporate status and legislative requirements.



The governance options are discussed below in terms of the following criteria:



their consequences on local hospital services

their impact on the implementation of restructuring

the ongoing effective and efficient management of the local hospital system.



With respect the governance of the hospitals outside of the City of Cornwall the HSRC considered the following options.  These options respect the premises and intent of the Northern and Rural Health Services Framework policy of the Ministry of Health.  When the Framework is complete and the Champlain DHC’s planning is further advanced, the HSRC will revisit the governance and management issues concerning the rural hospitals in Stormont, Dundas and Glengarry and Prescott & Russell.

Governance Options for Cornwall Hospitals

The HSRC considered three governance options to facilitate the provision of hospital services in accordance with the preferred siting option in Cornwall. The HSRC continues to be of the view that the specifics of the governance structure and its implementation are best developed locally.  





Option 1:     a single hospital system board for all of Cornwall based on ownership of facilities. (The Religious Hospitallers of St. Joseph, Hôtel Dieu, Cornwall or The Cornwall General Hospital)



Option 2:  a single hospital system board for all of Cornwall based on public ownership of facilities and a sub-contract arrangement for the Religious Hospitallers of St. Joseph, Hôtel Dieu, Cornwall.



Option 3:     maintenance of existing hospital boards aligned with particular roles and facilities;  i.e.,The Cornwall General with acute care, mental health and rehab and the Hôtel Dieu with complex continuing care and sub-acute.  These two boards would form a joint executive committee to coordinate implementation of restructuring and ongoing clinical management.





Option 1:     a single hospital system board for all of Cornwall based on ownership of facilities



Option 1 would transfer governance of all hospital services to either the Hôtel Dieu or Cornwall General ownership.  The Religious Hospitallers of St. Joseph, Hôtel Dieu, Cornwall has served the Cornwall community for 100 years, would continue in its Catholic mission in health care in the governance and management of all services on its site.  This option would pose a problem with local hospital-based women’s reproductive services.



The Cornwall General has likewise served the Cornwall community for the past 100 years.  As a non-denominational hospital it offers access to reproductive health services. In the view of the HSRC the case for a single governance given the nature of service distribution is not sufficient to warrant the transfer of ownership of the Hôtel Dieu facilities.  Furthermore, this option would eliminate the Hôtel Dieu’s Catholic mission in health care which the community has benefited from for over 100 years.



Option 2:  a single hospital system board for all of Cornwall based on public ownership of facilities and a sub-contract arrangement for the Religious Hospitallers of St. Joseph, Hôtel Dieu, Cornwall.



Option 2 builds on the model recommended by the DHC of Eastern Ontario.  A single board would assume responsibility for all hospital activities, and a single medical staff and management structure would be in place.  Once implemented this governance structure would expedite the implementation of restructuring.  This option would require transfer of all hospital assets to a successor organization that could be either of the two existing hospitals or a new corporation.  Creation of a new corporation (e.g., the Cornwall Regional Hospital), and the transfer of assets, would require the development of new structures and the consolidation of senior and middle management and of medical staffs.  These activities may distract from other restructuring activities.



A modification under consideration by the HSRC would be to provide for the ongoing maintenance of the Catholic mission in health care through the provision of a sub-contract between the (Cornwall Regional Hospital) and the Religious Hospitallers of St. Joseph, Hôtel Dieu, Cornwall.



This option has all of the benefits of a single governance structure outlined in the discussion of option 1;  that is, single board, administration, and medical staff.  Implementation is coordinated through the new board.  Access to women’s reproductive services is maintained.  The Catholic mission in health care of the Religious Hospitallers of St. Joseph, Hôtel Dieu, Cornwall would be maintained as well.



�



However, the HSRC feels that the costs  outweigh the benefits in this option.  First, since both organizations have a long and successful history in serving the Cornwall community with respect to health care services, the need to replace them is not demonstrated by the facts.  The arrangement of services between the sites facilitates full access to care and the maintenance of the Catholic mission in health care.  The HSRC contends that the creation of a single corporation may engender additional costs of the transfer of ownership.  







Option 3:     maintenance of existing hospital boards aligned with particular roles and facilities



Option 3 represents a variation in roles for the providers of hospital services in Cornwall.  The two acute hospitals’ governance and management structures would continue but operate a different mix of services .   The Hôtel Dieu would assume governance responsibility for the complex continuing care and sub-acute located in the Complex Continuing Care Pavilion.  The Cornwall General Hospital would assume responsibility for the acute care and rehabilitation services offered on the current General site.  However, the option maintains two governances, two medical staffs and two administrations on two sites  As noted above, given the distribution of services and clinical relationships, the duplication  is minimized.  



The HSRC would want to ensure that the implementation of restructuring achieves an optimal configuration of health services, fully integrated and linked in the local health system. The current Cornwall hospitals’ joint liason committee has had some success in joint planning.  The HSRC believes that in a two governance option this committee would have to be restructured and strengthened to become a permanent Joint Executive Committee.  In communities where there has been a history of joint activities such as London and Essex, the HSRC has required the hospitals to empower a joint executive committee with the responsibility to implement the HSRC directions.  These committees are time-limited bodies with specific authority regarding restructuring matters.  To ensure that the restructuring of the Cornwall and Stormont, Dundas & Glengarry, and Prescott & Russell  health system is accomplished smoothly and effectively, the HSRC will require that the Cornwall hospitals establish a Joint Executive Committee to implement the directions of the HSRC.



Given the interrelationships in clinical services between the providers and to overcome any potential lack of coordination the HSRC proposes the creation of a permanent Joint Executive Committee arrangement.  The committee is required to ensure the expeditious implementation of HSRC directions and coordinate the ongoing clinical relationships. 



The Joint Executive Committee (JEC) will have equal representation from the two hospitals, and representation from the CCAC. Each of the hospitals will appoint the members of its executive committee of its board of directors to the Joint Executive Committee, delegating to them decision-making authority on matters relating to the operation of its hospital, including:



the restructuring of hospital services, the allocation of services and the continuum of care provided to patients 

the implementation of a plan that will address the impact of hospital restructuring

the financial and operating plans for the hospitals 

the development of regional shared administrative and laboratory plans 

opportunities for the appropriate integration of shared services to reduce unnecessary duplication.

the ongoing coordination of clinical services to ensure continuity of service to patients







�



The HSRC intends to issue directions to the two hospitals to maintain separate but representative governance and establish a permanent Joint Executive Committee to coordinate implementation and continuity of service delivery. The permanent Joint Executive Committee guarantees coordinated services delivery.  The resources saved through the elimination of duplication and waste could be reinvested in other community priorities.

Laboratory Services Reform

In the reform of laboratory services, the HSRC supports the Ministry of Health’s directions. The plans to implement HSRC directions should be consistent with the Ministry’s long-range goals for laboratory reform. 



The HSRC believes that each provider of laboratory services within the community should participate in developing the implementation plans.  In Stormont, Dundas & Glengarry, and Prescott & Russell the laboratory services may not generate sufficient volume to warrant a separate planning exercise.  The Ministry of Health advised the HSRC that its planning placed the Stormont, Dundas & Glengarry, and Prescott & Russell hospitals in the Ottawa-Carleton region with respect to planning.  The HSRC intends to direct the Cornwall, Hawkesbury, Winchester and Glengarry hospitals to produce a laboratory services plan and consider the option of the outcome of  the Ottawa-Carleton laboratory planning process.  Ottawa-Carleton hospitals are well advanced in their planning but have not as yet determined an implementation plan and timeline. 

�SECTION XII:  RESTRUCTURING IMPACT -- SAVINGS, COSTS AND REINVESTMENTS 

Estimated Operating Savings from Restructuring

The purpose of this section is to outline potential costs and savings and reinvestment requirements in Eastern Ontario hospitals.  Costs and savings estimates are based upon data readily available to the HSRC.



A number of qualifications must be made regarding the estimates of costs, savings and reinvestment:



The data used in the analysis are mainly 1995/96 values.  The estimates do not take into account costs related to future inflation or other factors.  Also, there have been changes in the Eastern Ontario hospitals as a result of funding reductions and these are not reflected in the 1995/96 data.

The savings are estimated on the basis of total expenses and do not address revenue fluctuations from implementation of the selected options.

Data were not available in detail or were available only in an aggregate form for a great deal of hospital inpatient and ambulatory activity, as well as for community-based services.  As a result, further analysis and differentiation of costs and activities will be needed to refine the estimates. 

Where cost data and/or methodologies were unavailable, estimates of costs were based on provincial average cost data.



The estimates are needed to assess potential costs, savings and reinvestment in Eastern Ontario hospitals in order to evaluate options regarding sizing and location of services.  Hospitals, the Ministry of Health and others involved in the development and assessment of detailed planning and implementation activities must refine the estimates using more complete and current information.



A number of categories of savings are associated with restructuring.  They relate to clinical efficiencies, administrative efficiencies, restructuring savings from program transfers and reduced activity, and savings from consolidation and centralization of support services.  The Ministry of Health provided the initial costs and savings methodology. 



With the availability of more current data  and to improve upon the costs and savings approach utilized in the initial restructuring reports, the HSRC undertook an extensive review of the methodology.  Further research and analysis were conducted, both internally and with the assistance of the Ontario Case Costing Project.  The Commission solicited input from the JPPC committees, working groups and task forces and from the staff of the Ministry of Health. The HSRC also conducted a focused single-session review with consulting firms and persons experienced in the field of hospital operations.  This resulted in changes and refinements to the initial costs and savings methodology as outlined in the Thunder Bay, Pembroke, Sudbury and Lambton restructuring reports.  A detailed description of the revised methodology is presented in the HSRC Costing Methodology Technical Paper, a summary of which appears in Appendix D.  This paper will be issued for review and will be subject to further refinements.

Savings 

Complex Continuing Care 



According to 1995/96 expenditures and using an occupancy rate set at 95%, the HSRC estimates that the savings associated with reducing the complex continuing care beds from 175 (MOH, 1995/96) to 108 (2003) is approximately $3.1 million, a 28% savings from 1995/96 expenses. 



Summary of Savings Estimates



The following summary outlines the savings associated with the restructuring recommendations after discounts for clinical efficiencies.  As was done in other parts of the report, figures are reported to the nearest dollar and further rounded, for inclusion in notices of intent to issue directions to the hospitals and advice to the Minister. 



Summary of Total Expenses and Savings for cornwall hospitals

����1995/96 Net Expenses *��$58,112,570��Clinical efficiencies��($4,649,323)��Support services efficiencies��($1,017,880)��Administrative efficiencies��($2,320,269)��Complex Continuing Care Savings��($645,733)��TOTAL SAVINGS��$8,614,278��REVISED EXPENSES��$49,478,292��* Net Expenses from OCDM 



As a percentage of net expenses the savings amount to 15%% based on 1995/96 expenses.  These savings do not include rehabilitation or mental health expenses which are treated as a reinvestment in the summary to follow.  As noted in other restructuring reports of the HSRC, most of the savings in acute care have been accomplished over the past two years in the reduction of Ministry of Health allocations to the hospitals.

Estimated Reinvestments to Address Restructuring

Reinvestment in other health care services, to compensate for the improvements in clinical efficiency in the hospital system and the reduction in services from the hospitals, will be needed to support restructuring and the changing roles of the facilities. 



The following estimates are based on benchmarks that have been established in previous reports.  In late April 1998 the HSRC released Change and Transition, a compilation of materials related to planning guidelines for long term care, rehabilitation, home care, mental health services and sub-acute care.  This was the culmination of research aimed at addressing the comments the HSRC received with respect to its Interim Guidelines report issued in July 1997.  The HSRC is involved in ongoing research, to re-evaluate the current methodology for determining reinvestments.  This research is expected to better predict the nature and amount of reinvestment based on population-based planning ratios.  The following reinvestment estimates  reflect the new guidelines in Change and Transition. 



Capital Reinvestment 



The HSRC recognizes that restructuring cannot be achieved unless significant reinvestment is made in the local health system. By means of its advice to the Minister of Health, the HSRC has identified areas of reinvestment critical to the successful restructuring of local hospital services. We need, for example, to upgrade and expand hospital buildings to ensure that the infrastructure is in place for the future. Through its recommendations to the Minister of Health, the HSRC is fostering an unprecedented capital renewal program across the province. The magnitude and impact of the reinvestment in hospital building should not be underestimated, as it will establish the necessary physical structures to support the restructured system. 



The Hospital Renewal Project for Cornwall and Area Report of May, 1997 recommended a total of $16 million in capital for renovations and new construction for a one-site option. 



It should be noted that the HSRC’s recommendations for capital investment are a result of restructuring costs only, and do not take into account the expected “upgrades” to hospital sites, as a result of aging facilities.



Through its own consultants, with expertise in both architectural design and facility program designs, the HSRC has estimated that the costs required to support restructuring in Stormont, Dundas & Glengarry, and Prescott & Russell  should not exceed $31 million. Using the HSRC methodology, an increase in ORs and ICUs necessitates new building construction for the Hôtel Dieu  site which was included in this estimate.  The capital estimate is broken down as follows:



Estimated Costs of Capital Investment

Category of Expense�Total Stormont, Dundas & Glengarry, and Prescott & Russell �Cornwall

Hospitals��New Construction�$18.8 million�$8.2 million��Renovations�$3.9 million�$2.5 million��Ancillary Costs�$5.3 million�$2.5 million��Site Development�$0.5 million�$.5 million��Furnishings & Equipment�$2.5 million�$1.5 million��Total Capital Estimates�$31.0million�$15.2 million�� 

The major capital projects include renovations and new construction at the Hôtel Dieu ($5.9M), Cornwall General ($9.3M) and the Hawkesbury ($15.7M) hospitals.  Capital associated with the Winchester and Glengarry Memorial hospitals will be assessed upon completion of their particular scope of service under by the Champlain DHC under the Rural and Northern Health Framework of the Ministry of Health. See Appendix E for a detailed analysis of the capital estimates.



�Reinvestment in Other Services

In order for hospital restructuring to be successful, reinvestment must occur in both hospital-based services, including mental health, rehabilitation and complex continuing care as well as in other sectors of the health system, including long-term care, home care and sub-acute care. The following reinvestment estimates reflect the new planning guidelines that the HSRC has developed in areas such as home care, long term care and sub-acute care.  Initially the HSRC based its reinvestment estimates on its Interim Guidelines report of July 23, 1997.  After review of additional research and further deliberations the HSRC released its revised guidelines entitled Change and Transition in April, 1998.  Based on these revisions the HSRC recommends the following: 



Reinvestment Summary 

Category�HSRC Report  May 1998��Home Care �$1.6 million��Long-Term Care�0��Sub-Acute Care �$2.5 million��Mental Health�$0.4 million��Rehabilitation�$2.0 million��Information Technology�tbd��TOTAL �$6.5 million��

Home Care



The HSRC believes that reinvestment in home care is required to eliminate some of the barriers to implementation of the hospital-based efficiencies.  The HSRC based its methodology for reinvestment in home care after an acute care episode on the following:



the home care utilization rate was determined for each major clinical category (MCC) and each day procedure group (DPG) for each of Ontario’s 38 home care programs

home care programs were ranked based on utilization rates using 1993 to 1996 data

a minimum access benchmark was set at the 25th percentile and was used to compare relative home care use between home care programs across the province

the level of reinvestment required to bring ‘under serviced’ home care programs up to the benchmark rate was determined

the growth in home care requirements to 2003 is based on the growth in acute care separations (i.e., caseload) attributable to the growth in the population and the aging of the population.



Based on this approach, it was determined that the United Counties of Stormont, Dundas & Glengarry, and Prescott & Russell require an investment of $1.6 million for home care following inpatient and same day surgery procedures.  This would bring the United Counties up to the 25th percentile in care utilization for all MCCs� and DPGs�. This includes  a 0.6% allotment for travel costs.



Long-Term Care



The term ‘long-term care spaces’ includes long-term care beds in nursing homes and homes for the aged, supportive housing, long-term home care, attendant care and adult day care.  Based on the planning guidelines, the Stormont, Dundas & Glengarry, and Prescott & Russell region is already well served by both long-term care beds in nursing homes or homes for the aged and places in supportive housing, long-term home care, attendant care and adult day care and therefore requires no further reinvestment.



Sub-Acute Care 



Based on the methodology outlined in Change and Transition, a planning guideline of 13 beds/100,000 population has been determined.   The Counties of Stormont, Dundas & Glengarry, and Prescott & Russell will, therefore, require  32 sub-acute beds by the year 2003.  The HSRC’s approach ensures that there are alternatives for conservable days in acute care which are removed through its clinical efficiency methodology.  This approach is reflected in the planning guideline.



The HSRC has developed the following criteria to guide its decisions on where best to locate sub-acute programs:



Quality of Care:�critical mass in terms of the size of the program

clinical coherence with hospital-based acute care programs to meet patients’ intermittent requirements for acute care services

��Accessibility:�proximity to hospital-based acute care services���fewer transfers between institutions��

Affordability:�

lowest operating costs to meet quality and service requirements of the program

use of available quality hospital facilities  ��



As part of the methodology in Change and Transition the HSRC developed a model 16 to estimate the cost of this program.  It has determined a cost of $211 per patient day�).  Based on this approach, the additional annual investment that would be required to provide  32 sub-acute beds would be $2,264,480 million.

 

The HSRC intends to advise the Minister of Health to invest this amount in sub-acute care in the  Stormont, Dundas & Glengarry, and Prescott & Russell region by the year 2003.

Mental Health

The HSRC recognizes that additional investment may be required in community based mental services across the Eastern Ontario counties in addition to the investment for the additional mental health beds.



The current policy of the Ministry of Health supports the protection of the existing envelope of funds allocated to mental health services in each community.  Also, whenever savings are identified, they should be reinvested in mental health care.  While the HSRC has reflected this policy in its directions and recommendations, it is noted that the current distribution of mental health funds may not be equitable across all regions of the province.  Consequently, some adjustments in the overall envelope of funds may be required.



The increase in mental health beds across the United Counties of Stormont, Dundas & Glengarry, and Prescott & Russell requires an investment of $0.4 million. 



The HSRC has received representations that suggest that there is a conflict between the direction to establish regional Mental Health Agencies and the development of integrated health systems.  The HSRC is aware of the potential for conflict; however, the development of an integrated health system will take time and can not be instituted immediately.  The restructuring of mental health services is a more immediate issue that requires management by an independent and transitional body, such as a regional Mental Health Agency.  The Agency may be an existing institution or organization that is suitable for such an oversight mandate.  The HSRC will review the role of regional agencies once it has established a policy on integrated health systems.

Rehabilitation Services 

The application of the rehabilitation planning guideline identifies that need for 20 additional rehabilitation beds for  Stormont, Dundas & Glengarry, and Prescott & Russell. . The investment to provide the additional beds is $1,994,206, a 93% increase over 1995/96 expenditures   The final siting and configuration of rehabilitation services will require further review under the Rural and Northern Health Care Framework.



Please note that for sub-acute care, complex continuing care, and rehabilitation services the reinvestments or reductions relatively speaking are based on 2003 activity levels.  Further planning regarding implementation of these bed increases or reductions between the hospitals and the Ministry of Health will determine the amounts required for particular annual budgets.  There are additional implementation considerations noted in  Change and Transition.



Human Resources Impact

The restructuring of hospital services in Stormont, Dundas & Glengarry, Prescott & Russell counties will have a significant impact on care providers and workers within the health system.



The hospitals in Cornwall  in conjunction with employee representatives will need to develop a comprehensive labour adjustment plan.  The purpose of the human resource plan is to provide a measure of security to those employees most likely to be affected by the hospital restructuring. The agreement deals with program transfers, job posting, dispute resolution process, job security measures, and a communication plan. The agreement will be in effect until 90 days following  the last rationalization or consolidation or April 30, 2000, whichever comes first.  There is a provision for the parties to extend the agreement.



Pending further review under the Rural and Northern Health Care Framework the other Stormont, Dundas & Glengarry, and Prescott & Russell hospitals may participate in the development of the labour relations plan.



The significance of this agreement should not be understated and clearly indicates the level of cooperation and commitment to restructuring by the Stormont, Dundas & Glengarry, Prescott & Russell counties.



�SECTION XIII:  SUMMARY

Additional Planning and Research

The HSRC is directing hospitals to commence planning in the following areas:



labour adjustment

support services consolidation -- special emphasis on laboratory services

information system integration

governance.

 

The DHC and the Stormont Dundas & Glengarry, and Prescott & Russell hospitals have already undertaken a significant amount of planning over the past years on how to best provide hospital services.  The HSRC’s decisions give a clear direction and an appropriate range of resources and opportunities to allow the community to move forward with implementation and build a more integrated, coordinated and efficient hospital system. 



The challenge that lies before Stormont Dundas & Glengarry, and Prescott & Russell Counties and other communities across the province is not to be underestimated.  Managing the process of change at the community level will require the collective involvement and commitment of everyone who values our health system.  The HSRC believes that its directions will facilitate positive change in the hospital system, both to maintain and improve patient care and to address future financial challenges.  The directions also establish a solid foundation for the system-wide integration of hospital services, resulting in more efficient patient care for the residents of the United Counties of Stormont Dundas & Glengarry, and Prescott & Russell.



The task will not be an easy one. The HSRC’s expectation is that the community will work together to bring about the changes necessary to create workable solutions to health care reform.



Hospital �Facility Status �HSRC Directions �Corporate/ Governance Changes ��

Stormont, Dundas and Glengarry and Prescott & Russell HOSPITALS

�����Cornwall General Hospital�Retain�Provide all acute inpatient & ambulatory services

Provide local short-term and long-

term rehabilitation 

�Retain corporate status.

Form Joint Executive Committee with Hôtel Dieu��Cornwall Hôtel Dieu Hospital



�Retain�Continue to provide complex continuing care beds 

Provide sub-acute care beds

�Retain corporate status 

Form Joint Executive Committee with General��Hôpital General de Hawkesbury and District General Hospital �Retain�Provide acute inpatient and ambulatory services

Provide acute mental health services

Provide local short-term and long-term rehabilitation 

Provide complex continuing care beds

Provide sub-acute care beds

(Subject to Rural and Northern Health Care Framework - further review)�Retain corporate status.��Winchester District Memorial Hospital �Retain �Provide current service levels

(Subject to Rural and Northern Health Care Framework - further review)�Retain corporate status.��Glengarry Memorial Hospital �Retain�Provide current service levels

(Subject to Rural and Northern Health Care Framework - further review)�Retain corporate status.��

Given the service and role changes of the Stormont, Dundas & Glengarry, and Prescott & Russell hospitals, both currently and after subsequent review, the HSRC intends to direct the Hôpital General de Hawkesbury and District General Hospital , Cornwall General and Hôtel Dieu hospitals to either review their current designation of seek designation under the French Language Services Act in recognition of the significant Francophone population of the region.



After clinical efficiencies the HSRC notices will have the hospital system in Stormont, Dundas & Glengarry, and Prescott & Russell operating at a utilization rate of 512 acute patient days per 1000 ESI referral population.  Furthermore, after adding acute care growth and applying the planning ratios developed by the HSRC in Change and Transition, released in April, 1998, the bed configuration for the Stormont, Dundas and Glengarry and Prescott & Russell hospitals will be as following in 2003:



Summary of Bed Requirements for Stormont, Dundas and Glengarry and Prescott & Russell

�1995/96�1997/98�2003��Acute�363�265�285*��Quebec Utilization�33�28�28��Mental Health�30�22�35��Rehabilitation�22�18�42��Complex Continuing Care �172�119�108��Sub-Acute�-�-�32��Total�620�452�530��ICUs (included in acute bed number)�25�25�29��Operating Rooms�15�11�7��*Includes Winchester, Glengarryy & Hawkesbury at 1995/96 actual use with growth to 2003

pending completion of review under the Rural and Northern Health Care Framework.



To achieve the acute care clinical utilization benchmarks the HSRC is advising reinvestment of $6.5 million categorized in the chart below:



Reinvestment Summary 

Category�HSRC Report  May 1998��Home Care �$1.6 million��Long-Term Care�0��Sub-Acute Care �$2.5 million��Mental Health�$0.4 million��Rehabilitation�$2.0 million��Information Technology�tbd��TOTAL �$6.5 million��

The changes in clinical roles and activities of the Stormont, Dundas & Glengarry, and Prescott & Russell hospitals envisaged by the HSRC notices of intent to issue directions will require capital investment.  The HSRC is advising $31 million in capital investment pending the outcome for further review of Hôpital General de Hawkesbury and District General Hospital under the Rural and Northern Health Care Framework.  The breakdown of capital estimates in noted below:



Estimated Costs of Capital Investment

New Construction�$18.8 million��Renovations�$3.9 million��Ancillary Costs�$5.3 million��Site Development�$0.5 million��Furnishings & Equipment�$2.5 million��Total Capital Estimates�$31.0million�� 

The major capital projects include:



Renovations and new construction at the Hôtel Dieu ($5.9M), Cornwall General ($9.3M) and the Hawkesbury ($15.7M) hospitals.  Capital associated with the Winchester and Glengarry Memorial hospitals will be assessed upon completion of their particular scope of service under by the Champlain DHC under the Rural and Northern Health Framework of the Ministry of Health.



Finally, the HSRC estimated savings, based on 1995/96 operating expenditures of the Stormont, Dundas & Glengarry, and Prescott & Russell hospitals amounts to 15% of net expenses broken down in the following chart:



Summary of Total Expenses and Savings for cornwall hospitals

����1995/96 Net Expenses *��$58,112,570��Clinical efficiencies��($4,649,323)��Support services efficiencies��($1,017,880)��Administrative efficiencies��($2,301,342)��Complex Continuing Care��$(645,733)��TOTAL SAVINGS��$8,614,278��REVISED EXPENSES��$49,498,292��* Net Expenses from OCDM 

�

Appendix A:  Program Clusters for Stormont, Dundas & Glengarry and Prescott & Russell

��CORNWALL GENERAL HOSPITAL �GLENGARRY MEMORIAL HOSPITAL �HAWKESBURY AND DISTRICT GENERAL HOSPITAL �HOTEL DIEU HOSPITAL �WINCHESTER DISTRICT MEMORIAL HOSPITAL �Grand Total��DESCRIPTION�Data��������Stains and Sprains�Separations�0�1�3�16�3�23���Patient Days�0�5�14�19�8�46���Weighted Cases�0�1�4�7�1�13��Cardio/ Thoracic�Separations�29�0�1�16�1�47���Patient Days�282�0�24�115�18�439���Weighted Cases�72�0�3�34�3�111��Cardiology�Separations�559�113�480�633�469�2254���Patient Days�4926�966�3113�4466�2991�16462���Weighted Cases�987�166�684�975�629�3442��Dental/Oral Surgery�Separations�8�0�0�4�2�14���Patient Days�13�0�0�8�3�24���Weighted Cases�4�0�0�2�1�7��Dermatology�Separations�4�4�10�12�12�42���Patient Days�84�50�93�54�133�414���Weighted Cases�12�7�17�8�25�69��Endocrinology�Separations�42�34�94�150�67�387���Patient Days�333�267�574�700�457�2331���Weighted Cases�46�35�93�159�80�413��Gastro/ Hepatobiliary�Separations�258�93�185�434�292�1262���Patient Days�1546�574�947�2293�1297�6657���Weighted Cases�265�87�176�426�242�1197��General Medicine�Separations�217�66�176�339�114�912���Patient Days�2240�624�1193�3010�1105�8172���Weighted Cases�377�105�195�503�178�1359��General Surgery�Separations�342�1�344�623�345�1655���Patient Days�2950�41�1547�4210�1478�10226���Weighted Cases�683�7�470�987�395�2542��Gynaecology�Separations�117�2�72�253�184�628���Patient Days�464�11�322�1347�814�2958���Weighted Cases�132�2�83�301�207�724��Haematology�Separations�25�11�56�41�12�145���Patient Days�105�74�207�268�59�713���Weighted Cases�32�13�57�58�15�175��Neonatology�Separations�0�0�92�239�66�397���Patient Days�0�0�248�981�238�1467���Weighted Cases�0�0�39�123�23�186��Nephrology�Separations�25�9�36�53�23�146���Patient Days�229�96�263�679�206�1473���Weighted Cases�36�15�45�119�37�252��Neurology�Separations�119�40�106�203�111�579���Patient Days�1513�322�756�3575�1983�8149���Weighted Cases�236�54�169�587�327�1373��Neurosurgery�Separations�10�6�2�9�1�28���Patient Days�78�108�12�192�5�395���Weighted Cases�17�12�3�30�1�63��Normal Newborns�Separations�0�0�272�705�308�1285���Patient Days�0�0�501�1492�687�2680���Weighted Cases�0�0�53�143�61�257��Not Generally Hospitalized�Separations�2�0�1�12�0�15���Patient Days�2�0�1�15�0�18���Weighted Cases�1�0�0�4�0�5��Obstetrics�Separations�13�1�405�1147�442�2008���Patient Days�21�2�937�3019�1197�5176���Weighted Cases�7�0�272�744�282�1306��Oncology�Separations�112�28�109�76�95�420���Patient Days�1869�267�1060�980�1117�5293���Weighted Cases�359�52�199�199�223�1031��Ophthamology�Separations�136�2�1�35�1�175���Patient Days�213�7�2�98�1�321���Weighted Cases�103�2�1�26�0�132��Orthopaedics�Separations�261�36�43�399�97�836���Patient Days�2639�421�313�3342�1583�8298���Weighted Cases�553�50�54�715�229�1601��Otolaryngology�Separations�53�14�53�88�52�260���Patient Days�155�63�122�242�152�734���Weighted Cases�41�11�26�56�35�168��Plastic Surgery�Separations�6�1�1�1�2�11���Patient Days�143�1�2�3�5�154���Weighted Cases�24�1�1�1�1�27��Psychiatry�Separations�773�46�260�46�95�1220���Patient Days�10777�577�2264�1124�1281�16023���Weighted Cases�1389�80�380�157�194�2200��Pulmonary�Separations�313�194�361�670�255�1793���Patient Days�2664�2276�2312�3629�1794�12675���Weighted Cases�492�345�427�709�336�2309��Rehabilitation�Separations�0�3�2�4�0�9���Patient Days�0�37�87�111�0�235���Weighted Cases�0�9�7�18�0�35��Rheumatology�Separations�22�8�16�14�19�79���Patient Days�186�108�181�147�139�761���Weighted Cases�31�15�20�29�26�122��Trauma�Separations�56�18�21�60�37�192���Patient Days�337�120�87�335�167�1046���Weighted Cases�82�23�20�79�40�244��Ungroupable�Separations�0�0�0�0�11�11���Patient Days�0�0�0�0�25�25���Weighted Cases�0�0�0�0�3�3��Urology�Separations�40�28�42�194�60�364���Patient Days�258�162�185�1148�187�1940���Weighted Cases�35�28�32�227�38�361��Vascular Surgery�Separations�16�0�24�15�5�60���Patient Days�215�0�50�171�17�453���Weighted Cases�41�0�16�45�9�111��Total Separations��3558�759�3268�6491�3181�17257��Total Patient Days��34242�7179�17417�37773�19147�115758��Total Weighted Cases��6057�1121�3546�7471�3640�21834���Appendix B:  Methodology Applied to Determine Sex and Age Adjusted Rates per 1,000 Population



Methodology



An analysis was undertaken to standardize utilization, separation and acute expenditure rates by county for age and sex across Ontario.  The purpose of standardization is to remove the effects of the various age and sex distributions on the rates of counties relative to the province.  In order to accomplish this, age- and sex-specific county rates were applied to age- and sex-specific provincial population numbers. 



Utilization in each county  is a weighted average of the utilization of each of the age/sex groups in each county.  The weights are the proportion of the provincial population in each age/sex group (i.e. direct standardization).  For example, rates for counties with older populations would decrease upon standardization, and rates for counties with younger populations would increase. 



Age and sex are only two of main factors that influence county rates.  Other factors, which have not been controlled for, may include:



socio-economic characteristics (e.g., education, income levels, ethnicity)

county-specific disease rates

physician supply

clinical practice patterns

supply of beds (e.g., rehab beds)

genetic factors

lifestyles

etc.



The HSRC is currently researching the relationship of such factors on county rates, where data is available.





Data Sources 



1995/96 CIHI data

1995/96 Ontario Cost Distribution Methodology

1996 Census resident population data (by county, by age and by sex breakdowns)



Acute inpatient discharges for 1995/96 were subjected to the following filters prior to analysis:



remove non-Ontario residents

remove newborns (entry code = “N” or HSRC defined age group = 7)

remove psychiatric cases occupying Ministry of Health designated psychiatric beds (hospital type = “AP” with most responsible diagnosis as psychiatric)

trim cases where length of stay is greater than 365 days and apply low severity per diem rate to trimmed cases.



Data was aggregated by age and sex using the PDST defined age groups (i.e., 0-14; 15-44; 45-64; 65-74; 75-84; and 85+ years).



Expenditures were estimated using average cost per weighted case (resource intensity weight) for each hospital.

�Appendix C:  Growth Methodology



Estimating Growth in Clinical Activity to the Year 2003

The growth model currently under development at the HSRC is adapted from work done for the Growth Funding Working Group of the Ontario Joint Policy and Planning Committee in May 1996. One distinguishing feature in the HSRC model is to allocate growth by program by facility. This means that, when programs are shifted among hospitals, the growth associated with these programs is also moved.



To assess acute inpatient requirements to the year 2003 using the revised methodology, planners must first determine the additional days and caseload, using the following four steps:



Step One:  Determine the change/growth in population from 1995 to 2003 using projected populations which, provincially average about a 1.3% increase annually.



Step Two:  Calculate the impact of population change/growth on utilization of hospital services, using case type and age and gender specific use rates projected against population growth for each County population in the planning area.



Step Three:  Allocate to each program in each facility the impact of the population change on post-utilization volume.  The HSRC estimates the impact of growth on the change in the demand for hospital services by using a blend of two factors:



the historical referral patterns, based on the proportion of cases by age, gender and Major Clinical Category

a “proximity” factor, based on the assumption that people will receive services from the eligible hospital closest to their home



Step Four:  Sum up the projected post-utilization days, projected for growth, and estimate the number of additional beds required for the year 2003.

�Appendix D:  Costing Methodology



The methodology described in this document is designed to produce estimates of savings related to four areas of hospital activity, as well as plant costs related to the implementation of restructuring:

clinical efficiencies;

restructuring savings (program transfer/program reduction);

consolidation of support services;

administrative efficiency; and

site closure expenses.



While the cost savings estimates are advice to the Minister of Health, they have the potential of becoming guideposts or targets for costs and savings related to restructuring implementation. Therefore it is necessary to develop the best possible methods of estimation and use the most accurate information possible to guide decision-making respecting hospital and health care restructuring.  



Due to the method of identifying costs and savings associated with various restructuring options the sequence of the estimates is fundamentally important to avoid double-counting and improve the accuracy in estimating costs and potential savings.  The following is the sequence of steps respecting costs and savings estimates inherent in the methodology:



STEP 1: Determine Net Expenses

In order to establish the separation of direct service costs from indirect costs, the Ontario Cost Distribution Methodology (OCDM�) is applied.  Net expenses are calculated in the OCDM by netting allowable recoveries/revenues and restructuring costs from gross expenses.  Selected expense accounts (see table below) are deducted from net expenses to derive adjusted net expenses (includes plant, materiels management and administration) for all patient types (i.e., acute inpatient and day surgery, chronic & respite, ELDCAP, palliative, rehab, outpatient, other hospital or community outpatients).



Account Code�Description��71 7 10�Research - General��71 9 **�Marketed Services��81 9 50 80�Depreciation Undistributed - Major Equipment��81 9 55�Interest on Long Term Liabilities - Undistributed��81 9 60�Municipal Taxes��81 9 90�Other Undistributed Expenses - Operating��81 9 95�Employee Benefits - Debit Clearing Account��81 9 96�Employee Benefits - Credit Clearing Account��85 9 45�Other Undistributed Revenues��85 9 90�Other Undistributed Expenses��63030�Short Term Interest Charges��75000�Depreciation on Major Equip - Distributed��76000�Rental/Lease of Equipment��78000�Amortization - Software License and Fees��95080�Depreciation on Major Equip – Undistributed��



STEP 2: Calculate Program & Related Transfers

In estimating savings for the transfer of inpatient acute clinical activity among facilities, a number of key assumptions were made:



the latest current available levels of acute inpatient clinical activity (currently 1995/96 data) are used as a proxy for current clinical activity, as these are the latest data available;

the most recent comparable equity formula estimates (currently 1995/96 data) of the costs per case are used as proxies for current cost per case, as these are the latest data available;

the total outpatient/ambulatory and emergency activity is transferred at direct cost without differentiation between types of ambulatory care;

costs for the transferring facility are estimated using actual direct cost per case for the hospital, multiplied by the number of weighted cases (inpatient or qualifying day surgery) to be transferred;

cost of transferred activity are estimated at the expected direct cost per case or the actual direct cost per case (whichever is lowest between the transferring and the receiving facilities), including all factor adjustments for tertiary, neonatal and teaching factors associated with caseload; and the difference between the cost for the transferring facility (actual direct cost per case) and the cost for the receiving facility (expected direct cost or actual direct cost - whichever is lower) is removed from the hospital system. 



As a consequence of program transfers, there may need to be a re-allocation of materiels management expenses, based on the proportion of direct expenses of each reconfigured facility.  No savings are generated in this step as these expenses are only re-distributed.



The number of weighted cases transferred may result in a funding difference in direct services if the transferred cost is lower than the actual cost of the transferring facility.  Since there is no evidence to suggest that operating at a lower cost than the expected rate results in poorer services or outcomes it is the recommendation of the HSRC that the lower of expected or actual direct costs be used in the costing of transfer of programs between hospitals. 

 

STEP 3: Calculate Clinical Efficiency Savings

Clinical efficiencies, based on estimated savings in patient days from the improvements in clinical utilization consistent with the HSRC methodology, are calculated using the revised levels of costs and clinical activity in the receiving hospital if program transfers are involved.  Where benchmarks are applied, conservable days are based on three axis: CMG/DPG, age group, and peer group��. 



The following is the sequence of calculations to estimate savings associated with clinical efficiencies.  Note that the calculations of clinical efficiencies is currently under development and will be incorporated into the methodology when finalized.



A. Alternate Level of Care (ALC)

ALC days are divided into surgical and medical categories associated with the original acute case designation. Different weighting factors based on the results of the OCCP data analysis are then applied.  In estimating the savings in this area, it is assumed that they will be realized at the hospital transferring the programs.  Therefore, ALC savings are calculated at the lower of the expected or actual direct cost per weighted case of the sending facility.



i)   estimated savings for medical ALC days be calculated as follows:



[conservable medical ALC days] x  [medical caseload weighting factor of 0.10] x  [direct cost per case]



ii)  estimated savings for surgical ALC days be calculated as follows:



[conservable surgical ALC days] x  [surgical weighting factor of 0.134] x  [direct cost per case]





B. Other Factors Causing Hospitalization - Case Mix Group 851

The costs/savings associated with the inpatient case to related to CMG 851 are estimated as follows:



[number of cases related CMG 851] X [RIW ] X [hospital average (direct) cost per case]



C. Diagnoses Not Normally Hospitalized - Case Mix Group 910

As is the case with CMG 851 cases associated with this CMG have a specific resource intensity weight (RIW) associated with them.



The following is the equation for estimating costs/savings associated with CMG 910 cases:



[number of cases] X [RIW] X [hospital average (direct) cost per case]





D. Day Surgery Conversion

The costs and savings attributed to same day surgery conversion are calculated by determining the variance in resource weights of the inpatient surgical CMG to that of the same day surgery Day Procedure Group (DPG).  That is, the costs associated with the inpatient case to be converted are estimated using the CMG RIW and the hospital cost per weighted case.  Then, the costs associated with the day surgery case that is generated are calculated using the DPG RIW and the hospital cost per weighted case.  The DPG cost estimate is subtracted from the CMG RIW cost estimate.  The difference is the cost or saving associated with the conversion.



Inpatient Surgical Case ([average cost per weighted case] X [case weight/CMG]) less Day Surgical Case ([average cost per weighted case] X [case weight/DPG])



E. May Not Require Hospitalization (MNRH)

Savings attributed to the MNRH surgical cases are calculated based upon the same-day surgery conversion methodology which is described in following sections.



The savings attributed to medical MNRH cases would be calculated based upon the weight of 0.533.  The following is the recommended equation for estimating the costs of MNRH conservable days:



[Conservable days associated with MNRH CMGs (medical only)]  X  [0.533 weighting factor]  X [Hospital Cost per Weighted Case]



F. Average Length of Stay (ALOS)

Starting with the estimation of potential conservable days associated with average length of stay, the methodology addresses costs associated with the conservable days.



Routine and Ancillary weights� by Case Mix Group are used with the hospital’s direct average cost per case to estimate the costs attributed to conservable days associated with improvements in length of stay.  



The calculation is CMG-specific as follows:



Conservable days x (Routine and Ancillary % of full cost x RIW per diem factor) x Hospital Specific Direct Case Cost





STEP 4:  Determine Support Service Efficiencies 

In order to determine the savings potential of consolidating support services, a number of options regarding the selection of these support services were considered.  The HSRC settled on the following functions largely due to the size of the activity in budgetary terms; i.e., materials management, food services and laboratory services.  Furthermore, there have been ample studies to support the assumptions and models employed by the HSRC in regard to these hospital activities.  This is not to suggest that other cost centres are cannot be consolidated and savings realized by the hospitals.



The model developed to identify savings resulting from consolidation and improved efficiency in Food Services, Materials Management and Laboratories is based on a three dimensional matrix.



The three dimensions which influence the potential savings are:



1.	Current operational performance;

2. 	Number of sites being consolidated; and

3.	Critical mass or thresholds.



The three dimensions are indicated below.



�Estimated Saving Percentages/

Number of Sites to be Consolidated���2 - 3�4 - 6� 7 - 9��Current Level Of Efficiency�Model

A�Model 

B�Model 

A�Model

B�Model

A�Model

B��High��������Average��������Low��������

A. Materials Management

Based on the implementation of best practices, the following table summarizes estimated potential savings within a region (where a region is defined as a group of hospitals within a geographic cluster).



Current levels of efficiency are addressed in the following section.



MATERIALS

MANAGEMENT� Estimated Saving Percentages/

Number of Sites to be Consolidated��Current Level Of Efficiency�2 - 3�4 - 6� 7 - 9��High�23%�28%�33%��Average�29%�34%�39%��Low�35%�40%�45%��

Best Practices in Materials Management

The following list summarizes best practices which could be implemented in order to achieve savings through consolidation of materials management across a number of hospitals:



Product standardization and evaluation committees.

Coordinated contract/vendor negotiation.

Group purchasing.

Computerized inventory management.

Inventory control practices yielding an average of 20 inventory turns per year.

Centralized ordering and warehousing in one hospital site or off-site through a contracted service with just-in-time delivery to the consolidated hospitals.

Automated purchasing - electronic data interchange (EDI) for ordering and electronic funds transfer (EFT) for supplier payment.

Sterile processing - standardization of procedure trays and:

-  either, central sterile processing for common, low cost items.

-  or, use of a high percentage of disposable tray packs.

Current Levels of Efficiency in Materials Management - Definitions



Current Level Of Efficiency�Definition�Approximate Inventory

          Turns/Year	inventory turns per			year��High�·	Extensive use of buying group(s) or a prime vendor.

·	Purchasing decision involves users.

·	EDI/EFT 

·	Ward stock top-up - top-up frequency minimized - large facilities use computerized inventory management and automated stock control systems (1). 

·	Standardized products and procedure trays/case carts.

·	Some outsourcing of sterilization.�20 or more��Average�·	Moderate use of buying group(s).

·	Purchasing decision - mix of buyers and users.

·	Manual ordering and accounts payable.

·	Ward stock top-up - daily top-up - manual stock control systems.

·	Limited standardization of products and   procedure trays/case carts.�                   15









	15��



Current Level Of Efficiency�Definition�Approximate Inventory 

          Turns/Year	inventory turns per			year��Low�·	Some use of buying group(s). 

·	Purchasing decision by buyers.

·	Manual ordering and accounts payable.

·	Ward stock exchange carts - daily exchange - manual stock   

control systems.

·	No standardization of products and procedure trays/case carts.�10 or less��(1) e.g., bar coding, carousels, etc.





B. Laboratory Services

Based on the implementation of best practices, the following table summarizes estimated potential savings within a region (where a region is defined as a group of hospitals within a geographic cluster). Current levels of efficiency are addressed in a following section.



CLINICAL

LABORATORY

SERVICES�Estimated Saving Percentages/ 

Number of Sites to be Consolidated���2 - 3�4 - 6�7 - 9��Current Level Of Efficiency�Model 

A�Model 

B�Model 

A�Model 

B�Model 

A�Model 

B��High�2%�5%�5%�10%�5%�15%��Average�5%�10%�10%�15%�10%�20%��Low�10%�15%�15%�20%�15%�25%��

As noted in the table above the savings estimates range from 2% to 25% depending on the model selected and the characteristics of the hospitals involved.  These figures relate only to hospital laboratories and do not include the community sector laboratories.   If the latter were included it is possible to increase the savings potential.  Other assumptions underlying the estimates are listed below as is the Models A and B identified in the above chart.



Best Practices For Laboratory Services

The following list summarizes best practices which could be implemented in order to achieve savings through consolidation of laboratory services across a number of hospitals.



Number Of Beds�	                              Best Practices��Model A - Modified Central Laboratory Concept��0- 79 beds�·	Central laboratory that processes most routine testing and all esoteric testing for the region. 

Rapid response laboratories in all other facilities that meet the STAT testing needs of each institution. 	

·	Consolidated purchasing to maximize purchasing power. 

Networked information systems between central laboratory and rapid response laboratories.

·	Bar-coding technology for tracking/analyzing specimens. Centralized governance

structure. 

·	Linkages with academic health sciences centres. 	

Note: Central facility(s) and hospitals should be located within a 1 hour drive of each other.��

Model B - Central Laboratory Concept��80 + beds�·	Central laboratory that testing for the region.	

Rapid response laboratories in all other facilities that meet the STAT testing needs of  each institution. 

·	Consolidated purchasing to maximize purchasing power. 

Networked information systems between central laboratory and rapid response laboratories. 

·	Bar-coding technology for tracking/analyzing specimens.  

·	Centralized governance structure. 

·	Linkages with academic health sciences centres. 

·	Note: Central facility(s) and hospitals should be located within a 1 hour drive of each other.��     

     Current Levels of Efficiency in Hospital Laboratory Services



Current Level of Efficiency�Definition��



High�·	Central laboratory concept virtually implemented 

·	Core laboratories implemented

·	Purchasing power consolidated 

·	Computerization with most sites linked 

·	Centralized governance structure Effective utilization management program��



Average�·	Some cooperative arrangements 

·	Some core laboratories 

·	Some shared purchasing and use of buying groups 

·	Computerization with some sites linked 

·	Multiple governance structures ��





Low�·	Autonomous laboratories

·	Limited or no core laboratories

·	No shared purchasing, use of some buying groups 

·	Limited/no computerization; no computer linkages 

·	Multiple governance structures 

·	Limited or no utilization management program��

C. Food Services

Based on the implementation of best practices, the following table summarizes estimated potential savings through consolidation of services within a region (where a region is defined as a group of hospitals within a geographic cluster).  Current levels of efficiency are defined in further sections.  Assumptions are listed below in a separate subsection.



There are a number of dimensions to food services savings:



productivity improvements through technology;

outsourcing part of production process; and

reduction in overall meal days associated with reduced inpatient days.



Not all of the dimensions of food services are explored in this methodology.  However, the method is consistent with numerous food service studies by hospitals, DHCs and other bodies commissioned over the past few years.  The following chart outlines some benchmarks for savings from consolidation and efficiency improvement.



FOOD

SERVICES�Estimated Saving Percentages/

Number of Sites to be Consolidated���2 - 3�4 - 6� 7 - 9��Current Level Of Efficiency�Model

A�Model 

B�Model 

A�Model

B�Model

A�Model

B��High�2%�9%�4%�11%�6%�14%��Average�4%�15%�7%�17%�10%�20%��Low�8%�22%�10%�24%�12%�26%��

The table above notes that the savings can range between 2% of current expenses to 26% depending on the model, sites and current level of efficiency.  Note that for chronic (i.e., complex continuing care)/rehabilitation facilities it is assumed that the complexity of cases, and therefore resource needs,  is less than that for acute care facilities.  Consequently, 75% of the savings rate attributed to acute care sites are applied to the chronic/rehab site.

Best Practices in Food Services

The following table summarizes best practices which could be implemented in order to achieve savings through consolidation of food services across a number of hospitals under two consolidation models.

Number Of Beds�Best Practices��

Model A - Shared Management and Outsourcing��0 - 79 beds�•	Shared management, common non-selective menu (7 - 9 days), common nutritional protocols.

•	Outsourcing of 80% or more of food products, reducing the level of on-site production.

��80 + beds�•	Shared management, common 7-9 day non-selective menu, common  nutritional protocols.

•	Outsourcing of 80% or more of food products, reducing the level of on-site production.

•	Cold plating and advanced meal delivery system (1).

��Model B - Shared Management, Outsourcing and Meal Assembly��All sizes�•	Shared management, common non-selective menu, common nutritional protocols.

•	Outsourcing of 80% or more of food products, reducing the level of in- house production.

•	Centralized cold plating and warewashing (see assumptions).

•	Distribution of trayed and/or bulk meals from central facility(s) to consolidated hospitals.

•	Advanced meal delivery system (1).

��Advanced meal delivery system: A cart system in which pre-plated meals are held chilled and re-thermalized automatically just prior to meal service time.  Re-thermalization can take place centrally in the hospital's kitchen or decentrally in nutrition centres proximate to each patient unit.  Hot beverages and ice cream are added to trays at the time of service.

   Current Levels of Efficiency in Food Services

Current Level Of Efficiency�

Definition�Approximately Productivity (Meal Days Per FTE)��High�·	80% to 100% outsourcing of food products.

·	Cold plating and use of an advanced meal delivery system for meal re-thermalization and delivery.

·	Efficient hospital layout in terms of meal distribution.�

> 2,750��Average�·	Mix of outsourced foods and on-site production.

·	Hot plating.�Between  2,250

 and  2,750��Low�·	On-site production.

·	Hot plating.

·	Inefficient hospital layout in terms of meal distribution.� 

<  2,250��



Method of Assessing Savings Related to Materials Management, Food Services and Laboratories

In order to compare hospital performance with best practices consistent with the model, a survey is administered to hospitals under consideration.  The results of this survey are tabulated and a score relative to the level of efficiency is assessed.  The hospital and its particular situation is then plotted against each of the three dimensional grids to determine the level of savings achievable at best practices.  Savings are determined at an aggregate level for the group of facilities and are prorated to the individual facilities based on their respective efficiency ratings.  For example, an overall savings of 20% could be distributed as 10% savings to a high efficiency facility and 30% savings to a low efficiency facility (given a two-facility group with the same size budgets).



Since laboratory and food service expenses are part of the direct patient care costs, it is assumed that a by product of expense reductions due to clinical efficiencies will mean a reduction in the potential for savings in these areas.  Therefore, the savings potential for Laboratory expenses and for Food Services expenses is then discounted for any reduction in direct costs that result from increased clinical efficiency. 



STEP 5: Re-allocation of Other Expenses

Other savings may be identified through site closures and program reductions.  These savings are community-specific and are based on net expenses as reported in the OCDM.



STEP 6: Calculate Site Closure Savings 

Should a facility or site be subject to closure in various options, then net plant expenses are identified as savings.  For plants that remain in various options these expenses are maintained.



STEP 7: Determine Administrative Efficiencies

Administrative expenses are those expenses which for the most part are fixed and do not vary directly with patient volumes.  These non-variable costs tend to remain inside a set limit as a percentage of total hospital operating costs.



The categories included in Administrative Expenses  were chosen to correspond to  the overhead costs in the OCDM with a few exclusions (e.g. plant, materiels management).  The following are the primary functional centres that were included in the Administrative Expenses total.



Functional Centres��Category�Account�Category�Account�Category�Account��General Admin�71110�Finance�71115�Human Resources�71120��Systems Support�71125�Communications�71130�Volunteer Services�71140��Housekeeping�71145�Laundry/Linen�71150�Bio-Med Engineer.�71175��Registration�71180�Patient Transport�71185�Health Records�71190��Admin/Supp Temp�71198�Pastoral Care�71199�Hospital Library�71810��Audiovisual�71820�Medical Illustration�71830�Inservice Education�71840��Admin & Supp - Ed�71850�Formal Ed.-Nsg�71860�D&T Formal Education�71870��Formal Ed.-Medical�71880������

The estimated savings from Administrative Efficiencies are based on benchmarking the Administrative expenses to comparable hospitals  relative to net direct expenses (including plant and materials management).  The benchmarks are based on the 10th percentile for each of the three review groups�.  A fourth review group was established for free-standing chronic/rehabilitation facilities.  Specialty hospitals were not included in the creation of the benchmarks but administrative savings were estimated using the appropriate review group.  The revised administrative expenses based on benchmark values are then subtracted from the initial administrative expenses (based on the above accounts), to determine administrative expense savings.  The following table defines the benchmarks that were used for each of the review groups.  Please note that the benchmarks are calculated and applied using these formulae:



New Total Operating Net Expense 

	= New Direct Net Expense (including plant and materials management)/(1-Benchmark Rate)



Administrative Expense Savings 

	= (New Total Operating Net Expense - New Direct Net Expense) - 1995/96 Net Admin. Expense 	   

	   

Review Group�10th Percentile - Benchmark�Minimum

�Median�Maximum��Review Group 0 (Free-Standing)�17.14%�13.00%�20.13%�34.09%��Review Group 1�12.81%�11.97%�16.21%�18.53%��Review Group 2�13.75%�10.72%�16.56%�23.59%��Review Group 3�16.33%�13.83%�21.47%�31.74%��



Step 8: Add back Selected Expenses

For institutions that are remaining open, Selected Expenses as identified in Step 1 are added back in total.  For institutions where programs have been transferred or closed, the following expenses are transferred to the receiving facility, in proportion to the activities transferred.

		Emergency physician remuneration (primary account 71930)

		Depreciation - distributed & undistributed (secondary accounts 75000 & 95080)

		Depreciation undistributed (primary account 8195080)

		Other undistributed expenses - Operating (primary account 81990)

		Net NEER (penalties/rebates) 

		Cash Discounts (secondary accounts 12090 & 12190)



Step 9: Establish the Cost of the Reconfigured System

The total net expenses of the reconfigured system are then calculated by adding back the selected expenses identified in Step 1.   This total reflects costs associated with all patient types in an acute-care facility.



Chronic (i.e., complex continuing care) and Palliative Care Costing Methodology

The methodology used to estimate the cost of a reconfigured chronic care (i.e., complex continuing care) and palliative care system and a reconfigured rehabilitation care system follows the methodology used in the calculation of costs for the acute care sector with a few differences.   Net expenses and selected expenses are determined as outlined in Step 1 but only as related to chronic & respite, and palliative patient types.   



The following assumptions are made in costing the program reductions/enhancements

1995/96 actual patient days are used  for both chronic care (i.e., complex continuing care)  and palliative patients;

a 95% occupancy rate is used to derive the number of future days in the system based upon the number of beds sited at each institution;

the cost of chronic care (i.e., complex continuing care)  beds added to a facility is estimated at the lower of the median direct chronic cost per day or the actual direct chronic cost per day.  This median is calculated separately for acute facilities and free-standing chronic care facilities;

the cost of chronic care (i.e., complex continuing care) beds removed from a facility is estimated by multiplying the actual direct chronic cost per day by the number of  days being reduced; and

program reductions and closures are associated to chronic rather than palliative care, with the exception of the closure of a facility where all (i.e. chronic care (i.e., complex continuing care)  and/or palliative) beds are removed from the system.



It is expected that current lower intensity chronic care (i.e., complex continuing care)  patients will now be cared for within the long-term care system.  Future patients who require chronic care (i.e., complex continuing care)  will, on average, have a higher resource intensity than is currently exhibited.  Consequently, a resource intensity adjustment of 17% was allocated to all facilities who continue to have chronic care (i.e., complex continuing care) patients.



There are no administrative efficiencies calculated on acute care hospitals, as they have already been calculated in the acute care methodology.  However, administrative costs are adjusted to reflect program reductions/enhancements.   Administrative efficiencies are calculated for all free-standing facilities as described above in Step 7.  As in the acute care methodology, for sites that close, plant and materials management net expenses are identified as savings.  Selected expenses are added back for sites that remain open.  The total net expenses of the reconfigured system are then calculated by adding back the selected expenses to the new direct and administrative expenses.



Rehabilitation Care Costing Methodology

Net and selected expenses are determined as outlined in Step 1 but only as related to rehabilitation care.  



An adjustment is made for additional allied health expenses for all rehabilitation care beds.  This additional expense is expected to cover the additional cost of allied health coverage on weekends.



The following assumptions are made in estimating the costs for the transfer of rehabilitation patients. 

regional beds have an occupancy rate of 90% and long-term & short-term beds have an occupancy rate of 95%;

any program reductions are assumed to be on short-term beds at an occupancy rate of 95%;

the cost for program reductions is estimated using the facility’s actual rehabilitation direct cost per day, multiplied by the number of days to be reduced; and

the cost for program enhancements is estimated at the lower of the median direct rehabilitation cost per day and the facility’s actual direct rehabilitation cost per day. This median is calculated separately for acute facilities and free-standing chronic care facilities.



Administrative efficiencies are not found for acute care hospitals, as this has already been calculated in the acute care methodology.  However, administrative costs are adjusted to reflect program transfers.   Administrative efficiencies are calculated for all free-standing facilities as described above in Step 7.  As in the acute care methodology, for sites that close, plant and materials management net expenses are identified as savings.  Selected expenses are added back for sites that remain open.  The total net expenses of the reconfigured system are then calculated by adding back the selected expenses to the adjusted expenses, program transfers, adjustments, and new administrative expenses.



CONCLUSION

This methodology for identification of costs and savings associated with restructuring options was developed to do the following:

assist the HSRC in assessing the affordability criterion for various restructuring options;

determine the extent of savings associated with:

clinical efficiencies

consolidation of support services

administrative overhead

costs of plant operations;

use an approach consistent with industry practices and methodologies currently in place; and

develop advice for the Minister of Health on the expenses and savings estimates associated with HSRC Directions and Recommendations.



The original methodology for costing of restructuring options as reported in the Thunder Bay, Sudbury, Lambton and Pembroke reports was modified from one developed by the Ministry of Health.  While there were issues associated with the method, the basic approach was deemed acceptable to the hospital sector.  The HSRC undertook to revise the methodology by examining relevant analysis and research into various categories of expenses and potential savings.  



The HSRC had engaged the firm KPMG, and their associates, Healthcor, to assist the HSRC in its endeavors.  Working with the Ontario Case Cost Project, the Fiscal Planning Working Group of the Joint Policy and Planning Committee, and its consultants, Hay Management, and the Ministry of Health, the HSRC identified areas of improvement to the methodology which it will implement in future review and revise estimates from past reports.



Concurrent with the revisions to the methodology, the HSRC developed, with the assistance of KPMG and Healthcor, a software modeling system based on the revised costing methodology.  The system will facilitate the consistent application of the methodology.



The costing methodology results are summarized in each report of the HSRC as advice to the Ministry of Health and to the hospitals affected by the directions.  The actual expenses and savings will require further development during the implementation of the directions by the hospitals in conjunction with the HSRC and the Ministry of Health.  The HSRC strives to use the most accurate and consistent information possible in developing the estimates because it is aware that they can become targets and guideposts for implementation.



As always, the HSRC invites comment on any materials and approaches that it promulgates.  This policy of openness will allow the HSRC to improve upon its methods through the feedback from the industry and from the results of implementation as it proceeds in various communities.



If you have any comments regarding this report of any of the sections therein, the HSRC would appreciate your views in writing to the HSRC.



�Appendix E:  Capital Estimates

Assumptions:



New acute care construction, where there is a balance (50:50) between space allocated to high cost items (e.g., Emergency, NICU, Surgical Suite, Critical Care) and moderate/low cost items (e.g., Administrative, Materials Management, etc.) a blended rate of $187 per square feet.

New acute care construction, where more than 50% of the space is high cost, a rate of $210/sf will be applied.

New acute care construction, where more than 50% of the space is lower cost space, $160/sf will be used.

New construction for mental health will be applied at a rate of $140/sf (excluding medium secure forensic unit, which will be $170/sf).

New construction for rehabilitation beds will be applied at a rate of $160/sf.

New construction for complex continuing care beds will be applied at a rate of $160/sf.

Renovation costs will be calculated as follows:

		moderate level of renovations 			moderate	$100/sf

		significant level of renovations			high	$150/sf

		very high level of technologically complex renovations	very high	$180/sf

		light renovations					light	$50/sf

��

��



��



� Repatriation to the Outaouais Region Through Transformation of the System, Regional Health and Social Services Board of the Outaouais, Strategic Repatriation Plan, November 1995.

� Standardized Mortality Ratio

2Rates are standardized so that the Ontario average equals one. 

� Canadian Institute of Health Information (CIHI)

� The Acute Utilization rate can also be calculated by multiplying the hospitalization rate (separations per 1000 population) by the Average Length of Stay.

� The referral population for Hospital A is equal to a  region’s population multiplied by the percentage of that region’s separations treated at Hospital A, summed for all  regions in Ontario.

� Ministry of Health Institutional Health & Community Services Regional Planning - DHCs, Planning to Implement the Rural and Northern Health Care Framework, December 12, 1997

� Note: The acute beds noted in the above table represent the census of acute beds staffed and in operation on March 31, 1996 for Cornwall hospitals. This number varies from the total beds described in an earlier table, which lists the beds as detailed in the hospitals’ 1995/96 operating plans, representing an average number of beds for the year. 



� Health Services Restructuring Commission, Ottawa-Carleton Health Services Restructuring Report, August 1997

� See the HSRC’s report, Change and Transition for these deliberations. 

� Disruption costs include things that add to the expense of the option and have not been estimated, such as the need to move roads to provide space for an expansion of a building due to the major movement of programs between facilities. 

� Into the 21st Century. Ontario Public Hospitals Report of the Steering Committee, Public Hospitals Act Review: February 1992.

� Ibid. 

� Major Clinical Classification

� Day Procedure Groups





� (Note: the 13 beds per 100,000 population is based on 90% occupancy rate

� Detailed information about the Ontario Cost Distribution Methodology can be obtained from the JPPC Reference Document #RD4-6A, “Ontario Hospital Cost Distribution Methodology by Patient Activity”, March 20, 1997.

� Review groups are defined by the Ministry of Health as: Review Group 1: designated teaching facilities (excluding specialty), Review Group 2: designated community facilities, Review Group 3: designated small facilities.

� The HSRC is contemplating adjusting the method from Peer to Review Groups - the changes are not reflected in the London figures;  

� Ontario Case Cost Project data were used for calculation of CMG-specific routine and ancillary weighting factors.   Where data do not exist to support the creation of these weighting factors, the existing CIHI CMG specific Routine & Ancillary weights derived from the Maryland experience are used.

� Review groups are defined by the Ministry of Health as: Review Group 1: designated teaching facilities, Review Group 2: designated community facilities, Review Group 3: designated small facilities (as defined by the JPPC).



Stormont, Dundas & Glengarry, Prescott & Russell Counties Health Services Restructuring Report, May 1998
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