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INTRODUCTION

Highlights of the February, 1998 Report:

· Recommended siting option for all acute inpatient, rehabilitation and some ambulatory services including 24-hour emergency services is at the Kingston General Hospital site.

· The Kingston Psychiatric Hospital site will become a multi-purpose health care centre offering complex continuing care, longer-term mental health and acute ambulatory care services with14-hour- a- day emergency care. The complex continuing care and rehabilitation programs at the St. Mary’s of the Lake Hospital will be transferred to the Kingston Psychiatric Hospital and Kingston General Hospital sites respectively.

· St. Mary’s of the Lake Hospital site will cease to operate as a chronic hospital.

· Kingston Psychiatric Hospital’s governance and operations will be transferred to the Providence Continuing Care Centre-SMOL.

· Hotel Dieu Hospital will cease to operate as a public hospital.

· Child and adolescent mental health beds will be located in Ottawa
· Local and regional rehabilitation will be provided at the Kingston General Hospital.

· Kingston General Hospital will change its governance to allow one-third of its members to be selected from a list provided by the Religious Hospitallers of St. Joseph Kingston Hotel Dieu. The Kingston General Hospital and Providence Continuing Care Centre-SMOL will maintain separate governance with a joint management committee consisting of executive committees of the two hospitals’ boards. 
· Kingston General will develop a contract with the Religious Hospitallers of St. Joseph of Kingston Hotel Dieu to manage the ambulatory care centre at the KPH site, assuming there is an interest from the Religious Hospitallers.
· Savings of $58.1 million or 23.2 % of 1995/96 net expenses.
· Capital funding of $94.1 million
· Operating funding reinvestment of $18.7 million. 
· The HSRC recommended Lennox and Addington County General Hospital to merge its governance with the Lenadco Home for the Aged located on its site. Final bed configuration will be determined after the local DHC’s review of this hospital under the small hospitals' framework.
Background
This second report of the Health Services Restructuring Commission (HSRC) includes the HSRC’s directions for hospital restructuring in Frontenac, Lennox and Addington following the Notices of Intention issued on February 23, 1998.

It reflects the HSRC’s careful review of additional facts and new information received from

the community during the notice period.

The HSRC is an independent body operating at arm’s length from the government. Its role is to make decisions about hospital restructuring and to advise the Minister of Health on restructuring other aspects of Ontario’s health services system. The HSRC's four-year mandate consists of three specific and closely related components:

· to work with communities and district health councils, and make decisions about restructuring hospitals to make them more effective and efficient

· to make recommendations to the Minister of Health about which health services will require funding reinvestment as a result of changes to the hospital system and changing needs of the population and
· to make recommendations to the Minister on restructuring other components of the health care system to improve overall quality of care, outcomes and efficiency.
The HSRC’s approach to restructuring in Frontenac, Lennox and Addington is consistent with that in every other community reviewed. Factors relating to the delivery of health services are analyzed, the particular characteristics of the community and the future needs of the population are assessed, and decisions are made about the most appropriate mix of health services, their location and their governance. 

As directed by the HSRC changes to the Frontenac, Lennox and Addington health services delivery system will form the basis for developing a strong hospital system linked with other elements of the health system capable of meeting the future needs of the community within available financial resources. 

The health care system cannot afford duplication, redundancy and inefficiency if services are to be maintained and enhanced to meet population needs in 2003 and beyond. The HSRC’s decisions are intended to improve accessibility and quality of care, and to create a system that is both affordable and sustainable given the current and likely future fiscal circumstances. 

The accompanying directions to hospitals and advice to the Minister of Health will continue a process of coherent, constructive change and modernization that will strengthen the Frontenac, Lennox and Addington health system.  The HSRC takes a long-term view of the system. The HSRC acknowledges that restructuring is an evolving process, not an endpoint, and that the change process is not a simple one. It involves organizational cultures, people and physical resources. The HSRC recognizes the importance of establishing appropriate strategies and structures to facilitate change. It also appreciates that in the short term these changes will have a profound impact on the affected communities.

Organizations possess distinct cultures and may have different approaches to the delivery of health care services. Integrating services requires fostering new cultures, appreciating organizational histories, and nurturing the positive attributes of each organization.  It is imperative that traditions of excellence be retained in the cultures of newly-formed organizations. The common link in health services is a commitment to provide the best possible service to those who need it. 

The HSRC’s goal of creating a high-quality health services system is contingent upon adequate reinvestment in community-based health services and the existence of high-quality, accessible hospitals.  It is critical that appropriate community structures and support services be established before beds are closed. The HSRC has identified areas of reinvestment in community-based services to support the restructuring of local hospital services. It has identified the need to upgrade or expand hospital buildings to ensure that an adequate 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 to establish the necessary physical structures to support the restructured system. 

The HSRC believes that the status quo is not an option. Although various hospitals and other health care services have responded positively to the challenges facing them, there are limitations to what individual organizations can accomplish.  Without a systemic approach, the future will be characterized by further fragmentation of hospital and other health services, and reduced accessibility and quality of care at a high cost to the public.

The restructured hospital system that the HSRC has envisioned for Frontenac, Lennox and Addington realigns hospital services for the future while acknowledging the excellent foundation laid by the hospitals, Queen’s University, physicians, community agencies and the public. Expertise and resources will be consolidated, excess capacity minimized, and a viable, full-service hospitals put in place along with institutions with a special focus on mental health, complex continuing care and ambulatory services. The result is improved access to services, a hospital sector well-positioned to meet increasing demands imposed by population growth and changing demographics, and a more affordable system that facilitates additional investments in community-based services and other areas of health care.  
The faculty of health sciences at Queen’s University is recognized as a leader in innovative approaches to education and research. The Southeast Health Sciences Centre (SOHSC) has made unique contributions to restructuring of health care delivery in Ontario. In particular, it is the first health sciences centre in Ontario to put all of its academic physicians on an “alternative funding plan” (AFP). Dating from 1994, this AFP arrangement has eliminated the fee-for-service funding of academic physicians. Most specialty and sub-specialty physicians’ clinical work within the Kingston area is now funded under this model. The AFP model has provided the opportunities to explore the comprehensive provision of hospital services that address clinical, educational and research needs.

The vision of the faculty of health sciences is to create an ambulatory teaching hospital as the primary site for teaching while complementing it with the inpatient learning necessary to provide optimal training to the next generation of health sciences professionals. Medical schools and residency training programs are recognizing the need to expand education in ambulatory medicine. Inpatient units increasingly provide treatment for the more critically ill patients who generally require specialized procedure-oriented technology. Education on inpatient units is therefore limited to more intensive care situations. Most diagnostic and treatment decisions today are made in ambulatory settings; there is a need to reassess the educational value of training students and to house staff (interns and residents) on hospital units. One of the major features of the “Kingston model” is to reorient the normal training environment to an ambulatory setting. 
The HSRC fully supports the Southeast Ontario Health Sciences Centre’s vision to better prepare health care professionals to meet the challenges of changing modes of health care delivery. In an inpatient setting, students are more likely to encounter cases that are already well worked up, patients with complex illnesses and co-morbidities who may be so acutely ill that their involvement in teaching is difficult or inappropriate. Whereas most inpatients are long past the point of initial diagnosis, ambulatory settings provide repeated opportunities for medical students to diagnose, assess and work up a new case.

As more health services are provided in ambulatory and community settings, professional education must follow. Students tend to rate ambulatory educational settings highly because of the immediacy of their contact with patients; in an ambulatory setting, they can see commonly encountered problems. Students’ learning is enhanced when they are involved in working up new cases.

The future hospital system including the program configurations at various hospital sites in Kingston has to ensure that there are appropriate safeguards to enable a proper research environment to exist to maintain and enhance the overall quality of research.

Representations to the HSRC
In response to its first report on Frontenac, Lennox and Addington February 1998, the HSRC received 53 representations from hospitals, health agencies and organizations, labour and other groups, and members of the general public providing additional data and information for consideration. The number of representations and the obvious time and thought that went into their development are indicative of the keen interest in health services restructuring in Frontenac, Lennox and Addington.

The following is a summary of the major issues and topics raised in the representations:

· the need to have the entire rehabilitation program sited at the Kingston  Psychiatric Hospital (KPH) under the governance of the Providence Continuing Care Centre-SMOL;

· the need to reconsider the closure of the Hotel Dieu Hospital;

· the need to increase the projected acute ambulatory care volumes for 2003 and the impact on space requirements for the academic ambulatory care centre;

· the need to consider transfer of some other government  funded services to the King West site particularly the Child Development Centre and the Cardiac Rehabilitation program 

· the sizing  of complex continuing care needs;

· several longer-term mental health issues including the need to maintain Leeds and Grenville in Kingston’s catchment area, the needs of special populations and issues related to forensic operating funding requirements;

· HSRC’s benchmarks in acute care;

· disposition of the geriatric assessment unit;

· the need for an additional magnetic resonance imaging (MRI) machine for the ambulatory care site;

· The Lennox and Addington County General Hospital responded by indicating it needed fewer acute beds and $5.4 million in capital funds.

All of the representations were reviewed; further analysis undertaken and the February 1998 intentions reassessed, resulting in the attached revised directions to the hospitals and advice to the Minister of Health. 

Overview of the Report 

The HSRC’s February 1998 report for Frontenac, Lennox and Addington presented intended directions for acute care, mental health, rehabilitation and long-term care services. This report presents the highlights of those intentions, and summarizes the principal issues raised in the representations, the HSRC’s deliberations, and its final directions and advice. 

Section I- acute care

Section II- long-term care 

Section III- rehabilitation

Section IV - mental health

Section V- governance and management of health services

Section VI - methodological issues.

Sections VII reinvestments and the financial impact 

Section VIII summary of directions. 

The HSRC firmly believes that the directions in this report will achieve the objectives of quality, accessibility and affordability, and facilitate the development of a sustainable hospital sector that is capable of effectively meeting the needs of patients into the 21st century. The HSRC also believes that its directions and recommendations for reinvestment will facilitate positive change.  These changes will position Frontenac, Lennox and Addington hospitals and the Southeast Ontario Health Sciences Centre (SOHSC) to meet increasing pressures as they continue to ensure public access to high quality care. The ultimate aim of restructuring the Frontenac, Lennox and Addington health care system is threefold:

· to preserve and enhance the health care system

· to address future financial challenges 

· and, to establish a solid foundation for system-wide integration of hospital services. 

The reader is advised to refer to the HSRC’s Frontenac, Lennox and Addington report of February 1998 for additional information. The lead commissioner for the review of health services in Frontenac, Lennox and Addington is Dr. Rob Williams replacing Harri Janson who resigned from the commission given his relocation outside of Ontario. Shelly Jamieson is now the accompanying commissioner.

Throughout this document reference to the King West site refers to the Kingston Psychiatric Hospital site.

SECTION I: ACUTE CARE


________________________________________________________________________

Highlights of the Notices of Intention

· Inpatient acute care services will be provided at the Kingston General (KGH) and at the Lennox and Addington County General Hospital (LACGH) in Napanee.

· Most of the acute ambulatory care services will be provided at the King West site.

· Hotel Dieu Hospital will cease to operate as a public hospital and its ambulatory programs will be sited at the King West site and its inpatient acute mental health services will be transferred to the KGH site.

· Final directions for LACGH will be provided after the new DHC has reviewed its role under the “Rural and Northern Framework”.

· All sub-acute care beds for Kingston will be located at the KGH site.

· Kingston General Hospital to offer Hotel Dieu Hospital a contract to manage the ambulatory care centre.


Principal Issues in the Responses to the Notices

· adjust the acute bed requirements based on revised census projections and local issues raised

· Hotel Dieu’s claim that the ambulatory care centre at King West site will cost $106 million.

· differing views on the projected total volumes for acute ambulatory care 

· the scope of ambulatory care to be performed at the King West site taking into consideration critical mass, impact on operating and capital costs, patient care and other perspectives 

· the need for an additional MRI to be sited at the ambulatory care site at the King West site

· the acute care requirements of Lennox and Addington County General Hospital.

The HSRC’s Deliberations
Estimating Growth in Acute Care Clinical Activity to 2003

To assess acute inpatient requirements to 2003, additional days and cases were estimated using a growth model that the HSRC developed based on results of the growth funding working group of the Ontario Joint Policy and Planning Committee (May 1996). The HSRC’s model allocates growth on a programmatic basis by facility and has four broad steps: 

1. Determine the population change from 1995 to 2003 using projections based on 1996 census projections. On average, Ontario’s population increases 1.24% annually, while Frontenac, Lennox and Addington’s population increases by 0.64% annually.

2. Calculate the impact of the population change on utilization of hospital services using case type, age and gender-specific use rates projected against population growth.  Incidence rates are calculated for each case type by sex and age based on 1995 data regarding hospital discharges and projected population. The mean provincial incidence rates are used against 

comparable age and sex cohorts to estimate the impact (i.e., growth) related to population changes in each Ontario county/region.

3. Allocate the impact of population change on the volume of each facility’s programs after clinical efficiencies have been achieved.  The impact of growth on the change in demand for hospital services is estimated using two factors:

a) the current referral patterns based on the proportion of cases by age, gender and major clinical category

b) a “proximity” factor based on the assumption that, on average, a person will receive care at the hospital closest to home that offers the services required.

4. Sum the projected post-utilization days and estimate the number of additional beds required for 2003.

Based on this approach, the HSRC’s best estimate results in 72 additional acute care beds required in Kingston by 2003 over the post-utilization capacity. The HSRC has identified the additional capacity needed to meet estimated growth in inpatient, ambulatory and emergency activity. Table 1 shows current and projected acute bed targets after clinical efficiencies have been achieved for Kingston hospitals.

Table 1: Acute Care Beds for Kingston 


Beds Used in 1995/96
HSRC Post-Utilization Acute Bed Target **
Hospital Operating Plans 1997/98
HSRC Projected Targets 2003 (with growth) using ’96 Census Projections

Acute Beds(*)
496
344
396
416

Sub-acute
0
0
0
24

Total Acute Beds
428
344
396
440

ORs
     18***
12.4
    18***
15

From hospital operating plans

(*) Excludes acute psychiatric beds and out-of-province days

**Based on 1995/96 activity

*** ORs available, not necessarily all in use. In addition KGH has two ORs which can be used for minor procedures only.

After post-utilization adjustments, Kingston hospitals are projected to need 72 additional beds or a 28% increase by 2003. In its February 1998 report the HSRC used 1991 census data projections to 2003. The HSRC has recalculated the projected bed requirements based on 1996 data projected to 2003. The methodology continues to take into consideration both demographic changes (aging) and general growth in population. This change resulted in an increase in acute beds by 18 beds from the projected beds in the February 1998 report.

Operating Room Requirements

The methodology used for estimating the total number of operating rooms (ORs) was described in the HSRC’s February 1998 report. This methodology estimated that 18 operating rooms would 

be required by 2003. The HSRC’s methodology assumed all medical procedures will be performed in OR suites and hence it overestimated projected OR capacity requirements. However, procedures such as endoscopies, which are normally conducted in a procedure room, need not occupy operating room space. When these procedure times are removed from the data, the results indicate that 12.4 operating rooms and 5.7 procedure rooms are required in Kingston. When growth estimates are applied the result is an increase to 15 operating rooms and 7 procedure rooms required to 2003. The projected OR requirements are used for capital planning purposes.

The HSRC has not projected future operating costs associated with growth. The Ministry of Health will address funding for growth in volume through its normal hospital operating budget deliberations.

Table 2: Projected Operating Room* Requirements by Sites

Site
Ors Available 1997-98
Ors Required 2003

KGH
10**
12

Hotel Dieu
6
n/a

Ambulatory Care Centre
n/a
3

Total
16
15

*Excludes cysto rooms and Ors where local anaesthesia is administered 

** Two small ORs at KGH can handle low intensity 

Based on the HSRC’s estimate of day surgery volume to be performed at the ambulatory care centre, three ORs will be required at the King West site. The KGH site will require renovation to build two additional ORs to accommodate the increase in inpatient surgical volumes.

Procedure Rooms Required
Table 3 shows the current and projected number of procedure rooms required for medical diagnostic procedure groups such as endoscopy, cystoscopy, and other procedures.

Table 3: Procedure Rooms Available in 1996 and Required for 2003


Kingston General
Hotel Dieu/Amb. Care Centre
Total *

Procedure Rooms Available 1995-96
4
7**
     13



Procedure Rooms Required 2003
3
6
9

*Rounded off

** HDH has more than 7 rooms that can be used
The Kingston General Hospital site has an adequate number of procedure rooms for projected increases in medical procedure volume, cystoscopies and endoscopies to 2003. At the ambulatory 

care centre, an endoscopy suite (with 3 rooms) and three procedure rooms will be built to accommodate the estimated procedures to be performed there.

Sub-Acute Care

The HSRC has supported the concept of a program to serve the needs of post-acute patients whose care requirements are such that they must remain institutionalized but do not need intensive acute care services nor require long-term care, rehabilitation or complex continuing care services. These patients currently receive services in acute care hospitals and other settings, and have been identified in a variety of studies conducted by hospitals in Ontario other jurisdictions.

Definition

Sub-acute care is a “distinct” form of hospital-based inpatient care provided on a supervised inpatient unit of a hospital for patients in need of slower-paced recovery following surgery or short-term medical treatment, and convalescence following an acute medical episode
 The distinction between sub-acute and other modalities of care relates to the nature of the medical supervision, the degree of invasive diagnostics and procedures, the stability of the illness or disability, and the service requirements of the patient. Sub-acute care is aimed at patients who need to regain function and restore their independence prior to re-integration into the community and discharge to their home. Patients receiving sub-acute care:

· suffer from a loss of function as a result of an acute episode or extended stay in hospital

· are deemed likely to regain function following a course of treatment and care is focused on reactivation and restoration; and,

· cannot receive conventional home-based services to manage their care requirements.

Sub-acute care can be further divided into short-term and long-term designations.  Both levels of care would average over four hours of therapeutic services per day.  The short-term care, with an average length of stay of less than 14 days, would be applicable to patients with mainly musculoskeletal and neurological conditions while long-term care with an average length of stay of greater than 14 days, would apply to post-surgical and medical patients.

The HSRC concluded that sub-acute care should be exclusively located in hospitals and be operated as a “hospital” program rather than a separate level of care. The rationale behind this direction is summarized in the following:

· patients discharged to sub-acute care should not be transferred unnecessarily given the shorter length of stay.

· patients admitted to sub-acute care should have access to other hospital services as required

· hospitals have significant capabilities to develop and monitor effective information to facilitate evaluation of services

· convenience to the medical staff and continuity of medical treatment

· the sub-acute program can benefit, particularly during implementation, from other services provided by the hospital through the sharing of staff and other resources.

In its deliberations on the definition of and 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 care was reassessed and cases more appropriately classified as short-term rehabilitation removed, lowering the planning guideline to 13 beds per 100,000 population. 

The HSRC distributed sub-acute care beds proportionately to the projected population in 2003 in Frontenac and Lennox and Addington counties as noted in Table 4.

Table 4: Distribution of Sub-Acute Beds

Hospital
Kingston General
Lennox and Addington County General
Total

# of sub-acute beds
24
7
31



Ambulatory Care

Projected Volume of Ambulatory Care For 2003

A substantive issue raised in the Southeast Ontario Health Sciences Centre’s (SOHSC) submission was the need to increase the estimated ambulatory care volumes to 2003 based on the addition of new clinics and current volumes rather than using 1995/96 volumes as a base for projecting volumes to 2003.

It is important to understand that HSRC’s projections to 2003 for ambulatory care volume, emergency volume and beds are developed for the purpose of ascertaining the physical capacity required to meet the anticipated volume of patient demand. In general the HSRC’s approach is rather conservative when it determines facility needs for the future and errs on the side of ensuring that if the projections are exceeded, the facilities that remain in operation can meet these additional demands with modest capital expenditures.

The HSRC methodology uses a ratio of ambulatory care visits to post-utilization acute beds and extrapolates this ratio to acute beds needed in 2003.  The HSRC examined several methods for estimating ambulatory care growth in cases and visits.  Due to the limitations of the ambulatory care information reported by hospitals, specifically case type, acuity and demographic data, it is 

impossible to fully estimate the impact of an aging population on future ambulatory care requirements.  The HSRC method for estimating these impacts on inpatient services is therefore used as a proxy for ambulatory care.  By establishing a ratio of ambulatory care services to inpatient services based on 1995/96 data adjusted for utilization improvements, the growth estimate for inpatient activity also increases ambulatory care activity to account for the changing demographics of the population to be served by the hospital in 2003.  The HSRC is aware that future patterns of practice, the extent to which ambulatory acute care is performed in primary care and other non-hospital settings, and clinical demand will ultimately determine the volume of ambulatory care services provided in hospital settings in future.

The total volume of acute ambulatory care in Kingston in 1995/96 is noted in table 5 below. 

.

Table 5: Ambulatory Care Volumes provided in Kingston Hospitals 1995/96

Type of Ambulatory Care
Kingston General
Hotel Dieu
Total Volume

1995/96

All Clinics
123,559
86,069
209,628

Medical Day Procedures
5,000
2,416
7,416

Surgical Day Procedures
4,441
3,716
8,157

Day/Night Care
32,197
6,086
38,283

Emergency*
39,184
42,020
81,204

Source:MIS Trial Balance

Table 6: Projected Ambulatory Care Volumes to 2003

Type of Ambulatory Care
Total Volume

1995/96
Estimated Growth

to 2003
Total Estimated Volume to 2003

All clinics
209,628
62,255 **
271,883

Medical Day Procedures
7,416
1,484
8,900

Surgical Day Procedures
8,157
3,965
12,122

Day/Night Care
38,283
7,657
45,940

Emergency *
85,631
17,211
102,842

*4,425 ER visits not reported by Hotel Dieu in 1995-96 included

** Includes new dermatology clinic with 20,000 visits

Based on revised acute bed needs for Kingston using 1996 census data projected to 2003, the projected ambulatory care visits increases by 20.1 % from 15.3% in the February 1998 report. This percentage increase does not include the additional 20,000 visits for dermatology that has been added in projecting total ambulatory care volumes to 2003.

The SOHSC noted that its assumptions for ambulatory care for 2003 were based on:

a) including 4,425 visits to ER which were under reported by Hotel Dieu for 1995-96

b) addition of a dermatology clinic which needs to be provided in Kingston with a projected volume of 20,000 visits

c) under-reported volumes for endoscopy at Hotel Dieu in 1995-96

d) overall increases based on 1996-97 volumes and projected volumes for 1997-98

The SOHSC did indicate that its volume projections are “soft” and ultimately practice patterns and clinical demand will dictate volumes for 2003. In discussions with key players, the HSRC agreed to include increased ER visits, under-reported endoscopies and the 20,000 visits expected for the dermatology clinic to the total ambulatory care volumes.

Projected Volume of Emergency Visits for Kingston

The HSRC’s methodology projects the estimated volume of emergency visits for 2003 to be 102,842. 

The last fiscal year (1997/98) was the first full year that the Hotel Dieu Hospital operated its emergency room 14-hours a day with a projected volume of 32,947 (as noted in the 1998/99 operating plan submitted by the hospital). At Kingston General the ER volume increased to 49,556 in 1997/98 (as noted in its 1998-99 operating plan) which represented a 28.5% increase in volume over the previous year.

With 14 hours of ER operation at the ambulatory care centre (42% less from a 24-hour operation) and fewer urgent cases that will present at this centre, the HSRC for capital planning purposes estimates 35,000 to 40,000 ER visits annually at the ambulatory care centre. The full-service KGH site will have an estimated 62,000 to 67,000 visits annually by 2003.

Space Needs for Ambulatory Care Centre 

The HSRC’s reiterates that projections to 2003 for ambulatory care volume, emergency volume and beds are developed for the purpose of ascertaining the physical capacity required to meet the anticipated volume of patient demand. In the case of Kingston, it is important to identify the estimated ambulatory care volumes to be performed at both the ambulatory care site and the full-service site for capital costs estimate.

In the interim report, the HSRC gave notice that a functional program needs to be developed by Kingston General and other key players to determine the configuration of ambulatory care services at both sites.

The SOHSC’s response noted the need for more clinical volumes to be performed at the ambulatory care site than the estimate provided by the HSRC in its interim report. The main issues raised by the SOHSC are addressed here.

1) Increased Volumes Equates to Increased Space

The space guidelines for academic ambulatory care that the HSRC provided to the Kingston group was interpreted liberally by SOHSC to estimate space requirements based on detailed volumes projected locally. Neither the HSRC nor its facility consultant has ever attributed a linear relationship between volumes and space. Experts in facilities planning consider a myriad of factors in allocating space for a given function. For example, with 35,000 ER visits, the HSRC estimated 10,000 sq. ft would be required. The SOHSC suggests a volume of 40,000 visits and 

extrapolates this to indicate that 15% more space is required. From the HSRC’s perspective, an additional volume of 5,000 ER visits (an average of 14 more a day) can still be met within the estimated guideline. The entire spreadsheet of the SOHSC is based on this approach which is not necessarily accurate. The HSRC’s has determined ambulatory care space for 2003 based on best available industry guidelines, and taking teaching needs into consideration. 

2) Accessibility is Dependent on Appropriate Sizing of Academic Ambulatory Care Centre

The SOHSC has emphasized the importance of adequate space to ensure good accessibility. The HSRC would like to reaffirm that the sizing of the academic ambulatory care centre was based on only eight hours of operation each week day, an 80% clinic room utilization, an allocation of rooms for residents that will not always be utilized, and a throughput per room that is rather generous. This brings up three issues:

a) There are far more important factors that affect access than the amount of space available. The manner in which patients are scheduled, hours of operation, availability of medical and other staff, operating funds and other factors have a significant impact on the overall number of patients treated.

b) Given the assumptions the HSRC made in determining the space requirements for the academic ambulatory care centre, it is clear that substantially more patients can be treated by extending hours of operation, staffing and throughput per clinic room.

c) In the event the volumes increase substantially above the HSRC estimate, additional ambulatory volume can be accommodated within the existing ambulatory care space at KGH or by building additional capacity at the King West site.

The HSRC wants to emphasize that there is sufficient flexibility in space to meet an unanticipated increase in demand for ambulatory care services in Kingston, beyond that projected by the HSRC.

3) The Scope of Ambulatory Care Services Offered at the Academic Ambulatory Care Centre

The HSRC is of the view that the optimal range of programs provided in an academic ambulatory care centre must be determined locally by the hospitals and the University taking into consideration:

· critical mass and clinical coherence with the main full-service hospital to ensure quality of care is maintained 

· clinics and programs that can improve access and can be provided efficiently in a free-standing facility

· the types of day surgical procedures that can be performed safely in a free-standing ambulatory care centre

· ways to reduce excessive capital duplication and operating costs

· the unsustainable demands on providers to work in both settings.

The response from SOHSC indicated the following estimated total ambulatory care activities at the two sites compared to the  1995/96 experience,  (Table 7).

Table 7: SOHSC Estimates of Scope of Ambulatory Care Activities at the King 

West Ambulatory Care Centre and the Kingston General Main Site


% to be Performed at Amb. Care Centre-2003
% to be Performed at KGH site-2003
%  Performed at KGH site-in 1995-96*

All Medical and Surgical Clinics including Acute Mental Health
89%
11%
Over 58%

Endoscopy
93%
7%
67%

Other Day Procedures
63%
20%


Day Surgery
62%
38%
55%

Day/ Night Care:

Dialysis

Chemotherapy

Other
0%

0%

56%
100%

100%

44%
100%

100%

*The remaining performed at the Hotel Dieu site

The SOHSC indicated the following surgical disciplines would perform all day surgical procedures (except emergencies) at the ambulatory care site:

Dentistry

Ophthalmology

Otolaryngology

Plastic Surgery

Orthopaedics (only arthroscopy)

General Surgery (minor breast surgery procedures, hernias)

The HSRC considers performance of these day procedures to be reasonable. The SOHSC indicated all ambulatory care clinics with the exceptions noted below would be performed at the ambulatory care centre:

Obstetrics & Gynaecology clinics

Pacemaker clinic

Vascular surgery clinic

The HSRC is of the view that in the detailed functional program the scope of ambulatory services provided at both sites needs to be further considered taking into account impact on staffing, operating costs and excessive capital costs. If over 90% of all clinics and 80% of all medical day procedures are to be performed at the ambulatory care site, then the space vacated at 

the KGH site should be considered for other displaced services from Hotel Dieu such as native patient services and the central ambulance centre.

Estimated Scope of Overall Ambulatory Care to be provided at the Ambulatory Care Site 

Table 8: identifies the proposed clinic and day procedure volumes to be performed at the Ambulatory Care Centre to be located at King West site in order to estimate capital requirements. See appendix A for details.

Table 8: Proposed Annual Ambulatory Care Volumes 

At Ambulatory Care Centre 2003


% To be Performed at Amb. Care Centre-2003

          Cases                                 Percent of All

                                                     Kingston

· Medical and surgical clinics 

· Ophthalmology

· Paediatrics
184,000*

25,000

11,600


90%

100%

100%

Mental Health:

· Adult

· Child
23,000

11,100
100%

100%

Total All Clinics
202,700
93%

Endoscopy
3,200
93%

Other Day Procedures
5,600
%

Day Surgery
5,800
48%

Emergency
35-40,000
34-39%

Day/ Night Care:

Dialysis

Chemotherapy
0

0


0%

0%

* Up to 184,000 visits used for space planning

The above volumes do not include all the diagnostic and other visits to be provided at the ambulatory care centre included in HSRC’s space estimates.

The HSRC has carefully reviewed the SOHSC’s ambulatory care estimates and has determined that an additional 25,000 sq.ft. be added to the total space requirements from the amount of space noted in the February 1998 report (see Appendix A for details). 

Hotel Dieu’s Submission

Hotel Dieu Hospital expressed five major concerns in its submission to the HSRC:

· the capital costs of  developing an  acute ambulatory care centre at the KPH site will be $108 million compared to $ 40 million at the Hotel Dieu site

· there are no operating cost savings as a result of closing the Hotel Dieu site

· the ambulatory care centre should be developed at the Hotel Dieu site and its current governance and management  maintained

· land use and economic impact

· violation of constitutional rights

The HSRC reviewed several options for siting of ambulatory care when it released its February 1998 report and determined that the KPH was the best site for academic ambulatory care for the future. In its February 1998 report the HSRC recommended the closure of Hotel Dieu Hospital by year 2000 once the King West site is developed. This section will deal with the response from Hotel Dieu and HSRC’s analysis and conclusion.

Capital Cost Analysis By Hotel Dieu

· Hotel Dieu claims a total of 525,000 sq. ft. is required to build the ambulatory care centre, when compared to the HSRC’s revised sizing at 316,000 sq. ft. The difference of 66% in additional space is substantial and accounts for much of the higher costs projected by Hotel Dieu Hospital. It is important to recognize that 316,000 sq. ft. is equivalent to building a 200-bed hospital with all inpatient care, all diagnostic, therapeutic, emergency, ambulatory care and all support space. Providing 525,000 sq. ft. just for acute ambulatory care is a significant overestimate of need.

· Hotel Dieu has included all “other votes” and other non-government funded programs into the total space requirements. The Family Medicine Centre is located in a building on the Hotel Dieu site. There never was a plan to relocate this centre which is not funded by the government and not considered part of hospital operations. Many other votes programs such as the Quinte Central Ambulance Communications Centre will be sited at the KGH. The building where the Family Court clinic is located is owned by the KGH and there never was an intention to relocate it to an ambulatory care site. HSRC only relocates those programs that are directly affected by its directions.

· The HSRC made it clear in its February 1998 report that acute mental health will be sited at the full-service KGH site where there is 24-hour access to emergency care and other supports. The HSRC did not suggest that the inpatient mental health program be sited at the KPH site as was assumed by HDH.
· Hotel Dieu has noted a total of 158,000 sq. ft. in new construction for acute ambulatory care at the KGH site as opposed to 63,250 sq.ft. estimated by the HSRC, an additional 150% more new space. HSRC has carefully considered the type of space needed and has concluded that a majority of ambulatory care space can be sited in existing KPH buildings. Hotel Dieu has noted a total cost of $44.9 million for the new addition alone, at the King West site more than the final cost estimates of all space requirements for the ambulatory care centre to be developed at the KPH site.

· The HSRC concluded as part of its review of all sites before the February 1998 report was released that the KPH buildings were in better  condition than either St. Mary’s of the Lake

or Hotel Dieu Hospital. The Ministry of Health has invested substantial capital funds in these buildings  (over  $ 20 million in the past 5 years) and additional funds have been spent on the site.

· Keeping Hotel Dieu Hospital open along with KPH site and KGH would result in a combined excess capacity of 521,000 sq. ft. at Hotel Dieu and KPH sites.

· KPH site offers much more future flexibility in terms of both vertical and horizontal building expansion.

 Given this analysis, the HSRC concludes that the development of the King West site at an estimated capital cost of $ 39.7 million is a reasonable estimate compared to the HDH estimate based on substantially overestimated space requirements and higher costs of renovation resulting in a total cost of $108 million.
Operating Cost Impact of Keeping Three Sites Open

Summary of Issue

Hotel Dieu Hospital (HDH) of Kingston, in its response to the HSRC’s February 1998 Notice, challenged the savings presented in the Notices.  HDH presented its own “cost-benefit” analysis in which it suggested that the total savings from a “single-governance” structure will be $731,000 only.

Comments on HDH’s Response

1. In its cost-benefit analysis, HDH’s scenario of $731,000 in savings was achieved by maintaining the HDH site and setting up a joint committee of the boards of the HDH and Kingston General.  As a result, no plant closure savings were shown. The total plant operating expenses saved from closing the HDH site is $3,159,954. The additional plant expenditures required to support the expansion of the King West site is $1,423,728. The net savings in plant operation, maintenance and security will, therefore, be $1,736,226 (see summary table in June 1998 Directions Report)

2. In addition to the operating savings from closing the HDH site, the system will realize further plant closure savings that are not captured in the current HSRC methodology.  These are associated with the depreciation of the physical plant and the building service equipment (heating, electrical, etc.). The HSRC has developed a method for estimating these potential expenses not identified in its costing methodology.  In this analysis the savings for HDH would be $2.1 million annually for electromechanical infrastructure replacement and $1.3 million for building depreciation for a total of $3.4 million annually (see Table 9 below). Building depreciation is a non-allowable operating expense in current hospital accounting practice.  This is in part due to the fact that the major expenses associated with plant maintenance and facilities renewal are covered by capital grants in aid funding complemented by hospitals’ share under prevailing Ministry of Health capital funding policy.  The new expansion at KPH represents approximately 10% of the current HDH facility size and so would be expected to consume around $340,000 in electromechanical and building depreciation costs. This analysis produces an estimated savings of over $3 million annually. 
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Equipment Costs

Facility

Total Expenses

Kingston General

124,333,520

$

4,662,507

$

3.75%

2,919,082

$

2.35%

7,581,589

$

6.10%

Hotel 

Dieu

55,620,676

$

2,085,775

$

3.75%

1,319,631

$

2.37%

3,405,406

$

6.12%

Ontario Hospitals

8,269,214,851

$

310,095,557

$

3.75%

146,384,144

$

1.91%

456,479,701

$

5.52%

Estimated Electro-

mechanical

Replacement Costs

Building Depreciation

Total Capital Costs


3. HDH’s analysis does not take into account efficiencies that are realized from program transfers between HDH and KGH.  Because HDH’s actual direct cost per weighted case ($2,190) is significantly higher than their expected ($1,945), $2,594,281 in savings would be realized from the program transfer to KGH.  This is because the transfer of weighted cases occur at the expected cost per weighted case. In this way, the HSRC methodology recognizes the marginal cost efficiencies associated with expanding the activity of a hospital.


4. The methodology used by the HSRC to calculate administrative savings is rather conservative, as it does not take into account marginal administrative cost efficiencies realized by consolidating services.  The total administrative costs (minus the administrative efficiency savings) are transferred with the direct cost.  In reality, economies of scale would be realized when expanding activity such that the administrative costs would not be expected to increase in a linear fashion with the direct costs. A methodology for estimating potential administrative marginal costs associated with program transfers is described as follows. The methodology is based on the observation that the larger the hospital (the greater its total direct expenses) the lower is the proportion of administrative to total costs.  This is demonstrated in Figure 1 below.  The combination of the activity of HDH ($39 million in direct costs and 18.5% administrative over total costs) and KGH ($89 million in direct costs and 16.21% administrative over total costs) will yield a hospital with $128 million in direct costs and an expected percentage administrative over total costs of 14.2%.  This would translate into total savings of $4.66 million in administrative costs.  This is independent of the administrative efficiency calculation that would occur with or without the consolidation of services.
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The HSRC concludes that there are significant savings with closure of the Hotel Dieu site and combining its services at one multi-purpose site.

Siting of Ambulatory Care Centre

HSRC’s reviewed Hotel Dieu’s request to maintain its site for an ambulatory care centre using its criteria of quality, accessibility and affordability.

Quality

· There will be much better integration of staff at the multi-service King West site where most rehabilitation, mental health, all complex continuing care and acute care services are provided. Having staff associated with these programs at one site will no doubt enhance critical mass and the quality of all these programs.

· An integral aspect of the Faculty of Health Sciences mission is to train health science students a multidisciplinary milieu. The location of multiple non-acute and acute programs significantly enables the University to meet this objective.

Accessibility

· While location of Hotel Dieu will provide easier access to the downtown population, the KPH site offers better access to a larger population that lives in the high growth west end of Greater Kingston.

· Access to KPH site is much better by car and parking is not a problem. Hotel Dieu has acknowledged in its initial submission that a parking garage will need to be developed at its site, since the current site has inadequate parking.

Affordability

· The capital cost of developing an ambulatory care centre at Hotel Dieu as estimated by the hospital is $ 40 million (not verified by HSRC). The costs of developing an ambulatory care centre at the KPH site is estimated at $ 39.7 million.

· As noted earlier, there will be more operating savings will consolidation of all hospital services from four current sites to two sites in the future.

Other Factors

· There will be less short-term disruption with the location of an ambulatory care centre at Hotel Dieu than King West site Since there will be no transfers of staff and equipment if the program was located at Hotel Dieu site.

· In the longer-term KPH is a better location in terms of future flexibility and meeting the teaching needs of health science students.

Land Use and Economic Impact

The HSRC was made aware of the City of Kingston’s concerns (reinforced by Hotel Dieu in its submission) of the land use and economic impact of closing Hotel Dieu on downtown Kingston and the possible need for additional infrastructure around the KPH site. The HSRC’s legislated mandate is to consider how to best meet the future health care needs in all Ontario communities.

The HSRC uses the broad criteria of quality, accessibility and affordability in determining its directions to hospitals.

The HSRC analysis of population growth does indicate significant growth in population in the western sector of Kingston. The KPH site is more accessible to a greater majority of residents from Frontenac and other counties that seek care in Kingston. KPH used to operate over 400 beds at the site several years ago. The HSRC’s plan calls for fewer total beds at this site, which will not be fully operational until the year 2003.  The infrastructure to accommodate the proposed beds and activities exist with the possible exception to enhancement to the roads to enable a better traffic flow.

Constitutional Rights

The restructuring mandate of the HSRC, like the regulatory structure of the Public Hospitals Act as a whole, extends to all public hospitals in Ontario, regardless of who owns or operates them. Denominational hospitals like Hotel Dieu Hospital are an important part of the province’s public hospital system. The HSRC must consider all hospitals regardless of ownership n carrying out its mandate to make restructuring decisions in the public interest.

As it stated in its February 1998 report, the HSRC recognizes the significant role that the Religious Hospitallers of St. Joseph Hotel Dieu have played in providing health care in Kingston for over a century. One of the features underlying the HSRC’s intended directions was that the Religious Hospitallers would be given an opportunity to continue to the provision of acute care in Kingston through contractual arrangements with the Kingston General hospital for the transitional management of Hotel Dieu site and the operation of the ambulatory care centre to be established at the King West site.

Having seriously considered Hotel Dieu’s arguments, on balance the HSRC supports the siting of ambulatory care at the KPH site. The HSRC will direct Hotel Dieu Hospital to cease to operate as a hospital and will direct Kingston General to change its by-laws to provide 1/3rd membership of elected officials from Hotel Dieu’s board to the KGH board. In addition, KGH will be directed to offer a management contract to Hotel Dieu to manage the acute ambulatory care centre. 

Disposition of “Other Votes” Programs

The following chart identifies all “other votes
” programs that were identified in submissions and subsequent meetings between the HSRC and the hospitals.

Other Vote Program & Space
Current location
HSRC Disposition

Child Development Centre

13,232 sq. ft.
Hotel Dieu-main site
Relocate to King West site

Cardiac Rehabilitation Centre 2,000 sq. ft.
Hotel Dieu-main site
Relocate to King West site

Family Medicine Centre 28,184 sq. ft.
Separate building on HDH property
This Centre is not part of any government funded program and it can stay at its present  site or relocate at the expense of the University and the Dept. of F&CM

Central Ambulance Communications Centre 3,440 sq.ft.
Hotel Dieu-main site
To Kingston  General Hospital

Native Services (Adm. Offices) 930 sq.ft
Hotel Dieu-main site
To Kingston  General Hospital

Detox Centre
Off-site-owned by HDH
Stays where it is under KGH governance

Vocational Counselling Services
Off-site building owned by KGH
Stays where it is

Regional Community Brain Injury Services program
Off-site in a facility owned by SMOL
Not impacted by HSRC decisions and will not be relocated

Prosthetics and Orthotics
SMOL main building
Relocate to King West site

Family Court Clinic
In a separate building owned by KGH and the program operated by Hotel Dieu
Not impacted by HSRC decisions and does not need to be relocated

The HSRC will advice the Minister of Health to transfer funding of the Quinte Central Ambulance Communications Centre from Hotel Dieu Hospital to Kingston General Hospital.

Lennox and Addington County General Hospital

The Lennox and Addington County General Hospital (LACGH) located in Napanee is the only hospital in Lennox and Addington county. It is considered a rural hospital under The Rural and Northern Health Care Framework. In the notices of intent issued in February 1998, the HSRC noted that it was looking forward to the recommendations of the successor to the KFLA District Health Council on the content and configuration of hospital services for the LACGH. The HSRC does not wish to second-guess the outcome of the DHC ‘s planning work, but the HSRC provided the basis for the continuation of the restructuring work now under way. The Commission has for planning purposes, ascertained the scope of services that the LACGH with the assistance of a consulting firm has assessed and responded to, as noted below.

Table 9: Estimated Beds in HSRC Interim Report and LACGH’s Suggested Bed Requirements for 2003

Type of Beds
HSRC Feb. 1998 

Report
LACGH’s Plan
Revised Capacity Based on HSRC’s

Revised Guidelines

Acute
41*
25
41*

Sub-Acute
3
3
7

Complex Cont. Care
20
20
24

*Not subject to HSRC benchmarking, growth added to existing beds in operation

The proposed bed complement plan by LACGH appears reasonable. However, with use of the revised guidelines and 1996 census projections, the numbers of both complex continuing care and sub-acute care beds required have increased and both the DHC and LACGH need to reassess the total bed complement required.

The HSRC encourages the new Quinte Kingston Rideau DHC to expedite the review of all small hospitals in its jurisdiction and particularly LACGH since it has developed a substantive plan.

Once the HSRC receives the recommendations of the DHC regarding the role of Lennox and Addington County General Hospital as it pertains to the Rural and Northern Health Care Framework, the HSRC will issue directions to this hospital.
MRI Requirements

The SOHSC submission requested an additional open-architecture MRI to be sited at the ambulatory care centre and argued that the current MRI does enable full access to all patients. The Ministry of Health has not allocated an additional MRI to Kingston based on its needs criteria. The HSRC understands that the hours of operation of the MRI at KGH are among the lowest of all teaching and large community hospitals in Ontario with MRIs.  However, the HSRC does not assess the needs for MRI in Ontario; the Ministry of Health addresses this issue. The HSRC recommends siting of additional MRIs in multi-hospital communities once the Ministry has made the decision to allocate this equipment in a given community. 

According to information from the Ministry of Health, the average number of hours of operation of MRIs located in teaching hospitals in Ontario was estimated to be 4,689 hours in 1997/98. Kingston General had its MRI in operation for 2,778 hours in 1997-98, which is only 60% of the provincial average for teaching hospitals. The waiting list problems can be resolved by increasing the hours of operation of the KGH MRI to at least the provincial average for teaching hospitals.

SECTION II: LONG-TERM CARE

_______________________________________________________________________________________

Highlights of the Notices of Intention 

· St. Mary’s of the Lake Hospital site ceases to operate as a chronic care hospital and all of its  complex continuing care programs will be transferred to the KPH site. 
· Locate 72 complex continuing care beds at Kingston Psychiatric Hospital site under PCCC governance.    

· Frontenac, Lennox and Addington counties will need an additional 61 long-term care beds  by 2003 and 569 long term care places ( supportive housing, long-term home care, attendant care and adult day care) .

· Lennox and Addington County General Hospital is to operate 20 complex continuing care beds.
Principal Issues in the Responses to the Notices

· Increase the capacity guideline for complex continuing care to 8.87 beds/1000 population over 75 years of age to account for regional referrals and population under 75 years who currently receive care

· Appropriate space needs to be provided for complex continuing care patients

· Geriatric care and palliative care beds be added to the complex continuing care bed inventory

· Recognize the 16-bed geriatric medicine unit and the proposed 10-bed regional geriatric program both under PCCC-St. Mary’s of the Lake Hospital’s governance

The HSRC’s Deliberations

The HSRC considers long-term care to include chronic care hospitals, chronic units in acute care hospitals, nursing homes, homes-for-the-aged, supportive housing, long-term home care, attendant care and adult day care. 

Revised Capacity for Complex Continuing Care

Since the release of its February 1998 report on Frontenac, Lennox and Addington and the discussion paper Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies, the HSRC has continued to assess 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 the long-term care chapter in Change and Transition report. 

The HSRC asserts that reductions in complex continuing care beds must be balanced by appropriate increases in other areas of the long-term care sector.   These include facility-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 put in place. Achieving this goal is contingent upon reinvestments in appropriate community-based services and facility-based services.  

The HSRC reassessed its planning methodology and benchmarks for long-term care. Additional complex continuing care cases were identified. The HSRC also conducted additional research to identify in-hospital respite and palliative care targets. It is recognized that these services are also provided in acute care hospital and non-hospital settings. At this point in the development of the methodology, however, targets have been determined only for the chronic hospital component of these services.  

As a result of additional analysis, the revised planning targets for in-hospital long-term care is 8.23 beds per 1,000 population 75 years of age and older, with a suggested guideline as follows: 7.62 beds for complex continuing care, 0.20 for respite and 0.41 for palliative care. Based on these targets Kingston will need 82 complex continuing care beds by 2003, as follows:

· 76 complex continuing care beds

· 2 respite beds 

· 4 palliative beds.

In addition Lennox and Addington County is projected to require 24 complex continuing care beds.

The breakdown inherent in the planning guideline reflects the research as summarized in Change and Transition. The specific allocation of complex continuing care resources to be used for palliative care is left to providers to determine based on their respective communities and the roles of their programs both current and future.  The HSRC does not allocate palliative and respite beds to specific facilities.  Rather, it is expected that all hospitals that provide complex continuing care services will also provide respite and palliative care services. 

The above breakdown of respite and palliative care is only a guideline. It is up to each community to determine the mix of these beds within the total complex continuing care bed complement. 

Table: 10a: Current Chronic and Proposed Complex Continuing Care Beds for Kingston to 2003

Type of Care
Actual Beds Used in

1995/96
1997/98

Operating Plan
Interim Report Projected Beds-2003
Revised Bed Requirements 2003 (1)

Chronic Care

Complex Cont. Care
187

n/a
149
n/a

72
n/a

82

(1) Using 1996 census data projected to year 2003 and the revised planning guideline

Source: 1977-78 Operating Plan of St. Mary’s of the Lake Hospital

Table: 10b Current Chronic and Proposed Complex Continuing Care Beds for Lennox & Addington County to 2003

Type of Care
Actual Beds Used        in

1995/96
1997/98

Operating Plan
Interim Report Projected Beds-2003
Revised Bed Requirements 2003 (1)

Chronic care

Complex Cont. Care
14

n/a
8
n/a

24
n/a

24

(1) Using 1996 census data projected to year 2003 and the revised planning guideline

Source: 1977/78 Operating Plan of Lennox and Addington County General Hospital

Long-Term Care Needs

When analyzing long-term care spaces, the HSRC conducted further research on benchmarks for long-term care beds in nursing homes and homes for the aged, supportive housing, long-term home care, attendant care and adult day care.  Initially, the benchmark was based on maintaining resources between the 25th and 75th percentile of actual utilization.  In the revised methodology, the benchmark is based on average utilization.  As a result, Frontenac, Lennox and Addington will need an additional: 

· 93 long-term care beds in nursing homes or homes for the aged by 2003  

· 445 non-facility places in supportive housing, long-term home care attendant care and adult day care. 

In summary, the total requirements for long-term care in Frontenac, Lennox and Addington are detailed in table 11 below.
Table 11: Impact of the Proposed Planning Guidelines on the Distribution of Long-Term Care Beds in Frontenac, Lennox and Addington counties

Beds in 1997/98 
Proposed Beds to 2003

Interim Guidelines
Proposed Beds/ 2003

Revised Guidelines *
Total Rebalanced LTC System Needs (from 1997/98 to 2003)

Complex Continuing Care 
157
106
82
--51

Long-Term Care Beds (in 1995)
1,165
61
1,258
+93

Long-Term Care Places (1995)
898
1,467
         1,343
+445

* Using1996 census data projected to year 2003 and the revised guideline

In addition to the need for 97 long-term care beds, 445 additional non-facility care places will be required.

Adding long-term care beds in a particular region is an issue that will have to be assessed locally based on the current configuration of long-term care services.  For planning purposes, the HSRC has identified in its reports the level of reinvestment for operating costs required to provide additional long-term care beds in each region.  This reinvestment will have to be evaluated against the broader configuration of long-term care services.

Age Adjustment for Complex Continuing Care

Providence Continuing Care Centre-SMOL is concerned that the application of the guideline on the 75+ population does not reflect the situation currently whereby 67% of complex continuing care patients who are under the age of 75 years.

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 to74 year old population as well. If the planning target were expressed in terms of the population 19 years of age and older, the reported number of beds per 1,000 would drop substantially.   In fact, the data upon which the ratio was based do not include sufficient demographic information to facilitate an age-weighted ratio.  Because the planning guidelines include services used by younger populations in the numerator the services for the young are taken into account. We will monitor the application of the guidelines and work with the Ministry of Health to ensure that appropriate services are available to meet local requirements.

Referral Patterns and Regional Beds

Providence Continuing Care Centre-SMOL has indicated that there is a natural referral pattern whereby patients access care close to home. As examples, citizens from Ernestown Township in Lennox and Addington County and Gananoque in Leeds County seek complex continuing and other health care services from Kingston. The HSRC agrees that referral patterns are not dictated 

by geographic boundaries.  It is also the case that some Frontenac patients receive care outside the county.

The HSRC has allocated complex continuing care beds in Southeast Ontario as noted in table 12.

Table 12: Distribution of Complex Continuing Care Beds for Southeast Ontario to 2003

County
Hospital
Total Complex Continuing Care Beds to 2003

Hastings & Prince Edward
Belleville General and Trenton
103

Frontenac
St. Mary’s (PCCC)
82

Lennox and Addington
LACGH
24

Leeds and Grenville
St. Vincent de Paul (PCCC)
57

Total

266

The PCCC is requesting recognition of the regional role played by Kingston, as a health sciences centre, and its impact on complex continuing care bed requirements. The proposed PCCC estimate of bed requirements for Frontenac is 103 beds, which includes referrals from Lennox and Addington, Leeds (10%), Hastings and Prince Edward (3%).

The concern of cross-district referrals can best be met by having the above-noted hospitals with responsibility for complex continuing care develop joint program initiatives under the Southeast Ontario Health Sciences Centre. For example, Lennox and Addington County General Hospital operated only 8 chronic care beds in 1997/98 and the HSRC is recommending 24 beds to serve this county. The two hospitals should develop a joint plan to best manage the complex continuing care patients in this county. Collaborative programs and sharing of expertise will be particularly useful in enhancing quality of care and will help Queen’s Health Sciences Faculty to meet the educational and research needs in this area.

Space Requirements for Complex Continuing Care

The HSRC space consultant has reviewed the request to allocate appropriate space for complex continuing care and made adjustments where necessary. 

Regional Geriatric Program

Representations to the HSRC noted that specialized geriatrics was not acknowledged in the deliberations on acute care, rehabilitation and long-term care, and that geriatric services will become increasingly important since the frail elderly have multiple care needs and are most affected by bed reductions.

During the HSRC’s deliberations on province-wide planning guidelines for non-acute care services it was suggested that specialized geriatric inpatient units be established in all acute hospitals. It was also suggested that the HSRC determine whether specialized geriatrics should be categorized as rehabilitation or long-term care. The designation will affect hospitals that wish 

to retain their specialized geriatric services but do not have rehabilitation or complex continuing care beds. 

The HSRC recognizes that hospitals will provide care for an increasing number of elderly patients.  An aging population and longer life expectancies have resulted in a higher incidence of chronic and multiple ailments, conditions that are more common in the elderly.  Consequently, older people use disproportionately more health care resources than the young. Specialized geriatrics focuses on the elderly with more complex problems including the frail elderly who are at greatest risk of losing their independence. Geriatricians have developed expertise in the assessment, care and treatment of the elderly. 

The Southeastern Ontario Regional Geriatric Program is sponsored by the PCCC at the St. Mary’s of the Lake hospital site. It has 16-beds, outreach and consult teams and offices for physicians. This 16-bed geriatric medicine unit is part of the total 147 chronic care beds in operation in 1997-98. All patient activities in this unit are classified in MIS under “chronic care” statistics. Chronic care hospitals classify their beds and programs into several “program” areas such as “geriatric medicine”. The HSRC considered these beds as part of the overall requirements for complex continuing care beds. The HSRC cannot support the request to additional beds above the total number allocated for complex continuing care. 

Regional Geriatric Assessment Unit

St. Mary’s has received approval for a Ministry of Health 10-bed regional geriatric assessment unit from the Ministry of Health. The HSRC is aware that the Ministry is evaluating regional geriatric programs (RGPs) and services for the elderly. RGPs were established by the Ministry in 1987, and are located in each of the five health science centres (Toronto, Kingston, London, Kingston and Ottawa). RGPs have four broad functions: clinical service, teaching and education, clinical research, and consultation. Each RGP has inpatient geriatric assessment beds, outpatient clinics, a day hospital and an outreach multidisciplinary team.  There is inconsistency in the categorization and siting of beds in the geriatric assessment units.  RGPs assess the elderly with more complex problems.  They provide more accurate medical diagnoses and more aggressive assessment of rehabilitation potential, followed by short-term rehabilitation and referral to community services where possible.  

The HSRC defers further comment on the RGPs in light of the current evaluation by the Ministry of Health. 

SECTION III: REHABILITATION

Highlights of the Notices of Intention

· A total of 45 rehabilitation beds (30 short-term and long-term, 15 regional beds) are required in Kingston

· Transfer all rehabilitation services management and governance to KGH from St. Mary’s of the Lake Hospital

· KGH to take leadership in developing a regional rehabilitation network

Principal Issues in the Responses to the Notices

· Regional rehabilitation beds for Leeds and Grenville be included in Kingston

· SOHSC has indicated that all rehabilitation beds and ambulatory rehabilitation programs for Kingston and district be sited at the King West site under the continued management and governance of PCCC

· The current ambulatory rehabilitation volumes be maintained and space be allocated for these services

· The Child Development Centre located at Hotel Dieu be relocated to the King West site and managed by PCCC.

The HSRC’s Deliberations
Regional Rehabilitation Needs of Leeds and Grenville Patients

The HSRC in its February 1998 report indicated that Ottawa will meet the regional rehabilitation needs of patients from Leeds and Grenville. The SOHSC and the key rehabilitation program players in Kingston responded and provided facts to justify why Kingston should meet the regional rehabilitation needs of these counties.

The HSRC reviewed the additional information and conducted its own analysis that indicated that a majority of Leeds and Grenville patients sought rehabilitation care from Kingston. Leeds and Grenville do not have any rehabilitation beds and in February 1998 the HSRC directed that 16 local and long-term rehabilitation beds are to be sited at the St. Vincent de Paul Hospital in Brockville, which is also managed by the PCCC. The HSRC concurs that regional rehabilitation needs of patients’ from Leeds and Grenville will be met in Kingston for the reasons noted below:

· 85% of rehabilitation referrals from Leeds and Grenville go to Kingston

· St. Mary’s has a satellite physiotherapy clinic in Gananoque located 20 minutes from St. Mary’s

· the drive times from parts of Leeds and Grenville is up to two hours to Ottawa and between 20 minutes (from Gananoque) to 50 minutes (from Brockville) to Kingston

· traditionally patients from Leeds and Grenville have received most of their specialized care from Kingston hospitals

· with the establishment of 16 local and long-term rehabilitation beds in Brockville, referrals from this area to Kingston will be primarily for regional rehabilitation programs.

Revised Planning Guidelines

The HSRC received representations on a wide range of rehabilitation issues. Its deliberations and final directions are presented for the following:

· planning assumptions

· regional and long-term rehabilitation services within geographic clusters

· short-term rehabilitation services

· paediatric rehabilitation services 

· mechanisms for planning rehabilitation services in larger communities

Since the release of the February 1998 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 to meet population needs.  The report, Change and Transition released in April 1998 presented the results of the HSRC’s additional analyses and the revised planning benchmarks on which these final directions and notices are based.  The following should be read in conjunction with Change and Transition.

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 the population projected to 2003 for rehabilitation services is 25 beds or spaces per 100,000 population to be allocated as 4 regional and 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 determined that 25% of rehabilitation cases in 1995/96 had an average length of stay (ALOS) 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 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. 

Determining Capacity for Rehabilitation Beds

The HSRC confirms that a broader population base is required for planning regional rehabilitation programs because of the highly specialized nature of the treatment and the related skills of health care providers, and the need to achieve an optimal critical mass of patients and beds.

The HSRC has analyzed rehabilitation referral patterns in numerous communities. These analyses indicate that Kingston’s specialty rehabilitation programs should be expanded to include the following counties/regions:

Frontenac

Lennox and Addington

Hastings 

Prince Edward

Leeds and Grenville

50% of Lanark

Table 13: Summary of Regional and Local Rehabilitation Beds Required for Kingston 
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 
Frontenac

Lennox and Addington

Hastings 

Price Edward

Leeds and Grenville

50% of Lanark
 20 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
Frontenac, Lennox and

Addington
38 local short and long-term



Transition to Independent Space
1 bed per 100,000 population 
Frontenac

Lennox and Addington

Hastings 

Prince Edward

Leeds and Grenville

50% of Lanark
5 places (long-term)

Total


58 rehabilitation beds and 5 places

Table 14: Comparison of rehabilitation beds in operation in 1997-98 and Projected to 2003

Year
Short-Term/

Local Long-term
Regional
Total



1997-98
n/a
n/a
46

Projected for 2003
38
20
58

As noted in Table 14 above, Frontenac, Lennox and Addington will have a 30% increase in total rehabilitation beds from those in operation in 1997/98. It also represents a 33% increase from the HSRC’s February 1998 report, which noted a total of 45 rehabilitation beds. The increase in total rehabilitation beds from the notice period is due to change in guidelines and the inclusion of Leeds and Grenville and 50 % of Lanark in the population to be served by Kingston.

Siting of Rehabilitation Beds

The HSRC confirms its vision of rehabilitation services as one of:

· consolidating specialized regional services to fewer sites

· co-locating long-term local services with regional services, where possible, and 

· siting short-term local services in acute care facilities.  

Co-locating long-term rehabilitation beds with regional rehabilitation beds build on existing programs and specialty strengths, and enhance critical mass. It ensures clinical coherence of more specialized services and uses excess capacity in regional facilities. It also supports high quality undergraduate and post-graduate medical education and the education of other health professionals.  Long-term local rehabilitation services are sited in regional facilities where these exist.  Otherwise, long-term programs are located in chronic care facilities or are co-located with short-term local programs in acute care facilities.  This helps to ensure sufficient critical mass for high quality rehabilitation care.  

Siting short-term rehabilitation in acute care facilities reduces disruptions to patients and service providers because of fewer patient transfers. It also makes early intervention possible and strengthens the focus on community integration. 

In its February 1998 report, the HSRC proposed siting all rehabilitation beds at Kingston General. The rationale was that since only 45 rehabilitation beds were required, locating these beds at two sites would result in loss of critical mass and might detract from quality of care.  

SOHSC Rehabilitation Submission

The SOHSC and the key stakeholders in the rehabilitation indicated the benefits of developing an integrated rehabilitation program located at the non-acute site (King West site) adjacent to the ambulatory care centre. The vision calls for all facets of rehabilitation services for adults, children and complex continuing care and long-term mental health patients to be located at one site, to enhance overall quality of care and to enhance the educational and research programs through the use of specialized expertise across all programs.
St. Mary’s presently provides all rehabilitation services on a contract basis to both hospitals in Kingston. The short-term rehabilitation needs of inpatients at the KGH site is presently met by rehabilitation staff from St. Mary’s providing services on the primary nursing units of the hospital.

As Kingston is a small centre the rehabilitation program leadership in Kingston has recognized the absolute necessity of attaining the largest critical mass of rehabilitation services to maintain the quality of clinical, educational and research programs.

The HSRC’s Response

Quality of Care

The HSRC’s view is that local short-term rehabilitation beds must be sited in acute care facilities with medical and surgical programs that require rehabilitation support including orthopaedics, neurology, neurosurgery and stroke. These patients require prompt access to rehabilitation beds, preferably in the same hospitals respectively, that provided their acute care.

Rehabilitation services are presently provided in Kingston at various sites:

· for chronic care patients at St. Mary’s

· for longer-term mental health patients at KPH

· for acute inpatients at KGH for short-term and St. Mary’s for longer-term

· for children at the Child Development Centre located at the Hotel Dieu Hospital

· for all outpatients at St. Mary’s.

The relatively small size of the population in Kingston and area, and the current multiple locations for rehabilitation programs results in a fragmented service. These circumstances do not enable pooling of all the necessary expertise to provide top quality patient care, teaching and research programs.

Accessibility

There is no difference in terms of accessibility to have the program sited at either the KGH or King West site. Most of the outpatient population of KGH has limited mobility and hence limited accessibility to the site by car. Parking at the KGH site is distant from the hospital, underground and across a busy street. At the King West site parking is in close proximity and within easy access to the outpatient site Parking arrangements may be more congruent with the needs of the patients at the King West site.

Affordability

Kingston’s reported experience indicates that the per diem rate for inpatient rehabilitation is lower at St. Mary’s than at KGH. From an operating cost perspective, the HSRC does not see any difference. From a capital cost perspective, siting all rehabilitation beds and ambulatory care services at the King West site will increase capital costs substantially.

Conclusion

The HSRC concurs that the creation of a multi-purpose health care centre at the King West site for all complex continuing care, longer-term mental health and much of the acute ambulatory care services, presents an ideal opportunity to consolidate most of the rehabilitation services at the King West site. This will reduce fragmentation of service for many sub-populations including paediatrics, geriatrics, long-term mental health patients and those requiring ambulatory care rehabilitation services.

The HSRC confirms the following allocation of rehabilitation beds at each acute site.

Table 15: Siting & Sizing of Rehabilitation Beds in Kingston for 2003

Hospital Site
Short-Term
Long-Term & Regional Rehabilitation
Total

KGH site
10

10

King West site

48
48

Total
10
50
58

Governance of Rehabilitation Services

The HSRC had indicated in its February 1998 report the need to transfer both management and governance of rehabilitation services to the Kingston General Hospital. The SOHSC and in particular the leadership of Kingston General, PCCC and the University all indicated that continued management and governance by PCCC would be more desirable. Given its proven experience.

The HSRC supports the continued management and governance of the rehabilitation services by the PCCC for the following reasons:

· Most of the rehabilitation services will be provided at the King West site where PCCC-St. Mary’s will manage and govern all complex continuing care and longer-term mental health programs.

· Staffing, management and governance of all rehabilitation services for acute care and complex continuing care is presently provided by PCCC and continued provision of this service by PCCC will create less disruption in implementing the human resources plan.

· There is a great deal of support for the local solution, which is to have the PCCC manage this program.

· St. Vincent de Paul Hospital in Brockville (which is also managed and governed by the PCCC) has been mandated to provide local and long-term rehabilitation services to Leeds 

and Grenville. PCCC St. Mary’s staff is providing leadership to build this new program at this hospital.

The HSRC will direct PCCC-St. Mary’s of the Lake Hospital to continue to manage and govern all rehabilitation services in Kingston and to continue to serve the short-term rehabilitation needs of Kingston General Hospital’s patients in accordance with the present contractual agreement.

The HSRC directs the siting of 10 short-term rehabilitation beds at the Kingston General Hospital and all the remaining rehabilitation beds at the King West site.

Other “Votes” Programs

Child Development Centre

With the proposed closure of the Hotel Dieu Hospital, SOHSC has indicated that the Child Development Centre (CDC) be relocated to the King West site. Hotel Dieu operates the CDC, which is funded as a separate vote, through the Ministry of Health’s Long-Term Care Division. This program provides most of the rehabilitation services to children in Kingston. The HSRC agrees that the rehabilitation program for children is isolated from the rest of rehabilitation services. The relocation of this program with the rest of the rehabilitation program provided at the King West site would enhance critical mass, broaden professional development of staff.

The HSRC will advise the Minister of Health to transfer the Child Development Centre from Hotel Dieu Hospital to the King West site and to transfer the funding and governance of this program to the PCCC.

A request was made to consider transfer of:

· the prosthetics and orthotics program (presently provided at the St. Mary’s site)

· Vocational Counselling Services (presently provided at the KGH site)

· the Regional Community Brain Injury Services program (presently provided in the community and governed by PCCC- St. Mary’s)

The HSRC supports the transfer of only the prosthetics and orthotics program. The other two programs are not displaced by the HSRC’s directions. While co-locating the Vocational Rehabilitation and the Community Brain Injury programs to the King West site would be desirable, the capital costs of transferring these programs increases capital costs. The PCCC can find space for these two programs within the envelope of space for rehabilitation. Long-term mental health and complex continuing care beds.

Implementation of Changes in Rehabilitation Services 

The HSRC confirms its intent to direct the providers of rehabilitation services in each region, and the local DHC, to develop a mechanism to achieve coordination of rehabilitation services.  The mechanism should address the following issues:

· coordination of and equitable access to rehabilitation services

· linkages among the facility-based and community-based rehabilitation providers

· opportunities to share resources in service delivery and supporting administration; 

· siting of additional transition to independent living places in conjunction with community-based providers

· linkages to the rehabilitation network with respect to regional services The HSRC concludes that it is important for rehabilitation providers in Kingston to have formal links with rehabilitation providers in Hastings, Leeds and Grenville, Lennox and Addington, Lanark and Prince Edward counties. To facilitate these linkages, the HSRC concluded that the Rehabilitation Network would have one representative from the community hospitals in these counties. In addition, there will be one representative each from the KFLA CCAC and the local DHC.

The HSRC believes that each phase of implementation requires careful monitoring of quality and accessibility objectives. The Ministry of Health should set up a process to monitor the progress of the rebalancing of rehabilitation services in partnership with the Quinte Kingston Rideau DHC. In turn, the DHC should coordinate the rebalancing of services and evaluate the implementation of these changes.  It should be the responsibility of the Quinte Kingston Rideau DHC to keep the Ministry of Health informed of the progress being made to rebalance services, and to make recommendations to the Ministry ensure accessibility to quality services is maintained.

Space Requirements for Ambulatory Care Rehabilitation

PCCC had expressed a concern that inadequate space has been provided for ambulatory rehabilitation services. The HSRC facility consultant has carefully reviewed the space details provided and considered industry norms and current space usage to determine total space requirements as noted in the capital costs spreadsheets appended to this report (see Appendix A).

With the transfer of the Child Development Centre, the Cardiac Rehabilitation program and the rehabilitation programs provided for acute ambulatory care, complex continuing care and long-term mental health patients, the overall space requirements will be reduced as multiple use is made of patient care and support areas.

SECTION IV: MENTAL HEALTH SERVICES

Highlights of the Notices of Intention

· Long term mental health services will continue to be provided at the King West site, however, the Kingston Psychiatric Hospital ceases to operate as a hospital and transfer its programs to PCCC-St. Mary’s of the Lake Hospital.

· Kingston’s revised catchment area for longer-term mental health will be smaller and beds will be reallocated to Whitby Psychiatric Hospital and to Ottawa.

· 3 child and adolescent mental health beds required for Fronenac, Lennox & Addington, Hastings and Prince Edward counties will be located in Ottawa.

· The Institute of Psychotherapy will cease to operate as a hospital.

Principal Issues in the Responses to the Notices

· Leeds and Grenville should be included in Kingston’s service area for determining mental health capacity.

· Additional long-term mental health beds are required to address the high prevalence of severe mental illnesses in Kingston and area.

· Increase acute mental health beds to recognize regional role.

· consider siting all but 10 acute mental health beds at the King West site

· The siting of child and adolescent mental health beds for southeast Ontario should be in Kingston and not in Ottawa.

· Adjust the funds transferred for forensic mental health from Brockville Psychiatric Hospital to Kingston.

· Creation of a mental health advisory board to coordinate and manage restructuring in mental health restructuring in Kingston and area and adjust timing of reform in mental health.

· The HSRC has not identified the needs of for tertiary geriatric psychiatric patients. 
The HSRC’s Deliberations and Conclusions

Since releasing its February 1998 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 inpatient mental health services to meet the needs of the population.  The report, Change and Transition present the results of the HSRC’s additional analyses and the revised planning benchmarks on which its 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 for Mental Health

There is considerable regional variation in the current utilization of mental health beds across the province.  Factors influencing the utilization of inpatient beds include the availability of community supports and access to longer-term mental health facilities. In addition, access to housing, employment and other socio-economic variables affect the utilization of institutional care. 

In its initial work, the HSRC used the bed targets established by the Ministry of Health in its planning document Putting People First (1993). This document established a mental health bed target of 30 beds per 100,000 population. The Draft Multi-Year Plan Mental Health Reform document (February 1995, p. 99) stated that of these 30 beds, 18 should be designated for acute care and 12 for longer-term care. 

Following release of the HSRC’s initial restructuring reports, concerns were expressed about the Commission’s 30 bed per 100,000 planning target. Specifically, it was argued that achievement of the bed target by 1999 was too aggressive and did not provide enough time to develop community supports. As a result of this widespread concern, the HSRC undertook a review of inpatient mental health bed utilization. 

The following interim benchmarks have been adopted for sizing the institutional bed component for the adult mental health population:

 37 beds/100,000 (21 beds/100,000 acute; 16 beds/100,000 longer term) by 2000
35 beds/100,000 (21 beds/100,000 acute; 14 beds/100,000 longer term) by 2003
Furthermore, it is recommended that these targets be applied provided:

· beds that are decentralized from provincial psychiatric hospitals (PPH) are fully resourced

· salaries for psychiatrists currently practicing at PPH’S transfer with the services/ programs

· investments are made in the community prior to bed closures

· there is flexibility to re-examine benchmarks over time to reflect changes in population, demonstrated demands on the system, and results of evaluation of the system’s effectiveness

· there is flexibility to adapt the  ratio of Schedule 1 beds to long-term mental health beds in accordance with local needs

· local health planning be respected and communities be allowed to develop implementation plans that will meet their particular demands.

For child/adolescent mental health beds, psychiatric case mix groups for 0-17 years of age were analyzed (CIHI 1995/96 data).  The HSRC determined the number of child/adolescent beds that should be available in acute care hospitals based on current utilization.  (It is recognized that inpatient child/ adolescent services are offered in a wide range of settings including acute hospitals, specialty psychiatric hospitals, residential community programs and provincial psychiatric hospitals.  As well, there are a broad range of community mental health services for children and adolescents.).

The HSRC conducted further analysis on the mental health beds needed for Frontenac, Lennox and Addington. 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.

Long-Term Mental Health Needs of Patients from Leeds and Grenville

In its February 1998 report, the HSRC indicated that Ottawa would meet the long-term mental health needs of all patients from Leeds and Grenville. Representations to the HSRC indicated that for a variety of reasons, most patients from Leeds and Grenville seek specialized and regional referral acute care services from Kingston 

Currently Brockville Psychiatric Hospital fulfills most of the needs of Leeds and Grenville patients. The HSRC concurs that with the pending closure of the Brockville Psychiatric Hospital, most patients will seek care in Kingston for the following reasons:

· The drive from parts of Leeds and Grenville to Ottawa is up to two hours and between 20 minutes (from Gananoque) to 50 minutes (from Brockville) to Kingston. 

· Traditionally patients from Leeds and Grenville have received most of their acute specialized care from Kingston hospitals.

The HSRC concurs that Leeds and Grenville be added to Kingston’s catchment area for provision of long-term mental health services.

Mental Health Beds for Special Needs Population in Kingston 

Representations from the Community Advisory Board of the KPH and others suggested that the HSRC should give consideration to the special needs population in Kingston and its use of long-term mental health services. The HSRC requested facts and listened to knowledgeable people in Kingston.

The facts as presented to the HSRC were as follows:

a) There is a high concentration of federal (2,300) and provincial inmates (204) in Kingston. 

Of the 204 provincial inmates, 7 to 9% are reported to have serious mental illness (SMI) and 15 to 20% have mental health problems.
 There is significant turnover of these beds and over a year 240 SMI individuals would require services upon release.

According to a Corrections Canada estimates 110 of the 2,300 inmates would be considered to be SMI. When released from federal correctional facilities, inmates rely on adult psychiatric services. Corrections Canada data indicates that on average, 6 to 15 individuals seek services through KPH each year. This does not include individuals whose warrants have expired or are on full parole because Corrections Canada has no jurisdiction over them, hence their use of mental health programs cannot be tracked. In addition, the families of the inmates and those discharged from the penal system who live in Kingston and area create additional demands. 

If half of the inmates released were to seek longer-term mental health services, this would represent a 26% increase in ambulatory caseload for the services they require. If a similar proxy was used for inpatient beds for SMI cases, 15 additional beds would be required.

b) Disability pension statistics and mortality statistics suggest 2.5 times the prevalence of SMI to the Kingston area. 

The HSRC concurs that there is evidence to suggest the increased prevalence of SMI in Kingston for reasons noted above and that 15 additional long-term mental health beds be added beyond HSRC’s guideline.  During implementation there should be a monitoring and local oversight developed to actual utilization of these beds and the mix of outpatient and inpatient services required for this population.

Capacity Requirements for Longer-Term Mental Health Beds

Since the HSRC issued final directions for Ottawa, Leeds and Grenville and interim directions for Kingston, there is a need to clarify the referral communities for long-term mental health. Table 16 provides the revised referral counties for longer-term mental health in Eastern Ontario.

Table 16: Revised Referral Counties for Long-Term Mental Health 

in Eastern Ontario

County/Region
Hospital

Northumberland
To Whitby Psychiatric Hospital

Haliburton


Frontenac


Lennox and Addington


Hastings


Prince Edward
To Kingston Psychiatric Hospital 

Lanark (50%)

Leeds & Grenville


Renfrew
To Royal Ottawa Hospital

Lanark (50%)


The chart below identifies the counties whose long-term mental health needs will be met by Kingston. 

The counties/region to be served by Kingston will require 59 longer-term mental health beds (based on 1996 census data projected to 2003). In addition 15 beds have been allocated for “special needs” population. The breakdown of this requirement by county is summarized in Table 16.

Table 17: Longer-Term Mental Health Beds Required for Southeast Ontario to 2003

County
Beds Required by 2003

Frontenac
18

Lennox and Addington
5

Hastings
15

Prince Edward
4

50% of Lanark
4

Leeds and Grenville
13

Special Needs Population
15

Total
74

The HSRC would like an evaluation undertaken on the use of long-term mental health beds by the “special population” group as noted earlier in the report. 

Capacity Requirements for Acute Mental Health Beds 

The Department of Psychiatry at Queen’s University requested that the HSRC consider the tertiary role of the health sciences centre in acute mental health and its impact on acute mental health beds for Kingston. The department noted that the existence of a long-term mental health facility in Kingston increases the prevalence of acute mental health patients in the community. The concern is that with a reduced acute mental health bed capacity, the academic program in psychiatry will be in jeopardy.

The HSRC’s position is that acute mental health must be provided closest to patients homes. For this reason it adopted the county population-based approach to determine capacity. The HSRC’s approach in this area is to rebalance the mental health system so that acute mental health care is provided in communities with sufficient population to support this service. 

The HSRC recognizes the university’s concern that reduced beds in Kingston may have an impact on the academic mission in mental health. However, within the catchment area of the Southeast Ontario Health Sciences Centre, there will be two other Schedule 1 acute mental health providers Belleville General (28 beds) and Brockville General (24) beds. The university can continue to develop appropriate academic linkages with these two other community hospitals to expand the critical mass of acute mental health patients for the benefit of education and research. Furthermore, the HSRC encourages the university to take a leadership role in teaching students in ambulatory and community-based mental health settings throughout southeast Ontario.

Presently no day hospital programs in mental health are provided in acute care settings in Kingston. It is clear that with a trend towards less institutionalization, Kingston hospitals need to take leadership in developing day programs to assist in diverting a large number of patients from inpatient settings.

Based on the concern that the data used for developing the acute bed targets were unadjusted data from the CIHI database, the data used in determining this bed planning target were age-and sex-adjusted. Further analysis was undertaken to determine how the adjusted rates compared to the expected rates. The HSRC applied the revised population targets for 2003, which subsequently resulted in bed target changes for individual regions. 
Frontenac, Lennox and Addington will need 35 adult acute mental health beds by 2003. The siting of these beds and a comparison with beds in operation is noted in table 18.

Table 18: Adult Acute Mental Health Beds in Operation and Projected 

Requirements to 2003

Site
Beds in Operation 1997-98**
Required in 2003*

Hotel Dieu
47
0

Kingston General
0
35

Total
47
35

* Using 1996 census data projected to 2003 by the MoH

** As noted in operating plans submitted by hospitals

The estimated number of adult acute mental health beds in 2003 will be 35 beds to be sited at KGH’s in patient site.

The HSRC reaffirms its intention to advise the Minister of Health to close the Institute of Psychotherapy and redirect funds from this hospital to community-based and ambulatory mental health initiatives.

Siting of Acute Mental Health Services

Representation from Kingston suggested that while there was support for locating acute mental health beds at the inpatient acute care site, to enhance both patient care and academic programs, only 10 of the acute mental health beds should be sited at the full-service acute care KGH site, the balance should be sited along with long-term care and ambulatory mental health programs at the King West site.

In Kingston the acute behavioural patients who are seen in acute hospital emergency departments and require a “secure bed” are transferred to the Kingston Psychiatric Hospital. 

Some Schedule 1 hospitals have a secure “crisis unit” in the hospital for these patients.

The HSRC cannot support fragmentation of few acute mental health beds at two sites, particularly to a site that has no acute inpatient beds and no full service emergency service. The HSRC also received representations from several groups and the KFLADHC in November 1997 that clearly indicated the present arrangement of having all acute mental health beds at the 14-hour emergency site is a major cause of concern.

Kingston General indicated that it can accommodate 29 of the 35 acute mental health beds in the existing vacant space with no renovations. However, for the severe behavioural cases that require a secure bed, it has been recommended that these beds be sited along with the other longer-term mental health patients at the King West site. The HSRC is of the view that all acute mental health beds be sited at the KGH.

The HSRC confirms that 35 acute mental health beds will be located in full-service acute care hospitals with 24-hour emergency capacity. This provides the clinical coherence required to care for mental health patients who need a broad range of acute services. 

The HSRC will direct transfer of 35 inpatient acute mental health beds from the Hotel Dieu Hospital to the Kingston General Hospital full-service KGH site.

Child and Adolescent Mental Health Bed Requirements 

Siting of Child and Adolescent Mental Health Beds

The HSRC indicated in its February 1998 report that child and adolescent mental health beds be sited in Ottawa given that only three beds would be required. Representation from Hastings and Prince Edward counties, several Kingston area community agencies and others indicated that these beds should be sited in Kingston. The SOHSC indicated that application of both quality of care and access criteria favours siting these beds in Kingston.

The HSRC reviewed the arguments presented and noted that there presently exist resources and programs in child and adolescent psychiatry. Presently six to eight inpatient mental health beds are used for this purpose.  The planning of Ministry of Community and Social Services child and 

adolescent mental health agencies reflected the presence of these beds and expertise in Kingston. Since 1992, an experienced team of clinicians is in place with the proven skills to operate an inpatient adolescent psychiatric service.

From a quality of care perspective, an excellent academic program in child psychiatry exists in Kingston. There are four to five child psychiatrists in Kingston and an extensive network of acute care and community-based services for these patients.

From an access to care perspective, if the service is sited in Ottawa, contact with families will be more fragmented, less frequent and more costly. Also, contact with the agencies in the child’s community will be difficult and less efficient.

Overall, the HSRC concurs that these beds should be sited in Kingston and not in Ottawa. These beds will need to be sited along with the inpatient paediatric program at the KGH.

Capacity Requirements for Child and Adolescent Mental Health Beds

The HSRC agrees that the service area to be covered for child and adolescent mental health is similar to the one used for longer-term mental health in Kingston. Based on the guideline of 7 beds/100,000 population under the age of 17 years is eight beds are required to 2003. The breakdown of beds by county is summarized in table 19.

Table 19: Child and Adolescent Mental Health Beds Required by 2003 

County
Beds Required by 2003

Frontenac
2.9

Lennox and Addington


Hastings
2.5

Prince Edward


50% of Lanark
0.3

Leeds and Grenville
1.7

Total
8*

*Rounded to the nearest number

The HSRC expects that hospitals that provide inpatient child/adolescent mental health services will work closely with local community providers of these services. The HSRC believes that inpatient services are an intrinsic part of a comprehensive and coordinated mental health system for children and adolescents. It recognizes that the Ministry of Health and the Ministry of Community and Social Services have joint responsibility for this system.

The HSRC will direct Kingston General Hospital to provide 8 child and adolescent beds to be located at the full-service inpatient site.

Forensic Beds

To maintain clinical coherence with longer-term mental health services the HSRC advocates the co-location of forensic services with longer-term mental health inpatient programs. The 30 forensic beds used by medium security patients at the Kingston Psychiatric Hospital will be retained and 44 forensic beds from Brockville (as noted in the HSRC’s Ottawa report) will be transferred to Kingston to create a 74-bed unit.

The HSRC received a submission from the Royal Ottawa suggesting apportioning the Brockville Psychiatric Hospital’s forensic beds between Kingston and Ottawa based on population. 

From HSRC’s viewpoint, Kingston has a well-established forensic program and a well developed academic focus in this area. In siting forensic beds in Kingston three criteria must be considered:

a) the large prison population in Kingston

b) the academic mission of Queen’s University in mental Health

c) availability of professional expertise and the capacity to take care of these patients

The HSRC understands that the Ministry of Health is currently examining the sizing and distribution of forensic services in Ontario. The outcome of its review may affect the number and type of forensic beds in Kingston. In this report the capital costs associated with the transfer of 44 forensic beds is included. The HSRC will await the Ministry’s forensic services plan before advising the Minister of Health of its advice relating to the transfer of 44 forensic beds from Brockville Psychiatric Hospital to Kingston
Tertiary Psychogeriatric Treatment Beds

Both the longer-term mental health submissions from the SOHSC and the Queen’s University Department of Psychiatry noted the lack of specific reference to tertiary psychogeriatric bed needs for Frontenac, Lennox and Addington counties. The request from the local groups was to add another 24 beds for “psychogeriatric tertiary/specialist unit”, and designate 25 of the additional long-term beds required in Frontenac, Lennox and Addington for this program and locate these beds at the King West site.

Psychogeriatric care is an area of importance within Ontario’s health care system, and its significance will continue to grow. The issue of who should care for the psychogeriatric population, and concerns over whether sufficient capacity will be available in the system to support the future needs of this population, were raised frequently by respondents to the HSRC’s initial discussion paper on planning guidelines for non-acute care.

The essential task of planning for the needs of this population is complicated by the expected increase in the senior’s population. We know, for example, dementia affects up to 50 per cent of those over the age of 85 in nursing homes and homes for the aged. Another important consideration is that the care needs of psychogeriatric patients vary, depending on the degree of 

co-morbidity from other health conditions, and on the behavioral difficulty of the affected patients. 

Acute mental health inpatient units, long-term care facilities, home care, mental health and other day programs, inpatient units and outpatient programs in the PPHs and speciality psychiatric hospitals all provide services for the psychogeriatric population. Generally the HSRC has anticipated that responsibility for providing care to this population will gradually shift from acute facilities and PPHs to other care providers. As a result, the provision of psychogeriatric care has been considered in the planning guidelines for the following services: long-term mental health care, complex continuing care, long term care, and community/home care.
 The local community’s suggestion to use 25 long-term beds for this purpose suggests support for the HSRC’s position that psychogeriatric patients exist in all sectors of health care delivery.

In terms of the mental health planning targets, psychogeriatric beds were included as part of both the acute and longer-term targets. Analysis of the bed equivalent of the total (1995/96) acute inpatient days for patients over age 75 with a primary diagnosis of dementia or organic brain disorder CMGs accounted for 697 beds for the province. This included patients treated in both designated mental health beds and shadow beds. As expected, utilization of mental health beds increased significantly with age. For example, when compared to the utilization rate of persons 15 to 44 years of age, the rate for persons 75 to 84 is 375 per cent higher again; and, the rate for persons 85 and older is 749 per cent higher. In addition, those account for 34.6 per cent of the total ALC days over the age of 65.

For the noted reasons, the HSRC cannot support providing additional longer-term mental health beds for a “psychogeriatric tertiary/specialist unit”. The idea of designating 25 long-term beds for this program is interesting and should be explored with the Long Term Care Division of the Ministry of Health.

Summary of Mental Health Bed Capacity for Frontenac, Lennox and Addington

Table 20: summarizes the results of application of the guidelines for mental health based on 1996 census data projected to 2003.

Table 20: Siting of Acute and Longer-Term Mental Health Services to 2003

Hospital/Site
Acute Mental Health
Longer-term Mental Health
Forensic Beds
Child and Adolescent

Mental Health Beds
Total

Mental Health Beds

KGH
35


8
43

KPH

74
74

148


35
74
74
8
191

Existing Community Mental Health Services Provided by KPH

Concern has been expressed that funding of the existing outreach teams, day hospital programs and other community-based services have been removed in HSRC’s methodology. This is not the case. All existing funding for community-based services offered directly by KPH are included in the revised estimated budget transferred to PCCC-St. Mary’s of the Lake.

Establishing a Transitional Mental Health Agency/Committee for Eastern Ontario

Several representations from community-based mental health agencies in Kingston, the KFLADHC and SOHSC all alluded to the need for a mental health agency/committee or some type of a coordinating/advisory body for mental health for the southeast Ontario region.
The HSRC supports the need to reinvest savings from institutional mental health to community-based mental health services.

To ensure that resources are reallocated in a logical and timely manner within the envelope of funds, the HSRC directs the establishment of an Eastern Ontario Mental Health Agency.  The purpose of the agency will be to manage the implementation of the restructuring of mental health services in Ottawa, Kingston, Brockville and other areas. The agency’s responsibilities would include:

· ensuring that quality mental health care receives appropriate priority throughout the service delivery system

· setting service levels in response to needs-based planning

· evaluating and monitoring outcomes 

· managing the mental health and addictions funding envelope and reallocating funds within the envelope

· improving coordination and access to care by linking providers in an organized network

· ensuring that an appropriate number and mix of services are provided to support the shift from institutional to community-based care

· ensuring that a continuum of care is in place to support the needs of children and adolescents with severe ongoing treatment needs, and their families

· coordinating children and adolescent mental health and addiction services with all children’s mental health providers including the Child Health Network. 

The KFLA DHC recommended to the HSRC that the funds from the closure of the Institute of Psychotherapy be directed to create day programs in acute care settings. The HSRC recommends that the mental health authority should address this issue.

The mental health agency/committee must consider as its priority the needs of special populations including the homeless, severely mentally ill, those with substance abuse problems and individuals in the forensic system. Advocacy is an important aspect of the mental health system and the HSRC supports the inclusion of continued provision of advocacy services.

Although the HSRC supports maintaining protected funds for mental health, it believes that the current distribution of funds may not be equitable across all regions of the province. Consequently some adjustments in the overall envelope of funds managed by the agency may be required.

The HSRC acknowledges the conflict between the direction to establish a regional agency and the development of integrated health systems.  The HSRC believes, however, that the restructuring of mental health and addiction services is an urgent matter, requiring the oversight and management of an independent body during the transition to an integrated health system. 

The HSRC recommends that the Minister of Health establish, by September 30, 1998, a transitional agency/committee for mental health in Eastern Ontario region to operate within the provincial government’s policy and fiscal framework. The membership of the agency/committee will include all service sites, consumers and community service providers in the region.

SECTION V: GOVERNANCE AND MANAGEMENT 

Highlights of the Notices of Intention:

· Change the governance of Kingston General Hospital by including 1/3rd elected members from the Religious Hospitallers of St. Joseph Kingston Hotel Dieu to the Board of KGH and invite the Hotel Dieu to enter into contract with KGH to manage the academic ambulatory care centre.

· Create joint executive committee (JEC) made up of members of the executive of the Kingston General Hospital and the Providence Continuing Care Centre-SMOL boards with the responsibility to implement the HSRC directions.

· Ministry of Health to appoint a facilitator to develop a regional laboratory rationalization plan

· Develop a comprehensive human resources plan.

Principal Issues in the Responses to the Notices

· Hotel Dieu Hospital recommended “outpatient services being provided by HDH from its present site with its existing governance” and a joint management committee between Hotel Dieu and KGH.

· the need to have a strong voice for longer-term mental health on the JEC.

The HSRC’s Deliberations on Governance 

In the interim report the HSRC recommended governance options for Kingston were as follows:

· Create a single acute care governance and management for the two acute care hospital sites in Kingston under the Board of the Kingston General Hospital with one-third of its membership from the Religious Hospitallers of St. Joseph Kingston Hotel Dieu.

· The Religious Hospitallers of St. Joseph Kingston Hotel Dieu would be asked to manage the Hotel Dieu site during the transition period and manage the ambulatory care centre under contract with the Kingston General. In such an arrangement, all of the employees, with the exception of the management positions agreeable to both parties, would be those of Kingston General.

· Continue with a separate governance for complex continuing care, and transfer the governance of long-term mental health and forensic mental health care to the existing governance of the Providence Continuing Care Centre, subject to consideration of community representatives in that governance structure.

The HSRC’s rationale for creating consolidated governance for acute care services in Kingston is as follows:

· One board, unified hospital employees and medical staff will enhance effective and efficient management of the acute care hospital services.

· It will maximize administrative and support services efficiencies.

· It will enhance the quality of ambulatory care services and enable multidisciplinary education of all health sciences professionals by co-locating complex continuing care, rehabilitation and longer-term mental health services.

· One funding envelope for all acute care will enable better rationalization of services now and increase accountability for allocation of resources in the future. 

· To ensure the interrelationships between the inpatient site and the ambulatory care centre are maintained to enable quality services to be provided efficiently.

In the judgement of the HSRC these considerations outweigh the considerations by HDH to maintain the existing form of governance.

The HSRC recognizes the important role the Religious Hospitallers of St. Joseph Kingston Hotel Dieu has played in providing acute care in Kingston for over a century. The HSRC believes that the Religious Hospitallers can continue to play a major role in acute care in Kingston by:

· providing management services under contract to Kingston General to manage the Hotel Dieu site  for inpatient acute mental health and ambulatory care services during the transition period until construction of the new ambulatory care centre is completed at the King West site and construction is completed at the KGH site

· providing management services for the operation of the ambulatory care centre at the King West site under contract from Kingston General.

The rationale behind Providence Continuing Care Centre governing both complex continuing care and long-term mental health care relates to the role that PCCC has played in governing the provision of chronic and long-term care institutional services in Kingston and area over the years.  The new governance role would provide continuity in the governance of complex continuing care as well as a greater continuum of care given PCCC’s experience in the governance of long-term care services. There is a significant overlap of clientele among the long-term mental health patients and those in complex continuing care and long-term care. PCCC would maintain its current role in health care, The HSRC directs that the Kingston General Hospital Board assumes the governance of all acute services and that its membership includes one-third of members elected by the Religious Hospitallers of St. Joseph Hotel Dieu.

The HSRC directs the Kingston General Hospital to enter into an arrangement with the Hotel Dieu Hospital (Religious Hospitallers of St. Joseph Kingston Hotel Dieu) to provide appropriate compensation to the Hotel Dieu for the use of the premises of the Hotel Dieu site during the transition period for the purposes providing t acute care services.

The HSRC directs the Kingston General Hospital to offer a management services agreement to the Religious Hospitallers of St. Joseph Hotel Dieu invites the Religious Hospitallers of St. Joseph Hotel Dieu to consider signing management services agreement(s) to:

· manage the new ambulatory care centre at the KPH site 

· manage the operations of Hotel Dieu site during the transition period.

The HSRC will advise the Minister of Health to enter into a lease or other arrangement to transfer the necessary land and buildings on the Kingston Psychiatric Hospital site to the Kingston General Hospital. 

The HSRC directs the Kingston General Hospital to lease the land and buildings related to the provision of complex continuing care, long term mental health and forensic mental health care to the Providence Continuing Care Centre.

The HSRC directs the Providence Continuing Care Centre-SMOL to govern and manage complex continuing care, longer-term mental health, rehabilitation and forensic services at the King West site. 

The HSRC to directs the Providence Continuing Care Centre-SMOL to work with the Kingston Psychiatric Hospital to ensure a smooth transfer of the management of longer-term mental health programs. 

Governance Structure For Kingston

The proposed governance structure for Kingston involves:

· two governance bodies-four sites (interim); two sites (final configuration)

· Joint Executive Committee between KGH and PCCC

· potential management services contract(s) between the KGH and the Religious Hospitallers of St. Joseph Kingston Hotel Dieu

Composition of the Joint Executive Committee
In its February 1998 report the HSRC recommended that Kingston General and Providence Continuing Care Centre-SMOL maintain separate boards and that a Joint Executive Committee be established between these two hospitals to implement the HSRC’s directions as expeditiously as possible. The Joint Executive Committee will be made up of the executive committees of each of the two hospital boards. 

The HSRC was informed that there is a need to have long-term mental health interests represented on the JEC.

The HSRC has reviewed this matter and has decided on the composition of the JEC as follows:

· the executive committee of the board of the Kingston  General Hospital

· the executive committee of the board Providence Continuing Care Centre-SMOL

· the Dean, Faculty of Health Sciences, Queen’s University

· a representative of the Kingston  Psychiatric Hospital’s Community Advisory Board until the KPH programs are transferred to PCCC 

· a representative from the Frontenac, Lennox and Addington CCAC.

It is the HSRC’s view that the chair of this important committee should come from its members and be chosen by the committee itself. 
Role of the Joint Executive Committee

The Joint Executive Committee will be a permanent committee responsible for managing the implementation of HSRC directives, provide for greater integration of clinical services, and reduce duplication of administrative and support services. It can streamline the provision of similar services and facilitate efforts to deliver programs more efficiently. In the HSRC’s view this mechanism and process will be effective implementing the restructuring plan.

As for its role the JEC will:

· be responsible for implementing decisions of the HSRC 

· create transitional mechanisms as programs are transferred and sites are closed to ensure patient care is not compromised

· ensure that academic programs are preserved and strengthened

· implement program transfers and rationalization

· developing and sharing operating plans

· develop and monitor and quality of hospital services and operational agreements between the hospitals and other organizations

· develop plans to integrate administrative and support services 

· develop further partnerships and alliances.

Given that Frontenac, Lennox and Addington collectively make up one of five academic health science centres in Ontario, it is important to emphasize the interdependence of hospitals and the Queen’s University. It is vital that this health science centre continues to provide, in addition to excellent quality of patient care for the region, the highly regarded educational programs and well developed research programs for which Queen’s University and its affiliated hospitals are known. The JEC must bear in mind the full spectrum of their responsibilities-clinical service, education and research.

The HSRC expects that decisions of the Joint Executive Committee will require the approval of the majority of each hospital’s representatives on the JEC. The decisions of the JEC, once approved are binding on the hospitals.

The HSRC directs the Kingston General Hospital and Providence Continuing Care Centre-SMOL to establish a Joint Executive Committee made up of the executive committees of the two hospital boards, and a representative each from Queen’s University, the Community Advisory Board of the Kingston Psychiatric Hospital and the Frontenac, Lennox and Addington CCAC by September 30, 1998.
Human Resources 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 for all hospitals in Kingston and the Lennox and Addington County General Hospital (LACGH). The agreement deals with program transfers, job posting, a dispute resolution process, job security measures, and a communications plan. The process should consider the impact of any support services consolidation with hospitals in Hastings, Prince Edward, Leeds and Grenville Counties. The agreement will be in effect until December 31, 1999. There is a provision for extending the agreement with the approval of the parties. 

The HSRC directs all Kingston hospitals and the LACGH and as appropriate hospitals in Hastings, Prince Edward, Leeds and Grenville counties, with the assistance of a convenor whom the HSRC will appoint and with the participation of the labour groups, to develop a human resources plan, and submit the plan to the Minister of Health and the HSRC by September 30, 1998, and to begin implementation of the plan by October 30, 1998

Laboratory Services Reform

 The HSRC supports the Ministry of Health’s directions for the reform of laboratory services and the plans to implement HSRC directions should be consistent with these directions. 
In terms of the scope of laboratory services rationalization, the HSRC is amending its directions respecting the planning for consolidated laboratory services. Rather than a Frontenac, Lennox and Addington plan, the HSRC directs the hospitals to participate in a broader regional plan that involves all hospitals in Frontenac, Lennox and Addington, Leeds and Grenville, Hastings and Prince Edward counties.

The HSRC directs all hospitals in Frontenac, Lennox and Addington, Leeds and Grenville, Hastings and Prince Edward counties to produce a laboratory services plan by November 30, 1998.

The HSRC advises the Minister to appoint a facilitator by July 31, 1998 to assist in the development of a regional laboratory services plan for southeast Ontario communities including all hospitals in Frontenac, Lennox and Addington, Leeds and Grenville, Hastings and Prince Edward counties.

SECTION VI: RESPONSE TO FEEDBACK ON METHODOLOGICAL ISSUES  

A joint committee of SOHSC reviewed and commented on methodological issues. The following is HSRC’s response to some of the more significant issues raised.

Occupancy Rate
The SOHSC advocates for a reduction in the 90% (for adult acute services) targeted occupancy rate currently used by the HSRC. They claim that an 85% occupancy will ensure availability of and access to emergency referral and critical care services in academic health centres. The HSRC reviewed this issue last year when it considered a similar request from London, Ontario The analysis submitted by the London hospitals was reviewed in detail by the HSRC which conducted additional research on this issue.  For example, a review of data on emergency admissions for London hospitals in 1995/96 indicates that there was no significant variability in the number of emergency admissions during the week and on weekends.  Furthermore, the narrow range in the number of daily emergency admissions does not indicate a problem with access to inpatient beds for patients requiring admission after treatment in the emergency room. 

The HSRC has concluded that a 90% occupancy rate is appropriate for such large hospitals based on bed requirements for emergency admissions and conventional queuing theory.  Furthermore, the additional allocation for population growth will serve as a safety valve to ensure that sufficient physical capacity will exist to meet the future health care needs of the population.

Refinements to Savings Calculations

Funding of complex continuing care, rehabilitation and longer-term mental health beds were all considered to be low. The HSRC has extensively reviewed the funding level for each of these programs and the revised planning rates have been published in the HSRC’s recently released document Change and Transition. The funding levels are based on median levels for the same or similar levels of service experienced in the province in 1995-96. Complex continuing care rates were increased over the chronic care rates to accommodate increased acuity of the smaller subset of chronic care.

Financial Issues

Non-Ministry of Health (MoH) Revenues

It was noted by Kingston hospitals that all cost savings are calculated at 100% of expenses while the Ministry of Health share is only 85% of total costs. The non-MoH revenues will decline and this needs to be factored. The HSRC agrees with this observation and notes this in the financial section of its advice to the Minister of Health 

Funds for Growth

The HSRC was requested to identify the amount of growth funding required for Kingston hospitals. The HSRC has made it clear that it is premature to identify growth funding based on estimated patient volumes. Funding for growth is a matter between the hospitals and the MoH.  

Program Transfers

1.  The teaching and tertiary care factors are included in the HDH expected direct cost per case.  The base cost is $1,550. Adjustments for teaching and tertiary bring the direct expected cost per weighted case to $1,945.

2.  The minimum of actual and expected direct costs per weighted case for the sending and receiving hospital is used as a proxy for “marginal costs”. The MoH is responsible for setting hospital budgets, and as part of this exercise, will determine the funding methodology for program transfers.

Administrative Efficiencies

1.  KGH (net expenses of $124 million) has been classified as a “Review Group 1” hospital which is comprised of teaching hospitals.  There are 16 hospitals in this group.  The administrative efficiency benchmark for this group is 12.81%.  Other hospitals with similar net expenses include Wellesley Hospital ($126 million), Mount Sinai Hospital ($134 million) and St. Joseph’s London ($127 million).

Selected Expenses

1.  Depreciation is transferred to the facility based on the percentage of dollars on the acute side that are transferred. If 92% of acute dollars are transferred then 92% of selected expenses are transferred. It is important to recognize that depreciation is not a cost.  It is an amortization of a capital outlay.  What is really being transferred is depreciation on equipment. We do not have an inventory describing what equipment makes up the total amount reported. Therefore, we have no alternative but to use the percentage of direct expenses as a proxy of the depreciation.  This amount is negotiable with the Ministry.  Once a hospital goes through the functional programming stage at the MoH it may find that 50% or maybe 100% of the depreciation should be transferred.  Just because one facility reported a large amount for depreciation does not mean that the transferring facility will also report that much. It will 

Depend on the equipment already available, transferring equipment, what equipment it buys etc.  The HSRC methodology only attempts to approximate the liability to the hospital.

2.  Additional costs for depreciation should be discussed with the Ministry.

Rehabilitation Costing

1.  Costing has been redone based on the changes in rehab beds and siting. The allied health expense adjustment is no longer applicable based on the Change and Transition report which outlines the methodology.

2.  The HSRC costing methodology does not address issues of funding equity. Issues pertaining to funding equity should be discussed directly with the Ministry of Health.

3.  The costing for rehabilitation will be modified based on the comments received. (note: SMOL keeps selected expenses. Per diems for first 36 beds at SMOL based on actual per diems; remaining 12 beds costed using median per diem).

Complex Continuing Care Savings

1.  Budget allocation is the responsibility of the Ministry of Health.  Issues relating to funding (e.g., for “selected expenses”) should be discussed directly with the Ministry.  

2.  The costing for complex continuing care will be modified based on the comments received. The HSRC inadvertently treated complex continuing care costs as “transfer costs” as opposed to just relocation of services. The HSRC is merely changing the site not the operation or governance of complex continuing care in its directions. Selected expenses for SMOL will be retained by the hospital as suggested. Per diems for 82 beds at SMOL based on actual per diems, not median per diem.

3.  Detailed costs related to the plant savings/costs should be discussed with the Ministry.

Forensic and Long-Term Mental Health Savings

1.  Forensic resources are transferred at actual cost. Per diem rates are not used. The actual bed numbers for the proposed transfer to Kingston and Ottawa from Brockville is 44 and 15 respectively. The transfer of resources should be negotiated with the Mental Health Branch, Ministry of Health

2.  SMOL is considered as a Review Group 0 hospital for all administrative allocation calculations.

3.  KPH reporting does not separate out depreciation and other “selected” expenses, as is the case with acute care reporting.  The hospitals should negotiate costs related to depreciation, amortization, etc. with the Ministry.

SECTION VII: REINVESTMENT TO SUPPORT RESTRUCTURING

The HSRC believes that achieving the goals of restructuring involves significant reinvestment in the local health system to build a solid infrastructure for the future. The HSRC, through its advice to the Minister, is recommending an unprecedented capital renewal program across the province. These capital funds, used to upgrade and expand hospital buildings, will create the foundation necessary to meet the acute care needs of our population well into the next century. 

The capital consultants employed by the HSRC use hospital capital space allocations based on reasonable industry guidelines. Their cost estimates have been developed and are currently used by industry cost consultants. 

Many of the capital estimates included in the submissions received by the HSRC contain upgrades or renovations that are over and above the necessary capital investment required as a direct result of the HSRC’s directions regarding hospital restructuring. Through its capital investment, the HSRC estimates the impact of restructuring only, and does not address other issues of facility reconfiguration or facility maintenance.  

The HSRC’s approach to estimating capital investment is to estimate the amount of space required for beds and related activity then assess the available space in the current building envelope. After accounting for functionality and appropriateness of use, an estimate of the space requirement for new construction and renovations. Space for displaced research is provided along with some academic and GFT (geographic full-time) space if required. Costing is then estimated according to industry standards, and finally ancillary costs, site development costs and furnishings & equipment costs are added as appropriate.  

For Frontenac, Lennox and Addington, the maximum total capital costs have been revised to incorporate the changes in program reconfiguration and the impact of changes in beds as a result of finalized guidelines in complex continuing care, rehabilitation and sub-acute care. 

Siting of most rehabilitation beds and all ambulatory care activities has increased the capital costs for complex continuing care.

Based on these changes, the revised capital estimate amount to $ 108.1million which is approximately $ 13.9 million higher than the estimates put forth in the February 1998 report. The capital estimates are as follows:
Table 21: Capital Estimate for Frontenac, Lennox and Addington 2003

New construction                  $48.8 million

Renovations                           $32.9 million

Ancillary costs                      $18.9 million

Site development                  $ 3.0 million

Furnishings & equipment      $ 4.5 million

 Total capital estimates         $108.1 million

Table 22 shows the estimated capital expenditure by hospital site.  For a complete breakdown of capital expenditures, please see Appendix B.

Table22: Estimated Capital Expenditures by Facility-Notice period and Final Estimates

Facility/Program
Total Capital Estimate-Notice
Total Capital Estimate-Directions

Kingston General main site
$ 31.4 million
                               $25.0 million

King West (KPH) Ambulatory Care Centre
$31.8 million
                               $39.7 million

King West (KPH)-Complex Cont. Care
$31.0 million


$43.4 million

King West (KPH)-Long-Term Mental Health & Forensics



King West (KPH)-Rehabilitation
$ 0


Total
$ 94.2 million
$108.1 million

With this level of capital expenditure, Frontenac, Lennox and Addington Region will have the resources to allow each remaining acute care facility to embark on a major capital renewal project. 
Capital Expenses at KGH

Kingston General spent considerable capital funds to consolidate all inpatient care and expand the critical care areas, re-build one OR and other measures to accommodate the increased inpatient and ER volumes. Table 23 identifies the renovation costs incurred prior to the release of the final report, which the HSRC suggests, should be reviewed by the Ministry of Health for reimbursement. These expenses would have been incurred as a result of the HSRC directives.

Table 23: Capital costs for Renovations Incurred in the Past two Years at KGH

HSRC Directives
Nature of Renovations
Total Amount Spent

Emergency
10-bay unit, enlarged waiting area 
$823,471

Consolidation of Critical Care Areas
New 35-bed med/surg unit

New 4-bed cardiovascular step-down unit

New 4-bed cardiac step-down unit

6 ICU beds added


$1,286,330

Consolidation of Inpatient Units
New 35 bed med/surg unit

New peadiatrics unit
$3,860,000

Consolidated laboratory

$ 2,431,000

OR Suite
One renovated OR
$ 306,273

Total

$8,707,074

Reinvestment in Other Services 
In the February 1998 report, reinvestments were recommended for home care, long-term care rehabilitation and sub-acute care. After review of additional research and further deliberations, the HSRC recommends the following: 

· $ 7.33 million in long-term care

· reinvestment of $ 1.34 million in home care

· reinvestment of $ 2.38 million in sub-acute care 

· reinvestment of $ 0.72 million in rehabilitation services to accommodate the increase beds 

· reinvestment of $ 16.0 million in community-based mental health services.

· reinvestment of $0.14 million for joint replacement surgery (See Appendix B)
Table 24: Reinvestment Summary – Frontenac, Lennox and Addington


HSRC Report February  1998
HSRC Report June 1998

Home Care 
$889,631
$1,349,198

Long-Term Care Bed

And Places
$1,135,515
                  $7,331,315

Sub-Acute Care 
$3,163,820
$2,388,257

Mental Health
$13,631,220
$15,230,374

Joint replacement surgery
0
$147,789

Rehabilitation
0
$724,638

Information System
tba
tba

TOTAL 
$18,820,186
$27,171,571

Note: Reinvestments are for Frontenac, Lennox and Addington counties

Mental health reinvestments are for community-based services in the Province as a whole including Frontenac, Lennox and Addington counties.

The increased reinvestments over the February 1998 report are largely due to increases in rehabilitation beds, long-term mental health beds, complex continuing care and long-term care beds. 

Operating Costs and Savings Associated with Restructuring
Acute Care Savings Estimate

The savings generated from acute care restructuring have been recalculated to incorporate the changes reflected in the directions and the revised program configuration.  Table 25 outlines the savings associated with the restructuring recommendations after discounts for clinical efficiencies.  Figures are reported to the nearest dollar, then rounded for the purposes of the directions to the hospitals and the Minister of Health.  

Table 25: Summary of Total Expenses and Savings

February 1998 Report
June 1998 Report

1995/96 Net Expenses 
246,960,240
$248,785,987

Clinical efficiencies
-9,533,161
-$9,533,162

Program transfers
-3,336,845
-$2,926,686

Support services efficiencies
-2,703,953
-$2,693,873

Administrative efficiencies 
-13,889,866
-$11,151,345

Site closure 
-3,159,954
-$3,159,954

Rehabilitation
-1,608,246
0

Change in selected expenses

-416,105
-$438,382

Complex continuing care savings
-9,869,416
-$7,024,938

Mental Health                                                                     -$13,631,220          -$15,230,374

TOTAL SAVINGS
$58,148,766
$52,158,714

REVISED EXPENSES
$188,811,474
196,627,273

Summary of Total Costs and Savings 

The 1995/96 net expenses for acute care, rehabilitation and complex continuing care total

 $248.7 million. Total savings as a result of restructuring acute care and complex continuing care are $ 36.9 million which represent a potential savings of 14.8%. With restructuring of mental health the savings go up to 52.2 million, which represents savings of 21.0%. All the savings in mental health will be re-invested in community mental health.

SECTION VIII: SUMMARY OF DIRECTIONS 

Overall

The HSRC’s proposed hospital restructuring plan for Frontenac, Lennox and Addington will maximize the use of two health care facilities in Kingston. An innovative feature of the HSRC’s directions in Kingston is to create a multi-service academic health sciences centre at the King West site that will provide:

· all complex continuing care services

· all longer term mental health and forensic psychiatric services

· most of the inpatient and all ambulatory rehabilitation services

· most of the acute ambulatory care services including a 14-hour emergency service

This new vision will bring together many professionals who provide care to patients in all these programs, thereby enhancing overall quality of care, ensuring better utilization of manpower, equipment and space resources. The King Street West site will serve as the primary site for most hospital-based services in Kingston. It will provide an excellent milieu to meet Queen’s mission to train the next generation of health care professionals in a truly multidisciplinary and ambulatory care setting. This will further enhance the university’s prominent role in training health professionals including physicians to practice in smaller and rural communities. 

The Kingston General Hospital will continue to be the full-service acute inpatient care facility, be the host hospital for the Kingston Regional Cancer Centre and will provide a range of specialized ambulatory care and other programs.

Clinical Services

Acute Care

Acute care services will be provided at two sites, with all acute inpatient and some ambulatory care services, inpatient acute mental health services and short-term rehabilitation services at the Kingston General site. This option creates a full-service acute care hospital and improves clinical coherence by offering all these services at one site. The acute inpatient activity estimates are based on achievement of utilization improvements and growth in population served to 2003.

The second site will be an acute ambulatory care centre to be developed at the King West site. The emergency and ambulatory caseload is apportioned between the full-service Kingston General site and a 14-hour walk-in emergency service to be located at the ambulatory site. Most of the acute ambulatory care will be provided at the King West site.

Adult Acute Mental Health 

Adult acute mental health inpatient services currently provided at the Hotel Dieu site will be relocated to the Kingston General site. The acute ambulatory mental health services will be sited at the ambulatory care centre located at the King West site.

Non-Acute Care

The King West site will accommodate all complex continuing care, most inpatient rehabilitation, longer-term mental health and an expanded forensic program. This option maximizes the excess capacity of the Kingston Psychiatric Hospital site and enhances the overall quality, accessibility and affordability of these services.

Complex Continuing Care

The recommended option for complex continuing care is to transfer the provision of these services from St. Mary’s to the Kingston Psychiatric Hospital site where the program will be managed by the Providence Continuing Care Centre-SMOL.

Hospital-Based Rehabilitation

Short-term rehabilitation beds will be located at the full-service KGH site. All ambulatory rehabilitation, long-term and regional rehabilitation beds will be located at the King West site. All rehabilitation programs including the services at the KGH’s main site will be governed and managed by PCCC-St. Mary’s Hospital as is the case currently.

Long-Term Mental Health and Forensic Beds.

The long-term mental health and forensic beds currently located at the Kingston Psychiatric Hospital will remain at this site and will be managed by the Providence Continuing Care Centre-SMOL pending the outcome of Ministry review of forensic programs province-wide. 

Paediatric and Adolescent Mental Health 

This program will be located at Kingston General Hospital’s main site.

Site Closures
As the above two recommendations become operational, the St. Mary’s of the Lake site and Hotel Dieu Hospital site cease to operate as hospitals. 

The HSRC will advice the Minister of Health to close the Institute of Psychotherapy.

Summary of Clinical Services Changes
Table 26: Comparison of Hospital Bed Numbers, Actual and Projected for Kingston
Bed Category
Actual (1995/96)
1997/98 Projected Operating Plan
Beds to 2003 Interim Report


Beds to 2003

Final report

Acute
505
396
344
344

Projected Growth**
n/a
N/a
54
72

Sub-Acute Care
0
0
41
24

Total Acute Beds
505
396
439
440

Acute Mental Health
47
47
34
35***

Child and Adolescent Mental Health
0
0
0*
8

Longer-term Mental Health
256
225
46
74

Forensics
30
30
74
74

Complex Continuing Care 
187
149
72
82

Rehabilitation
55
46
45
58

Total
1,080
893
710
773

Operating Rooms
18
18
17
18

*sited in Ottawa

**estimate only for purposes of sizing physical plant;

***beds to be sited at King West site




The above table does not include beds required for the Lennox and Addington County General Hospital in Napanee, which will be reviewed under the rural and northern framework.

Table 27 compares actual bed numbers to those recommended for both Kingston.

Table 27: Hospital Bed Requirements for Kingston and Napanee 2003

Bed Category
Required in Kingston
Required in Napanee

(subject to review )*
Total Required

in Frontenac, Lennox and Addington 2003

Acute
344
30
374

Projected Growth
72
-
72

Sub-Acute Care
24
7
31

Total Acute Beds
440
37
477

Acute Mental Health
35
0
35

Child and Adolescent Mental Health
8
0
8

Longer-term Mental Health
74
0
74

Forensics
74
0
74

Complex Continuing Care 
82
24
106

Rehabilitation
58
0
58

Total
773
61
832

*Subject to final review under the rural and northern framework
Governance
The Kingston General Hospital will amend its by-laws to provide for one-third of the members of the Board of Directors of the Kingston General Hospital be drawn from a list of candidates provided by the Religious Hospitallers of Saint Joseph of the Hotel Dieu of Kingston Hotel Dieu Hospital. 

The Providence Continuing Care Centre-SMOL will assume governance of longer-term mental health, rehabilitation, forensics and complex continuing care programs in Kingston.

The boards of the Kingston General Hospital and Providence Continuing Care Centre-SMOL will appoint members to a Joint Executive Committee (JEC) and delegate to it the powers to make decisions on behalf of the hospitals to implement the directives of the HSRC. A representative from Queen’s University Health Sciences Faculty, the Community Advisory Board of the KPH and KFLA CCAC will also be on appointed to the JEC.

Governance structures will be representative of the communities served and have regard to their linguistic, cultural, ethnic, religious and demographic characteristics. Expertise and experience will also be taken into consideration in the development of governance structures.

Mental Health Implementation 

The HSRC will advice the minister of Health to create a transitional authority/committee to manage implementation of mental health restructuring
 in Eastern Ontario.

Costs and Savings --Operating Costs

The total expense budget for Frontenac, Lennox and Addington hospitals has been calculated at  $ 248.7 million which achieves savings of up to $ 52.2 million or 21.0% of total 1995/96 expenses. 

Costs and Savings--Capital

Capital estimates for new construction, renovations, ancillary costs and site and equipment, for a total capital investment of $ 108.1 million.  

Reinvestments --Long-Term Care

To meet the need for institutional long -term care population requirements, 93 long-term care beds will be required by 2003 at an annual operating cost of $ 2.02 million. The HSRC reinforces its view that additional long-term care resources must be in place before reductions to complex continuing care beds are made. In addition 445 long-term places will need to be created in Frontenac, Lennox and Addington counties.

Reinvestments --Home Care

Home care visits will be added at a cost of $1.34 million to respond to the clinical utilization improvements in the hospitals over the next three years.

Reinvestments - Mental Health

The savings in reducing the number of long-term mental health beds amounts to $16.0 million and the HSRC recommends to the Ministry of Health that it be reinvested in the community including Whitby Psychiatric Hospital which will receive patients from Peterborough, Haliburton and surrounding areas.

Reinvestments --Sub-Acute Care

A reinvestment of $ 2.38 million in sub-acute care is required in the region.

Health Information System
The HSRC is recommending reinvestment in the necessary infrastructure and training to create a regional information system linking all providers in hospitals, organized group practices, community agencies, laboratories, and individual practitioners.

The estimated reinvestment requirements for the Frontenac, Lennox and Addington counties by 2003 are summarized in table 28.

Table 28: Estimated Reinvestment Requirements for Frontenac, Lennox and Addington by 2003.

Estimates of Reinvestment Requirements

Category
Amount

Home Care 
$1,349,198

Long-Term Care Bed

And Places
                             $7,331,315

Sub-Acute Care 
$ 2,388,257

Mental Health
 $15,230,374

Joint replacement surgery
$147,789

Rehabilitation
$724,638

Information System
tba

TOTAL 
$27,171,571

Conclusion

The KFLA District Health Council has already undertaken a significant amount of planning with Frontenac, Lennox and Addington hospitals over the past several 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 proceed with implementation and build a more integrated, coordinated and efficient hospital

The challenge that lies before Frontenac, Lennox and Addington counties and before 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 final directions will facilitate positive change in the hospital system that will help to maintain and improve patient care and to meet future financial challenges. The directions also establish a solid foundation for the system-wide integration of hospital services and may ultimately lead to an unprecedented level of integration of the hospital system that will provide more effective and efficient health care to all residents.

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 in Frontenac, Lennox and Addington counties.
APPENDIX A

AMBULATORY CARE AT KING WEST SITE

Service
Volume (2003)

Based on 5/29/98 correspondence, unless otherwise stated
Elements & Assumptions
Flow-rate
Proj # of Physicians
Total Planned Area

Surgery:  Day Surgery
5,800 surgeries/yr

or 48% of total day surgery projected to 2003
3 ORs; 14 day beds

Assume 25 cases/day ,240days/yr

8 hrs. operation on weekdays only. 

Using HSRC guideline 129,600 minutes/OR/yr., 8,270 cases can be performed/yr. Or 84 % of total cases projected for 2003. 
 8 /day; 1,800 – 1,920/room/yr
n/a
14,500 cgsf

Day Procedures and

Endoscopies
5,600 day proc/yr; 3,200 endoscopies/yr.
3 procedure rooms; 

3 endo rooms

Assumes 47 min/procedure. Using HSRC guide of 9 hours of operation /room only 2 procedure rooms are required and only 1.5 endoscopy rooms

Note: HSRC assumes medical procedure time is same as day surgery.
7 – 8/day for day procedures; 4/day for endoscopy.
n/a
5,700 cgsf
5,700 cgsf

Clinic Reception Areas

12 (1 per 3-4 clinic clusters & for diagnostics)


7,200 cgsf

Medical/Surgical Clinics
132,000/yr to 184,000 cases/yr.


60 exam/consult rooms (15 clinic clusters)

Assumes clinics open 8 hour/day 240 days/yr. At 80% usage

For every one-hour increase in operation for 240 days/yr. An additional 18,300 cases can be treated at a throughput of 1.4 case/room
1.4 cases/hr/room to 2 cases/hr/rm.

At 2 cases/hr /room @ 80% usage, 184,000 case/yr. can be done assuming 8hr./day/ 240days/yr.

There is a range of flexibility available here
(20 - 30) see below
19,900 cgsf (excl GFT offices) 

Ophthalmology
21,700/yr to 25,000

100 % at this site
12 exam/consult rooms & add’l laser /diagnostic rooms
1 4cases//hr /clinic room /8hrs./day/240 days/yr @ 80% occup @ 2 cases/rm. 36,000 cases can be treated/yr.
(5 - 8) see below
9,500 cgsf (excl GFT offices)

Paediatric Clinics
11,600 visits/yr.

100% at this site
8 exam/consult rooms:  Assumes 8hrs/day/240 days/yr @ 80% usage
1/hr.
(5 - 8) see below
4,000 cgsf (excl GFT offices)

Total all medical/surgical
165,300 to 225,600
80 exam rooms
1.3 to 1.8 visits/room

based on 8hrs/day/240 days/yr. @ 80% occupancy



Mental Health (Adult and Child)
23,000 adult visits

11,100 child visits

Space for Day Pgm (new)
20 - 25 consult/therapy rooms (1-on-1, groups, OT, etc.)

(10) see below
16,000 cgsf (excl GFT offices)

Urgent Care
35,000/yr to 40,000/yr
20 treatment places
1 per 1 - 2 hours
(2)
10,000 cgsf (excl GFT offices)

Audiology/Speech Pathology/
Otolaryngologists
10,000 - 11,000/yr
12 exam/consult rooms, and testing rooms & booths

(4)
10,000 cgsf (excl GFT offices)

Diagnostic Imaging
85,700 exams
5 general/ 2 flouro, 1 CT, 6 U/S.  And space for small MRI


19,00 cgsf (excl GFT offices)

Clinical Laboratory

specimen collection & rapid response


2,000 cgsf

Other Electrodiagnostics

ECG, PFT, Echo, Heart function, etc.

(2)
7,500cgsf

Pre-Admit Clinic
10,000/yr (day surgery & proc.)
3 exam rooms
1 to 1 ½ /hour
(2)
1,200 cgsf (excl GFT offices)

Physician Offices
100 physicians
100 offices; 100 clerical, support space

100
39,500 cgsf

Clinical Education Centre

200 seat lecture theatre, 10 seminar rooms @ 20 - 25 seats (may be paired for larger rooms), catering, washrooms, etc.


15,000 cgsf

10,000 cgsf in model & 5,000 cgsf funded by Queen’s

Student Lockers
200 at a time
200 lockers


1,700 cgsf

Research includes GI research




18,000 cgsf

Administrative

6 offices, support space, conference/meeting


3,000 cgsf

Service
Volume (2003)
Elements
Flow-rate
Proj # of Physicians
Total Planned Area

Health Records

1 consolidated record centre for the Acute Care facilities

Assumes additional records storage off-site (cheaper to rent space) or use of microfiche technology


20,000 sf

5,000 sf - film files



Hotel Services

Receiving, Mat’l Mgmt, Pharmacy satellite, housekeeping, food services


15,000 cgsf

TOTAL NET SF
244,700 exam visits
140 - 145 exam/consult rooms (all services)


250,400 cgsf

Planning Factor




1.265

TOTAL GROSS SF




317,400 bgsf

REHABILITATION AT KING WEST SITE
Service
Volume (2003)

Based on 5/29/98 correspondence, unless otherwise states
Elements & Assumptions


Flow-rate
Proj # of Physicians
Total Planned Area

(New Space)

BEDS
50 beds
1,100 bgsf/bed; new construction space @ 480 bgsf/bed; balance in renovated


24,000 gsf new; balance in renovated

Ambulatory  Care:


49,500 attendance’s 
physiotherapy

occupational therapy (use IP service)

speech language pathology

recreation therapy (use IP service)

social work  (use IP service)

psychology

clinics

cardiac rehabilitation

Prosthetics & Orthotics

Academic: add 10% of program space


33,000 gsf

4-5 physicians offices

500 gsf/office cluster


2,000 - 2,500 gsf

CDC

transfer from HDH


14,000 gsf

LONG TERM MENTAL HEALTH
Service
Volume (2003)

Based on 5/29/98 correspondence, unless otherwise states
Elements & Assumptions
Flow-rate
Proj # of Physicians
Total Planned Area

INPATIENT
80 beds
1,100 bgsf/bed total, of which 425 - 490 cgsf relates to patient care unit


Total: 88,000, of which 34,000 sf is in patient care unit

Ambulatory  Care:



on-site for some; assume significant ambulatory care happens in community




Physicians offices

500 cgsf/physician

15
7,500 ngsf

Common space 


assumes all common support space is shared among all programs (e.g. Mat’l Mgmt, Receiving, Cafeteria, etc.)




Academic

allowance of 75 bgsf/bed


6,000 bgsf

COMPLEX CONTINUING CARE
Service
Volume (2003)

Based on 5/29/98 correspondence, unless otherwise states
Elements & Assumptions
Flow-rate
Proj # of Physicians
Total Planned Area

INPATIENT
82 beds
1,000 bgsf/bed, of which 405 bgsf is on the resident care units


82,000 bgsf, of which 50,000 is in new space

Ambulatory  Care:






10 physicians offices






Common space 


assumes all common support space is shared among all programs (e.g. Mat’l Mgmt, Receiving, Cafeteria, etc.)











APPENDIX B: CAPITAL ESTIMATES

Assumptions:

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

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

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

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

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

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

7. 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

City:  Kingston              
Hospital:  Kingston General — For Consolidation of All Acute Care, 10 rehab and Sub-Acute Beds








Program
Beds
Area/Bed

Area Required





Beds






Notes:


   Available
420








   Required
493





1)
ED visits (95/96) of 39,184 will increase to 62,800

Additional Needed
73






(increase of 23,616).

Target Area









   Acute
416
1,400

582,400
sf

2)
10 ORs available; will increase by 2 to 12.

   Mental Health
35
1,100

38,500
sf




   Child & Adolescent
8
1,100

8,800
sf




   Sub Acute
24
1,000

24,000
sf

3)
Annual births of 2,299 will increase to 2,500.

   Rehabilitation
10
1,100

11,000
sf




Total
493


664,700
sf

4)
Ambulatory visits will decline from 155,756 (1995/96)

Research
50,000


63,250
sf


 to 55,000 (reduction of 100,000 visits).

Academic Education (allow)



36,975





GFT (estimate)
100


50,000


5)
Day Night Programs, including Oncology & Dialysis

TOTAL



814,925



are excluded from above notation re Ambulatory Care.











Area Available






6)
Site Development allowance includes site changes 

   Building



1,023,000
sf


around the current entrance, ramp, etc. to 

Total



1,023,000
sf


Accommodate the extended building in vicinity of 

Additional Area Required



-208,075
sf


the Emergency Department expansion.











Focus of New Construction
Capacity
cgsf
bgsf
cost/bgsf
Total New




ICU on Davies 6
16 beds
11,200
14,168
$210
$2,975,280




Emergency Dept. Addition

7,300
9,235
$210
$1,939,245




Med. Surg. Beds; Kidd 4, 5
48 beds
16,000
20,240
$187
$3,784,880




Additional OR & SDCU

7,500
9,488
$210
$1,992,375




CSR/Materiel Management

7,500
9,488
$187
$1,774,163




Total

49,500
62,618

$12,465,943




Focus of Renovation
Area (sf)
Renovation
(m,h,vh,l)
Cost/sf
Total Reno.




Emergency Department
20,000

m
$100
$2,000,000




OR link to existing
5,000

vh
$180
$900,000




Link to new MS beds (Kidd)
6,000

vh
$180
$1,080,000




Increased Imaging
6,000

vh
$180
$1,080,000




Add'l Birthing (200 births)
2,000

vh
$180
$360,000




Total
39,000



$5,420,000





Total Construction Cost



$17,885,943





Ancillary Costs @ 23.2%



$4,149,539





Site Development Allowance



$1,000,000





Furnishings & Equipment Allowance (out of contract)



$2,000,000





TOTAL COST



$25,035,481


8/6/98











City:  Kingston              
Hospital:  Kingston Psychiatric Hospital — Offsite Academic Ambulatory Care Centre








Program
Beds
Area/Bed

Area Required





Beds






Notes:


   Available
236,756








   Required
316,389





1)
This model involves renovating existing KPH facilities

Additional Needed
-79,633






and adding a separate wing for additional forensic

Target Area






2)
Existing West Wing and Central Building (Kitchen/

   Acute
0
1,400

0
sf


Dining/other functions) will be retained and renovated

   Longer Term Mental Health
0
1,100

0
sf


for Hotel, Administration and Education for Mental

   Forensics
0
1,100

0
sf


Health and Complex Continuing Care.

   Chronic
0
1,000

0
sf




   Rehabilitation
0
1,100

0
sf

3)
This model includes the retention of current un-needed

Ambulatory Care
250000


316,250
sf


buildings at KPH and the addition of the additional

Total
250,900


316,250
sf


space needed to create the ambulatory care centre.

Research
18,000


incl above
sf




Academic Education (allow)



incl above
sf

4)
GI motility @ 3500 sf;  Clinical education centre

GFT (estimate)
0


incl above
sf


increased to be paid by the University

TOTAL



316,389
sf














Area Available









   Building/Wing



492,806
sf




Total



492,806
sf














Additional Area Required



-176,417
sf




Focus of New Construction
Capacity
cgsf
bgsf
cost/bgsf
Total New




Build new higher tech functions

50,000
63,250
$187
$11,827,750




Total

50,000
63,250

$11,827,750




Focus of Renovation
Area (sf)
Renovation
(m,h,vh,l)
Cost/sf
Total Reno.




Medical, Admin & Admiss. Bldg.
60,000

h
$150
$9,000,000




Medical, Admin & Admiss. Bldg.
60,000

m
$100
$6,000,000




Medical, Admin & Admiss. Bldg.
60,000

l
$50
$3,000,000




Medical, Admin & Admiss. Bldg.
75,000


0
$0




Total
255,000



$18,000,000















Total Construction Cost



$29,827,750





Ancillary Costs @ 23.2%



$6,920,038





Site Development Allowance



$1,000,000





Furnishings & Equip. Allow. (out of contract)



$2,000,000





TOTAL COST



$39,747,788


15/6/98

City:  Kingston              
Hospital:  Kingston Psychiatric Hospital — 3








Program
Beds
Area/Bed

Area Required





Beds






Notes:


   Available
410








   Required
280





1)
This model involves renovating existing KPH facilities

Additional Needed
-130






and adding a separate wing for additional forensic

Target Area






2)
Existing West Wing and Central Building (Kitchen/

   Longer Term Child & Adol
0
1,100

0
sf


Dining/other functions) will be retained and renovated

   Longer Term Mental Health
74
1,100

81,400
sf


for Hotel, Administration and Education.

   Acute Mental Health
0
1,100

0
sf




   Forensics
74
1,100

81,400
sf




   Chronic
82
1,000

82,000
sf

3)
Total Cost excludes future uses of East Wing, 

   Rehabilitation
50
1,100

55,000
sf


Administration Building and Medical Building.

Total
280


299,800
sf




Research
10,000


12,650
sf




Academic Education (allow)



21,000
sf




GFT (estimate)
50


25,000
sf




TOTAL



358,450
sf




Area Available









   Building/Wing



492,806
sf




Total



492,806
sf




Additional Area Required



-134,356
sf




Focus of New Construction
Capacity
cgsf
bgsf
cost/bgsf
Total New




New 2 by 22 Forensic Unit
44 beds
35,200
44,528
$170
$7,569,760




Chronic Care Facilities
82 beds
39,600
50,094
$160
$6,336,000




Rehabilitation Outpatient
0
42,000
53,130
$160
$6,720,000




Rehabilitation Facilities
50 beds
24,200
30,613
$160
$3,872,000




Total

141,000
178,365

$24,497,760




Focus of Renovation
Area (sf)
Renovation
(m,h,vh,l)
Cost/sf
Total Reno.




Central Bldg; Admin. Hotel, etc.
42,200

l
$50
$2,110,000




Central Bldg; Admin. Hotel, etc.
42,200

m
$100
$4,220,000




West Wing (100% level 2 and 
63,000

l
$50
$3,150,000




50% level 1)









Total
147,400



$9,480,000





Total Construction Cost



$33,977,760





Ancillary Costs @ 23.2%



$7,882,840





Site Development Allowance (forensic courtyard)



$1,000,000





Furnishings & Equip. Allow. (out of contract); Forensics



$500,000





TOTAL COST



$43,360,600


15/6/1998

Appendix C: Advanced Orthopaedics:--Joint Replacement Surgery

In the April 1998 GTA/905 Health Services Restructuring Report, the HSRC provided a full discussion of its recommendations concerning joint replacement surgery in Ontario. 

Joint replacement (JR) surgery includes both hips and knee replacements.  It results in significant improvements in patient well being and functioning.  Primary joint replacement is currently provided in most teaching and large community hospitals in the province. The prostheses used require replacement after 10 to 15 years.  Replacements are usually done in tertiary care facilities.  The waiting time for joint replacements varies considerably between surgeons and surgical centres.  No common queue management system is in place to coordinate or monitor patients waiting for joint replacement.

A centralized system does not exist to track the number of patients waiting for surgery, or to monitor surgical waiting times or underlying medical conditions.  However, a number of factors have led experts to suggest that there is considerable unmet need for these procedures.

Targets:  Joint Replacement Procedures

Age Range
Mean Rate: per 100,000


Hip Replacements
Knee Replacements

15 - 44
9
2

45 - 64
93
90

65 - 74
344
471

75 - 84
448
511

85+
299
153

Required increases in procedure volumes were separated into two components: growth and target setting.  The year 2003 was used as the planning horizon for target setting.  Growth was determined as the change in the procedure volumes that can be expected as a result of population growth and aging to 2003 given 1995/96 rates by age group. 

Projection of Procedures

Impact of Growth

On the basis of the 1995/96 joint replacement rates for the individual counties/regions by age groups, the number of procedures in Ontario is expected to increase by 1,193 hip replacements (16.8 %) and 1,152 knee replacements (15.5 %) from 1995 to 2003. 

Impact of Target Setting

The goal of setting a minimum target is to bring counties/regions that have low rates up to an acceptable level beyond what would be expected due to population increases.  The effect of setting the minimum target equivalent to the provincial mean is summarized below.

Table B2: The Impact of Setting Minimum Volumes on Joint Replacements in Ontario to 2003

 
Procedure Rate Per 100,000 (Population >14 yrs)*
1995/96 Volumes
Estimated Increase in Volumes Due to Growth and Aging to 2003
Procedures Required to Achieve Target Rate (Mean Rate)
Total Procedures Required to 2003

Hip Replacements
80
7,093
1,193
950
9,236

Knee Replacements
61
7,433
1,152
1,539
10,124

Total Joint Replacements

14,526
2,345
2,489
19,306

* Rates are unadjusted for age.

Financial Impact 

It should be noted that the Ministry of Health funds only the cost of the device needed to replace the joint.  The HSRC heard from stakeholders that funding only this cost might contribute to the provincial variation in rates for these procedures.  Hospitals accrue costs over and above the cost of the device.  The increase in labour costs sustained by hospitals undertaking increased numbers of these procedures was particularly noted.  Additional staffing is required to provide for additional operating room time, post-operative care and rehabilitation costs.  Therefore, a range from the direct cost to the total cost of the procedure was used as the basis for calculating costs.
 

The 1995/96 cost per case for joint replacements was estimated to range from $6,000 to $8,000.  Using this range, the funding requirements for the additional volumes required to achieve the planning targets were calculated.  

Stakeholders raised concerns about the variation in the costs of the device.  Hospitals that
 implant a small number of these devices are not able to obtain price reductions from the vendors.  Hospitals that perform a large number of procedures are successful in obtaining volume discounts on the price of the device, thereby reducing their costs per case.

The cost of additional joint replacements required to achieve the minimum targets, above the number expected for growth, is $5.7 to $7.6 million for hip, and $9.2 to 12.3 million for knee replacements.

Based on population growth and aging between 1995 and 2003, the additional funding required for joint replacements will be $7.2 to $9.5 million for hips and $6.9 to $9.2 million for knees.

Joint Replacement for Frontenac, Lennox and Addington Region

In Frontenac, Lennox and Addington region the increases of joint replacement procedures projected to accommodate target setting and population growth is $0.3 to $0.4 million. The cost of this increase in procedures is estimated at $6000 to $8000 per joint replaced.  The estimates for the increase in spending due to initiatives to increase the rate of joint replacement are calculated using both cost estimates.







� Calgary Health Authority, Final Report, and Sub-acute Care Program: Evaluation of the Implementation Phase (June 18 - November 15, 1995), May 1996.  P.1.





2 See HSRC’s report, “Change and Transition”, April, 1998


� Other votes refers to non-global allocation funding by the Ministry of Health or other government ministries. Examples include children’s treatment centre’s and detox centre’s


� Pauline Ridley, provincial representative on the Interministerial Project Between Health and Justice





�	It is acknowledged that psychogeriatric services are also being provided by other providers/services. 


� Selected expenses are overhead expenses not transferred to the receiving institutions during program transfers.





� Costs were identified by the Ontario Case Costing Project (OCCP) using 1995/96 data.


� 
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Table 9: Kingston Hospitals Building and Services Equipment Costs







Facility







Total Expenses







Kingston General







124,333,520







$    







 







4,662,507







$     







 







3.75%







2,919,082







$     







 







2.35%







7,581,589







$     







 







6.10%







Hotel Dieu







55,620,676







$      







 







2,085,775







$     







 







3.75%







1,319,631







$     







 







2.37%







3,405,406







$     







 







6.12%







Ontario Hospitals







8,269,214,851







$ 







 







310,095,557







$ 







 







3.75%







146,384,144







$ 







 







1.91%







456,479,701







$ 







 







5.52%







Estimated Electro-







mechanical 







Replacement Costs







Building Depreciation







Total Capital Costs












