Pembroke Health Services Restructuring Report



Introduction

Highlights of December 3, 1996 Report



Single site for acute, chronic, rehabilitation and mental health services

Governance structure that is representative of community.

Closure of the Pembroke Civic Hospital site by December 31, 1997.

Labour adjustment, support services consolidation plans required from the hospitals.

Small hospitals role study led by Renfrew County DHC.

Chart-based review of admissions to Pembroke Hospitals to address reasons behind the high admission rate in Pembroke.

Savings of $14.6 million of total operating expenses.

Capital funding of $5.5 million.

Clinical review of home care to ascertain reasons for wide differences in utilization of services in Renfrew compared with the province and other communities.

Operating fund reinvestment of $2.7 million����

This report outlines the major changes that have been made to the initial Notices in response to representations received by the HSRC concerns expressed by the community.  The information in this report should be read in conjunction with the Commission’s first report issued in Pembroke on December 3, 1996.



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





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





As a ‘working hypothesis’ the vision statement is intended to provide the  context for our restructuring decisions and recommendations, and to stimulate broad public discussion and suggestions that will help to refine a concept of a health services system that will preserve the best of what the system has 
but 
be a true rebuilding. 





Historically 
health care has been a fragmented sector. In fact, the difficulties of the current ‘non-system’ have been well-recognized; ‘silos’ of funding and policy build in rigidity, and contribute to the fragmentation of care and delivery systems. Examples of this are numerous. Government policy and funding envelopes contribute to the placement of patients in levels of care which they do not require and deny them easy access to those they do.  It can also frustrate new initiatives and services which offer better alternatives to the status quo both in terms of appropriateness and cost.  Similarly, it is now well recognized that existing forms and levels of funding in certain sectors of the health care system 
may 
have
 perverse incentives. The HSRC believes that much of this fragmentation can, and will be reduced, 
with the current trend 
toward greater vertical and horizontal integration of providers and sectors into systems (described in our vision statement as integrated health systems—IHSs) that are capable of offering the full continuum of care while at the same time shifting resources, as appropriate, to meet real needs. 





While the HSRC believes that integration is essential to system-building, it also acknowledges the importance of diversity in each sector’s components. The objective is not to make all hospitals or long term care facilities, for example, the same. Integration need not and should not stifle diversity or distinctiveness. Nor does integration need to result in organizational consolidation. Integration does, however, require compromise, shared vision and values, and a willingness to pursue the common goal of improved health outcomes and health care. As integration is essential, so is diversity – and it is this element of diversity that has been carefully considered in our review of the Pembroke health services delivery system. 





The level of commitment, and magnitude of change 
that is
 needed to alter the current level of organizational and provider autonomy that will allow us to move from today’s relationships to tomorrow’s integrated systems is well understood.  While the HSRC has not underestimated the magnitude of this challenge it is equally aware of the fact that preserving the ‘status quo’ is 
not
 in anyone’s interest.  




The HSRC maintains that the Directions being issued in Pembroke will form the basis of a plan for developing a sustainable service delivery model characterized by a strong hospital system that is better linked with other elements of the health system capable of meeting the future needs of the community within the financial resources available. 



It is the HSRC’s hope that the changes for Pembroke, as  outlined in the accompanying Directions,  will begin a process of coherent, constructive change, renovation and modernization that will strengthen the local health system. 



On December 3, 1996 the HSRC released its report on health services restructuring for the Pembroke health care delivery system; the Pembroke Health Services Restructuring Report (Report).  The report focused on the level of hospital based care and the impact of improved clinical utilization on the broader health care system.  The central conclusions and corresponding Notices of Intent to Issue Directions (Notices) covered the size of the acute, chronic, mental health and rehabilitation inpatient services required by the year 1999.  Based on these projections, the siting of clinical activity was explored and, based on the criteria of access, quality and affordability, it was concluded that a single site at the Pembroke General Hospital was appropriate.  This followsed the central recommendation of the Pembroke Hospital Services Review Committee Final Report of the Renfrew County District Health Council.  On the issue of governance the HSRC concluded in the report that the current ownership and governance, modified to better reflect better the cultural, demographic, socioeconomic, linguistic and religious makeup of the community, was appropriate.  Following the release, a 45 day period during which people could comment on the Report and Nnotices, concluded on January 17, 1997.



The HSRC received 20 responses to its Notices from health care providers, politicians, labour organizations, and members of the general public.  The HSRC also received letters, petitions, and phone calls from the community regarding the report, largely focusing on issues of governance.



It is safe to sayconclude that the HSRC Report of December 3, 1996, was received by the stakeholders and community in Pembroke and Renfrew County with mixed reviews.   The responses received by the HSRC identified a number of issues that were very important to the people living and working in Pembroke and throughout the county.  These issues included:



the governance of the Pembroke General Hospital

the size and scope of the clinical activity estimated for the region

the availability of long term care resources

the labour adjustment process and labour adjustment costs 

the availability of advanced technology in diagnostics and information

the size and scope of  mental health services



In addition to the responses to the Report and Notices, the HSRC was aware that significant progress was made by organizations to implement some aspects of the Report.  The HSRC was particularly pleased with the efforts of the district health council in establishing,  in conjunction with the hospitals in Deep River, Renfrew, Arnprior and Barry’s Bay, a process to review the roles of these hospitals.  This work is viewed by the HSRC as fundamental to understanding fully the impact of constrained resources on small hospitals, their relationships with hospitals in larger centers, the needs for services in smaller communities and potential changes in the nature of small hospital services and service delivery.



The Pembroke General Hospital, working with the district health council and the local physicians, also began work on the chart based review of cases seen by both hospitals.  This review, in the view of the HSRC, will be an important step to understand the nature of hospital services in Pembroke.  In its report the HSRC observed that the Pembroke hospitals exhibited a much higher hospitalization rate that the general provincial experience, based on 1994/95 information.  Since other analyses available to the HSRC could not explain the variation, further study and information was required.  The current best available approach is the chart-based review which is the basis of the Non-Acute Utilization Project of the Joint Policy and Planning Committee (JPPC), a partnership of Ontario public hospitals represented by the Ontario Hospital Association and the Ontario Ministry of Health.  The HSRC is pleased that the General Hospital and the Pembroke physicians are adopting the methodology and adapting it to local use.  The HSRC is anxiously awaiting the results of the review as it will help the HSRC in general to understand the variation in use of hospital services.



The Pembroke General Hospital also commenced work on the governance planning and labour adjustment issues during the notice period.  The HSRC will comment further on the approaches later in this report.



The issues raised in the responses to the Report and Notices were reviewed by the HSRC.  The following sections detail the response of the HSRC to the concerns raised by the community regarding these important topics.  It is important to understand that the HSRC is concerned with the same issues and strives in all of its studies to achieve a system through its directions that maintains  and or improves health care services in the future.  The methodologies employed by the HSRC are subject to constant scrutiny, which is welcomed by the HSRC.  Through its own research regarding points raised by providers, the public and others the HSRC is able to continually improve methods of estimating service requirements and costs of health care.  This report will outline some of the changes in the HSRC methodologies that have occurred since the December 3, 1996 Pembroke Health Services Restructuring Report, including the revised estimates for the Pembroke Health Services system.



Governance



The HSRC considered several governance options as outlined in the December 3, 1996 report.  In consideration of these options the HSRC examined:

continuity in governance of the facility to facilitate implementation

avoidance of costs associated with expropriation and other compensation

representativesrepresentativeness of the community in governance structures

history of governance and ownership of the hospitals in the community



There has been much discussion regarding  the perception of “winners” and “losers” in correspondence to the HSRC.  However, it is the view of the HSRC that in a situation where a facility or site is closed for reasons of clinical capacity, quality, accessibility and cost, there are no “losers”.  Indeed, the remaining facility must endeavour to accommodate a new mission, level of activity, employees and goals.  The governance structure must reflect this 
 
new entity
new reality. . 



The HSRC undertook to meet with various parties during and subsequent to the notice period to better understand various perspectives on the issue of governance.  Some of these meetings were in response to requests while others were called by the HSRC.  The HSRC commends many of the parties involved for their interest their deep concern for this community, and suggestions to resolve this issue.  The HSRC is also convinced by those discussions that there is a sense of urgency in the community to resolve it quickly.



Governance is a significant issue in all HSRC reviews.  The response to the Pembroke Health Services Restructuring report has demonstrated the interest of the stakeholders and general public in this important issue.  Governance of  Pembroke hospital services has been a subject of discussion in the community since publication of for a while following the Renfrew DHC recommendations.  While support for a united governance structures exists in the community, the question of what  model and what representation would best suit the community has not been addressed.



In the 1992 report entitled  “Into the 21st Century�” it was outlined that governance responsibilities vary in scope between institutions and organizations providing an array of hospital based services but there are a set of common responsibilities that include:



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

defining and maintaining the principles, value, culture and ethical environment of the hospital, its relationships to its patients, the communities it serves and to the other providers and stakeholders in the health services system;

ensuring the long-term fiscal and physical viability and integrity of the hospital;

overseeing the effective management and financial health of the hospital; and,

ensuring and monitoring the quality of services in all aspect of hospital operations�  



The HSRC, in its report of December 3, 1996, called for the Pembroke General Hospital to develop a plan for hospital  governance of all hospital based acute, chronic and rehabilitative services and programs.  The governance structure would be designed to be representative of the communities served and have regard to the demographic, cultural, geographic, ethnic, religious  and social characteristics of the communities served by the hospital.  The report also stated that in reviewing options the HSRC gave regard to the particular unique cultural, linguistic, religious and ethnic makeup of Pembroke and Renfrew County a makeup  which was viewed as fundamental to the ongoing viability of any governance structure that results from HSRC directions. The HSRC is also requiring that a portion of the members on the new governance structure should have experience and expertise in governing health services.



The HSRC had hoped that during the 30 day representation period the leadership of the hospitals would have resolved the issues related to governance.  Many options were tabled in submissions to the HSRC and announced to the public locally.   The HSRC continues to be of the view that the specifics of the governance structure and its implementation can best be developed locally.



The HSRC is also of the view that governance models are available that will satisfy the requirement for integration of health services that do address cultural, linguistic, religious and ethnic considerations and requirements.  It is the responsibility of local community leaders to explore and arrive at models that satisfy their particular unique circumstances.



There are a number of principles that the HSRC has articulated over time that guides its decision-making respecting governance:



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

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

diversity, tradition and cultural differences must not, however, stand in the way of the necessary shift from autonomy to interdependence to facilitate more effective and efficient services for patients

the priority of governance structures must be to promote the development of interdependencies on which a smoothly coordinated, strategically planned, functional system can be built and maintained

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

models of new forms of governance should emerge in a manner that will contribute the strengths and talents of individual organizations to discharge their collective responsibilities and to preserve and enhance the distinctiveness of each of their organizations and institutions 



Having considered the  representations, the HSRC remains of the view that a single site and governance structure for acute, chronic, and rehabilitation services best serves the needs of Pembroke and Renfrew County residents. However, the HSRC does not accept the governance plan submitted by the Pembroke General Hospital as it stands.

There are options to ensure that the nomination and election processes for the new Board of Trustees for the Pembroke General Hospital satisfies the following principles:



representative of the communities served and have regard to the demographic, cultural, linguistic geographic, ethnic, religious  and social characteristics of Pembroke and Renfrew County

embraces a fair and equitable process of nomination and election of community members to the Board of Trustees

facilitates the movement of patients, programs, staff, physicians and other materials from the Pembroke Civic Hospital in accordance with the HSRC directions

all employees currently employed at both facilities will receive fair and equitable treatment of during the implementation of the HSRC directions

respects the mission, values and goals of the Pembroke General Hospital

recognizes the contributions of the existing hospital board of the Pembroke Civic Hospital as an important foundation in the development of a governance structure



In accordance with these principles the HSRC  will be appointing a facilitator to assist in the deliberations over the nature and content of a governance plan for the Pembroke General Hospital.



The HSRC looks forward to receiving a governance plan that addresses the matters referred to above, in particulara number of issues including:



representation on the board of directors of the Pembroke General Hospital

nomination and election process for the board of directors of the Pembroke General Hospital



Long Term Care Resources



As noted in other HSRC reports, the Ministry of Health has not yet introduced planning ratios to determine optimal levels of institutional long term care services, including chronic care, for the demographic mix of population in any community.  

Consequently, the HSRC is undertaking additional research to establish a policy and population based planning ratios for these services. The research will address the following areas:



hospital based chronic care

residential long term care 

palliative care

respite care

transitional care (research on sub-acute care is being undertaken separately) 



The HSRC expects to issue by early March, 1997 a draft policy and planning ratios that could be used to determine a community’s optimal levels of long term care services.  Following a period of public discussion the HSRC intends to establish a definite policy that would guide its decisions. 



Below is a brief discussion of the HSRC’s interim directions concerning chronic care, palliative care and transitional care.



Preliminary findings confirm some of the assumptions that have been made by the HSRC to date.  However these will require further research and validation before they are applied as policy.



For example, in the area of chronic care, patient/case assessment tools used in Metropolitan Toronto, Thunder Bay and Niagara have identified that a significant number of patients in chronic care settings could be appropriately cared for in long term care facilities.  While this would suggest a need for a smaller number of chronic care beds in the future, it also points to the need for a corresponding increase in other areas of long term care services such as long term care beds or community based alternatives. It is NOT the HSRC’s intent to displace chronic patients or residents presently  in long term care facilities.  The HSRC’s objective is to establish a policy that will guide planning for long term care services over the next three to five years and that will form a clear basis on which to make decisions that will affect local hospital systems.



Therefore, in the interim, planning for chronic care services will continue to be based on a planning ratio of 11.4 beds per 1,000 population aged 75 years and older.  Furthermore, long term care beds will be planned at the level of the provincial average rate per population until other guidelines are promulgated.



Sub-Acute and Transitional Care Beds�

Some of the representations suggested that the number of transitional care beds should be increased from 6 to at least 17 to allow for the potential increase in the number of patients who will be classified as requiring Alternate Level of Care (ALC).  The HSRC has used days attributable to ALC patients as a proxy for determining the number of transitional care beds. These numbers have now been revised to account for 



In the Sudbury Health Services Restructuring Report (December 1996) the HSRC noted that this approach is not sufficiently robust to determine the program and resources for persons who no longer require acute care but, for a variety of reasons, have not been discharged from the hospital. 



Preliminary findings of the HSRC’s research point to two broad categories of care:



transitional care refers to the care requirement of hospital patients who no longer need acute care but will need long term care.  However, the initial level of care required may not be available in the long term care system and thus the patient cannot be discharged from the hospital.  While at the hospital the patient still needs nursing and rehabilitation care.

sub-acute care  refers to the care requirements of recovering hospital patients who no longer need acute care but are no yet ready to be discharged to their home.  These patients will usually get better over a period of time, but cannot be discharged immediately to their home as they need assistance with activities of daily living and do not have the necessary supports at home.



Further adjustment may be made once the HSRC’s policies are finalized this Spring.



The direction of the results of the HSRC review of chronic care and long term care institutional resources suggests that the overall supply may be sufficient in most communities but that there be less emphasis on “chronic” in favour of “long term” care in the mix of resources.  This conclusion is supported by numerous reviews of chronic care systems in the Ontario communities of Metropolitan Toronto, Niagara Region and Thunder Bay as noted above.  The outcome of those reviews invariably suggests that a number of patients in chronic beds require lower levels of care available in long term care facilities.



In the Pembroke and Renfrew County context the HSRC recommended that the number of  chronic beds in Pembroke be reduced in Pembroke to 18 following an analysis of county-wide resources.  This level allows the County to remain at the level of 11.4 beds per 1000 population aged 75 years or older.  This also assumes that there can be a substitution of chronic beds with other resources available in long term care facilities.  Indeed, some of the chronic beds, those at the Pembroke General Hospital, are collocatedcolocated with long term care beds.



Renfrew County, as noted in the December 3, 1996 report, is well resourced in long term care institutional resources and home care services.



The HSRC reaffirms its remains of the view that the level of chronic care beds as outlined in the December 3, 1996 Report, is appropriate for the population of Pembroke.  However, should further research by the HSRC and others lead to demonstrate that a different conclusion may be possible the HSRC will readdress the supply issue at that time.



Mental Health Services



The HSRC, in establishing an acute mental health program for the Pembroke General Hospital ,considered the need for acute inpatient beds based on the full population.  Subsequently, the HSRC has adopted the same planning methodology as the Ontario Ministry of Health which is based on only the and has used only the adult population, projected to 2003, for planning.  As a result the number of beds required falls from eighteen to fifteen beds.



In terms of the level designation, the HSRC has discussed this with officials from the Ontario Ministry of Health.  The designation of the hospital as a Schedule 1 implies that the hospital, in accordance with the Mental Health Act can admit patients involuntarily.  Certain resources are required to qualify for this designation.  A Schedule 3 designated facility is more appropriate where resources may not meet the requirements.

The HSRC will advise the Ontario Ministry of Health to work with the Pembroke General Hospital respecting the level designation so that the appropriate issues are dealt with during planning.



Costs and Savings Estimates



As a result of research and development activities of the HSRC in responding to issues regarding the methodology for estimating costs and savings relative to specific restructuring options, significant changes have been made to the methodology.  The changes have the following significant impact on earlier estimates:



a reduction in saving related to program transfers due to transfer at direct costs only which eliminates the possibility of double-counting of indirect or overhead costs

reduction in the amount of savings estimated relative to clinical efficiencies due to more specific estimates for various categories of clinical efficiencies

reduction in the amount of savings estimated relative to support services, consolidation due to more specific estimates for support services categories of food, materials management and laboratories relative to current level of operations

separation of plant costs from administrative costs in estimating savings relative to administrative costs resulting in more specific estimates

The specific methodology is described in an appendix to this document.  Furthermore, an extensive paper outlining in detail the changes to the methodology as a result of HSRC research and development will be released later this winter.



As a result of these changes the HSRC has changed its estimate of cost savings and will advise the Ministry of Health accordingly.  The new estimate of savings in total is $9.3 million or 27% of total expenses based on 1995/96 information and is summarized in the following table.





Pembroke Hospital System�������Comparison of Savings Forecasted

������� Methodology ������� Original � Revised �Change�%���������Transfers��  (1,761,156)�              0    -   �(1,761,156)�-100%��Clinical Efficiencies��   (2,838,471)�  (1,850,065)�     (988,406)�-35%��Support Services��   (1,606,435)�     (748,145)�     (858,290)�-53%��Chronic Care Savings��   (2,585,401)�  (2,624,883)�          39,482 �2%��Administrative Savings��   (5,844,160)�  (4,052,421)�  (1,791,739)�-31%��Total Savings�� (14,635,623)�  (9,275,514)�  (5,360,109)�-37%��

A more detailed version of the forecasted costs and savings is found in Appendix A.



Summary of  Changes

In sum, based on the review of the responses to the Notices, the main issues seem to surround the governance of the facilities.  The HSRC will appoint a facilitator to assist the Pembroke  General Hospital and the community to arrive at a governance plan that addresses the nomination, election and representation requirements outlined by the HSRC.  On the issue of chronic care and long term institutional care, the allocation of chronic care beds to Pembroke based on the rate of 11.4 beds per 1000 population aged 75 years or older for the entire county results in 18 beds for Pembroke.  There may need to be a corresponding adjustment to long term care.  However, the HSRC is currently completing research regarding the appropriate number of beds in both settings.  In the meantime, the HSRC remains of the view that 18 chronic care beds is sufficient to meet the demand for chronic care.  With respect to mental health care, the designation of the beds as either schedule 1 or schedule 3 is the subject of planning and negotiations between the Pembroke General Hospital and the Ministry of Health.



Given that this the final report of the HSRC follows slightly one month after the completion of the notice period, the dates applicable for implementation of the directions will not change, particularly since many of the directions anticipated in the Notices are being addressed currently.  The sole exception is governance planning which will be extended to March 31, 1997.



Copies of the revised Directions accompany this report.

����������� � EMBED Excel.Sheet.5  ���

��APPENDIX A��� Pembroke � Pembroke �������� General � Civic � Total �����������IDENTIFYING COMPONENTS OF TOTAL EXPENSES�������������������TOTAL EXPENSES��A��         19,567,831 �         15,268,058 �         34,835,889 ����Less:  Revenues / Recoveries�B��              608,800 �              193,283 �              802,083 ���NET EXPENSES��C� = A - B�         18,959,031 �         15,074,775 �         34,033,806 ������������LESS: INDIRECT EXPENSES����������Administration�D��         (3,776,902)�         (2,674,126)�         (6,451,028)����Plant�E��            (985,210)�            (609,955)�         (1,595,165)����Materials Management�F��            (465,008)�            (352,516)�            (817,524)����Total Indirect Expenses�G� = Sum (D to F)�         (5,227,120)�         (3,636,597)�         (8,863,717)������������DIRECT EXPENSE��H� = C - G�         13,731,911 �         11,438,178 �         25,170,089 ������������TO CALCULATE RESIDUAL:����������IDENTIFIABLE DIRECT COSTS���������Inpatient & Same Day Surgery �I��           7,557,046 �           6,407,074 �         13,964,120 ����Other Outpatient (ER, Clinics)�J��           3,440,349 �           2,543,445 �           5,983,794 ����Subtotal�K� = I + J�         10,997,395 �           8,950,519 �         19,947,914 ���RESIDUAL��L� = H - K�           2,734,516 �           2,487,659 �           5,222,175 ���TOTAL DIRECT EXPENSES��H��         13,731,911 �         11,438,178 �         25,170,089 ��������������������CALCULATING THE COST OF THE RECONFIGURED SYSTEM�������������������DIRECT EXPENSES BEFORE RESIDUAL����K��         19,947,914 ������������LESS:  SAVINGS FROM CLINICAL EFFICIENCIES����������ALC���M��            (462,830)����Admission Avoidance���N��              (29,929)����LOS @ 75th percentile���O��              (35,600)����Day Surgery Conversion���P��         (1,321,706)���TOTAL SAVINGS FROM CLINICAL EFFICIENCIES����Q� = Sum (M toP)�         (1,850,065)������������LESS:  SAVINGS FROM SUPPORT SERVICES����������Laboratory���R��            (248,001)����Dietary���S��            (380,393)����Materials Management���T��            (122,629)���TOTAL SUPPORT SERVICE SAVINGS����U� = Sum (R to T)�            (751,023)������������LESS:  CHRONIC CARE SAVINGS����V��         (2,732,550)������������ADD:  INDIRECT EXPENSES����������Plant (Pembroke General site only)���E��              985,210 ����Materials Management���F��              817,524 ���TOTAL INDIRECT EXPENSES����W� = E + F�           1,802,734 ������������TOTAL EXPENSES BEFORE BENCHMARK ADMIN����X� = K+Q+U+V+W�         16,417,010 ���Administration = 15.6% of Total (Z)���� Y ��           2,988,439 ���TOTAL EXPENSES INCLUDING ADMINISTRATION���� Z ��         19,405,449 ������������ADD BACK:����������Recoveries��� B ��              802,083 ����Residual��� L ��           5,222,175 ��COST OF RECONFIGURED SYSTEM����� AA �  = Z + B + L �         25,429,707 �����������PROJECTED SAVINGS����� AB �  = A - AA �           9,406,182 �����������PROJECTED SAVINGS AS A PERCENTAGE ORIGINAL COST�������27%��



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

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