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SECTION I:
INTRODUCTION

Background

This is the second report of the Health Services Restructuring Commission (HSRC) for the Waterloo Region.  The report includes the HSRC’s directions for hospital restructuring in Waterloo Region following the notices of intention issued May 14, 1998.
  The HSRC has made changes in response to new information obtained, input received from the community and further analysis.  This report should be read in conjunction with the HSRC’s first Waterloo Region Health Services Restructuring Report.

The HSRC takes a long-term view of the system.  Its directions and advice are intended to set in motion an ongoing process to achieve improvements in system quality, accessibility and affordability.  Restructuring is an evolving process, not an endpoint.  Furthermore, 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 the change process.  It also appreciates that in the short term, these changes will have a profound impact on the affected communities.

The HSRC maintains that creating a high quality health services system is achievable only with reinvestments in community-based health services and high quality, accessible hospitals.  Appropriate community structures and support services must be put in place before acute care and chronic care beds are closed.  The HSRC has identified areas of reinvestment in long-term care and community-based services to support the restructuring of local hospital services. 

The HSRC has also identified the need to upgrade or expand hospital buildings to ensure that the infrastructure is in place for the future.  Through its recommendations to the Minister of Health, the HSRC is fostering an unprecedented capital renewal program across the province to establish the necessary physical facilities to support the restructured system.  The magnitude of these reinvestments will contribute to strengthening the health services system.

The HSRC is an independent body operating at arm’s length from 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.

Representations to the HSRC

In response to the release of its first report for Waterloo Region, the HSRC received 46 representations from hospitals, health agencies and organizations, labour, other groups and individuals 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 this region.

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

· support for three acute care sites and local hospital governance with co-ordination and regional planning through a Joint Executive Committee (JEC).

· single governance for all hospital sites would ensure integration of health services

· the membership and scope of the JEC and the need for a facilitator to establish the JEC

· organization and reporting relationships of a single medical staff for north Waterloo

· the appropriateness of the HSRC’s clinical and administrative benchmarks and using information system costs in calculating administrative savings

· the mix, size and location of programs at each hospital and between the north and south areas of Waterloo Region; the number of acute care beds required for the region

· scope, funding and anticipated growth in the need for ambulatory and emergency care

· the need for a cardiac program in Waterloo Region

· appropriate sizing and services of the planned cancer facility

· changes in the referral population that will result from placing new services in the region (e.g. MRI, cancer facility)

· the need for level II neonatal designation at regional hospitals 

· the need to designate Cambridge Memorial Hospital as a Schedule 1 provider of mental health services

· the timing and extent of community reinvestments to support restructuring activities

· the siting and funding of sub-acute care and complex continuing care beds; the siting of acute mental health beds as well as psychogeriatric, forensic and addiction services

· the need for regional co-ordination of mental health services and reinvestment in community mental health services

· estimates of the capital requirements and current bed capacity for individual hospitals

· the need for a standardised clinical information system for Waterloo Region 

· timing of implementation of the intended directions and reports.

Overview of the Report

The first report for Waterloo Region presented intended directions and advice concerning health services restructuring. This report presents the highlights of these intentions, a summary of the principal issues raised in the representations, the HSRC’s deliberations, and its final directions and advice. It should be read in conjunction with the first Waterloo Region report. 

The lead commissioner of this review was Doug Lawson; the accompanying commissioner was Muriel Parent.

SECTION II:
SIZING ACUTE CARE SERVICES IN WATERLOO REGION

Highlights of Notices: May 1998

· Application of the HSRC clinical efficiency methodology provides an estimation of 440 acute care beds for the Waterloo Region for 1995/96 with an additional 96 beds required to meet the needs for population growth and ageing to the year 2003: therefore the total acute care bed requirements in the Waterloo Region for 2003 are 536.

· The number of operating rooms for the Waterloo Region for the year 2003 should be 24

· Emergency visits are projected to increase by 22% from 124,750 to 152,000

· Ambulatory visits are projected to increase by 22 % from 122,339 to 149,000

PLANNING ASSUMPTIONS

Principal Issues in the Representations

Representations expressed their concern with the hospitals’ ability to achieve the clinical efficiency targets estimated through the HSRC methodology. Other comments suggested that a guideline for acute beds per 1,000 population should be used, similar to the way non-acute care services are treated. The timing for acute care bed reductions was also raised as an issue as was the need for community supports to be in place before acute care beds are reduced.  

Some representations noted that the Waterloo Region has historically been under funded and under resourced and that at least two of the hospitals in the area have a low cost per case. The representations maintained that it is more difficult for low-cost, efficient hospitals to meet the HSRC targets than for high cost hospitals to do so. 

Representations also suggested that the HSRC should consider how referral patterns would change when additional services such as MRI and a cancer facility are located in the region, and adjust the bed requirements accordingly. 

The HSRC’s Deliberations and Conclusions

Clinical Efficiencies

The HSRC continues to use the best available methodologies to assist in decision making for health services restructuring.  For acute care benchmarking, the HSRC relies on the Ministry of Health’s Planning Decision and Support Tool (PDST) to identify conservable days and estimate acute care reinvestments in long-term care and community services.  The HSRC’s objective is to achieve efficiencies for acute care services based on benchmarking best practices. The HSRC methodology does not consider funding equity across hospitals nor does it incorporate any adjustments for variations in per capita acute care expenses. Per capita acute care expenditure for residents of Waterloo Region are lower than the provincial average but comparable to other communities in the province such as Ottawa-Carleton, Halton and Middlesex. As noted in the May 1998 Waterloo Region Health Services Restructuring Report, the HSRC is not convinced that a minimum rate of utilization or spending on a per capita basis should be established.  Utilization patterns and thus spending vary with many factors including income, education and employment. The characteristics of a community’s population determine, to some extent, the level of utilisation of acute care services. Patient days per 1,000 of population and separations per 1,000 of population are essentially the same in Waterloo Region as the provincial average.  Eighty eight per cent (88%) of separations of the region’s residents are from hospitals in Waterloo Region. 

The HSRC notes that there are opportunities in all hospitals in Waterloo Region to achieve clinical efficiencies in areas such as conversion of ALC days to the appropriate level of care, reduction of length of stay to the benchmark level, and to a lesser extent, by converting days of stay where hospitalisation is not required. 

The HSRC concurs that appropriate community structures and support services must be put in place before acute care and chronic care beds are closed and is making recommendations to the Minister of Health concerning the appropriate community and residential services that need to be in place.  

Change in Referral Patterns

The HSRC recognizes that referral patterns are likely to change in the future with the addition of MRI and cancer services to the region. The decision to retain all acute care sites in Waterloo Region was based, in part, on the potential increase in referrals to the area, and the need to ensure adequate capacity to provide for additional services if necessary. According to the capacity survey Waterloo Region hospitals completed as part of the HSRC review, there is additional capacity in Waterloo Region hospitals of approximately 330 beds. Therefore the HSRC concludes that sufficient capacity exists in Waterloo Region to accommodate increases in the referral population. The HSRC expects that the Ministry of Health (MoH) and the hospitals will monitor changes in the activity level and take steps to address any future funding impact.

SIZING ACUTE CARE SERVICES

Inpatient Beds

Since the release of the May 1998 report, the HSRC has not changed its estimation of acute inpatient requirements for Waterloo Region.  A full description of the clinical efficiencies applied to the 1995/96 acute care utilization is contained in the May 1998 report.  The HSRC confirms the clinical efficiencies for the Waterloo Region that were previously identified.

Table 1 outlines the number of acute care beds that would be required after efficiencies are applied, the number of beds in operation, and the number of beds required in 2003.

Table 1: Comparison of Current Acute Care Beds in Operation and “Efficient” Beds 1995/96


Beds Post-UM^

1995/96
Beds 1997/98*
Beds Post-UM

Including Growth

to 2003

Cambridge Memorial Hospital
127
115
156

Grand River Hospital - K-W site
194
188
246

St. Mary’s General Hospital
119
154
135

Total
440
457
537

* Based on 1998/99 Hospital Operating Plans

^ Acute beds after applying the HSRC’s utilization management methodology, 1995/96
It is estimated that in total Waterloo Region requires 24 operating rooms to 2003.

Emergency and Ambulatory Care Projections

Growth in emergency and ambulatory care volumes is estimated on the basis of the workload in 1995/96 and increases in acute care and acute mental health beds at each facility. Representations were received that suggested that the projections for ambulatory volumes were under estimated for some hospitals due to problems with the accuracy and/or completeness of reporting this data in 1995/96.  The hospitals have advised the HSRC that since 1995/96 the numbers of emergency and ambulatory visits reported have changed significantly. The HSRC was urged to use current data. It should be noted that there are no funding implications for these projections.  The activity levels are projected in order that the HSRC can evaluate the adequacy of facilities and to assess various options for delivery of services. Table 2 identifies the volumes of visits projected if 1995/96 is used as the base year and compares it to the volumes projected with 1997/98 used as the base year.

Table 2: Current and Projected Emergency and Ambulatory Volumes to 2003


Emergency Visits :2003


Ambulatory Visits: 2003


1995/96 as 

base year
1997/98 as  base year
1995/96 as base year
1997/98 as base year

Cambridge Memorial
56,000
51,701
44,871
76,792

St. Mary’s General Hospital
39,647
43,786
42,288
44,773

Grand River Hospital
67,974
59,919
72,522
74,370

The HSRC wants to ensure that there will be sufficient capacity to meet future demand.  Therefore it has based its projections to determine space required for ambulatory and emergency activity on the most recent hospital information. A full discussion on capital requirements is found in Section IX. 

SECTION III:

MENTAL HEALTH AND 

NON-ACUTE SERVICES

(A)
MENTAL HEALTH SERVICES

Highlights of the Notices - May 1998

· 76 acute adult mental health beds to be sited in Waterloo Region; 23 at Cambridge Memorial Hospital and 53 at the K-W site of Grand River Hospital 

· Eight beds for child and adolescent mental health to be sited at the K-W site of Grand River Hospital

· 50 longer-term mental health beds for the Waterloo Region to be sited at the Freeport site of Grand River Hospital
Principal Issues in the Representations

Representations commented on the appropriateness of siting decisions for all mental health services. Some representations argued against locating longer-term mental health beds in a long-term care facility because of the potential for the unit to be used primarily for psycho-geriatric patients.  It was also noted that the Freeport site currently does not care for longer-term mental health patients. Some representations identified a need to site child and adolescent mental health services at Cambridge Memorial Hospital as well as the Grand River Hospital.

The transfer of longer-term mental health services from London and St. Thomas Psychiatric Hospitals to the Waterloo Region was generally supported although the need to re-direct savings to enhance community services in Waterloo Region was emphasized. Several representations noted that since there would be several in-patient providers of mental health services there was a need for a single body to co-ordinate admissions and follow-up care, and in-patient care with the necessary community services. Representations noted that since the transfer of governance from the current psychiatric hospitals in London and St. Thomas had not occurred as yet the ability of St. Joseph’s Health Centre in London to act on the directives relating to longer-term mental health beds for Waterloo Region was limited.

Several representations noted that the HSRC had not made specific recommendations regarding the need for reinvestments in community-based mental health services, psycho-geriatrics, forensic and addiction services. Representations raised questions regarding the ability of the designated mental health resources in Waterloo Region to provide for referrals from Wellington County, as has been the practice.

The HSRC’s Deliberations and Conclusions

Siting 

The HSRC confirms the intention to locate acute mental health beds at Cambridge Memorial Hospital and the K-W site of Grand River Hospital. Cambridge Memorial Hospital should therefore be designated as a Schedule 1 facility.  Siting of mental health beds in this manner establishes the clinical coherence required to provide services for mental health patients, and ensures the presence of emergency care services and a broad range of related acute services. The planning guidelines for child and adolescent mental health suggest a total of eight beds are required for the Waterloo Region. These beds will be sited at the K-W site of Grand River Hospital. All child and adolescent beds should be sited in one location to ensure clinical coherence and critical mass.

The HSRC also reaffirms its advice that longer-term mental health services for Waterloo Region residents will be sited at the Freeport site of Grand River Hospital. The types of services to be provided in longer term mental health beds are defined in the HSRC document Change and Transition 
 as services including but not restricted to programs for concurrent disorders, patients with dual diagnoses, and psychogeriatrics. The Freeport site of Grand River Hospital is a modern building in excellent condition and has available capacity. The fact that the Freeport site does not currently provide services for these types of patients is not a deterrent to siting the program there.  

With respect to the transfer of programs from London Psychiatric Hospital and St. Thomas Psychiatric Hospital, the HSRC in a previous report 
 directed that St. Joseph’s Health Centre in London, develop and implement a plan in conjunction with the Minister of Health to assume the governance and management of these two hospitals. The HSRC is directing St. Joseph’s Health Centre jointly with Grand River Hospital to develop a plan to establish a longer-term mental health services program at the Freeport site by September 30, 1999.

Co-ordination of Services

The HSRC acknowledges the concern expressed in the representations regarding the need to co-ordinate the delivery of mental health services. The HSRC continues to endorse the establishment of mental health agencies as transitional structures for the planning, co-ordination and funding of mental health services. The HSRC will advise the Minister to establish a transitional mental health agency for Waterloo Region.  The agency would be accountable to the Ministry of Health and would manage the restructuring of mental health services in Waterloo Region on an interim basis.  It should include representatives of all service sites, including community service providers, in a meaningful planning process.  It is anticipated that once mental health services have been restructured, the objectives of the agency will have been met.  The agency is meant to facilitate restructuring and be a stepping stone to an integrated system.

Planning guidelines for the provision of addiction and forensic services are not included in Change and Transition. The Ministry of Health is currently undertaking a review of forensic services. 

(B)
REHABILITATION

_______________________________________________________________

Highlights of the Notices – May 1998

· Local rehabilitation beds sited in Waterloo Region as follows:

· 28 beds at Cambridge Memorial Hospital 

· 15 beds at the K-W site of Grand River Hospital

· 15 beds at St. Mary’s General Hospital

· 40 beds at the Freeport site of Grand River Hospital including five transition to independent living places

· 19 regional rehabilitation beds to serve the Waterloo Region population were allocated to the designated regional rehabilitation facilities in Toronto (9) and Hamilton (10).
_______________________________________________________________________________
Principal Issues in the Representations

Representations questioned the number of acute rehabilitation beds allocated between hospital sites in the region. Some representations suggested that the distribution of rehabilitation beds did not properly reflect the current workload of hospitals. Other representations requested additional resources for speciality programs such as acquired brain injury (ABI) and chronic ventilation programs.

The HSRC’s Deliberations and Conclusions

Siting of Local Rehabilitation Services 

The HSRC considered acute care activity at each site to determine the distribution of short-term rehabilitation services. Consequently the HSRC confirms the allocation of rehabilitation beds indicated in the May 1998. 

Siting of Regional Rehabilitation Services

Representations noted that the Freeport site is currently providing ABI and chronic ventilation programs to approximately 17 patients annually and therefore the allocation of rehabilitation beds should reflect these programs.  Also, it was noted that Freeport provides a restoration and psychogeriatric service.  This service was developed to meet a need in the community and to serve as a referral service for the Waterloo and Wellington regions. A request was made that the HSRC augment the number of beds allocated to Waterloo Region to provide for these speciality programs.

With respect to the ABI program, the HSRC confirms its decision to site 19 regional rehabilitation beds in Hamilton and Toronto. Designating regional rehabilitation beds builds on existing programs and specialized strengths in areas such as ABI, and amputee programs and enhances critical mass.  As well it ensures clinical coherence of more specialized services and optimizes the use of available capacity in regional facilities.

The Freeport site has been allocated beds for long term rehabilitation and complex continuing care to meet the needs of patients who require long-term care in either of these categories. 

Table 3: Distribution of Rehabilitation Beds, Waterloo Region, 2003 

Hospital
1995/96*

Rehabilitation Beds: 
Rehabilitation Beds: 2003
Category

Cambridge Memorial

28
Local, long-term & short- term

Grand River, K-W site

15
Local, short-term

Grand River, Freeport site
35
40
Local, long-term and transition to independent living spaces

St. Mary’s

15
Local, short-term

Total
35
98


* Source: Hospital Operating Plans

(C)
sUB-aCUTE cARE

_________________________________________________________________

Highlights of the Notices – May 1998

· Application of the planning guideline for sub-acute beds in Waterloo Region results in an allocation of 61 sub-acute care beds

· Sub-acute care beds will be sited at all acute care sites with 18 beds allocated to both Cambridge Memorial Hospital and St. Mary’s General Hospital and 25 beds allocated to the K-W site of Grand River.

_______________________________________________________________________________________

Principal Issues in the Representations

Representations concerning sub-acute care noted that while an allocation of $4.7 million was made to the region as a whole the re-investment was not allocated to the hospitals designated to provide sub-acute services. Some representations suggested that the distribution of beds among the three acute care sites did not accurately reflect the workload of hospitals.

The HSRC’s Deliberations and Conclusions

The HSRC has estimated costs at approximately $211 per day to provide sub-acute care.  Based on this cost, the additional annual investment required in Waterloo Region is $4.7 million. Siting decisions for 61 sub-acute care beds considered the distribution of medical-surgical cases in the Waterloo Region, which in 1995/96 were identified as follows:

· Cambridge Memorial 

31%

· Grand River, K-W site

39%

· St. Mary’s



30%


The sub-acute beds for each site are confirmed at the levels described in the May report.

Table 4: Sub-Acute Care Beds and Estimated Reinvestment

Hospital
No of Sub-Acute Beds
Estimated Reinvestment

Cambridge Memorial
18
$1.4 M

Grand River, K-W site
25
$1.9M

St. Mary’s General Hosp.
18
$1.4M

Total
61
$4.7M

(D) LONG TERM CARE

_______________________________________________________________

Highlights of the Notices - May 1998

· Provide a total of 198 complex continuing care beds in the region by 2003

· Locate complex continuing care beds at the Freeport site of Grand River Hospital and at Cambridge Memorial Hospital

· Provide 766 additional long-term care beds in nursing homes and/or homes for the aged by 2003

· Provide 716 additional long-term care spaces by 2003
__________________________________________________________________________
Principal Issues in the Representations

Representations relating to complex continuing care (CCC) expressed concerns with the HSRC’s method of allocating beds for CCC, and the resulting decrease in the projected number of beds. Comments were also made relating to the projected occupancy and the numbers of current beds that were identified. Representations indicated that MDS-RUGS III data should be used and that the guidelines should not be restricted to the population over age 75. Increases in the number of beds for CCC were requested for the Waterloo Region. Representations also emphasized the absolute necessity of reducing complex continuing care beds only where the nursing homes, homes for the aged, supportive housing spaces and long-term home care were in place. Representations indicated that the funding levels allocated for long term care places, and post acute home care services were too low.

The HSRC’s Deliberations and Conclusions


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.

Planning Guidelines for Complex Continuing Care

Although the HSRC guideline is expressed as the number of beds per 1,000 population 75 and older, this target in fact incorporates the long-term care needs of the population aged 19 to 74 as well. The planning guideline for complex continuing care provides for a bed allocation for the following categories of care:

·  7.62 beds for complex continuing care 

·  0.20  beds for respite care, and 

·  0.41 beds for palliative care

It is further noted that MDS/RUGS III data was used when the guidelines were developed.  An analysis of RUGS data showed that 6.34 beds were required per 1000 population over 75 in order to provide for the type of care that is most appropriately delivered by chronic hospitals or units.  When this analysis was extended to the population from 19 to 74 a figure of 7.62 beds for persons over the age of 75 resulted.  This is the number that is expressed in the guidelines.  Adding an allocation for respite and palliative care brings the final planning guideline to 8.23 beds per 1,000 population over 75.  Using this guideline and applying it to the population for Waterloo Region results in an allocation of 198 beds for continuing complex care. 

Funding

Change and Transition identifies the method that was used to identify funding levels for all categories of long-term care.  As a general principle the HSRC believes that the MoH should implement a system that provides payment based on the level of care provided rather than the location of the patient who is receiving that care.  The funding levels that the HSRC identifies for the various categories of long-term care is based on information currently available and is applied to all areas of the province in an equitable manner.  

Implementation

Implementation of the HSRC’s directions in long-term care represents significant changes and a rebalancing of services.  Implementation will require careful monitoring to ensure that quality and access objectives are met. The HSRC reiterates that the overall decrease in complex continuing care beds from 1996 to 2003 must be viewed in the context of rebalancing other sectors of the long-term care system.  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 Grand River Hospital should consider applying for a license to provide long term care beds in the capacity available at its Freeport site.

There will be significant changes in long-term care services in Waterloo Region.  The MoH should set up a process, in partnership with Community Care Access Centres (CCACs) and the district health council, to co-ordinate and monitor the implementation process. The HSRC supports the position that complex continuing care beds should be closed only when alternate long-term care services are in place. The MoH recently announced an expansion of long-term cares beds, which includes 300 additional beds for Waterloo Region.

The following is a summary of the current beds/places and proposed capacity by 2003.

Table 5: Long Term Care Services in Waterloo Region by 2003


Current Beds/Places
Proposed Beds/Places: 2003
          Change

   #                     %

Complex Continuing Care
   349*
   198
-151
-43.3%

Long Term Care Beds in nursing homes or homes for the aged
1,725**
2,491
766
44.4%

Supportive Housing, long-term home care, attendant care and adult day care
1,720**
2,436
716
41.6%

*Source Hospital Operating Plan: 

** 1995/96 levels
Summary

The following is a summary of the beds and places estimated for Waterloo Region by 2003:

Table 6: Summary of Bed/Place Requirements for Waterloo Region, 2003

Type of Bed/Place
In Operation 1997/98
HSRC Notices, 

May 1998
HSRC Final Report, 

August 1998

Acute Care
457
537
537

Sub-Acute Care
-
61
61

Mental Health
· Acute Adult

· Child & Adolescent

· Longer-Term

Sub-total Mental Health
44

44
76

8

50

134
76

8

50

134

Rehabilitation
· Local

· Regional**

· Transition to Independent Living

Sub-total Rehabilitation
                     35

                       4

 39
93

19

5

117
93

19

5

117

Long-Term Care
· Complex Continuing Care

· Long-Term Care Beds

· Long-Term Care Places
349

1,725*

1,720*
198

2,491

2,436
198

2,491

2,436

· Bed numbers as of 1996

· ** Sited in Hamilton (10) and Toronto (9)
SECTION IV:
SITING AND GOVERNANCE OF HOSPITAL
SERVICES IN WATERLOO REGION

Highlights of Notices – May 1998

· All acute care sites to be retained with their own governance

· A regional cancer centre, with capacity for three bunkers, and an MRI to be sited at the K-W site of Grand River Hospital

· Programs of trauma, neurosurgery and oncology to be transferred from St. Mary’s General Hospital to the Grand River Hospital in order to locate them with the MRI and the cancer facility 

· Grand River Hospital to consider contracting with St. Mary’s General Hospital for the management of hospital operations 

· Grand River Hospital board to be reconstituted to be representative of the community served with a new process of board appointments that does not require municipal or regional government approval and with the provision that municipal and regional government representatives are no longer ex-officio members. The boards of Grand River, St. Mary’s General and Cambridge Memorial Hospitals to establish a Joint Executive Committee (JEC).  The responsibilities of the JEC to be divided between those for the whole region and those for north Waterloo. 

Principal Issues in the Representations

Representations supported the HSRC’s intention to retain local governance for each hospital in the region with the formation of a Joint Executive Committee (JEC).  However, some representations suggested that the most effective means of achieving full regional integration is through single governance. General support was expressed for the revised board structure of Grand River Hospital.

Some representations concerning the JEC supported a division in the planning responsibilities of the JEC to reflect the north /south geographic division of the region. Others suggested that if full integration was to be achieved in the region, all three hospitals would need to participate fully in all JEC deliberations and that planning should be undertaken for the region as a whole including the development of one hospital operating plan, and a regional strategic plan. Those supporting this position emphasized that decisions relating to the mix and scope of programs at each site should be made by the entire JEC. Other issues of concern related to the direction to form one medical staff, with one chief of staff and medical advisory committee and the reporting relationship to two boards.

Representations requested that the HSRC allow the entire membership of the JEC to make decisions on the mix and location of programs at each site, without the directions that were made regarding the transfer of neurosurgery, trauma and oncology programs from St. Mary’s General to Grand River Hospitals. 

The need for an external resource to facilitate the formation of a JEC was widely endorsed.

The HSRC’s Deliberations and Conclusions

Governance

In considering the options regarding governance of the hospitals in Waterloo Region, the HSRC considered various approaches in order to meet the need for overall co-ordination of hospital services across the region and to ensure quality and access to services

As noted in the May report, the following principles guided the HSRC’s decision making regarding governance:

· The tradition of voluntary governance has served Ontario communities well and should be maintained and enhanced in a restructured health service delivery system.

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

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

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

· There is no one best system/model of governance, and consideration must be given to local solutions and community achievements.

· Models of new forms of governance should emerge that allow individual organizations to contribute their strengths and talent to discharge their collective responsibilities and to preserve and enhance the distinctiveness of their organizations.

The HSRC confirms its intention to direct that Grand River Hospital, St. Mary’s General Hospital and Cambridge Memorial Hospital be retained with independent governance. 

As noted in the first report, considering the distinct areas served by Cambridge Memorial Hospital in south Waterloo and by St. Mary’s General and Grand River Hospitals in north Waterloo, the HSRC was not convinced that single governance for all of Waterloo Region was appropriate.  Single governance for north Waterloo would be expected to achieve greater integration and rationalization of services.  However, considering the diversity that both Grand River and St. Mary’s General Hospitals bring to the delivery of health services in the community and the need to retain two acute care sites, the HSRC believed that its goals of co-ordinated and integrated services could be achieved with a strategy other than single governance.  

In some other communities the HSRC has established mechanisms that facilitate collaborative planning and integration and co-ordination of services in a manner that allows the individual organizations to contribute their strengths and talents to discharge their collective responsibilities and still preserve their distinct nature. The HSRC considers the unique circumstances of each community in its decisions. The HSRC believes that Waterloo Region is best served by preserving the existing hospital entities with some changes to governance and with the creation of an integrating mechanism through a Joint Executive Committee. 

The HSRC confirms its decision to direct the boards of all Waterloo Region hospitals to establish a JEC with equal representation from each of the hospitals.  The board of directors of each hospital will designate an equal number of representatives to the JEC and delegate to these representatives the power to make decisions on behalf of the board. 

The establishment of a JEC represents a significant step towards integration of hospital services and provides a mechanism to implement restructuring and planning for future services in the region. It is the HSRC’s assessment that the JEC provides an efficient and effective governance and management structure through which to implement decisions concerning the provision of hospital services and the achievement of a unified system of health services in Waterloo Region

Each of the hospitals is being directed:

· To appoint an equal number of representatives of each hospital’s board of directors to the JEC 

· To designate its representatives on the JEC as the executive committee of the board and

· To delegate to its representatives the power to make decisions that will develop and operate the three hospitals as a unified system of health services while maintaining three separate operating corporations for the provision of health services in accordance with the Public Hospitals Act, and that will facilitate the implementation of restructuring.

Each hospital’s representatives will be expected to make decisions on behalf of the board related to the following matters:


· a single strategic plan for the Waterloo Region hospitals that reflects a move towards an integrated health system model of service delivery

· the scope and location of new programs including diagnostic services, the population served and linkages among the three institutions

· medical manpower planning consistent with the Waterloo Hospitals’ strategic plan and the Medical Human Resources Fact Finders Report to the Health Services Restructuring Commission January 1998

· monitoring of quality and access indicators for hospital acute and non-acute services and particularly services at the Freeport site of the Grand River Hospital

· delivery of shared clinical and support programs and services, in addition to shared administrative services that achieve efficiencies

· linkages with community-based providers and organizations and

· mechanisms to monitor the impact of population growth and demographic changes on hospital services.

The representatives of the boards of St. Mary’s General Hospital and Grand River Hospital will be further expected to make decisions regarding matters relating to their hospitals including:

· implementation of restructuring in north Waterloo 

· establishment of a single medical staff and a common medical advisory committee and chief of staff for the two hospitals

· establishment of a joint operating plan for the two hospitals

· establishment of single management, where appropriate, for clinical, administrative and support services

· establishment of a mechanism for joint reporting to the Ministry of Health and the community on changes in programs, services and activity

·  transfer of the programs and services of trauma, neurosurgery and oncology from St. Mary’s General Hospital to Grand River Hospital, and

( development and submission of a plan by December 31, 1998 to the Health    Services Restructuring Commission and Minister of Health for the realignment of patient programs and services between St. Mary’s General Hospital and Grand River Hospital in a manner that achieves the least duplication of services and maximizes co-ordinated patient care access and delivery of services.  

Decisions are to be made in the context of specialized services of MRI and cancer care being sited at the Kitchener Waterloo site of the Grand River Hospital.

However, each hospital is not required to delegate to its representatives powers concerning;

· the determination of its philosophy, mission and values

· the merger or dissolution of its assets or operations

· the compliance of the operations of the hospital with the Public Hospitals Act and other applicable legislation, and

· the purchase, lease, mortgage or sale of any land or buildings.

In Kitchener-Waterloo the HSRC is aware that the Grand River Hospital is in a transition state with regard to its management.  The HSRC still believes that this presents an opportunity for further integration of management structures.  Therefore, the HSRC is recommending that the JEC explore options for integrated management of hospital services in Kitchener-Waterloo, including the option of Grand River Hospital contracting for the management of hospital services with St. Mary’s General Hospital and Cambridge Memorial Hospital.


The HSRC invites the JEC to establish a process whereby input is obtained from other stakeholders with the goal of ensuring co-ordinated access to care for the residents of Waterloo Region.  This could include inviting additional stakeholders to sit on the committee or establishing subcommittees or working groups to address ongoing issues and concerns.  Stakeholders should include but not be limited to the district health council, community care access centres, and other providers.

The HSRC expects that each hospital will make the necessary changes to its by-laws to achieve this representation and authority for decision making.

The three hospitals have requested that the HSRC appoint a facilitator to assist them in establishing the JEC as soon as possible.  The HSRC supports this request and will appoint a facilitator who will work with the three hospitals to determine the structure and decision process for the JEC, including dispute resolution mechanisms that will facilitate decision making. 

Some representations called for additional details concerning the implementation of the JEC and particularly the relationship of the single medical staff and reporting relationship of the common chief of staff and medical advisory committee to the JEC and each of the hospitals. These are issues concerning details of the JEC’s implementation that will be addressed during the facilitation process.  

The HSRC confirms its expectation that the hospitals will work collaboratively with each other and with other health providers in their areas, to create systems of co-ordinated and integrated service delivery. 

Grand River Hospital – Governance Structure

The HSRC is aware that since the release of its first report in May, 1998, the board of Grand River Hospital and representatives of the Region of Waterloo and Cities of Waterloo and Kitchener, have discussed options for changes to the Grand River Hospital’s governance structure. Grand River Hospital has notified the HSRC that they have received approval  from  the Ministry of  Consumer and Corporate Affairs to continue the corporation of the Grand River Hospital with a revised board structure.  This change allows the affairs of the hospital to be governed by a board of sixteen directors, as follows: 

· nine directors will be elected by the corporation. 

· three will be members of each of, the council of the City of Waterloo, the City of Kitchener and the Regional Municipality of Waterloo

· the remaining board members will be medical staff appointees and the CEO of the corporation.   

The HSRC has made revisions to the intended direction to the Grand River Board concerning its governance plan whereby it may provide that the municipal and regional governments can nominate up to three individuals to the board. 

Program Transfers and Management

The HSRC has sited MRI and a cancer facility at the K-W site of Grand River.  As a starting point in the process of clinical realignment, the HSRC recommended the transfer of oncology, trauma and neurosurgery activity from St. Mary’s General Hospital to Grand River Hospital so they would be co-located with the cancer facility and the MRI. Several representations were received which suggested that the JEC, not the HSRC should have the responsibility of determining which programs should be located on each site. The HSRC was asked to consider additional information in its deliberations concerning the proposed transfer of activity from St. Mary’s General Hospital to Grand River Hospital. Issues that were raised include the following:

· Cancer services at St. Mary’s General Hospital do not include radiation and chemotherapy, which appropriately belong with the cancer facility but rather palliative services, and surgical diagnostic procedures, and speciality services 

· The neurosurgery program in all Waterloo Region hospitals is minimal.  Neurosurgery cases consist of cases that are done by specialists other than neurosurgeons e.g. plastic surgeons for carpal tunnel syndrome and spinal procedures done by orthopaedic surgeons. Therefore transferring trauma on the basis of a non-existent neurosurgery program was not appropriate.

The HSRC has further deliberated on the appropriateness of these transfers. In reviewing the caseload in the programs to be transferred the HSRC notes the following number of weighted cases for 1995/96:

Program Cluster

       St. Mary’s General Hospital

   Grand River Hospital

Trauma



194



 440

Neurosurgery


  50



 177

Oncology


873



1021
The HSRC wants to ensure that there is a critical mass for tertiary programs and services to develop and succeed, and to facilitate the recruitment of appropriately trained individuals. In these program clusters, locating these program groups at one site would enhance critical mass.

The HSRC believes that the development of tertiary services is an important consideration for the Waterloo Region. The HSRC confirms the siting of a cancer facility and MRI and consolidating  oncology, neurosurgery and trauma activity at Grand River Hospital. This is an initial step towards focusing resources and recruiting physicians in these program areas. The JEC has responsibility for further clinical re-alignments for north Waterloo hospitals. The objective of program consolidation is to facilitate co-ordination of service delivery and reduce duplication. Maintaining the size and scope of any hospitals programs at current levels should not be the primary consideration. If the JEC is unable to determine additional program re-alignments then the HSRC would consider the appointment of a clinical facilitator to assist the JEC. 

SECTION V:
SPECIALIZED SERVICES

Highlights of Notices - May 1998

· Site a cancer facility with 3 bunkers at Grand River Hospital.

· Locate new MRI services at the K-W site of Grand River Hospital.

· Defer decisions on siting cardiac surgery until the HSRC can complete deliberations on the Cardiac Care Network (CCN) report on the requirement for additional cardiac surgery centres.

· Advise the MoH to examine access to dialysis for residents of Waterloo Region and review capacity for dialysis services for the entire Central West Region of Ontario.

Principal Issues in the Representations

Representations supported the recommendation to site magnetic resonance imaging (MRI) services and a cancer facility in Waterloo Region. Some representations expressed concern that the planned capacity of the radiation facility would not be sufficient to handle the projected workload. 

The HSRC was requested to allocate additional resources in the region for inpatient dialysis, joint replacement surgery and Level II perinatal services.

Many representations expressed support for tertiary cardiac services to be provided within the Waterloo Region. 

CARDIAC SERVICES

In its first report on the Waterloo Region the HSRC noted that it had not concluded its deliberations on cardiac services for the region. A common theme in the representations related to the ability of Waterloo Region area residents to access cardiac services in a timely and appropriate manner. Concerns were expressed regarding both the rates of cardiac procedures by residents of the region and the waiting time to access diagnostic procedures and treatment.

The HSRC reviewed the question of establishing new cardiac catheterization and surgical services (hereafter, tertiary cardiac services) in Waterloo Region through a review of the following elements:

· Assessment of access issues 

· Assessment of available and projected capacity of cardiac services in the central and southwest regions of Ontario and the potential implications for siting additional tertiary cardiac services in Waterloo Region

In its assessment of services, the HSRC would have benefited from the availability of additional information, such as the number of patients waiting for all cardiac services, their diagnoses and acuity as well as the length of time, and location where they wait. These data, however, are not collected in any formal or consistent manner except for adult cardiac surgery. The Cardiac Care Network (CCN) maintains a network that monitors waiting list data only for adult cardiac surgery.  Since cardiac surgery data are the only data consistently and reliably available, the HSRC in some cases has used the rates and waiting times for cardiac surgery as a proxy for all cardiac procedures.  

The HSRC in previous reports
 has recommended that the information system used to manage patients waiting for cardiac surgery be expanded to include patients waiting for cardiac catheterization procedures.  In addition to the benefits of ensuring timely service for patients who are waiting for these procedures, such an expansion would provide valuable planning information.  CCN has submitted a proposal to the MoH for implementation of such a system for cardiac catheterization procedures.

The HSRC recognizes that cardiac services, like other tertiary services, are provided on a regional basis. By concentrating services in a few centres, regionalization promotes the critical mass necessary to ensure quality. By reducing the duplication of expensive capital equipment and the facilities necessary to house specialized services, regionalization also plays a role in reducing costs. When planning for any tertiary services, there is a need to balance quality, access and affordability.

Tertiary cardiac services include diagnostic catheterizations (angiography), interventional cardiology or percutaneous transluminal coronary angioplasty ( PTCA)
, stenting, and cardiac surgery (including bypass grafting and valve surgery).  There are currently eight full-service cardiac centres in the province, located in Toronto (three), Ottawa, Kingston, London, Sudbury and Hamilton.   Four additional centres, with services limited to diagnostic cardiac catheterizations, are located in Toronto, Windsor, Thunder Bay and Sault Ste. Marie.

The Cardiac Care Network of Ontario (CCN), an advisory body to the Minister of Health, is mandated to advise on a province-wide cardiac care system, monitor waiting lists for cardiac surgery, facilitate access to cardiac services and develop guidelines on the delivery of services. 

The CCN has developed adult population (age 20+ years) minimum planning benchmarks for the population as follows:

· 357 diagnostic catherizations/100,000 adult population;

· coronary arterial bypass grafts (CABGs) of 100 bypass surgeries per 100,000 age/ sex-adjusted adult population;

· 100 PTCAs /100,000 adult population; and

· 70% of PTCAs are stented.

In addition to recommending guidelines on appropriate population rates for cardiac services, the CCN has recently produced two reports on guidelines for the provision of cardiac services.  In September 1997, a report on catheterization services
 was released.  This was followed in April 1998 by the release of a report on cardiac surgery.
  The major recommendations from these reports are as follows:

· sufficient cardiac services be planned in each MoH planning region to meet the projected needs of residents in each region provided the minimum volumes to ensure quality and efficiency can be maintained;

· a minimum of 500 diagnostic catheterizations and 400 PTCA procedures be completed at each cath lab site per year to ensure quality of outcomes;

· a minimum of 500 cardiac surgical cases (requiring the use of pump or pump stand-by) be completed at each cardiac surgical centre to ensure quality of outcomes
;

· new cardiac centres provide both diagnostic and interventional cardiac services, including cardiac surgery;

· that capacity at current cardiac centres (in both cath labs and the cardiac surgical programs) be maximized, prior to establishing any new cardiac centres.

1. Access to Cardiac Services
The HSRC has reviewed procedure rates and waiting time for cardiac surgery in order to provide a perspective on access to services.

1.1
Procedure Rates

The HSRC reviewed CABG procedure rates for 1995/96 in all counties of the province. The data shows that residents in Waterloo Region and surrounding counties had some of the lowest rates in the province. However, Toronto, where three cardiac surgical programs are located, and Hamilton where one is located, are also below the 1995 provincial rate of 82.5 CABG per 100,000 of adult population.

Table 7: Rates of CABG: 1995/96

Counties/Regions 
Rate per 100,000
Provincial Rank: 

(47 is lowest rank) 

Huron
73.7
37

Wellington
73.4
38

Victoria
73.3
39

York
72.7
40

Toronto
70.9
41

Lambton
67.7
42

Bruce
65.7
43

Waterloo
60.1
44

Perth
59.8
45

Grey
42.4
46

Thunder Bay, Kenora, Rainy River
41.7
47





Ontario 
82.5


Source: ICES data reported in CCN report on Cardiac Surgical Services, April 1998

Note: Appendix 1 contains the rates of CABG for all areas of the province.
Available data and literature reveal no conclusive evidence of a direct relationship between geographic proximity to cardiac programs and rates of procedures. CCN, in its Report on Cardiac Surgical Services
 made reference to several studies that concluded that access to cardiac surgery in Ontario is not related to proximity to a cardiac surgical facility. A review of the rates of cardiac surgery for 1995/96 confirms this finding. 

Hospitals that provide tertiary cardiac services were funded to provide services at the population based targets of 100/100,000 population in 1997/98.  As a result the numbers of procedures provided across the province have increased since 1995/96. CCN has reported that in 1997/98, for Ontario, the rates for cardiac surgery were 101 per 100,000 adult population. These rates have not been age and sex adjusted, and data by county is not yet complete. Therefore it is not possible to determine the extent to which these procedures have increased since 1995/96 in the Waterloo area.

1.2     Waiting Times

As noted earlier, the only consistent and reliable provincial waiting list management system for cardiac procedures is the one that is operated by CCN for adult cardiac surgery. A survey done in the Waterloo area, and submitted by the District Health Council indicated that the waiting period to access cardiac catheterization for  patients who are in hospital is approximately seven days. However, currently data on patients waiting for cardiac catheterization procedures are not collected in a consistent and reliable manner to allow the HSRC to carry out further analysis. A review of the median wait times for Waterloo area residents, and their referral centres, for CABG procedures shows the following:

Table 8: Median Wait Times (days) for CABG by Urgency of Condition: 1997/98

County
Urgent
Semi-urgent
Elective

Waterloo
3
6
59

Wellington
3
14
85

Huron
1
5
69

Perth
2
9
49

Grey
8
41
99

Bruce
10
13
53

Hamilton
3
15
89

Middlesex (London)
2
5
41

Metro Toronto
3
8
62

Provincial Median
3
9
73

CCN Recommended Maximum Waiting Time (days)
0-14
15-42
44-180

  Source: CCN Report on Cardiac Surgery, 1998

The data indicate that wait times for urgent procedures by residents of Waterloo and surrounding counties except for Grey and Bruce counties, are in line with the provincial median. For semi-urgent procedures three of the counties – Wellington, Grey and Bruce - have wait times in excess of the provincial median but within the CCN’s recommended maximum waiting time. The table also shows that wait times for residents of the cities where a cardiac centre is located are not consistently shorter than cities without a tertiary cardiac program. Note that the median wait times identified above for the province are within the maximum times recommended by CCN for each category. 

1.3
Summary: Access to Cardiac Services

The assessment of cardiac access issues concludes the following:

· rates for cardiac surgery procedures were lower in Waterloo Region in 1995/96 than the current provincial planning rates. However, other areas including Toronto and Hamilton in which cardiac surgical centres, also had low rates of procedures. 

· there has been a 22% increase in the cardiac surgery rate since 1995/96 and data are not yet available on the extent of the impact of this increase on Waterloo Region and neighbouring counties.  

· research indicates that the relationship between rates of procedures and proximity to a cardiac facility has not been demonstrated. 

· the waiting times for cardiac surgery in Waterloo region, on the whole meet the provincial median, and are within the maximum wait times that have been established. 


Because consistent provincial data and information are not collected on waiting times for cardiac procedures other than surgery an analysis of these procedures is not possible at this time.  There should be additional research completed on equitable access to catheterization services.

 2.
Assessment of Capacity for Cardiac Services 

In examining the issue of siting new cardiac services in Waterloo Region, the HSRC reviewed the capacity and projected demand for cardiac services in the central west, central east and southwest regions of Ontario, to 2003.

2.1 Cardiac Surgery Capacity

The HSRC compared the capacity of existing and planned cardiac centres in the central east, central west and southwest regions to the projected need for cardiac surgery to the year 2003:

Table 9: Cardiac Surgery: Capacity vs Requirements: 2003 (cases)

Program
Capacity: 2003 (1)


Actual Cases 1997/98 (2)
Projected Demand 2003 (3)
Variance

(Capacity-Demand)

Toronto (4)
5550
4634
4702
848

Peel 
1120
0
1120
-

Hamilton
1384
1311
1379
5

London
2240
1757
2100
140

Source:

(1) CCN Capacity Survey, January 1998. Identified in CCN Report on Cardiac Surgical Services in Ontario

(2) CCN Reports

(3) HSRC projections based on a CABG rate of 100/100,000 adult population and the assumption that CABG represents 75% of all cardiac surgery: Demand at existing centres based on 95/96 referral patterns.

(4) Includes the sum of cardiac surgical procedures at The Toronto Hospital, St. Michael’s Hospital and Sunnybrook Health Science Centre.
The cardiac program designated in Peel region is expected to be functional by next year.  By 2003 it is projected to complete 1,120 cardiac surgical cases. With the program in Peel region included, the above table indicates that there is sufficient surgical capacity in all cardiac programs until 2003.  However, by 2003 the existing cardiac capacity in Hamilton will be reached and capacity in London will be reached shortly thereafter.  

2.2
Cardiac Catheterization Services Capacity

CCN has recommended that all future cardiac centres be planned as full service centres, which provide both cath lab services and interventional services (cardiac surgery and PTCA).  Therefore the capacity of existing and planned cath labs was also reviewed. 

A 1997 CCN review
 concluded that the Central West Region did not have sufficient capacity to meet the needs of residents of the region for cath lab services. 
  In December 1997 the MoH announced an additional cath lab in Hamilton and in April 1998 the HSRC recommended a cardiac centre, including cath lab services be sited in Peel Region
. These facilities are expected to be operational by 1999.

The number of catheterizations and PTCAs required was based on the population guidelines of 357 and 100 respectively per 100,000 adult population and current (1995/96) referral patterns to the existing centres.  The formulas for procedure time and the operating hours associated with a cath lab operating 10 hours per day as defined in the CCN report on cath labs
 were used in completing this analysis. 

Table 10: Cath Labs: Capacity vs Requirements: (hours) 2003

Program
Potential Capacity (hrs) *
Procedure Time Required (hrs)**

          
Total Time Required


Variance

(Capacity –Required) 



Cath
PTCA



Toronto (10 labs***) 
21,800
15,569
8,722
24,291
-2,491

Peel (2 labs are proposed)
4,360


-
 4,360

Hamilton (3 labs)
6,420
3,959
2,218
6,177
    243

London  (3 labs)
6,420
4,395
3,158
7,553
-1,133  

Windsor
2,060
1,242

1,242
    818

Total
41,060


39,586
1,797

*Based on the formula defined in CCN report for a lab operating 10 hours per day, 5 days per week, 46 weeks per year.

**Procedure Time: Defined in CCN report as 1 hr for cath and 2 hr for PTCA with allocation for set-up and clean-up included.

***Lab defined as one room where cardiac invasive procedures are done (CCN)

· Some cath labs provide procedures other than catheterizations or PTCA e.g. electrophysiology studies, valvuloplasties etc. but there is no data on workload available for these procedures.  With the ability of cath labs to add additional capacity by changing hours of work, the HSRC assumes these additional procedures can be accommodated when necessary.

With the addition of the three labs already designated for Peel and Hamilton, the combined cath lab capacity in central east, central west and southwest regions will be sufficient to provide for the population rates of cath lab procedures to the year 2003. Based on these planning targets additional capacity will be required for the central and southwest regions after 2003. 

2.2 Summary: Capacity Issues

From the above analysis, the HSRC notes the following:

· There is sufficient capacity for cardiac surgery and cath lab procedures in the central west and southwest area until 2003. 

· CCN and the MoH should begin planning now to determine how and where to create the additional needed after 2003. 

The following provides an analysis of the possible implications of siting cardiac services in Waterloo Region after the year 2003 as one of the options for expanding overall capacity in the central west/southwest region. 

Volume Projection based on Cardiac Program located in Waterloo Region 
A cardiac centre based in Waterloo Region it would draw patients from the neighbouring counties, including Wellington, Huron, Perth, Grey and Bruce. The HSRC has estimated the following number of procedures by 2003 based on the population based planning rates:

Procedure:

No of Procedures

Catheterizations:

  2,535

PTCA


     
     710

All Cardiac Surgery
     
     947


Residents of these counties currently seek cardiac diagnosis and treatment from existing centres in London, Hamilton and Toronto.  In 1995/96 CABG referral patterns for patients from Waterloo Region and neighbouring counties were as follows:

Table 11: CABG Surgery Referral Patterns by County and Surgery Location (1995/96)


London
Toronto
Hamilton
Other

Waterloo
67%
15%
18%
-

Wellington
17%
22%
61%
1%

Huron
100%
-
-
-

Perth
97%
3%
-
-

Grey
81%
17%
1%
1%

Bruce
83%
8%
8%
-

Source: CIHI 1995/96

The HSRC has used two methods to project cardiac volumes if a cardiac centre were sited in Waterloo Region. In the first method cardiac volumes are projected based on current referral patterns for hospital services in the Waterloo Region.  In the second method cardiac volumes are projected on the proximity of residents to a cardiac centre if a cardiac centre were sited in Waterloo Region.

Using current referral patterns for all hospital services, a cardiac centre located in Waterloo Region would have an annual caseload of approximately 476 surgeries, 357 PTCA and 1275 catheterizations per year by the year 2003. The assumptions related to referrals and the resulting volumes of surgical procedures are identified in Table 8.
Table 12: Projected Volumes for Cardiac Surgery Program in Waterloo Region Based on Current Practices

County
Estimated Total Cardiac Surgery Volume (2003)
Proportion of Referrals 

to Waterloo
Projected Surgery Volumes 

For Waterloo  (2003)

Waterloo
415
95%
394

Wellington
185
28%
52

Huron
79
3%
2

Perth
80
20%
16

Grey
111
6%
7

Bruce
77
6%
5

Total
947

476

Source:  Referral Patterns: CIHI 1995/96

Under this scenario the number of procedures projected for a Waterloo Region cardiac centre would be slightly below the minimum targets recommended for quality for PTCA and cardiac surgery.  In 1995/96, the Waterloo Region had few tertiary services that would draw patients to the region. Consequently, the use of current referral patterns as a proxy for future demand may under-estimate the projection of the actual cardiac activity that would be experienced if a centre were located in Waterloo Region. 

The HSRC carried out further projections based on the assumption that Waterloo Region and neighbouring county residents will generally choose to receive cardiac care at the centre closest to their home.  However, previous experience with other programs, physician referral patterns, small differences in travel time and the complexity of the patient’s condition will result in some proportion of residents continuing to travel outside the region for cardiac treatment. Therefore this method may overestimate the cardiac activity that will materialize. Table 13 identifies the assumptions relating to referral patterns and the resulting predicted numbers of procedures. 

Table 13: Projected Volume for Cardiac Centre in Waterloo Region: 2003  Referrals Based on Proximity

County
Estimated Total Cardiac Surgery Volume (2003)
Proportion of Referrals

to Waterloo
Projected Surgery Volumes

For Waterloo  (2003)

Waterloo
415
90 %
374

Wellington
185
90%
167

Huron
79
10 %
8

Perth
80
10 %
8

Grey
111
50 %
55

Bruce
77
50 %
39

Total
947

649

Applying the population based rates to all procedures it can be predicted that this number of cardiac surgeries would be accompanied by 1738 catheterizations and 487 PTCA procedures. Under this scenario the minimum volumes to assure quality of outcomes would be achieved. 

The two scenarios provide a range of the activity that would be experienced by a Waterloo Region based tertiary cardiac centre. However, it should be assumed that by 2003 a cardiac centre in Waterloo Region will reach the minimum numbers necessary for the maintenance of quality. 

Impact on Existing Cardiac Centres

A cardiac centre located in Waterloo Region would draw activity from existing cardiac centres in London, Hamilton and Toronto. One of the principles in planning for new programs is that any new program should not reduce existing programs to a level that would leave them with insufficient volumes for an efficient program, i.e. approximately 1,000 cardiac surgical cases per year.  Assuming the high projection of 649 cases at a centre in Waterloo Region, and a reduction at each program based on the proportion of patients from each county currently seeking treatment from these programs, the impact on existing centres is identified in the following table:

Table 14: Impact on Existing/Planned Programs of Waterloo Region Program
Program
Actual No. of Cases: 

1997/98 (1)
Projected Number: 2003



Toronto
4634
4670

Peel
0
1120

Hamilton
1311
1207

London
1757
1729

New Centre (based on Waterloo region estimates)
0
650

Source:    (1) CCN records

The HSRC concludes that the addition of a new centre in Central or Southwestern Ontario would leave all existing cardiac centres with viable programs.

Summary of Capacity Issues

A Waterloo Region based cardiac centre established in 2003 or thereafter would have the minimum volumes to ensure quality and would not adversely affect activity levels at existing cardiac centres

The HSRC’s Deliberations and Conclusions

There is sufficient cath lab and cardiac surgery capacity to meet projected needs in Central and Southwestern Ontario to the year 2003. Therefore the HSRC is not recommending a cardiac centre for Waterloo Region at this time. However, if a cardiac centre were to be located in Waterloo Region after 2003 it would have the required minimum volume of activity to ensure quality of care. 

The HSRC analysis demonstrates that with the addition of the cardiac centre planned for Peel Region and the additional cath lab designated for Hamilton there is sufficient capacity at existing centres to handle the projected cases until 2003. By the year 2003 capacity will be reached in Hamilton and London. CCN and the MoH should start planning now to develop a strategy to meet the needs of residents of the central west and southwest region at that time. Planning for the expansion of cardiac services should consider the establishment of a new cardiac centre in central or southwestern Ontario as an alternative to expanding existing centres in London or Hamilton.

The HSRC does not accept the argument that a cardiac centre should be located in all communities that can provide the minimum volumes consistent with quality. Planning for tertiary services requires balancing all three issues of quality, accessibility and affordability. The expansion in cardiac tertiary services should be done in a gradual manner with time to evaluate the effects on referral patterns, waiting times and capacity in existing centres that occur after the new cardiac centre in Peel region is fully operational. Consideration must also be given to the question of human resources, including the provincial availability of the specialists required. 

A key issue raised in the representations from Waterloo region is equitable access to tertiary cardiac care.  Patients who have need of a diagnostic or treatment procedure, should be assured that they can obtain access to service in a time frame that is appropriate to the urgency of their condition.

The HSRC acknowledges that cardiac procedure rates for Waterloo Region in 1995/96 were lower than the planning guideline. Data are not yet available on whether the Waterloo Region rate of change has differed from the change in the provincial rate. There is no evidence in the data or literature that geographic proximity to a centre is related to higher rates of procedures. Waiting times data for cardiac surgery indicates that residents of Waterloo Region and surrounding counties experience waiting times within the CCN’s recommended maximum times.  It should be noted that CCN manages a patient waiting list system for all cardiac surgeries that priorizes patients waiting for bypass surgery based on urgency of their condition.

 Although no formal waiting list management system exists for cath lab procedures, the representations from Waterloo Region indicated that there are concerns with waiting times for these procedures.

The HSRC recommends that CCN and the MoH establish mechanisms to identify and address concerns relating to the timeliness and accessibility to all tertiary cardiac services. The process should include developing waiting list protocols for diagnostic and interventional catheterizations as well as seeking input from a wide range of stakeholders beyond representatives of the current cardiac centres.

Currently the data available on the numbers of patients waiting for cardiac catheterization procedures are not collected in a consistent and reliable manner. The development of an urgency based system to manage waiting lists would ensure that patients receive their procedures in a timely manner appropriate to the urgency of their condition. The HSRC is aware of CCN’s proposal to the MoH to implement such a system for cardiac catheterization procedures.  

Therefore, to facilitate equitable access to cardiac services, the HSRC is recommending the expansion of CCN’s current cardiac surgery information system to include diagnostic catheterizations and interventional cardiology.  This information system will:

(
monitor waiting lists and times,

(

prioritize patients according to urgency for the procedure to ensure that those  requiring care receive it within an acceptable time period, and

· promote equitable access to cardiac services for residents of Ontario.

While this expansion is being implemented the MoH and CCN should undertake immediately an audit of patients waiting for cath lab procedures in community hospitals.   The objective of this audit will be to determine the number of patients waiting in community hospitals for access to cath labs, the length of time they wait, identify obstacles that may be encountered in transferring these patients to a tertiary centre, and the need for formal linkages with existing cardiac centres. Recommendations can then be developed to address any obstacles to equitable and timely access to cath lab procedures.

The HSRC is also recommending that the membership of the CCN panel be expanded to include members from hospitals in which tertiary cardiac programs are not located.

ONCOLOGY SERVICES

In the May 1998 report the HSRC sited a cancer treatment facility in Waterloo Region at the Grand River Hospital.  There was strong support for this decision although some representations were received which questioned whether the three bunkers planned provided sufficient capacity to meet the needs of area residents. Concerns were also raised about the timing and the costs of developing such a facility.

The HSRC’s Deliberations and Conclusions

CCO has indicated that, three bunkers are sufficient for the anticipated workload in the Waterloo Region.

In the CCO report, Linear Accelerator and Cobalt Unit Requirements and Hours of Operation Recommendations, 
 the timeframe for a unit sited in Waterloo Region to become functional was identified as 2001/2002. The HSRC confirms its decision to site a cancer facility at Grand River hospital. This facility will be constructed with three bunkers. CCO and Grand River Hospital should begin planning for this new facility immediately for a regional cancer treatment centre with three bunkers.

CCO and the Grand River Hospital will identify local needs for cancer services, determine priorities for activities to improve and enhance cancer services and avoid duplication of these services.  It is anticipated that the host hospital will offer a variety of services to complement the activities of the regional cancer facility.  These might include:

· Diagnostic services such as imaging

· Clinical support services such as laboratory

· Administrative and support services such as finance, health records, materials management. 

The cancer centre should be integrated with the hospital as much as possible using the existing clinical, support and administrative services available at Grand River Hospital.

The capital costs estimated in the May 1998 HSRC report were preliminary and did not include equipment costs. In addition, the HSRC’s estimates did not completely take into account the impact of a full cancer facility on the existing K-W buildings.  The HSRC has revised the capital estimates to take into account required equipment and the additional new construction that would be required at the K-W site, based on the assumption that the regional cancer centre will be integrated within the K-W site.  The HSRC recognizes that there may further opportunities to integrate the design and location of services thus further reducing the capital costs required for this project. 

JOINT REPLACEMENT SURGERY

Principal Issues in the Representations

A number of representations were received that requested that the HSRC allocate the joint replacement procedures that were projected in the May 1998 report to specific hospitals.

HSRC’s Deliberations and Conclusions

The discussion in the May report recommended that the Ministry establish a task force with the following objectives:

· to provide advice on implementing an information system

· to develop a provincial plan for implementation of target setting and

· to develop a system for province-wide device purchasing.

Until this task force is established and has had an opportunity to provide recommendations, the HSRC considers that it is premature to allocate procedures for joint replacements to specific hospitals. Once the task force has reported the JEC should allocate procedures to the appropriate hospitals.

MAGNETIC RESONANCE IMAGING

In the May 1998 report, the HSRC outlined its intention to issue advice to the Minister of Health to site MRI services at the K-W site of Grand River Hospital. The HSRC confirms this advice.

DIALYSIS

The HSRC has not made specific recommendations regarding siting of additional dialysis services.  The HSRC is restating its previous recommendation that the Ministry of Health examine access to dialysis for residents of Waterloo Region.  Furthermore, in its advice to the Minister of Health, the HSRC is recommending further review of the capacity to provide dialysis service in the entire Central West Region.

REGIONAL GERIATRIC ASSESSMENT

The HSRC recognizes that hospitals will provide care for an increasing number of elderly patients. An ageing 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 do.  Specialized geriatrics focuses on the elderly with complex problems including the frail elderly who are at greatest risk of losing their independence.

Regional geriatric programs (RGPs) assess elderly patients with complex problems.  They provide medical diagnosis and aggressive assessment of rehabilitation potential, followed by short-term rehabilitation and referral to community services where possible.

RGPs were established by the Ministry of Health in 1987 and are located in each of the five health science centres (Toronto, Hamilton, London, Kingston and Ottawa).  These programs 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.  The HSRC is aware that the Ministry of Health is evaluating the RGPs and services for the elderly.

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

Level ii Maternal and Newborn Care

Principal Issues in the Representations

 Representations were received that requested that designation for level II regional perinatal services be provided in the Waterloo Region.
The HSRC’s Deliberations and Conclusions

The HSRC believes that a high-quality, accessible maternal-child system is built on a strong foundation of primary and secondary care services that meet the needs of most women and children through low-risk birthing services, ambulatory and outreach services.  Accordingly, the HSRC recommends that the specialized maternal and new-born services be concentrated in fewer sites in order to maximize the critical mass and improve quality standards. 

In 1995/96, maternal and new-born services were provided at two sites in Waterloo Region: Cambridge Memorial and the K-W site of Grand River Hospital. 

The HSRC’s goal for maternal and child services is to ensure access to primary and secondary services close to home, and to concentrate higher risk, specialized services at fewer sites. 

Other community hospitals are expected to work collaboratively with their respective regional centre to develop a system of care that concentrates selected and specialized services and inpatient surgical services, where appropriate, at the regional sites.  
Although the K-W site of Grand River has not been designated as a level II centre it currently provides level II neonatal services. The HSRC supports the continued role, and designation of Grand River in the delivery of level II perinatal services.

SECTION VI: 
HUMAN RESOURCES
Highlights of the Notices – May 1998

· All Waterloo Region hospitals and St. Joseph’s Hospital in London to work jointly with representatives of affected employees to develop and begin implementation  by October 31, 1998 of a human resource plan that will address the impact of the HSRC’s directions on hospital employees.
_________________________________________________________________

Principal Issues in the Representations

Support was expressed for a regional human resource plan and funds were requested to assist with transitional costs.

The HSRC’s Deliberations and Conclusions

The HSRC confirms the need for a comprehensive human resources adjustment plan to achieve the implementation of restructuring in a timely and effective manner.  The HSRC is encouraged by the positive response for such a plan and the support and progress from hospitals and labour leaders across the province. 

The HSRC confirms its intention to direct all Waterloo Region hospitals and St. Joseph’s Hospital, London, with the agreement of the Minister of Health, to work jointly with representatives of affected employees to develop and implement a human resources plan that addresses the impact of the HSRC’s directions on hospital employees. This plan is to be completed by November 30, 1998.

 SECTION VII:
INTEGRATED HEALTH SYSTEMS

________________________________________________________________

Highlights of the Notices - May 1998

· The HSRC expressed interest in receiving input from DHCs, hospitals, and community providers on approaches for the continued development of integrated health systems, and mechanisms to stimulate their development.
______________________________________________________________
Principal Issues in the Representations

Representations received by the HSRC were supportive of the concept of integrated health systems (IHSs).  They outlined a number of benefits that would accrue to the broader health care delivery system, should the concept be implemented in Waterloo Region. Resources for the development of these systems were requested in several representations.

The HSRC’s Deliberations and Conclusions

The HSRC acknowledges the representations it received on the development of integrated health systems.  It encourages the continuing activities of the IHSs that are in various stages of development across Waterloo Region. 

The HSRC will be examining the development of integrated health systems more extensively in the next phase of its work.  It is recognized that these structures are critical for improving the delivery of health services particularly during restructuring.  The HSRC concludes that it would be premature to consider funding pilot projects on integrated health systems until it has examined the development of these systems in greater detail.

SECTION VIII:

INFORMATION SYSTEMS

Principal Issues in the Representations

The HSRC received a number of representations emphasizing the importance of the development and funding of standardized information systems (IS) as a prerequisite to planning and providing for an integrated health system. It was noted that considerable progress had been made in standardizing systems between hospitals in the Waterloo Region. Representations were also made that suggested that the costs of information systems should be removed from the formula for benchmarking administrative efficiencies. These representations noted that given the importance of information systems in developing efficient practices, further development should be encouraged and therefore benchmarking against hospitals that had lower costs was not appropriate. Funds for development and training related to information systems were requested.

The HSRC’s Deliberations and Conclusions

The HSRC concurs that comprehensive information systems are essential to the development of integrated health systems. These information systems will support the continuing integration of services, and provide the tools to improve the operating efficiency of the health care system. The HSRC believes that regional information systems should be compatible with provincial mandates on data security, patient confidentiality, and transmission of data to other clinicians when necessary for continuity of patient care.  The ability to share clinical information in a secure environment that protects patient confidentiality is essential in regional systems and between regional systems in certain instances (e.g., links with tertiary hospitals in Hamilton or London).

The HSRC urges the hospitals in Waterloo Region to continue planning integrated and compatible information systems. 

SECTION IX: 
FINANCIAL IMPACT OF RESTRUCTURING

Highlights of the Notices - May 1998

· Restructuring initiatives are projected to result in savings of  $45.6 million.
·  Reinvestments estimated at $51.5 Million.
______________________________________________________________

Principal Issues in the Representations

Representations questioned the HSRC’s costing methodology.  Comments were related to the appropriateness of applying the methodology to low cost hospitals, low cost hospitals with a high proportion of non-acute care beds or in regions that have a low utilization of services.  It was also suggested that the HSRC address the need for funding growth in acute care, emergency and ambulatory care and to ensure that there was equity in funding between communities. Representations also outlined concerns that the changes in support services would promote the contracting of these services to private firms instead of hiring hospital employees for these positions. Representations provided additional information for estimates of required capital redevelopment. 

OPERATING COSTS, SAVINGS AND REINVESTMENTS

In this section potential costs, savings targets and reinvestments for Waterloo Region hospitals are outlined. Cost and savings estimates are based upon data readily available to the HSRC.

The operating savings and reinvestments have not changed substantially since the May 1998 report. Several qualifications must be made regarding the estimates:

· The data used in the analysis are mainly 1995/96 values.  The estimates do not take into account costs related to future inflation or other factors.  There have also been changes in the Waterloo Region hospitals as a result of funding reductions.  These are not reflected in the 1995/96 data.

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

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

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

· The HSRC methodology does not fund growth from any sources (e.g. addition of new programs, changes to the referral population or population growth.) Funding growth remains a responsibility of the MoH 

The estimates of potential costs and savings in the Waterloo Region hospitals are needed to evaluate options relating to the sizing and location of services. A number of categories of savings are associated with restructuring.  They relate to clinical efficiencies, administrative efficiencies, restructuring savings from program transfers, and savings from consolidation and centralization of support services.  The initial methodology for estimating the costs and savings has been provided by the Ministry of Health. A full description of the HSRC’s costing methodology is contained in the May 1998 report.

The following is a summary of acute care expenses and savings based on the 1995/96 next expenses for the three Waterloo Region Hospitals.

Table 15: Summary of Total Acute Care Expenses and Savings


May 98
August 1998

1995/96 Net Expenses*
$182,861,399
$182,861,399


Clinical efficiencies
($16,224,138)
($16,224,138)


Program transfers
($ 0)
($ 0)


Support service efficiencies
($ 3,659,597)
($ 3,659,597)


Administrative efficiencies
($ 11,108,430)
($ 11,014,713)

Total Savings
($30,992,165)
($30,889,449)

Revised Expenses
$151,869,234
$151,962,950

* Net expenses from OCDM.

   Additional funding for acute mental health beds has been excluded in the above table and will be considered

   as a reinvestment.

The total acute care savings of approximately $30.9 million are based on 1995/96 net expenses of all Waterloo Region hospitals. 

The savings and reinvestments associated with changes to complex continuing care are shown in table 16 and are based on 1995/96 financial information.  Based on the revised bed targets for complex continuing care, a reduction of 267 beds is indicated.

Table 16: Summary of Total Complex Continuing Care Costs and Savings


August 1998

1995/96 Net Expenses
$30,859,182


Program Reduction
($13,592,389)


Resource Intensity Adjustment
$1,702,349


Site Closure Savings
$0


Administrative Allocation
($2,692,602

Cost of Reconfigured System
$16,276,539

Total Savings
($14,582,642)

Total complex continuing care savings are $14.6 Million, based on 1995/96 net expenses for complex continuing care. There are no changes in the expenses or savings identified since the May 1998 report.

The total Waterloo Region savings in acute and complex continuing care are $45.5 million or 21% of net expenses.  It is noted that the savings are based on 1995/96 expenses.  The Waterloo Region hospitals had a MoH allocation reduction of $20 million over 1996/97 and 1997/98.  One-time reinvestments for growth have totalled $1.1 million over the same period.

REINVESTMENTS ASSOCIATED WITH RESTRUCTURING

The HSRC confirms its recommendations concerning reinvestment in health services as follows:

· $ 7.6 million for mental health beds.  

· $6.2 million in inpatient rehabilitation services. 

· up to $1 million has been recommended for the MRI.

· reinvestments for sub-acute care beds have been discussed in Section III.

· $6.7 million for home care following acute inpatient and same day surgery procedures. 

· $16.7 million based on a rate of $59.62 per diem, for 766 additional long-term care beds.

· $8.5 million for 716 places in supportive housing, long-term home care, attendant care and adult day care, based on an estimate of $11,927 per place.

The Minister of Health recently announced reinvestments in long-term care beds for Waterloo Region to 2006, which includes 814 new long-term care beds, additional equity funding of $21.5 million and $26.9 million for the additional beds. The first request for proposals (April 1998) called for 300 additional beds in Waterloo Region. 

Summary of Savings and Reinvestments

The total reinvestments recommended by the HSRC are summarized in table 17.

Table 17: Summary of Savings and Reinvestments ($’s in millions)


May 1998
August 1998

Savings




Acute care
 $30,992,165
$30,898,449


Complex Continuing Care
$14,582,642
$14,582,642

Total Savings
$45,574,808
$45,481,091





Reinvestments




Sub Acute 
$4,698,000
$4,699,474


Acute Mental Health
$7,639,868
$7,639,868


Rehabilitation
$6,250,218
$6,250,218


MRI
$1,000,000
$1,000,000


Home Care
$6,670,294
$6,670,294


Long Term Care Beds
$16,669,000
$16,669,000


Long-Term Care Places
$8,540,000
$8,540,000

Total Reinvestments

$51.5 million
$51.5million

Note: These reinvestments do not take into consideration the additional funding required to support a cancer centre.

CAPITAL REINVESTMENTS

Capital reinvestments have changed from the May 1998 estimates in part due to the refinement of estimates for a cancer centre. It is intended that the cancer centre will be an integrated facility that will share the diagnostic and support services of Grand River Hospital. The initial estimate had overestimated the amount of facility integration that could be achieved at K-W site. Also, equipment costs related to the new cancer centre were not factored into the overall costs in the earlier report.  The revised estimates take into consideration the need for additional space and the estimated costs for equipment for the cancer centre. 

In developing the final capital costs the HSRC and its capital consultants have also taken into consideration additional information provided by the hospitals regarding their requirements for ambulatory and emergency space.

The HSRC provides capital estimates only for changes in hospitals that have resulted from restructuring.  This does not imply that hospitals do not have additional requirements of ongoing capital renewal beyond the HSRC’s estimates.  Additional capital requirements should be negotiated with the Ministry of Health as part of the capital approval process.

Table 18: Capital Reinvestments for Waterloo Region 


May 1998
August 1998


Total Capital Costs
Construction Costs
Ancillary & Site Development
Furnishings and Equipment
Total

Cambridge Memorial Hospital
$4.1M
$5.7M
$1.8M
$0.5M
$8.0M

Grand River – KW site
$17.2M
$18.8M
$6.3M
$15.6M
$40.7M

Grand River – Freeport site
$1.8M
$1.1M
$0.5M
$0.25M
$1.85M

St. Mary’s Hospital
$3.8M
$2.8M
$1.2M
$0.5M
$4.5M

Total Capital Estimate
$26.9M
$28.4M
$9.8M
$16.85M
$55.1M

SECTION X:
CONCLUSION

A significant amount of planning has already been undertaken by the district health council and the hospitals in Waterloo Region over the past years on how to best provide hospital services.  The HSRC’s decisions give a clear direction and an appropriate range of resources and opportunities to allow the community to proceed with implementation and build a more integrated, co-ordinated and efficient hospital system for Waterloo Region residents.

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

The task will not be an easy one.  The HSRC’s directions are consistent with the vision developed by the community, a community that is working collaboratively to bring about the changes necessary to create workable solutions to health care reform.

SECTION XI:
SUMMARY

SIZING HEALTH CARE SERVICES IN WATERLOO REGION TO 2003

Table 19: Summary of Changes in Beds/Places

Bed Category
Actual (1997/98)
HSRC Notices

March 1998
HSRC Directions

August 1998
  Change from 1997/98 to 2003

Acute Beds





· Acute care

440
441


· Acute care growth*

96
96


Sub-total Acute Care Beds
457
536
537^
18%

Sub-Acute Beds
0
61
61
-

Total Acute and Sub-acute
457
597
598
31 %







Mental Health





· Acute Mental Health
44
76
76


· Child/Adolescent Mental Health

8
8


· Longer-term Mental Health

50
50


Sub-total Mental Health
44
134
134
205%







Rehabilitation





· Short term, local
35
58
58


· Long Term, Local

35
35


· Transition
4
5
5


Sub-total, Local Rehabilitation
39
98
98
151%







Regional Rehabilitation

19
19


Complex Continuing Care
349
198
198
-43%







TOTAL BEDS
889
1046
1047


Total Beds sited in Waterloo Region
        889
1027
1028
16%













Long –Term Care Beds
1725**
2491
2491
44.4%

Long –Term Care Places
1720**
2436
2436
41.6%

* Projected for capital purposes only

** 1996 levels

^ One additional bed added to reflect use of hospital services by out of province patients.
Table 20: Summary of Restructuring Directions/Advice by Waterloo Region Hospital

Hospital
Facility Status
HSRC Directions/Advice
Status of Corporate Entity

Cambridge Memorial Hospital
Retain
· Acute care services maintained.

· Add acute mental health services

· Provide sub-acute care

· Provide local short and long-term rehabilitation
No change. Appoint the board executive to Waterloo Region Joint Executive Committee.

St. Mary’s General Hospital
Retain
· Acute care services maintained

· Provide local short term rehabilitation

· Provide sub-acute care


No change. Appoint the board executive to Waterloo Region Joint Executive Committee.

Grand River Hospital , K-W site
Retain
· Acute care services maintained

· Provide sub-acute care

· Provide local short-term rehabilitation

· Continue to provide acute mental health

· Provide child/adolescent mental health

· Site of MRI and cancer centre


Board composition to reflect broad community.  Appoint the board executive to Waterloo Region Joint Executive Committee.

Grand River Hospital,

 Freeport site

· Provide longer-term mental health services

· Provide local long term rehabilitation services

· Provide complex continuing care services


St. Joseph’s Health Centre, London

· Transfer longer term mental health programs to Grand River Hospital, Freeport site


Table 21: Summary of Inpatient Services by Hospital Site



Target Beds 2003








Mental Health






Facility/Corporation/Site
Total Acute 

With Growth
Adult Acute
Child & Adolescent


Longer Term
Sub-acute
Rehabi-litation
Complex Continuing Care
Total Beds

Cambridge Memorial
156
23


18
28
59
284

St. Mary’s General Hospital
135
-


18
15
-
168



Grand River, K-W site 
246
53
8

25
15
-
347

Grand River, Freeport Site
-


50
0
35*
139
224

TOTAL
537
76
8
50
61
93
198
1028

· plus 5 transition to independent living spaces

�Waterloo Region Health Services Restructuring Report, May 1998.


� HSRC, Change and Transition: Planning Guidelines and Implementation Strategies for Home Care, Long Term Care, Mental Health, Rehabilitation and Sub-acute Care, April 1998.


� HSRC, London Health Services Restructuring Report, June 1997.


� HSRC Haliburton, Kawartha and Pine Ridge Health Services Restructuring Report, June 1998.


� PTCA or angioplasty is a technique in the treatment of atherosclerotic coronary heart disease and angina pectoris.


� Report of the CCN Consensus Panel on Cardiac Catheterization Laboratory Services in Ontario, September 1997


� Consensus Panel on Cardiac Surgical Services in Ontario, April 1998.


� While no specific recommendations have been made regarding the number of procedures that are required to operate an efficient program, CCN in the report on cardiac surgery states that “for planning purposes 1,000 cases is considered the optimum number to support a cardiac surgery program.”


� CCN, Consensus Panel on Cardiac Surgical Services in Ontario, 1998.


� 1997 CCN Report on Cardiac Catheterization Laboratory (Cath lab) Services


� The planning assumption used by CCN was that there should be sufficient cath lab facilities located in the region to meet the needs of resident in all counties of the central west region for cardiac services. 


� The HSRC sited a cardiac program in Peel in the GTA Health Services Restructuring Report, April 1998.


� CCN: Consensus Panel on Cardiac Catheterization Laboratory Services in Ontario, 1997.


� Although the number of hours that that a cath lab operates is based on available funding, hospital priorities, available staffing and other factors, consistent with the CCN definition of maximizing capacity, a 10 hour day was used in this analysis.





� The projected CABG volume includes population growth and additional surgeries required to achieve an age-sex adjusted target of 100 procedures per 100,000 adult population.  CABG surgery accounts for approximately 75% to 80% of all cardiac surgeries.


� McGowan, T.S. Linear Accelerator and Cobalt Unit Requirements and Hours of Operation Recommendations for Ontario, 1998 to 2006, Cancer Care Ontario, February, 1998






