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The Road to Change and Transition: Resizing, Reinvestment and Restructuring In Ontario’s Health System
By Duncan G. Sinclair and Beverley Jean Nickoloff

When appointed in 1996, the members of Ontario’s Health Services Restructuring Commission (HSRC) quickly realized that their mandate would involve much more than restructuring acute-care hospitals. The greater challenge was to determine the right sizes for the other “players” offering healthcare services and the ways to knit them all together into a genuine system. 

Although other provinces and jurisdictions have reformed hospitals, the approaches taken have not been applicable directly to Ontario – given its size and diversity, and the particular characteristics of its population. Therefore, one of the first challenges facing HSRC was to determine how to go about restructuring hospitals and linking them to other ‘‘providers” in the absence of any pre-defined process or related experience.

It became apparent early on that decisions related to the appropriate sizing of the acute-care sector would be relatively straightforward. There was a significant body of accessible literature, data and information on the acute-care sector that is available, is reliable and permits comparisons among hospitals. Indeed, the components needed to create benchmarks and a methodological research approach are fully developed and have been available in the public domain since 1992.

There are also accessible mechanisms to compare utilization between hospitals and among communities, as well as mechanisms to factor in the utilization and best-utilization practices necessary to achieve set targets. The existing databases and information related to historical and current hospital utilization rates in acute hospitals allowed the HSRC to develop a reliable and consistent approach to restructuring hospitals. 

However, other services in the health system (e.g., rehabilitation, long-term care, home care, mental health) constitute a different story. The challenge of determining current utilization – much less appropriate utilization – was exacerbated by the lack of significant research, information and comparable data available for any of these services/levels of care. Although some global utilization data exist, there are no agreed-upon mechanisms to measure appropriate utilization, best practices or relative costs/outcomes. 

Obviously, all the institutional sectors overlap at their borders. For instance, many long-term-care and rehabilitation patients inappropriately occupy acute-care beds in community hospitals. Similarly, some patients needing complex continuing care are inappropriately placed in long-term-care and rehabilitation facilities. 

There are many basic questions without clear answers: 

•
How are rehabilitation, long-term-care and complex continuing-care (chronic) services being used in different parts of the province? 

•
What is the right capacity and/or rate of service in each of these areas? 

•
How do these services relate to one another, and to the acute-care sector? 

•
What benchmarks should be established to facilitate integration and greater degrees of substitution among the different but interrelated components or sectors of the health system? 

Without knowing the current patterns of service utilization, sector by sector, it is difficult to answer these questions and to determine whether, where and to what degree reinvestment should occur sector by sector. The paucity of research, data and reliable information relating to these services, and the absence of measures of the population's need for them and of the outcomes following their provision, prompted the Commission to undertake a series of projects. These were intended to help determine what the “right amount” of service and/or reinvestment was in home care, long-term care (including complex continuing care), mental health, rehabilitation and sub-acute care. 

The results of the Commission’s work were published in April 1998 in Change and Transition: Planning Guidelines and Implementation Strategies for Home Care, Long Term Care, Mental Health Rehabilitation, and Sub-acute Care. The proposed sizing and/or reinvestment planning guidelines described in this document represent, for the most part, methodologies that, when implemented, will result in very precise outcomes (i.e., how much accommodation/service capacity will be created, where, and how much it will cost to create and operate). Admittedly, these methodologies are based on imprecise foundations. The process of developing the guidelines itself raised several policy issues that have been the subject of debate for a long time: How much accommodation is needed? What level of service/care? Who pays how much, for what? What changes will result from application of methodology?

The planning guidelines described (see figure 1) constitute the first steps in what the Commission anticipates to be the series required to build a firm foundation for policy development affecting the non-hospital sectors of the health services “system.” More important, however, the guidelines, when considered together, constitute the beginning of a framework to guide rebalancing of health services among hospitals, home care, long-term care, and other providers of service. 
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FIGURE 1: Summary of Planning Guidelines 

Planning guideline
Benchmark/Planning/Reinvestment guideline [2003]
Implications: Change in service levels 

1995/96 to 2003

Complex continuing care


8.23beds/1000 population (75+)

Complex continuing care = 7.62

Respite = 0.20

Palliative = 0.41
6155 beds in 2003, a reduction of 3506 from 1995/96

Long -term -care places
Use of a single utilization-rate target equal to the mean provides a common utilization target for each region irrespective of its historical utilization. 
Total LTC places [2003]

41,388  places (average utilization)
North/South planning guidelines

North – 305.4 places/1000 (75+)

South – 215.3 places/1000 (75+)

24,468 additional places from 59,793 in 1995/96

Long -term -care beds

NH/HFA bed planning model = 99.1 beds per 1000 (75+) [2003]

Of the 41,388 recommended LTC places, 16,920 NH/HFA beds should be used as a planning guide
16,920 additional beds from 57,742 beds in 1995/96

Home care
$164.9 million for acute care (post same- day surgery or inpatient discharge)
80,000 more cases annually treated at home to continue recovering from an acute-care hospital stay. There were 168,000 cases in 1995/96.

Mental health 
Planning guideline [adult population] of 30 beds/100,000

16 beds/100,000 (acute)

14 beds/100,000 (chronic)

With interim targets as follows:

[By 2000]  37 beds/100,000 including:

21 beds/100,000 (acute) 

16 beds/100,000 (longer term)

[By 2003]  35 beds/100,000 including:

21 beds/100,000 (acute) 

14 beds/100,000 (longer term)

Planning guideline [child/adolescent inpatient beds] of 7 beds/100,000 (0–17)
Planned shift from hospital care to community care

Rehabilitation 


25 beds/100,000 population including:

21 beds/100,000 (local beds, including transitional living space)

4 beds/100,000 
1168 additional beds or an increase of almost two-thirds from before restructuring when there were 1946 beds

Sub-acute care
 13 beds/100,000 population
1590 of these new beds added; none exist at this time.

