Appeared in the Fall 1998 edition of Hospital Quarterly
A Status Report on Hospital Restructuring in Ontario

By Duncan G. Sinclair, Mark Rochon and Paul Kilbertus
The Ontario Legislature created the Health Services Restructuring Commission (HSRC) by statute in March 1996. Its ten commissioners have the unenviable challenge of restructuring Ontario’s health-services system by rationalizing its 220 public hospitals and recommending to the Minister of Health changes to all the other institutions and organizations that provide health services. 

The Commission’s four-year task is unique in Ontario’s history. Also unique is the delegation by the government of decision-making on hospital restructuring to an independent, arm's-length commission of volunteers from the health community – doctors, healthcare educators and former hospital managers and board members. 

The Commission is slightly past two years in its four-year mandate. To date, it has reviewed just over half of Ontario’s hospitals, most of them in urban centres, which account for over 80 percent of all hospital spending. The Commission has decided how many hospitals there should be as well as estimating their service capacity. The hospital-restructuring phase of the Commission’s mandate will be finished in early 1999 with the completion of the review of northern and rural hospitals, which began July 1998. 

The HSRC’s directions that will result in the consolidation of service capacity mean that there will be 38 fewer public, private and psychiatric hospital sites. These decisions have been controversial and the focus of much media and public attention. Largely overlooked has been the HSRC’s broad focus on a spectrum of health services – those provided in hospitals, nursing homes, homes for the aged or to people in their homes through home care. 

There is growing awareness that restructuring must affect more than hospitals and the number of beds they operate. The fundamental goal of restructuring is to ensure that all health services are in place to meet the needs of our growing and aging population. To achieve this end, the HSRC has recommended reinvestment of over $900 million annually in enhanced services:

•
80,000 more cases annually recovering with care at home after an acute-care hospital stay

•
17,000 new beds in nursing homes and homes for the aged 

•
24,000 additional long-term-care home care places

•
1200 additional hospital rehabilitation beds

•
1600 sub-acute-care beds in hospitals – a new program of care for patients who do not require acute care but do need skilled therapy or nursing care on a short-term basis to regain function and return home

•
hospital emergency rooms with the additional capacity to treat about 20 percent more patients in 2003 than in 1995

The HSRC has also recommended a capital reinvestment of $1.6 billion in construction to modernize Ontario’s hospitals.

The Commission is now into the second part of its mandate. The goal is to find ways for all parts of the healthcare system to work better together – to create a genuinely integrated health-services system in Ontario.

 The HSRC has begun that work by fostering closer relationships among hospitals. This is an important start, but the many other players in the health-services system must be brought together as well. Bridges must be built among the silos that now exist so the many parts of the health-services system work together smoothly to meet the health needs of the people and communities they serve.

Hospital Restructuring

The Commission began its work knowing that its decisions would be closely scrutinized, often with skeptical eyes. It knew that every decision to close a hospital site would be controversial, resisted and decried as an attack on "medicare" itself. 

Although other provinces have restructured hospitals, none has taken Ontario’s approach. A great deal has been learned over these last two years. Here are some of the lessons:

Decisions about hospital restructuring take time. Initially, the HSRC believed it could develop restructuring plans for all of Ontario within the first eighteen months of its mandate. For a number of reasons, this optimistic timetable has not been met. As with any major task, the HSRC was unable to foresee all the work involved. 

It took longer than anticipated to understand the special needs and circumstances of each community and to make fully informed decisions on hospital restructuring and recommendations on related reinvestments in home care, long-term care, mental health, rehabilitation, and sub-acute care. Finding the right balance of hospital-based and other healthcare services was an absolute necessity. Developing solid estimates of each community’s needs and creating equitable province-wide service standards took substantial time and effort.

Change, enthusiastically embraced, builds the foundation for improved patient care. Hospitals in communities that have endorsed and acted upon restructuring directions have learned to work together in ways they never expected. This cooperation, the starting point for effective restructuring, will produce as its end point improved health services for patients well beyond those foreseen as the result of implementing current plans.

Sudbury is a good example. The new merged hospital is in place. Unproductive competition among the three previously separate hospitals has disappeared. There is enthusiastic support for the new hospital’s regional mission in northeastern Ontario. Fundraising is proceeding to raise the community’s share of the new construction required. There is shared vision on how to provide health services to meet the community’s needs now and as they change and grow in the future.

London, Lambton, Kent and the Greater Toronto 905 Area surrounding Toronto are other examples where hospitals have embraced the HSRC’s plans and joined forces to implement them. A new sense of direction exists based on working together cooperatively as the foundation to meet the challenges of each community’s future.

Accepting and dealing with change is challenging for people and their organizations. Obviously, restructuring is not "business as usual." It is an experience that requires affected people and organizations to change attitudes, especially towards their neighbouring hospitals and community-based health-service organizations. It challenges all parties to adapt to dramatically changed circumstances and to conceive their roles differently. 

In some cases, the HSRC has directed organizations that have provided exemplary service for a century or more to cease offering hospital care. Many have picked up the challenge despite the anguish such decisions have caused the affected organizations, their supporters, patients and employees. They have formed new relationships and carved out new and significant roles for themselves in the healthcare sector, where interdependence is fast replacing independence. 

Changes in how government works are necessary too. Restructuring calls for decisive action and significant change on the part of the provincial government. If we are to create a genuine health-services system, government has to play its role – a new role! 

The Commission has been frustrated by the slowness of the government’s adaptation to the changed environment that restructuring has created. Unfortunately, the standard approaches to budgeting and approvals, some in existence for fifty years or more, seem to be set in concrete. Although funds have been set aside for the very significant costs of restructuring, delays in approving allocations have put at risk the momentum and good will necessary to carry out change. When communities are willing, even eager, to restructure, keeping them waiting is not a good recipe for success. Prolonged transition periods threaten patient care, public confidence and the enthusiasm of those leading restructuring. 

The HSRC was created after hospital budget reductions of 18 percent over three years were announced. There has been a good deal of cynicism ever since. A strong public perception remains that the HSRC is simply an agent of the government seeking to manage hospital budget reductions and save money. 

This perception is changing slowly as reinvestments begin to be made in alternatives to acute-care hospital services, together with the government’s commitment to upgrade hospitals and increase substantially the supply and quality of nursing homes and homes for the aged. Billions of dollars are being reinvested in capital renovation and services. But the longer it takes for funding to reach each community, the longer restructuring and genuine system-building will take. 

Seeing beyond the hospital to the larger health-services picture is difficult. Although the public debate about restructuring has been focused on the quantity and quality of health services, frequently the subtext is about turf protection – who is to provide service and be "in charge."

Although in private most people acknowledge that the Commission’s approach and decisions are both sensible and wellfounded on community input, this reaction is in contrast to silent or muted public support that occasionally has turned to opposition at the urging of institutions seeking to protect their autonomy. At times, what is best both in the short and long term for the health of patients and the population is lost in the public debate.

Outcome data to determine appropriate levels of health services are almost non-existent. From the start, almost no outcome data have been available to help the HSRC estimate the appropriate levels of service or standards that hospitals, home care, community care, nursing homes and homes for the aged should offer. That is true also for primary care, secondary care, tertiary care, rehabilitation, public health – the complete spectrum of services necessary to create a genuine, comprehensive health-services system. Nobody has yet determined the level of service required by any of these valuable and necessary services to meet the needs of the community, district or region served. 

For example, the variability in home care and institutional long-term care is extraordinary throughout Ontario. The HSRC has spent a great deal of time and energy determining the most appropriate balance among these and other services based on what leads to the best outcome for patients. These efforts represent but the first of many steps in the development of an approach to health-service planning based on needs analysis and what works best to meet those needs.

By contrast with other services, hospital restructuring has been guided by credible benchmarks derived from hospital data that are by far the best available. In addition, hospital restructuring has been facilitated in most communities by clear and well-reasoned planning by District Health Councils done before the HSRC began its work. 

The need for system leadership continues to grow. In general, Ontario’s health services function well. We must ensure they continue to do so as care becomes more complex, resources remain limited, the population ages, and people’s needs for and expectations of health services grow. The need to create a genuinely integrated, comprehensive health-services system is increasingly obvious and urgent. The sectoral silos that constituted an adequate organization in the past must give way to a true, public health-services system governed and given policy direction by Ontario’s Ministry of Health. 

A longer horizon than the usual three-to-five-year government term of office is essential if the Ministry of Health is to play its key leadership role of providing governance to the province’s health-services system. 

Integrated Health Systems

The second half of the HSRC’s mandate is focused on finding ways for all parts of the system to work better together. Coordination through integration is the watchword. 

Integrating the health system is a much greater challenge than is hospital restructuring. The latter, fundamentally, involves organizational change. Integrating health services requires changes in organization and particularly in attitude.

The HSRC is basing the second phase of its work on the following goals and strategies:

Give patients as much information as possible to make their decisions. One of the fundamental goals is to provide patients with as much information as they need to make informed rational decisions about their care and treatment. 

Start at the beginning. Primary-care reform is perhaps the most basic of the building blocks necessary to create an integrated health system. Given its choice, the HSRC would have preferred that primary-care reform be concluded before hospital restructuring began. It becomes crucial that primary care be structured – organized – as hospital restructuring is implemented.

Primary care provides the majority of health services people need most frequently. As it is the "front door," the central component of integrated health systems, it makes sense to create organizations that take responsibility for providing primary healthcare to registered, enrolled or rostered populations. Such organizations should be responsible for the full range of primary healthcare services needed by the people they serve 24 hours a day, including obstetrical care. They should also play a role in planning for patient needs following secondary- and tertiary-care episodes. 

In May 1998, the Ontario government announced five long-overdue primary-care-reform pilot projects, using a model developed in partnership with the Ontario Medical Association. A variety of other models should also be developed. They could be tested relatively quickly. Most Community Health Centres and Health Service Organizations, for example the Sault Ste Marie Group Health Centre, could readily become primary-care organizations with relatively modest changes in their patient enrolment and funding arrangements.

Establish information systems. Information systems are not only, or even primarily, about computers and how they are linked together. Rather, an information system is based on a common set of standards for the collection and sharing of data and information about the interactions between the consumers and providers of, in this case, healthcare services. The development of common data standards for government, hospitals, home care, physicians – all healthcare providers – is the essential prerequisite for a comprehensive and useful information system.

Two prime benefits will follow development of a provincial health-information system. 

First, the quality of care will be safeguarded and improved. The experience of Ontario’s Health Network is an example. The common system to track prescription-drug dispensing for people covered by the Ontario Drug Benefit Program has led to the detection and avoidance of drugs that interact, causing possible harmful effects.

Another benefit is analyses to determine the effectiveness of health interventions. An example is Saskatchewan’s Health Services Utilization and Research Commission’s pioneering study published earlier this year, on the effectiveness of home care. Such effectiveness studies should be done for care in hospitals, nursing homes, homes for the aged and home care – throughout the health-services system. The results would put decision-making by patients, providers and policy-makers on a much firmer base of information about the levels, sites and types of care that produce the best outcomes for patients.

Build momentum. Hospital restructuring began after decades of study, many reports and much discussion. While some communities, such as Windsor, led the way, it was several years before restructuring became a provincial priority. 

Creating integrated health systems will likely occur in the same way. The HSRC intends to lay the groundwork now to build momentum and create the initial changes that will lead incrementally to the development of integrated health systems throughout Ontario in due time.

Integrated health systems could be created in Ontario by April 2000, the end of the HSRC’s mandate. Regional Health Authorities were established elsewhere in less time. But Ontario prefers evolution to revolution. Realistically, it will take from five to ten years to establish integrated health systems. Most people, even those with the greatest vested interests in maintaining the status quo, recognize the need to develop a genuine province-wide health-services system. Nevertheless, it will take time to build the consensus necessary for real reforms to be put in place.

The Commission’s goal is to build the momentum necessary to carry the reform process beyond the end of its mandate to the consensus that integrated health systems are essential to meet the health needs of Ontarians into the 21st century.

Develop the details based on principles. As to how integrated health systems could work in Ontario, the Commission is exploring a number of ideas. 

Rather than developing completely new structures, integrated health systems could be partnerships to provide or purchase a full range of health services to meet the needs of a defined population of 100,000 people or more. These would be governed in the same manner as hospitals or Community Care Access Centres. In this way, current providers could each retain their governance and identity, yet achieve the interdependence and cooperation essential to meet the challenges of the future.

Integrated health systems could vary substantially among themselves. Nevertheless, all must adhere to a common policy framework, set by the government, to ensure that they work together in a province-wide network providing equitable access to high-quality healthcare services to all Ontarians.

Among the advantages of integrated health systems is greater cooperation among those providing health services and "seamless" care for patients/clients. Further, there will be greater and more direct accountability for the accessibility, quality and cost-effectiveness of service as the governance and management of health services is closer to and controlled by the people who receive and provide those services. Bringing hospitals together through hospital restructuring constitutes a base on which to build greater coordination of the whole spectrum of health services. 

Building a health system with all its institutions and providers working effectively together is a challenge. Many questions remain to be answered. But the Commission is confident that we can help Ontario take decisive steps in the direction of integrated health systems.

Conclusion
At the mid-point of its mandate, the HSRC has initiated fundamental changes in how hospital services are provided and who provides them. Urban hospitals have been consolidated and networks of rural and northern hospitals are being created to improve accessibility, quality and cost-effectiveness of hospital services throughout the province.

But more profound, fundamental rebalancing – system-building – is needed to meet Ontario’s present and future needs. Every link in the health and healthcare chain must be strengthened and forged into a genuine, comprehensive system. We must undertake the challenge of changing not only where health services are received, but how the many institutions that provide health services are organized and operated. 

As in the first part of its mandate, the work of the Health Services Restructuring Commission is intended to contribute to significant improvement in the whole spectrum of health services available to the people of Ontario. Its purpose is to prepare us for the challenges of the 21st century. We will continue to work to meet that goal.
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