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INTRODUCTION

Background

Highlights of the May 1998 Report:

· All acute inpatient and acute mental health inpatient care, ambulatory services, local short-term and long-term rehabilitation services, surgery and emergency services to be consolidated at Cornwall General Hospital

· All complex continuing care and sub-acute care to be consolidated at Hôtel Dieu Hospital

· The formation of a Joint Executive Committee with equal representation from the Hôtel Dieu Hospital and the Cornwall General Hospital as well as one Community Care Access Centre representative

· Capital funding of $31.0 million including $15.3 million for the Cornwall hospitals and $15.7 million for the Hawkesbury General

· Reinvestments of $6.5 million 

· Regional rehabilitation and longer-term mental health inpatient care to be provided in Ottawa for the residents of Stormont, Dundas and Glengarry, Prescott and Russell

· Final siting, configuration and capital costs of services at Hawkesbury, Winchester and Glengarry hospitals will require further review under the Rural and Northern Health Care Framework.
This is the second report that the Health Services Restructuring Commission (HSRC) has issued for Stormont, Dundas and Glengarry, Prescott and Russell counties.  While the original District Health Council of Eastern Ontario (now part of the Champlain District Health Council) report dealt with the Cornwall hospitals exclusively, with respect to its recommendations, the HSRC report in May also highlighted the issues in the rural communities of Stormont, Dundas and Glengarry, Prescott and Russell counties.

This report includes the HSRC’s directions for hospital restructuring in the Cornwall hospitals as part of the overall health system restructuring in Stormont, Dundas and Glengarry, Prescott and Russell counties.  It follows the Notices of Intention issued on May 13, 1998, with changes the HSRC has made as a result of new information obtained and responses received from the community.  This report should be read in conjunction with the HSRC’s first Stormont, Dundas and Glengarry, Prescott and Russell counties restructuring report. 

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

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

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

Diversity is one of the most striking characteristics of the communities of Stormont, Dundas and Glengarry, Prescott and Russell Counties.  Geographically, the counties have both urban and rural communities.  Francophone, anglophone and native communities are all present in the region, many in the same cities and towns.  Respect for the linguistic and cultural requirements of these populations has always been a consideration of the HSRC in its deliberations over the content and design of the local health services delivery system.  Diversity is also reflected in the communities’ hospitals, with a denominational hospital and secular hospital both providing services to the population.  The Cornwall General and the Hôtel Dieu hospitals have served the community for more than 100 years. The challenge is to integrate and enhance the quality of health care services in Stormont, Dundas and Glengarry, Prescott and Russell counties while respecting the diversity that is so characteristic of these counties’ communities.  

The HSRC is aware of the high unemployment rate and high social assistance participation rate of the Stormont, Dundas and Glengarry, Prescott and Russell area, as indicated in the May 1998 restructuring report.  These socio-economic conditions would make it particularly challenging for the local population to raise funds for large public ventures such as new construction of health care facilities.

The HSRC used as its starting point the hospital restructuring project for Cornwall and area that the District Health Council of Eastern Ontario (DHCEO) completed in May 1997.  The DHCEO strongly supported a significant, planned reconfiguration of hospital services in Stormont, Dundas and Glengarry, Prescott and Russell.  Changes to the Cornwall health care services delivery system, directed by the HSRC, will form the basis for developing a sustainable health services delivery model, including a strong hospital system linked with other elements of the health system.  Together these must be capable of meeting the community’s future needs within currently available financial resources. 

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

The accompanying directions and advice to the Minister of Health will continue a process of coherent, constructive change and modernization that will strengthen the local health system. The HSRC takes a long-term view of the system. It acknowledges that restructuring is an evolving process, not an endpoint, and that the change process is not a simple one:  change involves organizational cultures, people and physical resources.  Since organizations possess distinct cultures, integrating services requires fostering new cultures, appreciating organizational histories, and nurturing the positive attributes of each organization.  It is imperative that traditions of excellence be retained as part of the culture of newly-formed organizations. The common link among health services is a commitment to provide the best possible service to those who need it. 

The HSRC recognizes the importance of establishing appropriate strategies and structures to facilitate change.  It appreciates as well that, in the short term, changes to the health care services system will have a profound impact on the communities where facilities are located.

The HSRC’s goal of creating a high-quality, affordable and accessible health services delivery system is contingent upon reinvestment in community-based health services and high-quality, accessible hospitals.  It is critical that appropriate community structures and support services be established before beds are closed. The HSRC has identified areas of reinvestment in community-based services to support the restructuring of local hospital services and 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 structures to support the restructured system.  The magnitude and impact of these reinvestments will contribute to developing a comprehensive health services delivery system. 

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

The HSRC has recommended investing $1.5 billion to expand and renovate hospitals, plus an additional $900 million annually in other services such as rehabilitation and mental health.  Access will be improved for important specialty programs such as cancer treatment, cardiac care and access to diagnostic imaging services.  The result will be higher quality health care, and health services that are better suited to the needs of Ontario residents.

The restructured hospital system that the HSRC envisions for Stormont, Dundas and Glengarry, Prescott and Russell counties, with particular focus on the Cornwall hospitals initially, allows for the consolidation of expertise and resources to minimize excess capacity and ensure strong, integrated hospital service in Cornwall.  The result is improved access to services, a hospital sector that is well-positioned to meet increasing demands imposed by population growth and changing demographics, and a more affordable system that facilitates additional investments in community-based services and other areas of health care.  It should be noted that the HSRC estimated clinical efficiencies for only the Cornwall General and the Hôtel Dieu hospitals.  The HSRC will await the application of the benchmarks for the rural and northern hospitals, under the Ministry of Health’s Rural and Northern Health Care Framework to be employed by the rural and northern hospital networks in the review of the Glengarry Memorial, Winchester Memorial and Hawkesbury and District hospitals.  The approach of the HSRC to the rural and northern hospitals in Ontario is summarized later in this report.

Representations to the HSRC

In response to its first report on Stormont, Dundas and Glengarry, Prescott and Russell counties, the HSRC received 23 representations from hospitals, health agencies and organizations, as well as from labour and other groups.  Approximately 700 submissions were received from individuals, and the HSRC also met with individuals regarding their concerns about the HSRC notices in the May 1998 report.

The representations provided additional data and information for consideration.  The number of representations as well as the obvious time and thought that went into their development indicate the keen interest in health services restructuring in Stormont, Dundas and Glengarry, Prescott and Russell counties.

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

· cost-effectiveness of one-site and two-site hospital options

· governance structure of the Cornwall hospitals

· location of longer-term mental health beds

· estimates for capital cost and sizing

· the allocation of beds to Hawkesbury and District, Winchester Memorial and Glengarry Memorial hospitals

· sexual assault services in Cornwall

· women’s reproductive health care

· French language services and mandate of the network and

· access to child/adolescent mental health services.

The HSRC carefully reviewed all of the representations, undertook further analysis and reassessed its intentions released in May, making changes as reflected in the attached directions and advice to the Minister of Health. 

Overview of the Report 

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

Section I
outlines the Rural and Northern Health Care Framework. 

Section II
discusses the required capacity for clinical services.

Section III
focuses on the HSRC’s deliberations concerning siting options.

Section IV
outlines siting of clinical services.

Section V
discusses governance issues, including the Joint Executive Committee.

Section VI
delineates restructuring impacts, savings, costs and reinvestments.

Section VII
provides a summary of the HSRC’s directions. 

The HSRC believes that the directions in this report will achieve the objectives of quality, accessibility and affordability, facilitating the development of a vigorous hospital sector that is capable of effectively meeting the needs of patients into the 21st century.  The HSRC also believes that its directions and recommendations for reinvestment will facilitate positive change.  They will position the Cornwall hospitals in the Stormont, Dundas and Glengarry, Prescott and Russell counties’ area to meet increasing pressures while continuing to ensure the public access to high quality care.  They will preserve and enhance the health care system in Cornwall, address future financial challenges and establish a solid foundation for the system-wide integration of hospital services. 

The lead Commissioner for this report was Donald Thornton and the accompanying Commissioner was Muriel Parent.

SECTION I:  
RURAL AND NORTHERN HEALTH CARE FRAMEWORK 

IMPLICATIONS FOR EASTERN ONTARIO
The Ministry of Health articulated its vision for integrated service delivery in rural and northern communities in the Rural and Northern Health Care Framework.
   This document states that relationships and institutional differentiation within a network of facilities will provide the opportunity to improve quality of care.  Networks can build greater clinical coherence and more appropriate critical mass for services while improving access.  Networks can also reduce overhead, aid in human resource management, including medical manpower retention and recruitment, and facilitate future service planning.

The Ministry of Health defines networks as comprised of a group of hospitals (one of which must be a regional referral centre) which together deliver health care services to a geographic area.  These areas are not necessarily defined by existing district health council boundaries.  Rather, they arise from a consideration of existing referral patterns (including elective surgery), transfer patterns to and from various facilities and existing organizational relationships.  For a fuller discussion of the Rural and Northern Health Care Framework, please refer to the first HSRC Stormont, Dundas and Glengarry, Prescott and Russell restructuring report of May 1998. 

The Ministry of Health and the Ontario Hospital Association published the Parameters and Benchmarks report on July 23, 1998.  This document is to be read in conjunction with the Rural and Northern Health Care Framework report published by the Ministry of Health in 1997.

HSRC Approach to Rural and Northern Hospital Networks

The HSRC is committed to enhancing the horizontal integration of health care services.  In Phase 1 of its work on rural and northern community hospitals, the HSRC has grouped these hospitals and their respective secondary referral hospitals into networks based on a review of:

· existing clinical relationships

· referral patterns

· proximity and

· existing organizational relationships.

Community referral patterns were examined by the HSRC according to the three levels of care shown in Figure l.  

Figure 1:  Continuum of Care 
[image: image1.wmf]HSRC


In analyzing referral patterns, the HSRC noted which facilities were the dominant providers of primary care in the local communities.  The HSRC then assessed the pattern for secondary and tertiary care referrals to determine network partners and the dominant tertiary care centre.

Figure 2:  Composition of a Hospital Network 
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All rural and northern hospitals are expected to collaborate in networks. The HSRC has proposed that one hospital network be comprised of the Cornwall General Hospital, the Hôtel Dieu Hospital, Cornwall and the Glengarry Memorial Hospital.  The HSRC believes that the Winchester Memorial Hospital and Hawkesbury and District General Hospital are more appropriately part of a network whose referral centre is The Ottawa Hospital.

Hospitals fit broadly into the categories of primary, regional referral and tertiary centres.  However, all hospitals provide primary care and are the dominant hospital-based primary care providers in their local communities.  Through the formalization of these relationships, hospitals within networks can improve the accessibility, quality and affordability of services. 

Hospitals serving primarily rural and northern communities  (excluding those currently under HSRC review) have been notified of their proposed network membership by the HSRC and asked to consider the following:

(i) membership

· appropriateness of the proposed network memberships, and any alternative membership suggestions

· DHC role in network development and

· role in relation to the network of other referral centres, external to the proposed network.

(ii) governance and decision-making

· operating and governance structures that make the most sense for maximizing effective integration of service.  

Hospitals were asked how network participants can best develop supportive relationships as well as develop effective decision-making mechanisms for their networks.  In the future, networks will be asked to address reduction in overhead and indirect service costs, clinical service integration across the network, coordinated human resource planning and their compatibility with current and future vertical integration.

Hospitals have been asked to forward their responses for the HSRC to consider before it issues notices of intention to issue directions regarding networks and relationships.  Once notices have been issued, another 30-day period for feedback will precede the HSRC’s issuance of final directions regarding network membership and governance.  

Phase 2 of the HSRC’s work on rural and northern health networks will be particularly relevant to those parts of Stormont, Dundas and Glengarry, Prescott and Russell that lie outside the immediate Cornwall area.  In Phase 2, these hospital networks will undertake a review of acute and non-acute services and propose changes that will improve quality and accessibility to clinical services using the rural and northern health parameters and benchmarks.
   This activity will be guided by the Parameters and Benchmarks report noted earlier.  Until the completion of Phase 2, the HSRC will maintain bed numbers at current levels and defer discussion of sizing and siting of services at Hawkesbury and District General Hospital, Glengarry Memorial Hospital and Winchester Memorial Hospital. The bed levels for the eastern Ontario hospitals are as noted in Table 1.
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Table 1:  Current Bed Configuration in Rural Hospitals

SECTION II:  REQUIRED CAPACITY FOR CLINICAL SERVICES

Acute Care

The HSRC analysis found that, once clinical efficiencies are calculated, 111 beds are required for acute care in the two Cornwall hospitals. Calculation of the expected population increase with changes in age-mix to 2003 brought the total number of beds (excluding newborn, psychiatric and out-of-province beds) to 129 for acute care.  Based on historical utilization by residents of Quebec, an additional 7 beds are allocated bringing the total to 136 acute beds.  This total includes all special care beds (i.e. ICU, CCU).

Aboriginal Health

The HSRC has heard that residents of Akwesasne make extensive use of the Cornwall hospitals. The HSRC conducted further analysis of this usage to determine where these people receive hospital services, and the types of hospital services they use. Based on the patients’ residence codes there were 245 inpatient admissions and 85 same-day surgery admissions. These admissions were almost all to the Hôtel Dieu Hospital, (232 of the 245 inpatient admissions in 1995/96). The total number of beds required to support residents of Akwesasne, assuming 80% occupancy, is four beds. 

These 4 beds are included in the 136 acute beds required for Cornwall.  Thus, while Cornwall hospitals are the primary source of care for residents of Akwesasne the methodology used by the HSRC recognizes and allows for this requirement since it is based on the actual cases. 

Advanced Orthopaedics:  Joint Replacement Surgery

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

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

No centralized system exists to track the number of patients waiting for surgery, monitor surgical waiting times or identify underlying medical conditions.  However, several factors have led experts to suggest that there is considerable unmet need for these procedures.

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

It should be noted that the Ministry of Health funds only the cost of the device needed to replace the joint.  The HSRC heard from stakeholders that funding only this cost may contribute to the provincial variation in rates for these procedures, since hospitals accrue costs over and above the cost of the device.  The increase in labour costs sustained by hospitals undertaking increased numbers of these procedures was particularly noted.  Additional staffing is required to provide for additional operating room time, post-operative care and rehabilitation costs.  Therefore, a range from the direct cost to the total cost of the procedure was used as the basis for calculating costs.
  The 1995/96 cost per case for joint replacements was estimated to range from $6,000 to $8,000.  Using this range, the funding requirements for the additional volumes required to achieve the planning targets were calculated.  

The estimates for the increase in spending due to initiatives to increase the rate of joint replacement were calculated .  In Stormont, Dundas and Glengarry, Prescott and Russell, the increase in joint replacement procedures projected to accommodate target setting is $350,000 to bring the community into line with the provincial median rates for these procedures.  Growth in these procedures had earlier been factored into the growth in acute care requirements including procedures.  At the present time, reinvestments will include only the amount required to accommodate target setting.  

Table 2:  Joint Replacement - Projected Reinvestment

Procedure 
Number of Procedures 
Reinvestment


Stormont, Dundas and Glengarry
Prescott and Russell


Hip Replacements
6
13
$114 – 152,000

Knee Replacements
5
22
$162 – 216,000

Total
11
35
$276 – 368,000

Mental Health

In the May 1998 restructuring report, 35 adult acute and 23 longer-term mental health beds were estimated to be required for Stormont, Dundas and Glengarry, Prescott and Russell by 2003.  Twenty adult acute beds were to be co-located with acute care services in Cornwall, to enhance clinical coherence, and fifteen adult acute mental health beds were required for the Prescott and Russell population, projected to 2003. 

The final restructuring report directs that the 20 acute mental health beds recommended for Cornwall in the earlier report be located at the Cornwall General Hospital.  Since its May 1998 report, the HSRC has conducted further analysis on separations of Prescott and Russell residents, and has determined that approximately 65% of these residents access inpatient services in Ottawa hospitals.  As a result, the ten acute mental health beds for Prescott and Russell have been sited at the Montfort Hospital, in recognition of existing referral patterns and the availability of services in French.
Table 3:  Sizing of Mental Health Services
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Complex Continuing Care

In its May 1998 report, the HSRC sited 76 complex continuing care beds in Cornwall at the Hôtel Dieu Hospital.  With the release of the Rural and Northern Health Care Framework:  Parameters and Benchmarks, the allocation of beds has been determined based only on the population of Cornwall and environs.  The population of the remainder of eastern Ontario has been excluded to await Phase 2 of the HSRC’s approach to the Rural and Northern Health Care Framework.  As a result, the HSRC directs that there be 69 complex continuing care beds at the Hôtel Dieu Hospital in Cornwall.  

Table 4: Sizing of Complex Continuing Care Services
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Acute

207

148
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7

7

7

7
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100
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76
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Rehabilitation

22

18

24

24

Acute Mental Health

30

22

20

20

Sub-Acute 

0

0

21

21

TOTAL

366

255

277

270

.

Table 5 presents a summary of bed requirements for the Cornwall area.

Table 5:  Summary of Bed Requirements
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SECTION III:  SITING OPTIONS

Guiding Principles

As in other communities, the HSRC in its siting deliberations considered three main aspects of health care services:  quality, accessibility and affordability.  Within each of these dimensions the HSRC identified several criteria as follows:  

Evaluative Criteria

1. QUALITY

Critical Mass

Clinical Coherence



2. ACCESSIBILITY

Population Need

Service Requirements

Proximity 

Patient Transfer

Tertiary/Specialized Programs



3. AFFORDABILITY

Clinical Efficiency

Restructuring Savings

Administrative Efficiency

Support Services Consolidation

Capital Costs

Implementation Costs

Reinvestment

1. Quality

Two elements of quality are assessed, critical mass and clinical coherence.

Critical Mass

Critical mass refers to the level of program clinical activity that will maximize the efficiency and effectiveness of service delivery in terms of:

· maximizing effective outcomes

· allowing for concentration of specialized skills and expertise

· providing for appropriate levels of staffing for recruitment and retention 

· minimizing overhead and indirect expenses. 

Clinical Coherence

Clinical coherence refers to the clinical relationships between different programs and services.  Some considerations in assessing clinical coherence are:

· maximizing continuum of patient care requirements for a single episode of care

· providing for coordinated response to needs by a variety of related services

· minimizing duplication

· reducing patient transfers between sites for related services.

2. Accessibility

Population Need and Service Requirements

These criteria are geared to meeting the needs and service requirements of the population being served, and locating hospital services near the population being served.

Proximity of Services

This issue is examined by looking at the driving distance around the hospitals, and the locations of people being serviced by the hospitals.

Patient Transfer

This criterion is used to limit the transfer of patients between facilities. 

Tertiary/Specialized Programs

This criterion is used to ensure access to specialized services, tertiary care, particularly in the areas of cancer services, and trauma and neurosurgery.

3. Affordability

Clinical Efficiency

Consideration is given to the extent to which each option achieves clinical efficiencies derived from admission management, reduced Average Length of Stay (ALOS) and appropriate placement of Alternate Level Care (ALC) patients.  Some of the efficiencies, particularly in acute ALOS reduction, depend on the availability of and access to complementary services in inpatient rehabilitation, chronic and mental health services. 

Restructuring Savings

Restructuring savings relates to the level of productivity and efficiency achieved by each option.

Administrative Efficiencies
This refers to the level to which each option achieves administrative savings.

Support Services Consolidation

This refers to the level to which each option achieves consolidation of support services including materials management, food services and clinical laboratories, which are the main focus of the HSRC analysis of savings potential.  

Capital Costs

Consideration is given to the extent to which each option minimized capital and restructuring implementation costs. 

Consideration is also given to one-time costs such as compensation for assets, disruption costs
, decommissioning, demolition and disposal costs. 

Principal Issues in the Representations

Several submissions received by the HSRC in response to its May 1998 restructuring report advocated that all clinical services be located at the Hôtel Dieu Hospital site.  The principal issues were:

· Lower operating costs for one site

· Capitals costs for one site are similar to the two site option

· The Hôtel Dieu site is large enough to handle a single site configuration

· The two sites are not significantly different to warrant a two site option

The HSRC’s Deliberations

The HSRC, in its deliberations, again reviewed the capital costs of renovating either the Cornwall General Hospital (CGH) or the Hôtel Dieu Hospital (HDH), in order to provide a single-site option. 

The age, internal configuration and condition of a hospital building influence its long-term usability and functionality to accommodate hospital services.  While the age of the facility is a factor, its condition and the ability to arrange and configure the spaces internally contribute as much or more to an assessment of long-term usability and functionality.  The ability to configure space to achieve efficient staffing, to promote ease of supervision, allowing adjacencies between specific services to maximize operational effectiveness, is significant.

The HSRC relied on the facility plans, drawings and materials provided by the Cornwall hospitals to assess the feasibility of consolidation of services at either site.  In its May 1998 report the HSRC noted that the HDH chronic care pavilion is modern and very new.  However, the acute care portion of the facility is  older and a large portion has not been substantially upgraded or renovated.  Therefore a significant amount  of the capital costs associated with locating all services at the Hôtel Dieu site would go to major renovations to the acute care area.  The May 1998 report noted that to consolidate all programs at the Hôtel Dieu site would cost upwards of $25.6 million.  In addition, the longer-term costs of replacing major systems and other infrastructure would be considerably higher at the Hôtel Dieu site.  At the same time, space limitations at Cornwall General prohibit consolidation of all acute and long-term services there.  

On balance, the HSRC is left with the situation where, while the majority of each facility’s original construction was completed at comparable dates, the best site to accommodate all acute and related services for the future is Cornwall General and for complex continuing care and rehabilitation programs is the Hôtel Dieu.  Cornwall General has invested in ongoing renovations that make many of the older sections up-to-date.  This gives it a longer life-expectancy as a facility.  A comparison of both facilities favours the CGH as the location for acute care.  A list of specific characteristics on which this conclusion is based follows:

· Significant areas of the CGH have a modern layout with recent renovations to key service areas, such as ICU, emergency, operating rooms, radiology and clinical laboratories.  In contrast, HDH has a 1950s design based on a “Y” configuration with limited support services related to patient care/service areas.

· The relationship of key services such as ICU to patient care areas and to the surgical suites is modern at the CGH facility where units are located close together in a pattern of clinical coherence.  At the Hôtel Dieu, awkward distances separate units that need to work closely together.

· The majority of the CGH site is air conditioned with a modern heating, ventilation and air conditioning system, while the acute portion of the HDH site is not.

· Floor to ceiling heights limit opportunities for renovations at the HDH acute site whereas more recent construction projects at the CGH have allowed deficiencies to be addressed in a different manner.

· Proposed additions at the CGH can be readily adapted to the existing infrastructure. 

· The older design of patient rooms at the HDH means that rooms are smaller and major reconstruction would be required to meet current standards.

· The heliport, currently located at the Hotel Dieu site can continue to be used for receipt and evacuation of patients destined for the acute care services at the Cornwall General site since it is in relatively close proximity

· The original DHC Report, Hospital System Renewal For Cornwall and Area, contained a section on Physical Plant costs of various options.  In that report, the findings were consistent with those of the HSRC;  that it was the least costly capital option to locate acute care at the General and chronic care at the Hotel Dieu.  The report also concluded that support services for the recent chronic care pavilion would represent a cheaper alternative than using the existing acute care portion of the facility to provide such support;  a finding also consistent with that of the HSRC.

Building Depreciation and Life-Cycle Costs

The HSRC methodology does not determine the life-cycle costs of the buildings required for the provision of hospital services.  This is particularly significant when certain options present solutions where considerable excess capacity exists or when the capital costs associated with consolidating services at particular sites may be higher than those associated with multiple sites.  First, it must be noted that the HSRC estimates capital costs that are the result of its decisions regarding clinical services activity levels; i.e., the impact of directions to hospitals.  Second, there are significant costs associated with the maintenance of sites that are difficult if not impossible to estimate accurately given current information.  The cost of major capital investments, including the hospital buildings and building service equipment (i.e., built into the facility such as heating, ventilation and air conditioning) is currently a joint responsibility of both the hospitals and the Ministry of Health.  Maintenance costs are the responsibility of the hospitals under current guidelines and accounting practices.  Depreciation of non-building service equipment (e.g., diagnostic imaging) are operating costs and not a part of building depreciation. 

In the view of the HSRC, the Hôtel Dieu  requires significantly more capital investment than the Cornwall General in order to upgrade its acute care facilities to current standards.  As a result, capital costs associated with maintaining and refurbishing the acute care portion of the building would be significantly greater than those for the Cornwall General over the next 10 to 25 years.  This reinforces the need to consolidate acute care programs and services at the Cornwall General site.

These considerations led the HSRC to reaffirm its May 1998 decision for the two-site option.  The use of both sites in Cornwall allows for the best use of existing capital stock while ensuring quality care, access to service, critical mass and clinical coherence.  The cost estimate of this option is  $17.2M, considerably less than the single-site estimate of $25.6M.
SECTION IV:  SITING OF CLINICAL SERVICES
Principal Issues in the Representations

The HSRC received numerous representations relating to the siting of acute care, with the principal issues being

· accessibility of services for patients, physicians and families

· a particular need for coordination of services in mental health, especially for children

· the advantages and clinical benefits of co-locating acute and sub-acute levels of care

· concerns about the impact of the Rural and Northern Health Care Framework

· a concern that delivery of services in the French language be assured, guaranteeing equitable access to health care in eastern Ontario for francophone patients and families; and

· access for women’s reproductive health care and for sexual assault treatment service.

The HSRC’s Deliberations

Faced with the task of siting services in this region, the HSRC gave consideration as to how best to maximize quality, accessibility and affordability of services. The HSRC was mindful of respecting the existing diversity of the population and of their services.  In an environment of diversity health care services to be truly accessible must reflect the characteristics of the population and of the community.
The HSRC takes very seriously its responsibility to preserve or enhance access to a range of health care services for residents of Stormont, Dundas and Glengarry, Prescott and Russell.  It is desirable to make services available to residents in their own communities and in their own language wherever possible and particularly important that the restructuring process enhance and not diminish residents’ access to services.  Wherever possible, services should be configured so that an individual seeking care can receive it in the environment most congruent with his or her own language, beliefs and culture while having to travel a minimal distance from his or her place of residence. 

French Language Services

According to the 1991 census, francophones comprise 44% of the population of Stormont, Dundas and Glengarry, Prescott and Russell counties.  Furthermore, eastern Ontario francophones represent 14 % of the entire Ontario francophone population.  These relationships are shown in table 6 below.  

Moreover, the western Quebec population, traditionally a significant user of eastern Ontario hospital services, is expected to grow by a further 18,000 by 1998.

Table 6:  Francophone Population

Total Population
Francophone Population
% of Total Population
% of Ontario Francophone Population

Stormont, Dundas & Glengarry, Prescott & Russell 

175,024

76,860

43.9%

14.0%

Ontario

10,084,907

547,280

5.4%
         100%

Source:  Ministry of Health

As has been stated in other HSRC reports, services should be delivered to suit the linguistic preferences of the patient.

The French Language Health Services Network(FLHSN) is a new creation of the HSRC to facilitate sharing of expertise and knowledge in the delivery of French Language health care services by hospitals and other health care organizations.  It is intended as a resource to providers and as a monitor on the progress of implementation. The HSRC is of the view that there is no inherent conflict between this network and the role of the DHC but rather encourages both the Champlain DHC and the FLHSN to cooperate in the execution of their mutual responsibilities in this area.

The HSRC directs the Cornwall General Hospital and the Hôtel Dieu Hospital to seek designation under the French Language Services Act.  The two hospitals should also work with the Champlain District Health Council and the French Language Health Services Network to develop a plan to address the requirements of the French Language Services Act.  This plan should include, as well, a human resource strategy consistent with the requirements of the Act.  This plan should be completed by April 1, 1999.  The HSRC also advises the Minister of Health to expand the catchment area of the Ottawa French Language Services Network to include Stormont, Dundas and Glengarry, and Prescott and Russell counties
.

Access to Women’s Reproductive Health Care Services

It is of particular concern to the HSRC that women in Stormont, Dundas and Glengarry, Prescott and Russell maintain their access to women’s reproductive health care services, which may include therapeutic abortion, rape counselling, sterilization, artificial insemination and genetic counselling.  These services should not be limited or diminished as a result of health care restructuring.  The HSRC is aware that there is considerable clinical activity in the area of women’s reproductive health care currently in Stormont, Dundas and Glengarry, Prescott and Russell and these community needs must continue to be met there. 

The HSRC received suggestions for options other than the current hospital-based delivery of women’s reproductive health care services.  It was suggested that these services could be provided in an Ottawa-based facility or in a freestanding facility in Cornwall.  Limitations on the accessibility of these services are viewed with concern by the HSRC.  Limitations on access to women’s reproductive health care services within hospitals will almost certainly increase the pressure for stand-alone clinics to meet this need.  The HSRC is aware that the current Ministry of Health policy finds that hospital-based services for women’s reproductive health are clearly superior to those received in stand-alone clinics.

Referring all women’s reproductive health care to Ottawa from Stormont, Dundas and Glengarry, Prescott and Russell is an unacceptable solution and limits access for an existing need in the community.  The HSRC has recommended the sizing and siting of acute care facilities in each community according to its own current and projected clinical activity levels and referral patterns.  As a result, sizing and siting of women’s reproductive health services for Stormont, Dundas and Glengarry, Prescott and Russell must meet local needs.  Facilities in other communities, such as Ottawa, are being sized to meet the needs of their own catchment areas.  Women’s reproductive health care, like all health care services, should be provided in a manner that respects both local access and patient choice.

Sexual Assault Services 

The fragmentation of sexual assault services for adults and children was a concern raised in the submissions.  Currently, adult services are provided by Cornwall General, while children’s services are provided by the Hôtel Dieu.  Both programs are funded by the Ministry of Health with Cornwall General acting as paymaster and lead agency for sexual assault treatment.  The HSRC supports the continuation of these highly-valued community programs.  The children’s program at Hôtel Dieu will be transferred as part of the consolidation of acute programs at Cornwall General .

Sub-Acute Care 

In its May 1998 report, the HSRC had sited 32 sub-acute beds in the Eastern Ontario region: it located 21 at the Hôtel Dieu  and suggested 11 at the Hawkesbury and District General Hospital.  The HSRC received submissions highlighting the advantages of co-locating acute and sub-acute.  The HSRC has reconsidered its original deliberations and agrees that the most appropriate location for sub-acute care is in acute care hospitals.

As a result, the HSRC has determined that the 21 sub-acute beds for Stormont, Dundas and Glengarry, Prescott and Russell will be located at the Cornwall General Hospital, in order to maximize clinical coherence and continuity of care.  The allocation of sub-acute beds to Hawkesbury and District General Hospital will await the completion of Phase 2 activities by the networks in light of the HSRC’s approach to the Rural and Northern Health Care Framework.

Rehabilitation

In the May 1998 restructuring report, all inpatient rehabilitation services, both short-term and long-term, were located at the Cornwall General Hospital.  

In its deliberations, the HSRC reviewed Canadian Institute for Health Information (CIHI) rehabilitation data and determined that 25% of rehabilitation cases in 1995/96 had an average length of stay (ALOS) of 14 days or less.  Based on these data, the HSRC determined that in general, 25% of local beds should be allocated to short-term rehabilitation.  The remaining local beds will be for long-term rehabilitation, having an expected ALOS of more than 14 days. 

The HSRC noted that clinical consistencies exist between some aspects of complex continuing care and long-term rehabilitation.  As a result, 18 local long-term rehabilitation beds originally sited at Cornwall General will be transferred to Hôtel Dieu .  Six short-term acute rehabilitation beds will remain at Cornwall General thereby maximizing continuity of care for rehabilitation patients. 

Nine regional rehabilitation beds for Prescott and Russell residents will be sited at the Ottawa Rehabilitation Centre and two transition-to-independent living places for Stormont, Dundas and Glengarry, Prescott and Russell will be allocated to Ottawa.

Mental Health

Adult Acute Mental Health

The May 1998 report sited 35 acute mental health beds for Stormont, Dundas and Glengarry, Prescott and Russell.  In its deliberations the HSRC determined that approximately 65% of Prescott and Russell residents access inpatient services in Ottawa.  Ten of the acute mental beds have therefore been sited at the Montfort Hospital in Ottawa.  For the Cornwall area, the HSRC confirms the siting of 20 acute mental health beds at the Cornwall General.  The remaining beds for Stormont, Dundas and Glengarry, Prescott and Russell will await the completion of Phase 2 of the HSRC’s approach to the Rural and Northern Health Care Framework.

Child and Adolescent Mental Health

Concern was expressed in submissions received by the HSRC regarding the availability of inpatient mental health services for children and adolescents in Cornwall.  The HSRC takes seriously the issue of accessibility to these services. In the Ottawa-Carleton Health Services Restructuring Supplemental Report, of July 1998, the Children’s Hospital of Eastern Ontario (CHEO) and the Royal Ottawa Hospital (ROH) were directed to form a Joint Executive Committee.  This committee is charged with developing a plan by January 31, 1999 to improve access to child and adolescent mental health services in eastern Ontario.  The CHEO/ROH Joint Executive Committee is urged to work with service providers in the Cornwall area to ensure that appropriate linkages are established.

Longer-Term Mental Health

As in the earlier report, the HSRC is directing that longer-term mental health beds required by 2003 be located in Ottawa.  The HSRC gives weight to critical mass considerations in siting these beds together, rather than dispersing them locally which would encourage fragmentation and a lesser quality of services.  Consolidation of these resources in Ottawa will facilitate quality service delivery for the seriously mentally ill. 

Long-term mental health beds have been reduced from current levels in accordance with Ministry of Health policy on mental health reform.  This is predicated on the expansion of community-based mental health services.  The HSRC received representation advocating the location of one of the announced provincial Assertive Community Treatment (A.C.T.) programs in Cornwall.  The HSRC has reviewed this issue and agrees the Ministry of Health should allocate one of the three previously announced A.C.T. programs for eastern Ontario to the Cornwall area.

Complex Continuing Care

The May 1998 report identified the needs for 32 complex continuing care beds for the residents of Prescott and Russell in 2003.  The HSRC directed, in its July 1998 Ottawa-Carleton Health Services Restructuring Supplemental Report, that 22 beds be sited at the Sisters of Charity of Ottawa, St. Vincent Pavilion.  This respects the existing referral pattern which shows that 65% of Prescott and Russell residents seek complex continuing care in Ottawa facilities.  The remaining complex continuing care beds for Prescott and Russell residents will be sited in the course of Phase 2 of the HSRC’s approach to the rural and northern hospital networks.

The May 1998 report also sited seventy-six beds at the Cornwall Hôtel Dieu.  With the release of the HSRC’s approach to the Rural and Northern Health Care Framework the HSRC has reconsidered its original siting and based its deliberations on only the immediate Cornwall area.  Therefore, the HSRC is directing that 69 complex continuing care beds be sited at the Hôtel Dieu .  The remainder will be sited within the context of Phase 2 of the Rural and Northern Health Care Framework.
Summary of the HSRC Deliberations

All of the factors described above were reviewed by the HSRC keeping in mind the criteria of affordability, accessibility, quality, and the need to provide a solid foundation upon which to serve the residents of Cornwall now and in the future. 

The HSRC confirms its direction to relocate the acute care programs and services from the Hôtel Dieu to the Cornwall General Hospital. 

Accessibility

Bearing in mind the close proximity of the two hospitals in Cornwall, the HSRC concluded that accessibility was not an issue when comparing various options.

Quality

A one-site option for acute care and related services increases clinical coherence, allowing patients to get the care they require when they need it, without having to transfer facilities. Even though longer-term rehabilitation and complex continuing care remain at the Hôtel Dieu site the HSRC concludes that its plan eliminates the need for most physicians to move between two sites, which would have been a possible deterrent in the recruitment and retention of physicians.  

Affordability

The capital estimates for a one-site option on the Hôtel Dieu site are the highest of any option. The operating savings, according to the HSRC’s cost methodology, are somewhat greater for the one-site option but these savings would soon be overtaken by the costs of renovation, refurbishing and maintenance of the acute portion of the Hôtel Dieu site. 

The HSRC confirms its decision to consolidate all acute inpatient services including emergency services, acute mental health services, local short-term rehabilitation services, ambulatory care services (including day surgery and all outpatient services), and sub-acute care at the Cornwall General Hospital.

The HSRC confirms its decision to locate all complex continuing care services for Cornwall and environs as well as the local long-term rehabilitation care at the Hôtel Dieu Hospital.
All of the bed allocations for Cornwall are detailed in Table 7. 

Table 7:  Summary of Bed Requirements

Cornwall General Hospital
Hôtel Dieu Hospital



Proposed Beds to 2003

Proposed Beds to 2003

Beds
1995/96
1997/98
May 1998
August 1998
1995/96
1997/98
May 1998
August 1998

Acute
80
48
129
129
127
100
0
0

Quebec
1
1
7
7
6
6
0
0

Complex Continuing Care
0
0
0
0
100
60
76
69

Rehabilitation
22
18
24
6
0
0
0
18

Acute Mental Health
30
22
20
20
0
0
0
0

Sub-Acute 
0
0
0
21
0
0
21
0

TOTAL
133
89
180
183
233
166
97
87

SECTION V:  GOVERNANCE AND MANAGEMENT OF THE 


CORNWALL HOSPITALS

Principal Issues in the Representations.

· A single “public” governance structure as recommended by the DHC of Eastern Ontario is preferred to facilitate streamlining of administration and coordination of  clinical activity.  It would lead to a single Medical Advisory Committee and other requirements of the Public Hospitals Act.

· The HSRC option 2, which calls for a single governance with a contractual relationship with the Religious Hospitallers of St. Joseph, Cornwall to provide management services for complex continuing care and sub-acute care, is preferred.

As noted in the May 1998 restructuring report, the issue of governance is central to local health services restructuring.  The successful implementation and ongoing restructuring of the health care system depends on effective governance structures involving those individuals who can act as stewards for this important public resource.  Hospitals are important public institutions, upon which the public has come to trust and rely. The boards of trustees of Ontario’s public hospitals have a high standard of performance to live up to based on community expectations.   The 1992 report Into the 21st Century
 noted that governance responsibilities vary in scope between institutions and organizations providing an array of hospital-based services, but identified a set of common responsibilities.  These include:

· to outline the purposes of the hospital, its goals, objectives, mission, quality of patient treatment and care, relations with professionals, staff, the community and province, reporting relationships, public access and accountability

· to define and maintain the principles, values, culture and ethical environment of the hospital, its relationships to its patients, the communities it serves and the other providers and stakeholders

· to ensure the long-term fiscal and physical viability and integrity of the hospital

· to oversee the effective management and financial health of the hospital

· to ensure and monitor the quality of services in all aspects of hospital operations.

Governance structures should be representative of the communities served and reflect their demographic, cultural, geographic, ethnic, religious and social characteristics.  Governance structures must also be amenable to future integration of health services.  It is the responsibility of local community leaders to explore and arrive at models that satisfy their particular circumstances. The HSRC also recommends that some of the members on the new governance structure have prior experience and expertise in governing health services.

The HSRC’s decision-making with regard to governance is guided by the following principles:

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

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

· Diversity, tradition and cultural differences must not, however, stand in the way of the necessary shift from autonomy to interdependence, 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 coordinated, strategically planned, functional system. 

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

· Models of new forms of governance should emerge that preserve and enhance the distinctiveness of the organizations and institutions involved while allowing each of them to contribute their strengths and talents to discharge their collective responsibilities.

The board of trustees for each hospital:

· must be representative of the communities served and reflect the demographic, cultural, linguistic geographic, ethnic, religious and social characteristics of  Cornwall and environs.

· must embrace a fair and equitable process of nomination and election of community members to the board of trustees

· must facilitate the movement of patients, programs, staff, physicians and materials between the hospitals in accordance with the HSRC directions and

· must treat all employees at all affected facilities in a fair and equitable manner while HSRC directions are implemented.

In developing and considering options for governance, the HSRC considered the recommendations from the district health council, information gathered in written submissions and verbal representations, and the feasibility of and practicality of any option under existing corporate status and legislative requirements.

The governance options discussed in the May 1998 report were assessed in terms of the following criteria:

· their consequences on local hospital services

· their impact on the implementation of restructuring

· the ongoing effective and efficient management of the local hospital system.

As outlined in the original report the HSRC considered three governance options to facilitate the provision of hospital services in accordance with the preferred siting option in Cornwall 

Preferred Option

The HSRC preference is to maintain the existing hospital boards aligned with particular roles and functions:  Cornwall General with acute care, mental health and short-term local rehab and sub-acute care and the Hôtel Dieu with complex continuing care and local long-term rehabilitation.  These two boards will form a joint executive committee to coordinate implementation of restructuring and ongoing clinical management.

Given the interrelationships in clinical services between the providers and to overcome any potential lack of coordination, the HSRC proposes the creation of a permanent Joint Executive Committee .  The committee is required to ensure the expeditious implementation of HSRC directions and coordinate the ongoing clinical relationships. 

The Joint Executive Committee (JEC) will have equal representation from the two hospitals, and representation from the CCAC. Each hospital will appoint the members of its executive committee of its board of directors to the Joint Executive Committee, delegating to them decision-making authority on matters relating to the operation of its hospital, including:

· the restructuring of hospital services, the allocation of services and the continuum of care provided to patients

· the implementation of a plan that will address the impact of hospital restructuring

· the financial and operating plans for the hospitals

· the development of regional shared administrative and laboratory plans 

· opportunities for the appropriate integration of shared services to reduce unnecessary duplication and
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the ongoing coordination of clinical services to ensure continuity of service to patients.

The HSRC directs that the two hospitals maintain separate but representative governance and establish a permanent Joint Executive Committee to coordinate implementation and continuity of service delivery.  The permanent Joint Executive Committee guarantees coordinated services delivery. 

In order to expedite the creation of the JEC and ensure its initial effectiveness, the HSRC will appoint a facilitator to work with the parties.  The facilitator will

· develop, in concert with the two Cornwall hospitals, the appropriate structure and membership of the Joint Executive Committee

· develop, in concert with the two Cornwall hospitals, the workplan of the JEC to implement the directions of the HSRC

· act as initial chair of the JEC until an internal chair is selected.

SECTION VI:  RESTRUCTURING IMPACTS  SAVINGS, COSTS


AND REINVESTMENTS
Capital Investment

The HSRC believes that achieving the goals of restructuring involves significant reinvestment in the local health system.  The infrastructure needed to support the future of health care must be solid.  The HSRC,  through its advice to the Minister, is recommending an unprecedented capital renewal program across the province. These capital funds, used to upgrade and expand hospital buildings, will create the foundation necessary to meet the acute care needs of the population well into the next century.  It should be noted that the HSRC’s recommendations for capital investment are a result of restructuring costs only and do not consider the expected “upgrades” to hospital sites as a result of aging facilities.

For Stormont, Dundas and Glengarry, Prescott and Russell, the total capital costs have been revised to incorporate the changes highlighted in Sections II and III of this final restructuring report.  The main differences between these estimates and the estimates in the May 1998 restructuring report are due to adjustments in the sizing and siting of complex continuing care, sub-acute and rehabilitation services, renovations for space vacated by services moving to new space and additional activity in diagnostic services.
  In addition, the HSRC has limited its focus in this report to the immediate Cornwall area; the figures below do not apply to the Hawkesbury and District, Winchester Memorial or Glengarry Memorial hospitals.  Any changes to acute and non-acute services at these three hospitals will be made within the context of Phase 2 of the HSRC rural and northern hospital networks process.

The capital estimate for the Cornwall hospitals totals $17.2M. This is broken down as follows:

Table 8:  Estimated Costs of Capital Investment (in millions of dollars)

Category of Expense
Hôtel Dieu
Cornwall General
TOTAL

New Construction
$4.25
$3.89
$8.14

Renovations
$0.15
$4.02
$4.17

Ancillary Costs
$1.02
$1.84
$2.86

Site Development
0.50
0.0
$0.5

Furnishings and Equipment
0.0
$1.5
$1.5

TOTAL
$5.92
$11.25
$17.2

See Appendix A for a detailed analysis of the capital estimates.

Reinvestment in Other Services

In order for hospital restructuring to be successful, reinvestment must occur in hospital-based services, such as mental health, rehabilitation and complex continuing care as well as in other sectors of the health care system including long-term care, home care and sub-acute care.  The following reinvestments reflect the new planning guidelines that the HSRC has developed in areas such as home care, long-term care and sub-acute care. 

Table 9:  Reinvestment Summary

Category
May 1998 Report
August 1998 Report



SDG
PR

Home Care*
$1.6 M
$1.6 M
--

Long-Term Care*
0
0
--

Sub-Acute care***
$2.5 M
$1.6 M
$0.9M

Joint Replacement
---
$0.15 M
$0.25 M

Community Mental Health*
$0.4 M
$0.6 M
--

Rehabilitation**
$2.0 M
$0.7 M
$1.3 M

Information Technology
tbd
Tbd
Tbd

TOTAL
$6.5 M
$4.7 M
$2.5 M

*     includes all of Stormont, Dundas and Glengarry, Prescott and Russell

**   these resources have been allocated to Ottawa for residents of Prescott & Russell
*** 65% of these resources have been allocated to Ottawa for residents of Prescott & Russell

Operating Costs and Savings Associated With Restructuring

Acute Care Savings Estimates

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

Table 10:  Summary of Total Expenses and Savings


May 1998
August 1998

1995/96 Net Expenses *
$58,112,570
$58,112,570

Clinical efficiencies
($4,649,323)
($4,649,323)

Support services efficiencies
($1,017,880)
($998,265)

Administrative efficiencies
($2,320,269)
($2,029,884)

Complex continuing care savings
($645,733)
($1,006,264)

TOTAL SAVINGS
$8,614,278
$8,683,736

REVISED EXPENSES
$49,478,292
$49,428,834

* Net Expenses from OCDM 

Summary of Total Costs and Savings 

The 1995/96 net expenses for acute care, rehabilitation and complex continuing care for Cornwall totaled $58,112,570.  Total savings as a result of restructuring are $8,683,736, which represents a savings of 14.9%.

SECTION VII: SUMMARY OF DIRECTIONS

Siting of Clinical Activity

Acute Care, Acute Mental Health, Rehabilitation and Complex Continuing Care 

All acute inpatient services, sub-acute services, short-term rehabilitation beds, and acute mental health beds will be located at the Cornwall General Hospital site by April 30, 2003.  All complex continuing care and longer-term acute rehabilitation beds will be located at the Hôtel Dieu Hospital.

The acute inpatient activity estimates are based on the achievement of utilization improvements and growth in population served. 

Regional Rehabilitation Beds

Nine regional rehabilitation beds for Prescott and Russell residents will be provided in Ottawa as will two transition to independent living beds.

Child and Adolescent Mental Health 

Child and adolescent mental health beds for, Stormont, Dundas and Glengarry and Prescott and Russell residents will be located in Ottawa.

Longer-Term Mental Health 

Longer-term mental health care currently provided for, Stormont, Dundas and Glengarry and Prescott and Russell residents will be provided by the Royal Ottawa Hospital.

French Language Services

Both Cornwall hospitals have been directed to seek designation under the French Language Services Act and to work in conjunction with the Champlain District Health Council  and the French Languages Health Services Network to develop a plan for the provision of French language services in Cornwall.

Governance

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

The HSRC is directing the hospitals to pay for a facilitator appointed by the HSRC to assist in the development of a Joint Executive Committee for Cornwall hospitals.

Cost Savings

Operating savings achieved as a result of restructuring amounts to $8,683,736 or 14.9% of expenses have been identified from the total expense budget for the Cornwall hospitals (1995/96).

Capital
Capital estimates at Cornwall hospitals have been revised to reflect changes in the configuration of complex continuing care, sub-acute and rehabilitation beds and include provisions for renovations of space vacated by the moves and increased activity in diagnostic services. The total capital recommended for Cornwall General will be $11.52 million; the total capital recommended for Hôtel Dieu will be $5.92 million.

Reinvestment

A maximum of $1.6 million will be required to operate 21 sub-acute care beds and an additional $1.6 million for home care to respond to the clinical utilization improvements in the hospitals.  An additional $0.7 million for rehabilitation, and $0.6 million in community mental health will be required. The total reinvestment for, Stormont, Dundas, and Glengarry amounts to $4.7 million.  Prescott and Russell reinvestment totals $2.5 million.

APPENDIX A:
CAPITAL ESTIMATES
Assumptions

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

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

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

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

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

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

7. Renovation costs will be calculated as follows:


moderate level of renovations 



moderate
$100/sf


significant level of renovations



high

$150/sf


very high level of technologically complex renovations
very high
$180/sf


light renovations





light

  $50/sf
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� On June 30, 1998 the HSRC outlined its approach to the rural and northern hospitals, specifically the establishment of hospital networks to foster access, quality and affordability of the services offered by smaller rural and northern hospitals.  The rural and northern hospitals have until August 14, 1998 to comment on the proposed networks.  





�    Ontario Ministry of Health,   June, 1997


�   Rural and Northern Health Parameters and Benchmarks,  Report of the Joint MOH/OHA Working Group,  July 1998





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


� Disruption costs include things that add to the expense of the option and have not been estimated, such as the need to move roads to provide space for an expansion of a building due to the major movement of programs between facilities. 


� Repatriation to the Outaouais Region Through Transformation of the System, Regional Health and Social Services Board of the Outaouais, Strategic Repatriation Plan, November 1995.


� The French Language Health Services Network has already expanded its role to include Eastern Ontario.


�   See the HSRC’s report,  Change and Transition,  for these deliberations.


� Ottawa-Carleton Health Services Restructuring Supplemental Report, July, 1998, p.15.  





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


� Ibid. 


� Furthermore, the May report contained a numerical error in the capital estimates on page 104 where $900,000 was not added in the total. It is corrected herein
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_963839748.xls
Summary

		Siting Summary

		Facility				Cornwall General								Hotel Dieu

		Beds		1995/96		1997/98		Notices		Directions		1995/96		1997/98		Notices		Directions

		Acute		80		48		129		129		127		100		0		0

		Quebec		1		1		7		7		6		6		0		0

		Complex Continuing Care		0		0		0		0		100		60		76		69

		Rehabilitation		22		18		24		6		0		0		0		18

		Acute Mental Health		30		22		20		20		0		0		0		0

		Sub-acute		0		0		0		21		0		0		21		0

		TOTAL		133		89		180		183		233		166		97		87

		Sizing Summary

		Beds		1995/96		1997/98		Notices		Directions

		Acute		207		148		129		129

		Quebec		7		7		7		7

		Complex Continuing Care		100		60		76		69

		Rehabilitation		22		18		24		24

		Acute Mental Health		30		22		20		20

		Sub-acute		0		0		21		21

		TOTAL		366		255		277		270

		Rural Hospitals

		Facility		Winchester Memorial				Glengarry Memorial				Hawkesbury & District

		Beds		1995/96		1997/98		1995/96		1997/98		1995/96		1997/98

		Acute		63		54		36		19		57		44

		Quebec		0		0		0		0		21		21

		Complex Continuing Care		32		26		15		15		28		18

		Rehabilitation		0		0		0		0		0		0

		Acute Mental Health		0		0		0		0		0		0

		Sub-acute		0		0		0		0		0		0

		TOTAL		95		80		51		34		106		83





Mental Health

		Sizing of Mental Health Services

								Proposed Distribution by 2003

				1995/96		1997/98		May-98		Aug-98

		Acute Mental Health		30		22		35		35

		Long-Term Mental Health		0		0		23		23

		Child and Adolescent Mental Health		0		0		tbd		tbd

		*  to be located in Ottawa

		**10 to be located in Ottawa for Prescott & Russell residents

		Siting of Acute Mental Health Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		30		22		20		20



&A

Salima Jamal:
Note that these beds are for Stormont, Dundas & Glengarry



Rehabilitation

		Sizing of Rehabilitation Services

				Notices (2003)		Directions (2003)

		Local Short-term and Long-term		24		24

		Regional*		9		9

		Transition to Independent Living*		2		2

		*to be located in Ottawa

		Siting of Local Rehabilitation Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		22		18		24		6*

		Hotel Dieu		0		0		0		18**

		TOTAL		22		18		24		24

		*    6 beds represent local short-term rehabilitation services

		** 18 beds represent local long-term rehabilitation services



&A



CCC

		Sizing of Complex Continuing Care Services

				1995/96		1997/98		Notices (2003)		Directions (2003)

		Complex Continuing Care		100		60		76		69

		Siting of Complex Continuing Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		76		69



&CComplex Continuing Care

Salima Jamal:
Should include in the prose that the populations of Winchester, Alexandria and Prescott & Russel have been excluded



SAC

		Siting of Sub-acute Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		21		0

		Cornwall General		0		21

		TOTAL		21		21



&CSub-acute care
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Summary

		Siting Summary

		Facility				Cornwall General								Hotel Dieu

		Beds		1995/96		1997/98		Notices		Directions		1995/96		1997/98		Notices		Directions

		Acute		80		48		129		129		127		100		0		0

		Quebec		1		1		7		7		6		6		0		0

		Complex Continuing Care		0		0		0		0		100		60		76		69

		Rehabilitation		22		18		24		6		0		0		0		18

		Acute Mental Health		30		22		20		20		0		0		0		0

		Sub-acute		0		0		0		21		0		0		21		0

		TOTAL		133		89		180		183		233		166		97		87

		Sizing Summary

								Proposed Distribution by 2003

		Beds		1995/96		1997/98		May-98		Aug-98

		Acute		207		148		129		129

		Quebec		7		7		7		7

		Complex Continuing Care		100		60		76		69

		Rehabilitation		22		18		24		24

		Acute Mental Health		30		22		20		20

		Sub-Acute		0		0		21		21

		TOTAL		366		255		277		270

		Rural Hospitals

		Facility		Winchester				Glengarry				Hawkesbury

		Beds		1995/96		1997/98		1995/96		1997/98		1995/96		1997/98

		Acute		63		54		36		19		57		44

		Quebec		0		0		0		0		21		21

		Complex Continuing Care		32		26		15		15		28		18

		Rehabilitation		0		0		0		0		0		0

		Acute Mental Health		0		0		0		0		0		0

		Sub-acute		0		0		0		0		0		0

		TOTAL		95		80		51		34		106		83





Mental Health

		Sizing of Mental Health Services

				95/96		97/98		Notices (2003)		Directions (2003)

		Acute Mental Health		30		22		35		35**

		Long-Term Mental Health*		0		0		23		23

		Child and Adolescent Mental Health*		0		0		tbd		tbd

		*  to be located in Ottawa

		**10 to be located in Ottawa for Prescott & Russell residents

		Siting of Acute Mental Health Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		30		22		20		20



&A

Salima Jamal:
Note that these beds are for Stormont, Dundas & Glengarry



Rehabilitation

		Sizing of Rehabilitation Services

				Notices (2003)		Directions (2003)

		Local Short-term and Long-term		24		24

		Regional*		9		9

		Transition to Independent Living*		2		2

		*to be located in Ottawa

		Siting of Local Rehabilitation Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		22		18		24		6*

		Hotel Dieu		0		0		0		18**

		TOTAL		22		18		24		24

		*    6 beds represent local short-term rehabilitation services

		** 18 beds represent local long-term rehabilitation services



&A



CCC

		Sizing of Complex Continuing Care Services

				1995/96		1997/98		Notices (2003)		Directions (2003)

		Complex Continuing Care		100		60		76		69

		Siting of Complex Continuing Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		76		69



&CComplex Continuing Care

Salima Jamal:
Should include in the prose that the populations of Winchester, Alexandria and Prescott & Russel have been excluded



SAC

		Siting of Sub-acute Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		21		0

		Cornwall General		0		21

		TOTAL		21		21



&CSub-acute care
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_963839921.xls
Summary

		Siting Summary

		Facility				Cornwall General								Hotel Dieu

		Beds		1995/96		1997/98		Notices		Directions		1995/96		1997/98		Notices		Directions

		Acute		80		48		129		129		127		100		0		0

		Quebec		1		1		7		7		6		6		0		0

		Complex Continuing Care		0		0		0		0		100		60		76		69

		Rehabilitation		22		18		24		6		0		0		0		18

		Acute Mental Health		30		22		20		20		0		0		0		0

		Sub-acute		0		0		0		21		0		0		21		0

		TOTAL		133		89		180		183		233		166		97		87

		Sizing Summary

		Beds		1995/96		1997/98		Notices		Directions

		Acute		207		148		129		129

		Quebec		7		7		7		7

		Complex Continuing Care		100		60		76		69

		Rehabilitation		22		18		24		24

		Acute Mental Health		30		22		20		20

		Sub-acute		0		0		21		21

		TOTAL		366		255		277		270

		Rural Hospitals

		Facility		Winchester				Glengarry				Hawkesbury

		Beds		1995/96		1997/98		1995/96		1997/98		1995/96		1997/98

		Acute		63		54		36		19		57		44

		Quebec		0		0		0		0		21		21

		Complex Continuing Care		32		26		15		15		28		18

		Rehabilitation		0		0		0		0		0		0

		Acute Mental Health		0		0		0		0		0		0

		Sub-acute		0		0		0		0		0		0

		TOTAL		95		80		51		34		106		83





Mental Health

		Sizing of Mental Health Services

				95/96		97/98		Notices (2003)		Directions (2003)

		Acute Mental Health		30		22		35		35**

		Long-Term Mental Health*		0		0		23		23

		Child and Adolescent Mental Health*		0		0		tbd		tbd

		*  to be located in Ottawa

		**10 to be located in Ottawa for Prescott & Russell residents

		Siting of Acute Mental Health Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		30		22		20		20



&A

Salima Jamal:
Note that these beds are for Stormont, Dundas & Glengarry



Rehabilitation

		Sizing of Rehabilitation Services

				Notices (2003)		Directions (2003)

		Local Short-term and Long-term		24		24

		Regional*		9		9

		Transition to Independent Living*		2		2

		*to be located in Ottawa

		Siting of Local Rehabilitation Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		22		18		24		6*

		Hotel Dieu		0		0		0		18**

		TOTAL		22		18		24		24

		*    6 beds represent local short-term rehabilitation services

		** 18 beds represent local long-term rehabilitation services
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CCC

		Sizing of Complex Continuing Care Services

								Proposed Distribution by 2003

				1995/96		1997/98		May-98		Aug-98

		Complex Continuing Care		100		60		76		69

		Siting of Complex Continuing Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		76		69



&CComplex Continuing Care

Salima Jamal:
Should include in the prose that the populations of Winchester, Alexandria and Prescott & Russel have been excluded



SAC

		Siting of Sub-acute Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		21		0

		Cornwall General		0		21

		TOTAL		21		21
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_963839433.xls
Summary

		Siting Summary

		Facility				Cornwall General								Hotel Dieu

		Beds		1995/96		1997/98		Notices		Directions		1995/96		1997/98		Notices		Directions

		Acute		80		48		129		129		127		100		0		0

		Quebec		1		1		7		7		6		6		0		0

		Complex Continuing Care		0		0		0		0		100		60		76		69

		Rehabilitation		22		18		24		6		0		0		0		18

		Acute Mental Health		30		22		20		20		0		0		0		0

		Sub-acute		0		0		0		21		0		0		21		0

		TOTAL		133		89		180		183		233		166		97		87

		Sizing Summary

		Beds		1995/96		1997/98		Notices		Directions

		Acute		207		148		129		129

		Quebec		7		7		7		7

		Complex Continuing Care		100		60		76		69

		Rehabilitation		22		18		24		24

		Acute Mental Health		30		22		20		20

		Sub-acute		0		0		21		21

		TOTAL		366		255		277		270

		Rural Hospitals

		Facility		Winchester Memorial				Glengarry Memorial				Hawkesbury & District

		Beds		1995/96		1997/98		1995/96		1997/98		1995/96		1997/98

		Acute		63		54		36		19		57		44

		Quebec		0		0		0		0		21		21

		Complex Continuing Care		32		26		15		15		28		18

		Rehabilitation		0		0		0		0		0		0

		Acute Mental Health		0		0		0		0		0		0

		Sub-acute		0		0		0		0		0		0

		TOTAL		95		80		51		34		106		83





Mental Health

		Sizing of Mental Health Services

				95/96		97/98		Notices (2003)		Directions (2003)

		Acute Mental Health		30		22		35		35**

		Long-Term Mental Health*		0		0		23		23

		Child and Adolescent Mental Health*		0		0		tbd		tbd

		*  to be located in Ottawa

		**10 to be located in Ottawa for Prescott & Russell residents

		Siting of Acute Mental Health Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		30		22		20		20
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Note that these beds are for Stormont, Dundas & Glengarry



Rehabilitation

		Sizing of Rehabilitation Services

				Notices (2003)		Directions (2003)

		Local Short-term and Long-term		24		24

		Regional*		9		9

		Transition to Independent Living*		2		2

		*to be located in Ottawa

		Siting of Local Rehabilitation Beds

				95/96		97/98		Notices (2003)		Directions (2003)

		Cornwall General		22		18		24		6*

		Hotel Dieu		0		0		0		18**

		TOTAL		22		18		24		24

		*    6 beds represent local short-term rehabilitation services

		** 18 beds represent local long-term rehabilitation services



&A



CCC

		Sizing of Complex Continuing Care Services

				1995/96		1997/98		Notices (2003)		Directions (2003)

		Complex Continuing Care		100		60		76		69

		Siting of Complex Continuing Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		76		69
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Should include in the prose that the populations of Winchester, Alexandria and Prescott & Russel have been excluded



SAC

		Siting of Sub-acute Care Beds

				Notices (2003)		Directions (2003)

		Hotel Dieu		21		0

		Cornwall General		0		21

		TOTAL		21		21
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Notes:







   Available







164







   Required







183







1)







According to information submitted to the HSRC, the 







Additional Needed







19







Emergency Department has capacity for 100,000 visits;







minor renovations are required for the estimated   







95,783 visits.







Target Area







   Acute







129







1,400







180,600







sf







2)







8 ICU's available; 20 required.  Add'l beds constructed







   Quebec Utilization







7







1,400







9,800







on new upper level.







   Subacute







21







1,000







21,000







   Mental Health







20







1,100







22,000







sf







3)







5 OR s available; finishing shelled-in OR is required.







   Complex Continuing Care







0







1,000







0







sf







   Rehabilitation







6







1,100







6,600







sf







4)







Add'l equipment needed for increased ICU







Total







183







240,000







sf







beds, LBRPs and for finishing the 5th OR.  Transfer







 







of existing equipment from HDH to be assessed during 







Area Available







subsequent planning.







   Building/Wing







214,072
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5)







Renovations of space for area vacated by services







Total







214,072







sf







moving to new space and/or services moving to RHSJ







site (e.g. rehabilitation beds and I/P rehab







Additional Area Required







25,928







sf







therapy services) are included in the category of







 "Reno for displaced functions".
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Total New







6)







D & T to support additional activity includes items







Build 5th floor (Amb'y/other)







16,913 visits







7,750







9,804







$187







$1,833,301







such as the addition of diagnositic imaging modalities,







Build 4th floor (ICU beds)







12 beds







7,750







9,804







$210







$2,058,788







consolidation and rationalization of lab services for







Total







15,500







19,608







$3,892,089







the City.
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Renovation







(m,h,vh,l)







Cost/sf







Total Reno.







7)







It is assumed that the heliport will be suitable in its







current location or a location away from CGH's site.







Create 5 LBRPs







5,000







vh







$180







$900,000







Expand ED on 1st floor







3,000







vh







$180







$540,000







8)







It is assumed that CGH site will be able to 







Finish shelled OR







2,000







h







$150







$300,000







acccommodate the needed parking.  Such costs are the







D&T to support add'l activity







6,000







vh







$180







$1,080,000







responsibility of the community.







Reno for displaced from above







12,000







m







$100







$1,200,000







Total







23,000







$4,020,000







Total Construction Cost







$7,912,089







Ancillary Costs @ 23.2%







$1,835,605







Site Development Allowance







Furnishings & Equipment Allowance (out of contract)







$1,500,000







TOTAL COST







$11,247,693
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