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�INTRODUCTION 



Background



This is the second report issued by the Health Services Restructuring Commission (HSRC) for the Greater Toronto Area (GTA) outside of the city of Toronto,� an area commonly referred to as the GTA/905.  The report includes the HSRC’s directions for hospital restructuring in the GTA/905 following the notices of intention issued on November 18, 1997.�  The HSRC has made changes in response to new information obtained, input received from the community and further analysis.  This report should be read in conjunction with the HSRC’s first GTA/905 restructuring report. 



Since the release of the GTA/905 report in November, hospitals have taken significant steps to implement the HSRC’s intended directions.  Amalgamation discussions have been initiated and facilitators engaged where required.  The HSRC is encouraged by the commitment of the GTA/905 hospitals to move quickly on system restructuring to ensure accessibility to high quality patient care.



Over the course of reviewing public responses to that first report, the HSRC has become more aware of the concern in the GTA/905 communities for closer access to specialized services.  This issue must be addressed, recognizing the large and complex health care delivery system of the whole GTA.  There is a vast array of institution- and community-based services, as well as significant inter-relationships between the GTA/905 and Toronto.  The HSRC’s deliberations for the GTA/905 go beyond its boundaries and take into account options for health service restructuring for the entire GTA.  Similarly, the HSRC’s deliberations for Toronto took this broad perspective.�  It was also recognized that there are inter-dependencies and linkages between health care providers throughout the GTA and the surrounding regions. 



The boundary between Toronto and the GTA/905 is essentially irrelevant for health care planning and patient utilization purposes.  People cross boundaries within the GTA for their care to the point that it functions as a single community for health services.  The GTA can be viewed as an integrated health system that provides a broad range of coordinated services for the population.  The HSRC recognizes that the rate of population growth in the GTA/905 region is significantly greater than the city of Toronto (19.7% compared to 11% from 1995 to 2003).  The HSRC believes that the best way to meet the needs of the growing GTA population  is to approach the hospital sector in an integrated way.  Therefore, the first step is to capitalize on the good inventory of hospital buildings and organizations in Toronto, and create optimal mass and maximum clinical coherence of services.  For a time, GTA residents outside Toronto will continue to access Toronto hospitals for selected secondary and highly specialized services.  As the  population grows, however, more specialized services will increasingly be provided in the GTA/905 hospitals as the critical mass to support high quality services develops. 



The HSRC takes a long-term view of the system.  Its directions and advice are intended to set in motion an ongoing process to achieve improvements in system quality, accessibility and affordability.  Restructuring is an evolving process, not an endpoint.  Furthermore, it is obvious that the change process is not a simple one.  It involves organizational cultures, people and physical resources.  The HSRC recognizes the importance of putting in place appropriate strategies and structures to facilitate the change process.  It also appreciates that, in the short term, these changes will have a profound impact on the affected communities. 



The HSRC fully appreciates that organizations possess distinct cultures and may have different approaches to the delivery of health care services. The common link in health services is a commitment to provide the best possible service to those who need it.  Integrating services requires fostering new cultures, appreciating organization histories, and nurturing the positive attributes of each organization.  It is necessary to ensure that the traditions of excellence of individual organizations become inherent components of the culture of newly created organizations.  



The HSRC strongly maintains that creating a high quality health services system is achievable only with reinvestments in community-based health services and high quality, accessible hospitals.  Appropriate community structures and support services must be put in place before beds are closed. The HSRC has identified areas of reinvestment in community-based services to support the restructuring of local hospital services.  In addition, it has identified the need to upgrade or expand hospital buildings to ensure that the infrastructure is in place for the future.  Through its recommendations to the Minister of Health, the HSRC is fostering an unprecedented capital renewal program across the province to put in place the necessary physical structures to support the restructured system.  The magnitude and impact of these reinvestments will contribute to strengthening the health services system.



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



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

to make recommendations to the Minister of Health about which health services will require funding reinvestment as a result of changes to the hospital system and changing needs of the population; and 

to make recommendations to the Minister on restructuring other components of the health care system to improve overall quality of care, outcomes and efficiency. 



Representations to the HSRC



In response to its first report on the GTA/905, the HSRC received 147 representations from hospitals, health agencies and organizations, labour, other groups and individuals providing additional data and information for consideration.  The number of representations and the obvious time and thought that went into their development are indicative of the keen interest in health services restructuring in the GTA/905. 



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



proposed planning targets and assumptions, particularly the GTA/905 catchment area, and growth estimates to 2003; 

needs-based planning for GTA/905 services;

repatriation of GTA/905 residents; 

rural and northern health care planning guidelines; 

proposed beds and funding for acute care, complex continuing care, rehabilitation and mental health care;

planning standards and funding for ambulatory care (acute, rehabilitation and mental health), in-home rehabilitation, home care, respite and day hospital services;

definition and siting of sub-acute and complex continuing care beds; 

reinvestments for mental health, complex continuing care, rehabilitation, home care, long-term care places, sub-acute and information systems; 

amalgamations of Ajax Pickering Hospital and Centenary Health Centre;  Bowmanville Memorial Hospital, Whitby General Hospital, Oshawa General Hospital and North Durham Health Services; Georgetown and District Memorial Hospital, Peel Memorial Hospital and Etobicoke General Hospital; Milton District Hospital and Oakville-Trafalgar Memorial Hospital; 

role for Whitby General Hospital site; 

board composition of the Whitby Mental Health Centre; 

support service consolidations between Joseph Brant Hospital and the Hamilton hospitals; 

membership of the York Region Tri-Hospital Joint Committee;

definition, number and siting of Level II obstetric and paediatric facilities; 

siting of longer-term mental health services and access to child/ adolescent, specialized, forensic and community mental health services; 

addiction, psychogeriatric and psychiatric rehabilitation services; 

definition, siting and sizing of short-term, long-term and regional rehabilitation programs;

siting of specialized programs: cancer, cardiac, dialysis, high risk obstetrics and neonatal (Level III), advanced orthopaedics, trauma, neurosurgery and magnetic resonance imaging; 

networks: provincial and regional rehabilitation networks, children’s rehabilitation and development network; 

human resource strategy; 

integrated health systems for the GTA/905;

French language services; 

implementation issues: time frame, reinvestments, and the role of community care access centres and district health councils. 



Overview of the Report 



The first report for the GTA/905 presented intended directions and advice for acute care, specialized services, mental health, rehabilitation and long-term care.  This report presents the highlights of these intentions, a summary of the principal issues raised in the representations, the HSRC’s deliberations, and its final directions and advice.  Section VIII presents the financial impact of restructuring.  The reader is advised to refer to the HSRC’s GTA/905 report released in November 1997 for additional information.



The lead commissioner of this review was Dr. Duncan Sinclair; the accompanying commissioners were Hartland M. MacDougall and Donald Thornton. 





��SECTION I:  ACUTE CARE

  

The following presents the HSRC’s deliberations on acute care planning assumptions, services in acute hospitals by geographic cluster, and maternal, newborn and child health services. 



PLANNING ASSUMPTIONS 



Principal Issues in the Representations



Representations addressed a number of planning issues, including the use of the nine boundary forward sortation areas to plan services in Toronto,� acute care benchmarks, the HSRC’s methodology and use of growth estimates to the year 2003.  



Many representations pointed out that the nine FSAs should be used to size services in the GTA/905.  This would support expanding services to meet the needs of its growing population.  The view was that specialty and tertiary services should no longer be developed in Toronto, especially since there are hidden costs incurred by GTA/905 residents and their families when they are required to seek care in Toronto. 



Many representations noted that the HSRC’s acute care benchmarks were too aggressive and would not meet the needs of the growing population.  The impact of repatriating residents back to the GTA/905 for services was not built into the model.  Use of a population-based approach to sizing rather than a past utilization approach was encouraged, as was recognizing differences in the four regions of the GTA/905 and the catchment areas of each hospital.  Concerns were expressed with the validity and accuracy of the growth methodology in reflecting the population growth patterns in the GTA/905 communities.  Administrative, clinical and support service efficiencies were viewed as too aggressive.  As well, questions were raised about the assumptions for conservable days, outliers, bed occupancies, day surgery targets, growth, ambulatory costing and length of stay benchmarks.  It was noted that utilization was under-estimated because of the low supply of acute care services in the GTA/905, and the historical inequities in accessing services in the area.  



A number of representations noted that the HSRC was missing a significant proportion of growth projected for the GTA/905 by using 2003 as its planning year rather than 2010.  The opinion was that planning for post-2003 needs to begin now. 



Other issues raised included clarification on how clinical coherence and critical clinical mass are assessed, and on whether growth for York county includes growth in Simcoe region.  It was suggested that the HSRC’s review was too restrictive and should include an assessment of physician services and pharmaceutical expenses.  Finally, a number of representations noted that HSRC targets should not be pursued until community services are in place. 



The HSRC’s Deliberations and Conclusions



The HSRC continues to use the best available methodologies to assist in decision making for health services restructuring.  Acute care benchmarking relies on the Ministry of Health’s Planning Decision and Support Tool (PDST) to identify conservable days and estimate acute care sizing.  It is recognized that acute care bed targets will be difficult to achieve until there are  reinvestments in long-term care and community services.  



The HSRC has adapted the growth model developed by the Growth Funding Working Group of the Ontario Joint Policy and Planning Committee.  The growth model is being further enhanced to incorporate revised population projections from Statistics Canada (using the 1996 census) and intra-county variations in population growth.  The HSRC considers the information from growth modeling to estimate the capacity for building only.  It does not estimate the operating cost implications of growth but recognizes that this is an important issue that must be resolved between the Ministry of Health and hospitals. 



The inclusion of the nine boundary FSAs to size services was re-examined.  The HSRC confirms that residents of the boundary FSAs predominantly access acute care services in Toronto, as illustrated in Appendix A.  This supports the HSRC’s perspective of the entire GTA as a health services system.  Inclusion of these populations for sizing mental health, rehabilitation and complex continuing care services is addressed in the sections on each of these services. 





ACUTE HOSPITAL CLUSTERS



The acute hospitals in the GTA/905 are categorized by clusters.  The hospitals in Halton and Peel regions are analyzed according to a north and south cluster.  The hospitals in York Region are analyzed as a group, as are the hospitals in Durham Region. 





HALTON AND PEEL REGIONS 



North Cluster Hospitals



The hospitals in the north cluster are Georgetown and District Memorial Hospital (Halton), Peel Memorial Hospital (Peel) and Etobicoke General Hospital (Toronto). 



Highlights of the Notices - November 1997

The sites of Etobicoke General Hospital, Georgetown and District Memorial Hospital and Peel Memorial Hospital to be retained, and a new hospital corporation to be formed through the amalgamation of the three organizations.



Principal Issues in the Representations



Representations concerning the amalgamation of Etobicoke, Georgetown and District Memorial, and Peel Memorial hospitals supported the intended amalgamation.  Some representations commented on the rural nature of the catchment area served by the Georgetown and District Memorial site.  It was suggested that the Ministry of Health’s Rural and Northern Health Care Framework  should be used to size the Georgetown site, and that a small and rural health services advisory committee of the amalgamated board be established.  It was also suggested that the Chinguacousy Health Services Board be represented on the board of the amalgamated facility. 



The HSRC’s Deliberations and Conclusions



The HSRC confirms its intent to direct the sites of the Etobicoke General Hospital, Georgetown and District Memorial Hospital, and Peel Memorial Hospital to be retained, and that the three organizations amalgamate into one hospital corporation.  Since the release of the HSRC’s intended directions in November 1997, the three hospitals have appointed a facilitator to assist in the development of an amalgamation plan. 



The HSRC is pleased with the progress made towards amalgamation, and expects that the issues raised in the representations will be addressed in the development of the amalgamation plan.  



South Cluster Hospitals 



The south cluster consists of  Joseph Brant Memorial Hospital, Milton District Hospital and Oakville-Trafalgar Memorial Hospital, all of which are located in Halton Region, and Credit Valley Hospital and Mississauga Queensway Hospital Corporation (The Mississauga Hospital site), both of which are located in Peel Region. 



Highlights of the Notices - November 1997

The five sites of Credit Valley Hospital, Joseph Brant Memorial Hospital, Milton District Hospital, Oakville-Trafalgar Memorial Hospital, and The Mississauga Hospital site of the Mississauga Queensway Hospital Corporation to be retained. 

Milton District Hospital and Oakville-Trafalgar Memorial Hospital to amalgamate into one corporation.



Principal Issues in the Representations



Representations generally supported the amalgamation of Milton District Hospital and Oakville-Trafalgar Memorial Hospital.  Concerns were expressed that the amalgamation might have an impact on current physician relationships, which are primarily between the hospitals in Milton and Burlington. 



A number of representations commented on the proposed consolidation of administrative, support and diagnostic services between Joseph Brant Memorial Hospital and the Hamilton hospitals.  Some support was expressed for this consolidation, with the additional suggestion that clinical services also be consolidated between these facilities.  Other representations suggested that a more appropriate alliance for service consolidations would be Joseph Brant Memorial and the hospitals in Halton and Peel.  The rationale was that the Halton and Peel DHCs are merging and the four Halton hospitals have been planning jointly and are committed to a common information system.  Another suggestion was to consolidate services between all the hospitals in Halton and Peel with the Hamilton hospitals. 



Other issues raised in the representations included the accuracy of the data used for Joseph Brant Memorial, and expanded operating room and ambulatory services at Credit Valley Hospital.  



The HSRC’s Deliberations and Conclusions



The HSRC confirms its intent to direct that the sites of Credit Valley Hospital, Joseph Brant Memorial Hospital, Milton District Hospital, Oakville-Trafalgar Memorial Hospital, and The Mississauga Hospital site of the Mississauga Queensway Hospital Corporation be retained.� 



The HSRC also confirms its intent to direct the amalgamation of Milton District Hospital and Oakville-Trafalgar Memorial Hospital into one corporation.  Since the release of the HSRC’s notices in November 1997, the hospitals have appointed a facilitator to assist in planning for the amalgamation and have appointed a chief executive officer to manage the sites.  The HSRC is pleased with this progress. 



The HSRC expects that the concerns raised in the representations about current physician relationships will be addressed in the amalgamation discussions.  The HSRC believes that the amalgamation does not preclude maintaining clinical linkages between the hospitals in Milton and Burlington.  Rather, these linkages should be strengthened between the amalgamated hospital and other hospitals in the surrounding region.



The HSRC confirms its intent to direct the development of a plan for shared administration and support services between Joseph Brant Memorial and the Hamilton hospitals. 



�YORK REGION 



The hospitals in York Region are York Central Hospital, York County Hospital and Markham Stouffville Hospital. 



Highlights of the Notices - November 1997

Markham Stouffville Hospital, York Central Hospital and York County Hospital to be retained. 

The boards of Markham Stouffville Hospital, York Central Hospital and York County Hospital to establish the York Region Hospitals Joint Committee to achieve integrated, coordinated service delivery and to minimize duplication of specialized services. 

Review of The Shouldice Hospital to be deferred pending completion of current discussions between the Ministry of Health and the hospital. 



Principal Issues in the Representations



Representations expressed support for the HSRC’s directions for the York Region hospitals.  Suggestions made about the membership of the York Region Hospitals Joint Committee included: ensure equal representation on the committee from each of the three hospital boards;  appoint the DHCs as equal partners on the committee; and include community providers and consumers as members.  Representations from the three hospitals pointed to the need for flexibility to establish linkages with other hospitals in Simcoe County, Durham and Toronto for planning and strengthening the continuum of care.  Finally, it was suggested that York County Hospital in consultation with the York DHC be directed to undertake additional planning to provide advice on rural health services in the northern part of York Region.



The HSRC’s Deliberations and Conclusions



The HSRC confirms its intent to direct Markham Stouffville Hospital, York Central Hospital and York County Hospital to be retained, and the boards of these facilities to establish the York Region Hospitals Joint Committee.  The HSRC supports the request for equal representation on the joint committee from each hospital, and expects that each hospital will make the necessary changes to its bylaws to achieve this representation.  



The goal of the joint committee is to integrate and coordinate services across the three hospitals and minimize duplication of specialized services.  The HSRC invites the joint committee to establish a process whereby input is obtained from other stakeholders with the goal of ensuring coordinated access to care for the residents of York Region.  This could include inviting additional stakeholders to sit on the committee or establishing subcommittees or working groups to address ongoing issues and concerns.  Stakeholders should include but not be limited to district health councils, community care access centres, and other providers such as the Whitby Mental Health Centre for mental health access for York Region. 



The HSRC supports mechanisms that strengthen continuity of care including the establishment of linkages between the three York Region hospitals and hospitals in surrounding regions. 

DURHAM REGION 



The hospitals in Durham Region are Ajax and Pickering General Hospital, Whitby General Hospital, Oshawa General Hospital, Memorial Hospital (Bowmanville) and North Durham Health Services (Port Perry and Uxbridge sites). 



Highlights of the Notices - November 1997

Bowmanville Memorial Hospital, North Durham Health Services (Port Perry and Uxbridge), Oshawa General Hospital and Whitby General Hospital to amalgamate into one hospital corporation.

Decision on configuration and scope of services of North Durham Health Services (Port Perry and Uxbridge) to be deferred pending the Durham District Health Council’s review of rural health services in Durham Region.

Whitby General Hospital site to close and inpatient services to transfer to the Ajax and Oshawa sites. 

Advise the Minister of Health to request the Durham District Health Council to review and advise on medical walk-in or urgent care services for Whitby residents.

Ajax and Pickering General Hospital and Centenary Health Centre to amalgamate into one hospital corporation.



Principal Issues in the Representations



Representations expressed support for the amalgamation of the Bowmanville, North Durham, Oshawa and Whitby hospitals, although issues were raised about the most appropriate governance arrangement.  Many representations supported the continued use of the Whitby General site to meet the needs of the growing population.  The view was that the hospital is efficient and the physical plant in good condition.   Although a number of representations suggested that the site continue to provide acute care services, others suggested alternative uses for the site, such as rehabilitation, complex continuing care, long-term care, medical walk-in, emergency or urgent care, cancer services and vocational rehabilitation for the disabled.  It was also suggested that the amalgamated hospital in conjunction with the DHC should review the outstanding service issues in Durham and determine the most appropriate use for the Whitby site. 



Generally, representations expressed support for the amalgamation of Ajax and Pickering General Hospital and Centenary Health Centre.  It was noted that amalgamating hospitals in two different planning areas might be confusing and cumbersome.  The view was also expressed that amalgamation activities should take precedence over participation in the East Metro Task Force.  As well, it was suggested that with the closure of the Whitby General site, Whitby’s patients and funding should be split 45/55 between the Oshawa and the Ajax and Pickering hospital sites. 



The HSRC’s Deliberations and Conclusions



The HSRC confirms its intent to direct Bowmanville Memorial Hospital, North Durham Health Services (Port Perry and Uxbridge), Oshawa General Hospital and Whitby General Hospital to amalgamate into one hospital corporation.  The facilities have already appointed a facilitator to assist with the development of an amalgamation plan.  The HSRC is pleased that the hospitals have taken steps towards amalgamation, and expects that the plan will include the most appropriate governance arrangement for the amalgamated organization. 



The HSRC reassessed its intent to close the Whitby General Hospital site.  Additional analysis confirms that the current range and volume of acute services in this facility can be accommodated in other hospitals in the area.  Although Whitby General has increasingly provided more rehabilitation services consistent with the recommendations of the Durham DHC, Oshawa General Hospital provides the vast majority of local rehabilitation services in Durham Region and has the capacity to meet the needs of the growing population for these services.  As well, siting rehabilitation at Oshawa General is consistent with the HSRC’s decision to locate short-term rehabilitation beds in acute care facilities.  



The number of complex continuing care beds required for Oshawa and Whitby residents cannot be accommodated at the Whitby General site.  However, there is sufficient capacity at Oshawa General site.  The HSRC confirms its intent to direct the closure of the Whitby General Hospital site, and to transfer 26% of acute care to the Ajax and Pickering Hospital site, and 74% to the Oshawa General site.  



In its November 1997 report on the GTA/905, the HSRC deferred its decision on the configuration and scope of services of North Durham Health Services (Port Perry and Uxbridge) pending the Durham DHC’s review of rural health services in Durham Region.  In March 1998, the Durham DHC submitted its Proposal for Implementing the Rural and Northern Health Care Framework to the Ministry of Health for approval.  The document outlines a two phase process that the DHC proposes to initiate to begin implementation of the Rural and Northern Health Care Framework in Durham Region.  The HSRC looks forward to receiving the results of the DHC’s review when it is completed. 



The HSRC has been advised that the Durham DHC will review and advise on the need for medical walk-in or urgent care services for Whitby residents. 



The HSRC confirms its intent to direct Ajax and Pickering General Hospital and Centenary Health Centre to amalgamate into one hospital corporation.  The facilities have already appointed a facilitator to assist in the development of the amalgamation plan.  The HSRC is pleased with the progress made towards amalgamation. 





MATERNAL, NEWBORN AND CHILD HEALTH SERVICES 



Highlights of the Notices - November 1997

Decisions regarding the transfer of volumes among hospitals to be made pending feedback on the applicability of the perinatal and paediatric guidelines to the GTA/905. 

Level II perinatal and regional paediatric services to be consolidated on five sites: Peel Memorial Hospital site, Credit Valley Hospital site, York County Hospital site, Oshawa General Hospital site and Centenary Health Centre site.



Principal Issues in the Representations



Representations commented on the perinatal and paediatric guidelines developed by the Metro Toronto Child Health Network� as well as on the HSRC’s proposed siting of Level II perinatal and regional paediatric services in the GTA/905. 



With regard to the guidelines, representations suggested that all hospitals should provide Level II neonatal care but that two types of Level II service should be recognized – community II and regional II – with the latter designation applied to those sites with more than 2,000 births annually.   Another suggestion was to maintain the current definition of Level II but broaden the definition of Level I perhaps referring to it as a modified community II.  Many hospitals noted that the loss of inpatient paediatric services would compromise access because of travel distances to regional sites.  Concern was expressed with consolidating primary and secondary care paediatrics to a limited number of sites.    The view was that the guidelines are not applicable, particularly to Halton, due to clinical and transportation considerations. 



Representations expressed concern that only four Level II perinatal and regional paediatric services are planned for the GTA/905.  It was suggested that the need for this service and projected growth in the GTA/905 were under-estimated, and that reducing the number of sites would compromise the continuum of services and patient care.  Suggestions were received from individual hospitals on the proposed siting of services: Mississauga-Queensway should have Level II to meet the needs of Mississauga’s population; Halton Region should have Level II; the Oakville-Trafalgar site of the amalgamated Oakville-Trafalgar Memorial and Milton District hospitals should have Level II; the amalgamated Peel Memorial, Etobicoke General and Georgetown and District facility should have Level II at the Peel and Etobicoke sites and Level I at the Georgetown site; the York County, York Central and Markham Stouffville hospitals should all have Level II with York County designated as the regional site; Joseph Brant should provide short-term inpatient paediatrics (less than 72 hours); Ajax and Pickering General Hospital site should retain inpatient paediatrics.  Oshawa General Hospital proposed a modified Level III service for Durham. 



The GTA/905 Alliance proposed a regional collaborative model noting that the hospitals in the area have begun to develop program models that include regional centres, and to varying degrees incorporate shared medical staff and shared on-call arrangements, and assign services that optimize existing programs and infrastructure among hospital sites.  The alliance further advocated for one child health network for the whole GTA.  



It was suggested that beds be sited based on the distribution of the paediatric population in the region.  Adequate funding must be provided to support a Level II designation, as well as to support transportation of paediatric patients from the local community to designated centres. 

The HSRC’s Deliberations and Conclusions



The HSRC received considerable feedback from hospitals across Ontario in response to a questionnaire sent out in December 1997 on the Child Health Network guidelines, and their implications and applicability to regions outside Toronto. 



The network is revising the original guidelines in response to this feedback, to additional comments received from network members, and to ongoing work in the development of national guidelines for family-centred maternal and newborn care.  It is considering four categories of service for perinatal care, described below.  The levels of care are not dependent on the volume of activity but on the acuity and level of risk of the mother and the depth and scope of specialty services available.



Community Level I Centres - birthing centres and hospitals with low risk maternity services capable of responding to the unanticipated emergency for mother and newborn.



Community Level II Centres -  units with low to moderate risk maternity services, ability to provide expert resuscitation and stabilization of the newborn for unanticipated emergencies, together with ongoing care for relatively stable infants.



Regional Level II Centres - units co-located with regional paediatric centres, with specific neonatal and subspecialty paediatric expertise, capable of responding to unanticipated emergencies and the ongoing care of moderate risk mothers and infants.



Tertiary  Centres - centres with neonatal and sub-specialty expertise providing care to high risk mothers and infants, including those requiring specific diagnostic and therapeutic interventions.



The HSRC considered the proposed revisions to the network’s guidelines, as well as a proposal from the GTA/905 Alliance for a system of services.  The HSRC supports the overall thrust of the proposed changes in the guidelines, which recognize two levels of care within the category traditionally described as Level II. 



The Child Health Network guidelines for paediatric services continue to call for three levels of care: 



Primary centres - ambulatory care services, emergency care, no inpatient care. 

Regional paediatric centres - ambulatory care services, emergency care, inpatient care.

Tertiary centres -  high risk, highly specialized services.

 

The HSRC further considered the applicability of the paediatric guidelines in the GTA/905, recognizing the distances between hospitals and the type of care provided by the community hospitals. 

A Regional Model of Care



The HSRC believes that its responsibility is to clarify the roles of organizations in the regional system, and to ensure that mechanisms are in place to facilitate the continued evolution of a regional system through scope of practice guidelines, and the monitoring of quality and access. 



The HSRC supports the following principles for a regional system of maternal and child services in the GTA/905:



a focus on low risk birthing services that actively encourage the involvement of family physicians and midwives, and incorporate a birthing centre model of care;

access to required services at the most appropriate level of care;

local or close-to-home access to primary and secondary care;

consolidation of low volume, higher risk and specialized services;

sub-specialty and highly skilled resources concentrated at a limited number of sites; and

collaborative models within clusters of hospitals, with linkages and shared service arrangements to facilitate access to, and sharing of resources and expertise.



The HSRC’s goal for the GTA/905 is to ensure access to primary and secondary services close to home, and to concentrate higher risk, specialized services at fewer sites.  The HSRC recognizes that some flexibility in applying the guidelines of the Child Health Network is appropriate considering the distances between hospital sites.  



The HSRC considered the organization of services that would best support a regional collaborative model.  Hospitals in the GTA/905 currently provide a range of primary and secondary care services.  It cannot be expected that all 15 hospital sites will provide an equivalent range and depth of maternal and child services.   



In assessing the scope of services to be provided in the GTA/905 hospitals, the HSRC considered the following: 



the majority of paediatric cases are primary and secondary with an average length of stay of two days or less; 

the distances among hospitals; and

the caseload volume of each hospital. 



Regional Hospitals 



The services and resources that will be concentrated at regional hospitals include: 

specialized neonatal and paediatric services;

neonatologists and sub-specialty paediatricians; and 

satellite clinics of tertiary centres.



A number of benefits are expected from the development of regional hospitals.  Concentration of higher risk and more specialized perinatal and paediatric services at regional centres will provide a strong foundation for high quality care and support specialized skills.  It will also reduce demands on the tertiary care system for perinatal and paediatric services, and will facilitate access and transfer to higher level tertiary care services when these are needed. 

 

The HSRC reassessed the designation of regional hospitals for perinatal and paediatric services in the GTA/905.  In its November report, the HSRC designated the following four: 

Credit Valley Hospital; 

York County Hospital; 

the Peel Memorial site of the amalgamated Peel Memorial, Georgetown and District Memorial, and Etobicoke General hospitals; and 

the Oshawa site of the amalgamated Oshawa General, Whitby General, Bowmanville Memorial and North Durham hospitals.  



The HSRC confirms its intent to designate these four facilities as regional perinatal and paediatric hospitals, and concludes that additional centres are not required at this time.  The services and programs offered by these four, in addition to the hospitals located in Toronto (particularly Centenary Health Centre, Humber River Regional Hospital and North York General Hospital) will provide good access to more specialized perinatal and paediatric services for residents of the GTA/905.  



Non-Regional Hospitals



The HSRC recognizes that hospitals not designated as regional providers of neonatal and paediatric care provide a wide range of  services for mothers, children and adolescents.  Some are geographically distant from the designated regional sites.  The HSRC confirms that non-regional hospitals will continue to provide a range of primary and secondary perinatal and paediatric services to their communities.  The provision of both ambulatory and inpatient care will ensure access to emergent and urgent care for local residents.  It is expected that higher risk patients with specialized perinatal and paediatric requirements will be referred to regional or tertiary centres, as appropriate.   



Non-regional hospitals in the GTA/905 are expected to work collaboratively with their respective regional centre to develop a system of care that concentrates selected and specialized services and inpatient surgical services, where appropriate, at the regional sites.  



Tertiary Perinatal Hospital: Modified Level III 



The HSRC considered the proposals by Oshawa General Hospital and Credit Valley Hospital to offer modified Level III perinatal services.  It concludes that the need for this level of care is being adequately addressed by the current Level III hospitals in Toronto – Women’s College Hospital (Bayview Hospital Corporation), Mount Sinai Hospital and the Hospital for Sick Children.  Additional capacity for Level III services is not expected to be required before the year 2003.  As well, the HSRC believes that the development of regional hospitals will facilitate specialized care closer to home. 



Implementation of a Regional Model of Care 



The success of a regional system requires collaboration and coordination among all the providers to ensure optimal access to services by patients and families, optimal use of specialized expertise and resources, and quality monitoring.  The HSRC supports the emphasis on regional programs proposed by the GTA/905 Alliance, and recommends that hospitals in regional clusters develop regional programs so that access to primary and secondary care is ensured locally, and that a critical mass of higher risk and specialized services is developed. 

  

The HSRC supports the model of a single child health network across the GTA.  The Child Health Network has representation from the GTA/905 hospitals as follows: 



Oakville-Trafalgar Memorial Hospital;

Credit Valley Hospital; 

Peel Memorial Hospital;

York County Hospital; and

Oshawa General Hospital.



It is expected that all hospitals within regional clusters in the GTA/905 will be linked to the Child Health Network.  The HSRC directs all hospitals to be guided by the decisions of the network. 

�SECTION II:  SPECIALIZED SERVICES 



Highlights of the Notices - November 1997

Review by the Central East Region District Health Councils to be considered before recommendations made about access to cancer services for the GTA/905.

Expert panel to advise on critical mass for specialized cardiac services, criteria for siting additional cardiac centres, and the siting of cardiovascular surgical services in Ontario.

High risk obstetrical and neonatology services to be accessed at the four tertiary centres in Toronto and Hamilton. 

Trauma services to be accessed at the four trauma centres in Toronto and Hamilton. 

Additional advice to be sought on minimum population-based rates for advanced orthopaedics to determine additional capacity and reinvestments required in the GTA/905.

Advise the Minister of Health to establish additional capacity for dialysis in the GTA/905. 





CANCER SERVICES



Principal Issues in the Representations



Representations concerning cancer services called for the expansion of chemotherapy and radiation services in the GTA/905.  It was suggested that these services need to be sited in the north-west and at Credit Valley Hospital, and that the Oshawa General Hospital site receive an official cancer care designation that would be recognized in the facility’s redevelopment.  Finally, it was suggested that the HSRC review and monitor cancer services to ensure that they are established in the GTA/905 once capacity in Toronto is exhausted.



The HSRC’s Deliberations and Conclusions



Current Services 



Cancer services are provided on a regional basis in the province.  Ontario has one provincial cancer centre – Princess Margaret Hospital of The Toronto Hospital – and eight regional cancer centres: Windsor, London, Hamilton, Toronto, Kingston, Ottawa (two sites), Thunder Bay and Sudbury.  All are full-service centres providing radiation and chemotherapy, and all are involved in research.  In addition to these centres, many other hospitals across the province provide cancer chemotherapy and surgery. 



There has been considerable investment in radiation therapy machines in Ontario over the past number of years. The number of machines has increased from 33 in 1989/90 to 67 in 1996/97 (three of these are currently under construction).  There is excess capacity in the machines operating in Toronto. 



Regionalization of services provides the critical mass of patients necessary to ensure quality and maximizes the use of expensive capital equipment.  Since radiation treatments are usually received daily over several weeks, patients who reside outside the communities where regional centres are located must either travel daily or find accommodation away from home for periods of time.



Recent Studies 



A number of recent studies have addressed the level of cancer services available in Ontario.  



In October 1994, the Minister of Health announced new radiation facilities to be sited at Oshawa General Hospital in Durham, and at the Credit Valley Hospital in Peel.  Soon after, the then Ontario Cancer Treatment and Research Foundation, and representatives of the district health councils and the hospitals submitted functional plans for the Durham and Peel cancer centres.   In July 1997, the Ministry of Health asked the Central East District Health Councils to review these functional programs, focusing on workload projections for radiation therapy and systemic therapy, the model of service delivery, and cross-regional impact issues. 



In the November 1997 GTA/905 report, the HSRC deferred its recommendation on siting cancer services pending the review of the Central East DHCs.  The review was completed in January 1998. �   It noted that: 



the workload projections for radiation and systemic therapy in the functional plans were based on realistic assumptions; and

the Peel and Durham centres should be build with six bunkers and three radiation machines at  each site. Given the long lead time required and potential capacity issues in Toronto, it was recommended that the functional programs for these two centres be approved immediately.



Cancer Care Ontario Projections for Radiation Procedures 



In February 1998, Cancer Care Ontario (CCO) released its report on the requirements for radiation facilities in the province over the next ten years.�  CCO identified expected referral patterns to potential radiation centres in Peel and Durham:



A Peel cancer centre is expected to assume most of the radiation treatment cases from Peel and Dufferin counties, which are currently served by Toronto and Hamilton.  A Durham centre would serve Durham as well as the residents of the region to the east of Durham including Haliburton, Victoria, Peterborough and Northumberland counties.  The centre would also assume some of the radiation treatment cases currently served by Kingston.



Expected Referrals to Radiation Centres in Peel and Durham

From Region/County�% of Patients to Peel�% of Patients to Durham��Dufferin�90%���Halton�50%���Toronto�2.5%�1%��Peel�90%���Simcoe�20%���Wellington�10%���Durham��90%��Haliburton��90%��Hastings��25%��Northumberland��90%��Peterborough��80%��Victoria��90%��Source: Cancer Care Ontario





The anticipated volume of radiation therapy cases for a Peel centre is expected to be over 2,000 cases if established immediately. This caseload would increase to about 2,900 by 2003.



Projected Volume of Radiation Therapy 

Cases Projected to be Referred to Durham

�1998�2003��Durham�945�1,230��Haliburton�44�47��Hastings�87�96��Toronto�59�66��Northumberland�199�224��Peterborough�290�322��Victoria�172�193��Total�1,796�2,178��Source: Cancer Care Ontario

Projected Volume of Radiation Therapy Cases Projected to be Referred to Peel

�1998�2003��Dufferin�89�109��Halton�421�529��Toronto�147�164��Peel�1,392�1,801��Simcoe�158�183��Wellington�40�47��Total�2,247�2,883��Source: Cancer Care Ontario

Radiation therapy volumes projected for a Durham centre are lower than those projected for Peel.  The volumes would be approximately 1,800 if the Durham centre were established immediately and would increase to almost 2,200 by the year 2003.�





CCO recommended that the capacity of existing centres be maximized by operating the large centres up to 12 hours a day and the small ones up to 10 hours per day.  By increasing capacity this way, CCO concluded that the radiation needs of Central East region could be met by the existing capacity in Toronto, Kingston and Hamilton until the year 2005.  



Although CCO concluded that Peel and Durham should not have radiation facilities at this time, it supported the establishment of community cancer centres in Peel and Durham as soon as possible to provide local access to comprehensive cancer services.  These centres would offer a range of local non-radiation cancer services, including: 



medical oncologists who would provide systemic treatment;

radiation oncologists cross-appointed to the regional cancer centre who would provide evaluation and follow-up services at the local centre;

a coordinator of surgical oncology who would aid in establishing multi-disciplinary activities within the centre and coordinating cancer patients through all aspects of care in the region.



The two community cancer centres would be part of the CCO regional cancer centre network, act as host sites for future regional cancer centres, and eventually provide a full range of oncology services, including radiation. 



CCO has estimated that the additional operating funds required to treat patients at radiation facilities in Peel and Durham are $1.2 million higher than would be required to treat these patients at Toronto centres operating at extended hours.  Opening Durham and Peel radiation treatment facilities would defer the need to operate extended hours at the Toronto centres.  This cost estimate is the incremental operating cost to the cancer system and not the total cost of operating the cancer centres.  It neither includes capital and equipment costs for a new centre nor the costs of integrating medical and surgical oncology into the cancer centre.  CCO concluded that on the basis of radiation treatment capacity in Toronto, and affordability as reflected in its budget projections, the opening of new centres in the GTA should be deferred until 2005 for one and 2008 for the second. 



The HSRC’s Deliberations and Conclusions



The HSRC assessed recent reports including the CCO document when considering the need for cancer services in the GTA/905.  Key factors examined were future demand, accessibility and affordability. 



The demand for cancer services is projected to increase.  For example, significant treatment volumes are projected for residents in the counties adjacent to Peel and Durham.  Indeed, substantial current demand exists in these areas.  Data indicate that if centres were operational in Durham and Peel, the number of cases treated would be substantial in 1998 as well as in 2003. These volumes would result in more than optimal mass to support a regional cancer centre.  The HSRC acknowledges that CCO has attempted to meet increased demand to 2005 by maximizing available capacity through increased operating hours at existing centres in Toronto, and establishing community cancer centres in Peel and Durham without radiation treatment facilities. 



Accessibility to cancer services is unlike accessibility to most other services.  Although treatment schedules are difficult for all patients, this is especially true for patients undergoing radiation cancer therapy.  Often they must travel daily at considerable distances to regional centres for treatment over an extended period of time.  The nature of radiation treatment is such that providing this service closer to home is a definite advantage for patients who must travel, rather than enhancing the hours of operation at existing centres. 



The HSRC recognizes that affordability is an important factor to consider.  It must be balanced, however, with future demand and accessibility to services. 



After weighing all factors, the HSRC supports the Central East District Health Councils’ recommendation that additional cancer centres operated by Cancer Care Ontario be designated in Durham and Peel as full service centres with the capacity to provide radiation services.  The HSRC further supports the recommendations that the Durham regional cancer centre be located at the Oshawa site of the East Durham Hospital Corporation and the Peel centre be located at the Credit Valley Hospital. Based on its discussions with CCO, the HSRC has determined that each site should have the capacity for three radiation therapy machines. The HSRC has reflected the cost impact of the two centres in its capital cost estimates for the two sites. 



The HSRC will advise the Minister of Health that planning for these centres should be initiated immediately by Cancer Care Ontario so that construction can begin as soon as possible.  It is estimated that these centres will be fully operational by 2001.   



The HSRC supports immediate planning for these sites contingent upon funds being provided in addition to the funding currently available to CCO.  The HSRC is convinced of CCO’s affordability argument that opening new centres without additional appropriate funding would put pressure on its existing operating budget, and would impact on the funding available for current treatment programs provided by CCO and its regional centres.  The HSRC will advise the Minister to make the necessary reinvestments, and that the decision to establish full service centres in Durham and Peel should not influence decisions on cancer centres in other areas of the province. 





CARDIAC SERVICES 



Principal Issues in the Representations



Representations supported the expansion of cardiac services in the GTA/905.  It was suggested that cardiac cath lab services need to be located in the GTA/905 to provide easier access to these services for residents.  Further investments in tertiary capacity in Toronto hospitals should be halted in favour of developing selected tertiary services in the GTA/905.  In particular, representations suggested the following service sites:  a permanent pacemaker implantation program should be established within the Credit Valley Hospital cluster; The Mississauga Hospital site should offer advanced cardiac services in Peel, including cardiac catheterization services, pacemaker implantation and ultimately cardiac surgery; York County Hospital should receive funding for cardiac catheterization facilities; and Oshawa General Hospital should continue to plan for the inclusion of cardiovascular services in its redevelopment plan.



The HSRC’s Deliberations



After the HSRC released the GTA/905 report in November 1997, the Cardiac Care Network of Ontario (CCN) convened an expert panel to develop a consensus on guidelines for the provision of cardiac surgical services in Ontario.  CCN recently released its report, Consensus Panel on Cardiac Surgery Services in Ontario: Final  Report and Recommendations. �  This report was preceded by another CCN report on guidelines for cardiac catheterization services.�



Findings from the two CCN reports that are relevant to the development of cardiac services in the GTA/905 include the following: 



Sufficient cardiac services should be planned in each Ministry of Health planning region to meet the projected needs of residents, provided that minimum volumes to ensure quality and efficiency can be maintained.

A minimum of 500 diagnostic catheterizations and 400 PTCA� procedures should be completed at each cath lab site per year to ensure quality outcomes.

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

New cardiac centres should provide both diagnostic and interventional cardiac services, including cardiac surgery.

Capacity at current cardiac centres (in both cath labs and cardiac surgical programs) should be maximized prior to establishing any new cardiac centres.

Consideration should be given to establishing new cardiac centres that would provide cath lab and cardiac surgical services in the Central East region.



The table below shows that an additional 1,805 surgical procedures will be required by residents of Central East region by the year 2003 (based on population growth and a target of 100 procedures/100,000 population).  The  HSRC considered several alternatives that would allow these additional procedures to be completed in a manner consistent with its objectives of quality, accessibility and affordability.

�Projections of Cardiac Surgical Procedures 

�1995/96 Est. Volumes�2003 Projected��Durham�                  306 �               434 ��Haliburton�19 �                 25��Halton�                  299 �               367 ��Toronto�               1,801 �            2,793 ��Northumberland�90� 105��Peel�                  580 �               787 ��Peterborough�                  145 �               174 ��Simcoe�                  249 �               303 ��Victoria�49                  �                 98 ��York�                  336 �               592 ��Total Central East�               3,874 �            5,678 ��



The HSRC’s decisions were influenced by the results of a capacity survey undertaken by CCN and reported in its April 1998 report on cardiac surgery services.  The table below identifies the projected volume of procedures for Toronto area cardiac programs based on existing referral patterns.  The total differs from the previous table since some residents of Central East will obtain their services in other cities.  Similarly the Toronto-based programs will provide treatment to some patients who live in counties outside Central East region.  The table indicates that even if all of the Toronto cardiac centres expanded to their full capacity, they could not accommodate the demand for cardiac surgical procedures.

  

Capacity in Toronto Cardiac Centres 

�1997/98 Capacity (Projected)�Potential Capacity For Expansion �Current Volume (1997/98) �Projected Volume (2003)��The Toronto Hospital�         2,600 �         2,700 � 2,487 � 3,132 ��St. Michael’s Hospital�         1,040 �         1,350 �    981 � 1,276 ��Sunnybrook (Bayview Corp.)�         1,150 �         1,500 � 1,144 � 1,392 ��Total�         4,790 �         5,550 � 4,612 � 5,800 ��Source: Cardiac Care Network, Consensus Panel on Cardiac Surgery Services in Ontario: 

Final Report and Recommendations, April 1998. 



Advanced Cardiac Service Siting Options for the GTA/905



The HSRC considered three options for siting advanced cardiac services for the GTA/905.  Consistent with CCN’s recommendations, the HSRC considered only options that sited the full range of cardiac services, including diagnostic catheterization, PTCA and cardiac surgery.  The HSRC estimated volumes for cardiac centres using cardiac surgeries.  It was assumed that coronary artery bypass graphs (CABGs) account for 75% of all open heart surgeries performed at a typical cardiac surgery centre.  Projections for cardiac surgeries assumed that the target of 100 CABGs per 100,000 age and sex adjusted population (age 20 and over) would be achieved.



The three siting options considered were: 



Maintain cardiac services in the existing centres in Toronto and Hamilton, and accommodate increasing volumes in these centres.

Expand the cardiac program at Centenary Health Centre to include cardiac surgery.

Establish a new cardiac program in Durham, Peel or York Region.



The impact of adding a new cardiac program on existing referral patterns cannot be accurately determined.  However, assumptions have been made to estimate expected referral patterns based on current utilization patterns and residence of patients.  In addition, an adjustment factor was applied that recognizes that a certain proportion of cardiac patients will receive treatment in centres that are not close to home.  It is assumed that 10% of patients will choose another centre for such reasons as acuity of their condition, previous experience at another centre and loyalty to a particular program. 



It must be recognized that expanding cardiac services is not a simple matter of siting services. The availability of expertise and resources for cardiac care must be considered.  Increased demands for service will require more specialized staff in all options. 



The HSRC’s Deliberations



Option 1:   Maintain cardiac services in the existing centres in Toronto and Hamilton, and accommodate increasing volumes in these centres.



Under this option, the status quo is maintained with the assumption that future demand can be met in current centres. 



Consequences:

Minimizes disruption to existing referral patterns.

Maintains critical mass for research and teaching programs.

Builds on existing expertise. 

Does not address the issue of treating residents of the GTA/905 and beyond closer to home.

Does not address concerns about the ability of existing centres to expand capacity to meet the increasing volume of cardiac procedures projected over the next five years.  According to CCN’s report on cardiac surgery services, the three Toronto centres will not be able to expand sufficiently to meet the volume projected for 2003.

�Option 2:  Expand the cardiac program at Centenary Health Centre to include cardiac surgery.



Projected Cardiac Surgery Volumes: 

Scarborough (Centenary Health Centre)

Referral Region�Proportion to CHC�Estimated Volumes 2003��Durham�90%�391��East Toronto�80%�446��York�33%�195��Haliburton�69%�17��Peterborough�52%�90��Northumberland�40%�42��Victoria�83%�81��Total��1,262��

Centenary Health Centre in the Scarborough area of Toronto already has a cath lab.  This option would expand the current cardiac program to include cardiac surgery.  It is assumed that a cardiac program located at Centenary would draw patients from the Scarborough area of Toronto, from the Markham area of York and Durham Region as well as patients from the counties of Peterborough, Haliburton, Victoria and Northumberland who currently receive treatment in Toronto. 



Consequences:

Because Scarborough already has a cath lab, the capital expenditures would be less than other options that require the building of entire programs.  

Builds on existing expertise.

The cath lab is under-utilized because it provides only diagnostic catheterizations.  Volumes would increase with a broader range of services.

A full service centre in Scarborough would serve the needs of a significant proportion of residents of York and Durham.

Services would not be closer for many residents in the GTA/905 and beyond.  It is anticipated that the largest group of referrals to this centre would be Toronto residents. 



Option 3:  Establish a new cardiac program in Durham, Peel or York Region.



Durham Site



Projected Cardiac Surgery Volumes: 

Durham Centre	

Referral Region�Proportion to Durham�Estimated Volumes 2003��Durham�90%�391��Haliburton�84%�21��Peterborough�69%�120��Northumberland�64%�67��Victoria�84%�83��Total��682��

A Durham site would serve residents of Durham and the counties of the Haliburton, Victoria, Peterborough and Northumberland who currently seek treatment in Toronto or Kingston. 



Consequences:

Residents of Durham and the counties east of Durham would receive treatment closer to home.

The projected volume of procedures would be sufficient to meet the criteria of quality and efficiency standards.

The addition of a full service cardiac program in Durham would attract a significant proportion of the caseload from the counties east of Durham.  Referrals from this population have historically been split between Toronto and Kingston.  Given the current low volumes in Kingston, locating a centre in a region that would draw patients away from it might affect the future viability of the Kingston program.

This option would entail moving the existing cath laboratory at Centenary Health Centre to the Durham site.  There would be a significant disruption to services. 



Peel Site 



This centre would serve most residents from Peel and Dufferin, as well as a proportion of residents from Halton and Etobicoke. 

Projected Cardiac Surgery Volumes: 

Peel Centre	

Referral Region�Proportion to Peel�Estimated Volumes 2003��Peel�90%�709��Halton�75%�272��Dufferin�90%�40��Etobicoke�50%�100��Total��1,121��

Consequences:

Addresses the desire of residents in the west part of the GTA be treated closer to home.

The Mississauga Queensway Hospital Corporation has made considerable progress planning for cardiac services and has established linkages with The Toronto Hospital.

The Mississauga Queensway Hospital Corporation already has cardiologists on staff who perform catheterizations at The Toronto Hospital, so a cardiac service would build on available expertise.

This site is close to the eastern portion of the Central West planning region, which has a shortage of catheterization laboratory facilities.

The anticipated referral population currently does not travel long distances to reach cardiac centres, given their proximity to Toronto and Hamilton.



York Site 



A cardiac program in York Region would provide care to the residents of York and the counties of Simcoe and Muskoka who currently receive cardiac care in Toronto.  

Projected Cardiac Surgery Volumes: 

York Centre	

Referral Region�Proportion to York�Estimated Volumes 2003��York�90%�533��Simcoe�90%�273��Muskoka�61%�45��Total��851��

Consequences: 

Locating a cardiac program in York Region would serve the needs of the residents of York.  In addition, patients from Simcoe and Muskoka counties who normally travel to Toronto for treatment would be treated closer to home.

Projected volume of procedures would be sufficient to meet quality and efficiency standards.

Some patients from the Markham area who traditionally have gone to Scarborough for catheterizations might go to the York centre.  This would decrease volumes at Centenary Hospital’s cath lab, which may call its viability into question.



Site Assessment



Establishing a new cardiac program in Durham, Peel or York would result in a shift in volumes from the Toronto cardiac centres.  However, even when these volumes are removed, a sufficient number of cases remains at the Toronto centres to meet quality and efficiency standards.  Establishing a site in Durham would probably have a significant impact on volumes in Kingston, and may compromise the viability of the cardiac program in that academic centre.  A Durham siting would also mean relocation of the existing cath lab at Centenary.  



The estimated volume of surgeries to 2003 would meet critical mass requirements in all three sites.  The Peel site would have the highest volumes.  Substantial expertise in cardiac services already exists in Peel at the Mississauga site of the Mississauga Queensway Hospital Corporation.  The Peel site would also address the shortage of cath lab facilities in the east portion of the Central West planning region.  



The HSRC concludes that a Peel site would be the best location if a new cardiac program were  established. 



The HSRC’s Recommendations



The HSRC considered future demand for cardiac services, accessibility and affordability in its deliberations on siting new services.  



The demand for cardiac services is increasing.  The decision on where to site new services must take into account the current as well as the long-term need.  CCN noted that the three Toronto centres will not be able to expand sufficiently to meet the projected surgery volumes in 2003.  The HSRC is concerned that expanding services in current centres would not establish a firm foundation on which to meet the future needs of GTA/905 residents.  This includes disseminating the expertise and services necessary to meet the growing need for cardiac services outside Toronto.  Current sites already operate at levels that meet quality and efficiency standards.  Siting new services elsewhere would not compromise the volume of cases needed by these centres to maintain these standards.



Accessibility to cardiac services is a concern for GTA/905 residents.  Residents would like to receive care closer to home.  Siting additional cardiac services at Centenary Health Centre would not establish a foundation for future growth of these services in the GTA/905 to meet the increasing demand by the residents of this region.   



The recommendations of both CCN reports suggest that sufficient services need to be sited in each Ministry of Health planning region to meet the needs of each region’s population.  The factors that must be considered when providing services closer to home are affordability and critical mass to ensure quality and efficiency.  The HSRC believes that additional expenditures are balanced by the need to enhance accessibility to services for GTA/905 residents, and to establish a foundation for the development of future cardiac services in the GTA/905. 



Siting



The HSRC recommends that a cardiac centre providing diagnostic and interventional cardiac procedures be sited in Peel Region.  This would provide care close to home for residents in the adjacent GTA/905 areas, increase capacity for cardiac cath procedures, build on current expertise in the region and establish a firm foundation for the development of future cardiac services in the GTA/905.    



In accordance with the Peel Region District Health Council recommendations, the HSRC recommends that the cardiac program be sited at the Mississauga site of the Mississauga Queensway Hospital Corporation.  This centre should plan to provide approximately 3,500 diagnostic catheterizations, 800 PTCA and 1,000 cardiac surgical procedures in the next five years.  The program should develop a mentorship agreement with an established academic cardiac program 



Five-year projections indicate that establishing one centre in the GTA/905 region will maintain critical mass in all of the existing programs.  Based on the current distribution of cases to the three cardiac programs in Toronto, establishing a program in Peel Region should have the following effect on the Toronto programs by 2003.  



Impact of Peel Program on Toronto Cardiac Centres - 2003  

�The Toronto Hospital�St. Michael’s Hospital�Sunnybrook Health Science Centre (Bayview Corporation)��Volume of  Surgery Projected Without the Peel Program�3,133�1,277�1,393��Volume of Surgery Projected With the Peel Program �2,580�1,054�1,147��Decrease�553�223�246��

In planning for future growth and in monitoring caseload shifts with the addition of the Peel site, the following principles should be considered:



Funding should follow caseload shifts.

Capital expansion for additional volumes should consider the need to locate services close to the residence of potential users of the services.



The HSRC also recommends that the need for an additional cardiac program in the east/north regions of the GTA to accommodate future needs should be assessed when the Peel site reaches 800 to 1,000 cardiac surgical cases per year.  The HSRC considers the options for additional sites to be Centenary Health Centre site, a site in York Region, and the Oshawa General Hospital site in Durham Region. 



Equitable Access



There is a perception in the GTA/905 community that its residents’ access to the broad range of cardiac services is not equitable compared to access for Toronto residents.  The HSRC notes that a provincial network already exists to promote equitable access for cardiac services – the Cardiac Care Network.  The HSRC believes that CCN and the Ministry of Health must establish ongoing mechanisms to identify and address issues about accessibility to cardiac services.  This process should include seeking input from a wide range of stakeholders beyond representatives of the current cardiac centres. 



To support equitable access to a full range of services, the data system used to monitor access to cardiac surgery should be expanded to include cardiac catheterization and pacemaker services. 





ADVANCED ORTHOPAEDICS: JOINT REPLACEMENT SURGERY 



Principal Issues in the Representations



Representations supported the expansion of advanced orthopaedic services in the GTA/905.  It was suggested that services be sited and corresponding investments be made at Markham Stouffville Hospital, the Mississauga-Queensway Hospital Corporation, and the amalgamated Peel, Etobicoke and Georgetown hospital.  It was also recommended that the Ministry of Health be encouraged to complete its provincial framework on advanced orthopaedics quickly.  



Representations from the GTA/905 Alliance raised the following issues: tertiary, ambulatory, diagnostic and therapeutic orthopaedic services should be easily accessible to GTA/905 residents; development of tertiary services in Toronto and Hamilton should be “frozen”; these services should be developed in the GTA/905 now and not when Toronto’s capacity is maximized; 32% of orthopaedic volumes from Peel receive treatment in Toronto and should be repatriated to Peel; and the Ministry should fund up to 600 additional procedures in advanced orthopaedics for the Peel Region beginning in 1998/99.







The HSRC’s Deliberations



When the GTA/905 notices were released in November 1997, the HSRC indicated that the Ministry of Health was developing a provincial framework to plan for future joint replacement requirements, including planning guidelines, funding methodology and equity of access issues.  The HSRC also noted that additional planning would be done on establishing minimum population rates for these procedures.  



In March 1998, the Ministry announced that an additional $2 million would be allocated to hospitals across the province to fund 750 additional hip and knee implants.  This amount was intended to address regional variations and assist low rate regions to reach the provincial average for joint replacements.  At the same  time, the Ministry announced that $100,000 would be allocated to develop a patient registry and information system on a pilot project basis in southwestern Ontario.



Joint replacement (JR) 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 requires replacement after 10 to 15 years.  Replacements are usually done in tertiary care facilities.



A centralized system does not exist to track the number of patients waiting for surgery, or to monitor surgical waiting times or underlying medical conditions.  However, a number of factors have led experts to suggest that there is considerable unmet need for these procedures:



Lengthy waiting lists for elective surgery have been reported by individual physicians and/or hospitals, despite a significant increase in the number of procedures between 1985 and 1994.�

Significant variations in the rates of hip and knee replacements exist throughout the province (Naylor et al., 1996).

There is evidence that regions with high rates of surgeries do not have higher rates of inappropriate use relative to low rate regions (van Walraven, 1996).  



Target Setting



The HSRC reviewed several methods of setting planning target rates for joint replacement procedures and sought outside advice in selecting a method that would best meet the objectives of quality, accessibility and affordability.  The HSRC analyzed 1995/96 data from CIHI for cases aged 15 and over, with procedure codes 93.51 and 93.59 for hip replacements and 93.41 for knee replacements.  



Ideally, a target rate should be based on scientific evidence that a selected service level achieves good clinical results, minimal inappropriate procedures and equitable access. Little validated clinical research exists to suggest an appropriate rate for orthopaedic procedures.  In the absence of a clinically validated rate, the HSRC considered a number of options.  It concluded that the provincial mean rate for hip and knee joint replacements provided a reasonable starting point to guide planning.   It is consistent with the Ministry of Health’s approach to target setting and its objectives to address areas of low utilization, and provides a mechanism to address access to these procedures through a conservative and affordable approach.



The provincial age-adjusted mean for hip and knee replacements was used as a ‘minimum’ target for each county.  The counties that were at or above the mean kept their respective rate. 



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. 



Projection of Procedures



Impact of Growth



On the basis of the 1995/96 joint replacement rates for the individual counties/regions by age groups, the number of procedures in Ontario is expected to increase by 1,193 hip replacements (16.8 %) and 1,152 knee replacements (15.5 %) from 1995 to 2003. 



Impact of Target Setting



The goal of setting a minimum target is to bring counties/regions  that have low rates up to an acceptable level beyond what would be expected due to population increases.  The effect of setting the minimum target equivalent to the provincial mean is summarized below.



The Impact of Setting Minimum Volumes on Joint Replacements in Ontario to 2003

 �Procedure Rate Per 100,000 (Population >14 yrs)*�1995/96 Volumes�Estimated Increase in Volumes Due to Growth and Aging to 2003�Procedures Required to Achieve Target Rate (Mean Rate)�Total Procedures Required to 2003��Hip Replacements�80�7,093�1,193�950�9,236��Knee Replacements�61�7,433�1,152�1,539�10,124��Total Joint Replacements��14,526�2,345�2,489�19,306��* Rates are unadjusted for age.



Financial Impact 

 

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.  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.  



Stakeholders raised concerns about the variation in the costs of the device.  Hospitals who implant a small number of these devices are not able to obtain price reductions from the vendors.  Hospitals that perform a large number of procedures are successful in obtaining volume discounts on the price of the device, thereby reducing their costs per case.



Based on population growth and aging between 1995 and 2003, the additional funding required for joint replacements will be $7.2 to $9.5 million for hips and $6.9 to $9.2 million for knees.



The cost of additional joint replacements required to achieve the minimum targets, above the number expected for growth, is $5.7 to $7.6 million for hip, and $9.2 to 12.3 million for knee replacements. 



Impact of Target Setting on the GTA/905



With the exception of Halton, the crude hip replacement rates for the regions of the GTA/905 are below the provincial rate of 80 hip replacements per 100,000 population age 15 and over (see the table below).  The estimated growth in these regions is expected to increase the number of hip replacements by 370 to the year 2003.  Target setting would further increase the number of procedures by 222.  The target setting has the greatest impact in Peel where the rate of hip replacements is considerably below the 1995/96 provincial rate.



Hip Replacements for the GTA/905: Growth and Target Setting

�Procedure Rate Per 100,000 (Population >14 yrs)*�1995/96 Volumes�Estimate Increase in Volumes Due to Growth and Aging to 2003�Procedures Required to Achieve Target Rate (Mean Rate)�Total Procedures Required to 2003��Halton�87�244�57�0�301��Peel�47�320�133�153�606��York�59�283�107�62�452��Durham�70�252�73�7�332��GTA/905��1,099�370�222�1,691��* Rate unadjusted for age.



All regions of the GTA/905 are below the provincial knee replacement rate of 84 per 100,000 (see the table below).  For knee replacements, the growth in procedures for the GTA/905 is expected to be 367 procedures.  Target setting would further increase the number of procedures by 353.  





Knee Replacements for the GTA/905: Growth and Target Setting

�Procedure Rate Per 100,000 (Population >14 yrs)*�1995/96 Volumes�Estimate Increase in Volumes Due to Growth and Aging to 2003�Procedures Required to Achieve Target Rate (Mean Rate)�Total Procedures Required to 2003��Halton�73�204�43�54�301��Peel�59�367�155�119�641��York�55�263�107�111�481��Durham�61�222�62�69�353��GTA/905��1,056�367�353�1,776��* Rate unadjusted for age





The range of investments required for joint replacements for the GTA/905 is outlined below.  For the GTA/905, the cost of hip and knee replacements to 2003 is estimated to be from $7.9 million to $10.5 million. 



Estimated Reinvestments in Joint Replacements (JR) for the

GTA/905 to 2003

�Range of Reinvestments Required ���Low 

($6,000 per procedure)�High

($8,000 per procedure)��Halton�$    924,000�$   1,232,000��Peel�$ 3,360,000�$   4,480,000��York �$ 2,322,000� $   3,096,000��Durham�$ 1,266,000�$   1,688,000��GTA/905�$ 7,872,000�$ 10,496,000��

Siting of Additional Joint Replacement Procedures



Increasing procedures up to an accepted target in low-rate regions offers an opportunity to increase the number of replacements in communities where patients live.  A number of hospitals in the GTA/905 already provide this procedure.  These include:



Halton	  (  Joseph Brant Memorial

	  (  Oakville-Trafalgar Memorial Hospital



Peel	  (  Credit Valley Hospital

	  (  Peel Memorial Hospital

	  ( Mississauga site of the Mississauga Queensway Hospital Corporation



York	  (  Markham Stouffville Hospital

	  (  York Central Hospital

	  (  York County Hospital



Durham  (  Oshawa General Hospital





The HSRC’s Recommendations



Target Setting



The HSRC recommends that the provincial mean rate of procedures undertaken in 1995/96 and adjusted for growth be accepted as the minimum target for joint replacements.  This is consistent with Ministry of Health initiatives.  The HSRC supports the establishment of a provincial information system for primary joint replacements that would include an urgency rating scale and a registry of patients waiting for these procedures.  When information is available on the number of patients waiting, a formal review of the adequacy of the targets should be conducted. 



Funding



The HSRC recommends that funding be provided to hospitals providing joint replacement procedures based on a range of direct to total costs depending on the infrastructure hospitals have in place.  The Ministry should also consider tendering a province-wide contract to purchase joints directly from a limited number of suppliers.



Siting



The HSRC recommends that a proportion of additional cases designated to meet the county/region targets of hospital referral populations be allocated to each of the hospitals currently providing this procedure.  It is further recommended that the Ministry advise hospitals to begin planning for the increased volumes.  Finally, revision procedures should continue to be sited at the tertiary centres.



Implementation



The HSRC recommends that the Ministry establish a task force with the following objectives: 

to provide advice on implementing an information system;

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

to develop a system for province-wide device purchasing.





DIALYSIS SERVICES 



Principal Issues in the Representations



Representations supported the expansion of dialysis services in the GTA/905.  In particular, representations suggested that dialysis be included in the redevelopment of the Oshawa General Hospital site, that satellite dialysis units be supported in York Region, and that services be sited in the amalgamated Peel, Etobicoke and Georgetown hospital.  A number of representations expressed concern that dialysis is being reviewed further, and recommended that the Ministry of Health be encouraged to complete its provincial framework quickly.  It was also suggested that a permanent provincial renal planning committee be struck to make recommendations on the provision of and standards for renal dialysis services.



The HSRC’s Deliberations and Conclusions



In its November 1997 report on the GTA/905, the HSRC advised the Minister of Health to review the capacity to provide dialysis services in Toronto, Halton and the rest of the Central East region of Ontario.  The HSRC also noted that the Ministry of Health was developing a comprehensive provincial strategy on the need for renal dialysis services across the province.  The HSRC recommended that the Ministry establish additional capacity in the GTA/905 to accommodate the anticipated growth in need for dialysis services.



The HSRC reiterates its recommendations on dialysis services, and encourages the Ministry of Health to ensure that there is sufficient dialysis capacity in the GTA/905 to meet the needs of the population as it grows.  The Ministry should also consider the suggestion made in the representations to establish a permanent provincial renal planning committee to make recommendations on the provision of, and standards for, renal dialysis services.



�OTHER SERVICES



Principal Issues in the Representations



Representations were received supporting the siting of other specialized services in the GTA/905.  One suggestion was neurosurgery with the Oshawa General Hospital site as a potential location.  Another suggestion was an MRI (magnetic resonance imaging) to be sited at Credit Valley Hospital.  Representations were divided on whether trauma services should be sited in the GTA/905.  Some noted that trauma services were not needed, whereas others supported siting these services in the GTA/905.  

 

A number of representations commented on the need to have a monitoring mechanism for specialty services in the GTA/905.  It was suggested that a mechanism be put in place to assess equitable access to specialty services in the area.  The HSRC was asked to consider a mechanism to achieve coordination of specialty services similar to that recommended for rehabilitation services.  This would include capping existing capacity in Toronto and planning for specialized services in the rest of the GTA.  Siting of services would include sufficient investments in tertiary care in the GTA/905.   



The HSRC’s Deliberations and Conclusions



The HSRC confirms its November 1997 decision that a trauma centre is not required in the GTA/905.  There is sufficient capacity in the current system to meet the need for this highly specialized service.  



The HSRC reassessed the need for other specialized services.  It concludes that additional sites for neurosurgery and an MRI are not required at this time.  Although there appears to be sufficient capacity in the system to meet the needs of GTA/905 residents for these services, the HSRC recommends that the Ministry of Health establish a mechanism to monitor whether GTA/905 residents have equitable access to specialized services now and in the future.  These ongoing assessments can be used by the Ministry to make decisions on siting additional specialized services. 



�SECTION III:  MENTAL HEALTH 



Highlights of the Notices - November 1997

Whitby Mental Health Centre to service York, Durham, Victoria County and Scarborough.

Queen Street Mental Health Centre site to service Peel.

Addiction and Mental Health Services Corporation to work with the Peel DHC to develop a plan to ensure access and monitor utilization of services by Peel residents.

Advise the Minister of Health to designate Whitby Mental Health Centre as a public hospital.

Planning for acute and chronic adult mental health beds to be based on a guidelines of 37 beds per 100,000 by  the year 2000 (21:16 acute to longer-term), and 35 beds per 100,000 by the year 2003 (21:14 acute to longer-term). 



Principal Issues in the Representations



Representations commented on capacity, accessibility and siting of mental health services, child and adolescent services, implementation and other issues. 



With regard to capacity, representations noted that demand for hospital-based mental health services exceeds current capacity.  The planning guidelines used by the HSRC were regarded as too aggressive (e.g., Whitby Mental Health Centre should retain its bed complement and expand its forensic unit).  It was suggested that the HSRC review the DHCs’ plans for mental health services and reinvestments.  It was also suggested that volumes and funding for mental health outpatient and community services be determined using the same approach the HSRC used for determining long-term care beds and places. 



With regard to accessibility and siting, a number of representations raised concerns about access to longer-term mental health services.  Representations expressed the view that Whitby Mental Health Centre is not that accessible to the residents of York Region.  It was suggested that these services could be obtained from Whitby but sited in York Region using a purchaser-provider arrangement.  Representations supported a public hospital designation for Whitby Mental Health Centre, but it was suggested that hospitals in York Region and community organizations in the facility’s catchment area be on the board.  It was further suggested that the catchment of Whitby MHC include Haliburton, Peterborough and Northumberland counties. 



Representations expressed the view that Queen Street Mental Health Centre is not that accessible to the residents of Peel Region.  It was suggested that the HSRC should either site longer-term beds in Peel Region or facilitate a process to ensure access to the Queen St. site for Peel residents.  Clarification was also sought on the role of the Queen St. facility in serving Scarborough.



Suggestions for siting hospital-based mental health services included more Schedule 1 beds in Durham and York regions (specifically at York Central Hospital); more community crisis beds in Durham Region; more smaller local tertiary care centres in York, Halton and Peel regions; more day hospital, crisis response and outpatient services at York Central Hospital; and more outpatient capacity at The Credit Valley Hospital.  It was also suggested that facility improvements be made to Queen Street Mental Health Centre, that forensic, tertiary and specialty services be considered at the Vanier Centre, and that new facilities be considered at the Ontario Correctional Institute.



With regard to child and adolescent mental health services, representations noted that the high demand for service must be supported with appropriate funding.  Representations requested clarification on bed targets for youth aged 14-17, and pointed out that there are major gaps in residential treatment services for those aged 12-14.  Concerns were also expressed about the proposed siting of services, as follows.  1) Access would be compromised since no mental health beds are sited in Halton Region.  It was suggested that the Oakville-Trafalgar Memorial site have 18 beds.  It was also suggested that a treatment unit of 6-8 beds be established in Halton and that specific funds be allocated for children’s mental health services.  2) The Credit Valley Hospital requested more child/ adolescent mental health beds than the proposed 11 beds.  3)  Bed reductions at Whitby Mental Health Centre were not supported.  It was noted that these beds are accessed through East Metro Youth Services and are a provincial resource, not for the express use of the catchment area.  4)  The lack of beds at the Ajax and Pickering General Hospital site was not supported for access and transportation reasons.  It was noted that the Ajax site should have such services as a youth crisis unit to stabilize youth.  5)  More beds were requested for York Region.  6) The HSRC did not acknowledge that three agencies operate 20 beds in Halton funded under the Child and Family Services Act. 



With regard to implementation of restructuring, representations noted that a mental health agency with a regional focus is needed, one that would also address child and adolescent mental health services and include the Ministry of Community and Social Services.  In lieu of a mental health agency, other suggestions to ensure service integration were: define roles and accountabilities for the Ministry of Health and district health councils;  establish an interim Peel Mental Health Agency or a consortium of stakeholders; let the York Region Hospitals Joint Committee oversee mental health restructuring in York Region and have the integrated health systems (IHSs) manage and coordinate services; let the DHCs facilitate local providers to coordinate and implement mental health reform; direct the Addictions and Mental Health Corporation and the Whitby Mental Health Centre to implement a plan to address referral and access to acute care. 



It was further suggested that mechanisms be put in place to evaluate the adequacy of community mental health programs to provide care and services to discharged patients.  Concerns were expressed about the absence of sufficient community services, and the need for adequate reinvestments and enforceable guidelines for these services (which should include rooming and boarding homes).  It was suggested that some acute mental health reinvestments be used to support community programs.

 

Other issues raised in the representation included substance abuse, psychogeriatric services, psychiatric rehabilitation and specialized mental health programs were not addressed; the HSRC did not recommend implementation of the provincial government’s current review of forensic services nor address incorporating data from the provincial review or other research; endorsements were requested for the activities of the Psychiatric Patient Advocate Office, and Friends & Advocates Peel. 



The HSRC’s Deliberations and Conclusions



Since the November 1997 release of the GTA/905 restructuring report and a discussion paper, Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies, the HSRC has continued to refine its planning guidelines for determining the appropriate level of inpatient mental health services.  The HSRC report Change and Transition presents the results of the HSRC’s additional analyses and the revised planning benchmarks on which the final directions and notices are based.  The following should be read in conjunction with the mental health chapter in Change and Transition. 



There is widespread agreement with the goal to shift the provision of mental health services from hospital to community-based settings. The HSRC shares many of the concerns raised in the submissions about the pace of change, and recognizes that the pace must be appropriate to ensure an orderly rebalancing and restructuring of mental health services.  The HSRC has stressed in its recommendations to the Minister of Health that before hospital-based mental health services are reduced, appropriate investments and structures must be in place in the community.



Planning Guidelines



The HSRC conducted further analysis and reassessed its planning guidelines for mental health services.  The HSRC confirms its support of the original planning target of 30 beds per 100,000 adult population established by the Ministry of Health in 1993.  In addition, the HSRC confirms its support for the interim planning guidelines:  37 beds/100,000 by the year 2000 (21 acute:16 chronic); and 35 beds/100,000 by the year 2003 (21 acute:14 chronic).  The HSRC believes that these interim guidelines will help to achieve provincial planning targets in an orderly fashion.



The HSRC conducted further analysis on the mental health beds needed for the GTA/905.  It refined its analysis by using age and sex adjusted data to determine bed planning targets rather than unadjusted data from the CIHI database.  Adjusted rates were compared to the expected rates, and revised population targets for 2003 were applied.  These population projections were based on 1996 adjusted census figures from Statistics Canada (see Appendix C).  The HSRC also confirmed that the nine boundary FSAs will continue to be used to size acute mental health services in Toronto. 



The HSRC’s analysis indicated that older people and women have higher utilization rates for acute mental health beds, whereas older people and men have higher utilization rates for longer-term mental health beds.  Applying these age and sex adjustments to the GTA/905 population to the year 2003, results in a decrease in acute mental health bed requirements from 432, as proposed in the HSRC’s November 1997 report, to 365 beds.  The overall number of acute mental health beds in the GTA/905 increases from 249 to 365 by 2003.  Longer-term mental health bed requirements for the GTA/905 decrease by 24 beds to 236 beds.

 

For child/adolescent mental health beds, psychiatric case mix groups for 0-17 years of age were analyzed (CIHI 1995/96 data).  The HSRC determined the number of child/adolescent beds that should be available in acute care hospitals based on current utilization.  (It is recognized that inpatient child/ adolescent services are offered in a wide range of settings including acute hospitals, specialty psychiatric hospitals, residential community programs and provincial psychiatric hospitals.  As well, there are a broad range of community mental health services for children and adolescents.)



A provincial average of seven child/adolescent mental health beds per 100,000 population 0-17 years of age was determined for 1996 (75% occupancy).  It is not possible to predict the number of child/adolescent beds that will be needed in 2003 since population projections for that year are only available in five-year age ranges.  Applying the rate of 7 beds per 100,000 to the 0-17 GTA/905 population indicates that 43 child/adolescent mental health beds are required in 1996 (rather than the 29 beds that were used that year.)  



Applying the HSRC’s interim planning guidelines as outlined in Change and Transition indicates that 697 adult mental health beds will be required for the GTA/905 by the year 2003 (418 acute and 279 longer-term).  The HSRC considered these requirements when siting beds in the GTA/905 and Toronto hospitals. 



Siting 



The HSRC confirms that acute mental health beds will be located in acute care hospitals.  This provides the clinical coherence required to care for mental health patients, such as emergency and a broad range of acute services. 



The HSRC also confirms that longer-term mental health services for GTA/905 residents will be sited at Whitby Mental Health Centre and the Queen Street Mental Health Centre site of the Addiction and Mental Health Services Corporation. 



The HSRC reassessed the siting of child/adolescent acute and longer-term mental health beds.  It concludes that hospitals currently offering inpatient child and adolescent mental health services should continue to do so.  Additional child/adolescent mental health beds are sited where necessary to ensure geographic distribution and proximity of services to the populations being served.  Non-regional perinatal and paediatric hospitals that provide child/adolescent mental health services are expected to work collaboratively with their regional facility to ensure optimal access to services for patients and families, and optimal use of specialized expertise and resources.  It is also expected that GTA/905 hospitals that provide inpatient child/adolescent mental health services will work closely with local community providers of these services.  The HSRC believes that inpatient services are an intrinsic part of a comprehensive and coordinated mental health system for children and adolescents.  It recognizes that the Ministry of Community and Social Services and the Ministry of Health have joint responsibility for this system. 



The tables below presents inpatient mental health bed requirements for acute, longer-term and child/ adolescent services for the GTA/905.  



Inpatient Beds for Adult Acute Mental Health Services:  GTA/905 

�Current Beds�Proposed Beds (by 2003)��

Facility�In Use 1996�HSRC Report November  1997 �HSRC Revised Beds April 1998��Joseph Brant Memorial�20�34�28��Credit Valley Hospital�18�44�40��East Halton Hospital Corporation

Oakville Trafalgar�

22�

43�

36��North West GTA Hospital Corporation

Etobicoke General

Peel Memorial �



40�

 

64�

 *

58��The Mississauga/Queensway

Queensway site

Mississauga site�

14

43�

0

62�

0

56��Markham Stouffville�25�36�27��York Central�12�20�19��York County�15�28�24��East Durham Hospital Corporation

Oshawa General site�

39�

63�

48��Ajax & Pickering/Centenary Health Centre

Centenary Health Centre site

Ajax & Pickering site�



15�

 

38�

 * 

29��Total Adult Acute Mental Health Care Beds Sited in GTA/905� 249� 432� 365**��* Beds located at the Etobicoke General (40) and Centenary Health Centre (40) sites are included in

the HSRC’s Metro Toronto report, July 1997.

** The decrease in the HSRC’s revised projections is due to age-sex adjustments for utilization.  









�Longer-Term Mental Health Beds Allocated per Region: Total GTA

Population to be Served�Queen Street

 Mental Health Centre�Whitby Mental Health Centre���(Number of Mental Health Beds)��Peel Residents�104�0��Durham Residents�0�56��York Residents�0�76��Toronto Residents� 300�31*��Haliburton, Kawartha and Pine Ridge (HKPR)^ Residents�0�40**��Total Longer-Term Beds� 404*�203��^   HKPR is comprised of Haliburton, Victoria, Peterborough and Northumberland counties.

* Number of beds to serve part of Scarborough.

** Further analysis of bed targets using the revised age and sex-adjusted population data 

resulted in 4 additional beds for HKPR residents compared to the allocation reported in 

the HSRC’s HKPR March 1998 report.





Inpatient Beds for Child and Adolescent Acute Mental Health Services: GTA/905 

�Current Beds�Proposed Beds ��Facility� In Use 1996�HSRC  Report  November  1997 �HSRC Revised Beds April 1998��East Halton Hospital Corporation

Oakville Trafalgar�

10�

0�

13��Credit Valley�0�11�0��North West GTA Hospital Corporation

Peel Memorial�

 6�

10�

10��York County�0�6�10��East Durham Hospital Corporation

Oshawa General site �

0�

10�

10��Whitby Mental Health Centre�15*�9* �15**��Total Mental Health Beds+�29�44�43��* Includes 2 beds funded by Ministry of Community and Social Services (MCSS).

** These 15 beds are a designated provincial resource funded by MCSS.

+ Total mental health beds exclude those funded by MCSS.





Accessibility 



The HSRC examined concerns raised in the representations about access to longer-term mental health services for GTA/905 residents.  



The HSRC confirms that the two current providers of longer-term mental health services have sufficient capacity to meet the needs of the GTA/905 residents.  It is necessary, however, to ensure that mechanisms are in place to monitor and address issues of access.  The HSRC directs both Whitby Mental Health Centre and the Addiction and Mental Health Services Corporation, jointly with the district health councils and representatives of mental health service providers of the GTA/905 (including acute care hospitals and community services), to develop and submit plans to the Ministry of Health that: 



identify access indicators for GTA/905 residents and residents of other counties in each hospital’s catchment area; 

demonstrate linkages with hospitals and community care providers; and 

provide a mechanism for quarterly reporting to the Ministry of Health on issues of access to services.  



The catchment area of the Whitby Mental Health Centre includes York, Durham and Victoria counties and Scarborough, as well as Haliburton, Peterborough and Northumberland counties.�  The catchment area for the Queen Street Mental Health Centre includes Peel Region.



The plans should be submitted to the Health Services Restructuring Commission and the Ministry of Health by September 30, 1998.   



As noted previously, the HSRC has determined that the York Region Joint Hospitals Committee will establish a process to obtain input from other stakeholders with the goal of ensuring coordinated access to care.  For mental health access issues, these stakeholders should include but not be limited to district health councils, community care access centres and other providers such as the Whitby Mental Health Centre. 



Implementation 



The HSRC acknowledges the support expressed in the representations for a mental health agency.  It also welcomed other suggestions to implement the rebalancing of mental health services. 



The HSRC continues to endorse the establishment of mental health agencies as transitional structures for the planning, coordination and funding of mental health services.  In previous reports, the HSRC has advised the Minister of Health to establish these agencies in a number of regions.  The Ministry of Health has publicly endorsed the establishment of a ‘pilot’ mental health agency in Thunder Bay but has indicated it will await the evaluation of the pilot prior to considering the establishment of others.  



In its report Change and Transition, the HSRC recommended that the Ministry of Health move quickly to establish transitional agencies/committees at the regional level to serve as a short-term catalyst for change and rationalization in the mental health service system.  These organizations must have strong linkages to other parts of the health and social service systems to build the foundation for integration of institution- and community-based services. 



The HSRC will advise the Minister to establish a transitional mental health agency for the GTA/905.  The agency will manage the restructuring of mental health services in the GTA/905 on an interim basis.  It should include representatives of all service sites, including community service providers, in a meaningful planning process.  It is anticipated that once mental health services have been restructured, the objectives of the agency will have been met.  The agency is meant to facilitate restructuring and be a stepping stone to an integrated system.  It would be accountable to the Ministry of Health. 



Other



Governance and Management of the Whitby Mental Health Centre 



The HSRC confirms its intent to advise the Minister of Health to designate the Whitby Mental Health Centre as a public hospital with its own governance structure. 



Forensic ServicesForensic services are over and above acute and longer-term mental health bed planning targets.  The Ministry of Health is currently undertaking a provincial review of forensic services.  In the HSRC paper Change and Transition, it was recommended that the Ministry of Health move quickly to provide explicit direction regarding appropriate services to support the forensic population, including the development of planning guidelines and funding supports.  It was further recommended that the work of the Human Services and Justice Coordination Project be used to guide initial restructuring efforts in the forensic system. 







�SECTION IV:  REHABILITATION 



Highlights of the Notices - November 1997

‘Short-term local’ rehabilitation services (average length of stay less than 10 days) and ‘long-term local’ rehabilitation services (average length of stay more than 10 days) to be provided in acute care facilities.

‘Regional’ rehabilitation (highly specialized programs) to be provided in designated regional facilities. 

Principal planning region for short- and long-term local services to be Durham, York, Halton and Peel (excluding the nine boundary FSAs).

Planning for short-term, long-term and transition to independent living services to be 16 beds per 100,000; planning for regional services to be four beds per 100,000. 

Short- and long-term rehabilitation to be co-located and sited in acute care facilities in the GTA/905 and east Toronto.

Rehabilitation providers in each region and their respective district health councils to develop a mechanism to coordinate rehabilitation services.



Principal Issues in the Representations



Representations concerning rehabilitation addressed planning targets, siting of services, children’s programs and implementation.  



With regard to planning targets, representations noted that rehabilitation planning guidelines were too aggressive and that the proposed number of rehabilitation beds was too low to meet the needs of the growing GTA/905 population.  It was noted that critical mass requirements for short-term, long-term and regional rehabilitation programs were not reported, nor were planning standards for ambulatory, day programs and in-home care.  Representations questioned the adequacy of a ten-day length of stay for short-term rehabilitation cases.  Representations also noted that needs-based rather than utilization-based planning is more appropriate to determine the extent and type of rehabilitation services needed for the future.



Representations concerning siting of services questioned the inconsistency of co-locating regional and long-term programs in designated rehabilitation facilities in Toronto� while co-locating long- and short-term programs in acute care facilities in the GTA/905 and east Toronto.  Some representations supported co-locating long- and short-term programs together; others argued that long-term programs should be co-located with regional programs.  Opinion was split on how this could be accomplished.  Some felt that regional facilities should be designated in the GTA/905 and east Toronto; others suggested that regional programs be established in acute facilities as satellite operations of designated regional facilities.  Yet others suggested that the capacity of the three regional centres be maximized to meet the long-term specialized rehabilitation needs of the GTA/905.  In the latter instance, it was suggested that GTA/905 hospitals should be included on the boards of designated facilities.  Finally, a number of representations supported siting all rehabilitation services in non-acute settings. 



Representations concerning children’s rehabilitation services felt that the extent and type of programs needed for this population were addressed inadequately (e.g., inpatient, outpatient, day programs, outreach, independent living spaces and satellite clinics).  As well, the role of Erinoak (Mississauga), Grandview Children’s Centre (Oshawa) and Bloorview MacMillan Centre (Toronto) in serving children with special needs was not addressed.  It was recommended that a children’s rehabilitation and development network be established for long-term planning of children’s rehabilitation. 



Finally, representations that addressed implementation issues supported the process whereby providers and DHCs develop a mechanism to coordinate rehabilitation services.  It was suggested that DHC rehabilitation planning committees develop regional plans and have the authority to site transitional beds.  Support was also expressed for a provincial rehabilitation network to develop standard care plans and criteria for rehabilitation services.   



The HSRC’s Deliberations and Conclusions 



Since the November 1997 release of the GTA/905 restructuring report and a discussion paper, Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies, the HSRC has continued to refine its planning guidelines for determining the appropriate level of facility-based rehabilitation services to meet the needs of the population.  The HSRC report Change and Transition presents the results of the HSRC’s additional analyses and the revised planning benchmarks on which the final directions and notices are based.  The following should be read in conjunction with the rehabilitation chapter in Change and Transition. 



Planning Targets 



The HSRC reassessed its planning methodology and benchmarks for rehabilitation.  Additional rehabilitation cases were identified, the initial methodology was adjusted in selected program clusters, a growth factor was applied to rehabilitation, and a five-day-a-week rehabilitation model was accepted as the general service benchmark.  (It was concluded that although a patient-focused continuous service delivery model is appropriate, seven-day-a-week rehabilitation is not suitable for all patients.)  As a result of these analyses, the revised planning guideline for the population projected to 2003 for rehabilitation services is 25 beds or spaces/100,000 to be allocated as 4 regional and 21 local (which includes transition to independent living spaces). 

 

The HSRC conducted further analysis on its definitions of short- and long-term rehabilitation.  An analysis of the Canadian Institute for Health Information (CIHI) rehabilitation data determined that 25% of rehabilitation cases in 1995/96 had an average length of stay 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, defined as having an average length of stay (ALOS) of 14 days or less.  This percentage may be adjusted in each region depending on the impact of patient volumes, critical mass, facility capacity and proximity of regional rehabilitation providers. 



The HSRC used revised population projections to 2003 to determine sizing of rehabilitation  beds in the GTA/905.  These projections were based on 1996 adjusted census figures from Statistics Canada (see Appendix C).



The HSRC reassessed whether the nine boundary FSAs should continue to be used to site local rehabilitation services in Toronto.  In its review of the GTA/905, the HSRC concluded that the GTA functions as a continuous urban system.  Boundaries within the GTA do not determine where residents seek their care.  In large urban areas, residents and their physicians tend to choose among a number of nearby hospitals, all of which may be regarded as “close to home” but in fact be located in two or more municipal regions.  Patient referral patterns for rehabilitation services are expected to be similar to those for acute care services.  The HSRC confirms that using the nine boundary FSAs to determine local rehabilitation services in Toronto is appropriate. 

   

The issue of determining costs for outpatient rehabilitation is addressed in Section VIII.



Siting of Services 



The HSRC confirms its vision of rehabilitation services as one of:



consolidating specialized regional services to fewer sites;

co-locating long-term local services with regional services, where possible, and 

siting short-term local services in acute care facilities.  



Designating regional facilities and co-locating long-term with regional services builds on existing programs and specialty strengths, and enhances critical mass.  It ensures clinical coherence of more specialized services and optimizes use of excess capacity in regional facilities.  It also supports high quality undergraduate and post-graduate medical education and the education of other health professionals.  Long-term local rehabilitation services are sited in regional facilities where these exist.  Otherwise, long-term programs are located in chronic care facilities or co-located with short-term local programs in acute care facilities.  This helps to ensure sufficient critical mass for high quality rehabilitation care.  



Siting short-term rehabilitation in acute care facilities reduces disruptions to patients and service providers because of fewer patient transfers, makes early intervention possible, and strengthens the focus on community integration.  It would be unreasonable to site all long-term rehabilitation programs for the GTA in the designated regional facilities located in Toronto.  This would compromise access to services for the communities in the GTA/905. 



In its July 1997 report for Toronto, the HSRC deferred its decision on siting a regional rehabilitation provider in east Toronto pending the GTA/905 review.  It was concluded that this review would determine the best option for locating long-term and regional rehabilitation services for east Toronto, York and Durham regions, and parts of Central East region.  In its GTA/905 report released in November, the HSRC determined that there was insufficient critical and optimal mass to support designating a fourth regional rehabilitation provider.   



The HSRC reconsidered the issue of designating a fourth rehabilitation facility that would offer both regional and long-term programs.  Currently, regional rehabilitation programs are not provided in the hospitals in east Toronto and the GTA/905.  The HSRC concludes that designating a fourth regional provider would fragment regional services and reduce critical mass at all the regional sites.  Designated regional facilities must have sufficient critical mass to support highly specialized programs, and specialized skills and expertise.  They also require a substantial investment of both human and financial resources.  The HSRC confirms that the three designated facilities – St. John’s Rehabilitation Hospital, the Tri-Hospital Rehabilitation Corporation and West Park Hospital – will meet the specialized rehabilitation needs of the population in east Toronto, the GTA/905 and beyond. 



The HSRC confirms its intent to designate ten acute care facilities in the GTA/905 to provide local rehabilitation services;  the total number of designated local beds will be 484 compared to 385 proposed in the HSRC’s GTA/905 report released in November.  Currently there are 123 local rehabilitation beds in the GTA/905 (see table next page).   



In addition to local rehabilitation beds sited in the acute care facilities, 24 transition to independent living beds will be sited in the GTA/905.  These will be distributed as follows: five in Durham Region, five in York Region, 10 in Peel Region and four in Halton Region.  See Implementation of Changes in Rehabilitation Services below for the recommended mechanism to site these beds. 



Paediatric Rehabilitation Services 



Paediatric rehabilitation services are provided in a number of facilities in the GTA/905, including Grandview Children’s Centre in Oshawa and Erinoak in Mississauga.  In addition, the Bloorview Macmillan Centre located in Toronto serves the specialized needs of the GTA/905 for inpatient and additional outpatient services.  



Grandview Children’s Centre is located in Oshawa in Durham Region, with satellite locations in Ajax and Port Perry.  The centre serves young people under the age of 22 who have physical and/or communication disabilities.  Funded by the Ministry of Health, the centre provides assessment, diagnosis, treatment and support services on an outpatient basis.  Grandview serves residents of Durham Region.  Oshawa residents comprise 35% of the centre’s caseload followed by residents of Whitby (15%), Pickering (13%) and Ajax (12%).



Current and Proposed Local Rehabilitation Beds: GTA/905

�Current Beds�Proposed Beds (by 2003)��Facility�In Acute Hospitals*�HSRC Report November 1997�HSRC Report April 1998��Joseph Brant Memorial Hospital�20�35�39��East Halton Hospital Corp

Oakville site�

0�

35�

39��North West GTA Hospital Corp.

Etobicoke General site

Peel Memorial site�

 

0�

 

50�

 **

69��Mississauga Queensway Hospital Corp

Mississauga site^�

0�

 50�

74��Credit Valley Hospital�40�50�69��Markham Stouffville Hospital��25�31��York Central Hospital��25�32��York County Hospital�24�25�32��East Durham Hospital Corp

Oshawa General site�

39�

65�

72��Ajax and Pickering/ Centenary Hospital Corp

 Centenary Health Centre site

Ajax and Pickering site �



0�

 

25�

 **

27��Total Beds sited in GTA/905� 123� 385� 484��*Ministry of Health, Inventory of Staffed Beds, March 1996

** Beds located at the Etobicoke General (10) and Centenary Health Centre (13) sites are included in the HSRC’s 

Toronto report, April 1998.

^  6 additional beds are allocated at the Mississauga site for Queensway’s catchment area.









Erinoak is an outpatient children’s treatment centre located in Mississauga in Peel Region with a satellite location in Brampton.  It serves young people under the age of 22 who have physical disabilities.  Erinoak primarily serves residents of Peel Region.  Of its caseload, 75% are children living in Peel, the majority of whom reside in Mississauga.  Children from Halton Region represent 23% of the centre’s caseload. Erinoak is looking to establish a satellite service in Halton Region.



The HSRC acknowledges the important role of the providers of children’s rehabilitation services within the broad rehabilitation system. 





Implementation of Changes in Rehabilitation Services 



The HSRC confirms its intent to direct the providers of rehabilitation services in each region, together with their respective DHCs, to develop a mechanism to achieve coordination of rehabilitation services.  The mechanism should address the following issues:



coordination of and equitable access to rehabilitation services;

linkages among the facility-based rehabilitation providers and community-based rehabilitation providers;

opportunities to share resources in service delivery and supporting administration; 

siting of additional transition to independent living places in conjunction with community-based providers;

linkages to the Rehabilitation Network with respect to regional services; and

development of a coordinated approach to the redistribution of rehabilitation services from Toronto to the GTA/905 region in conjunction with the Rehabilitation Network.



In its April 1998 report on Toronto, the HSRC concluded that it was important for rehabilitation providers in Toronto to have formal links with those in the GTA/905 because rehabilitation services will be rebalanced across the whole GTA.  To facilitate these linkages, the HSRC concluded that the Rehabilitation Network will have one representative from the community hospitals in the GTA/905 that provide local rehabilitation services, from each of the DHC regions.  In addition, there will be one representative of the GTA/905 CCACs, and one representative from the GTA/905 DHCs.  Active participation of the GTA/905 rehabilitation providers expands the scope of the network beyond Toronto to the broader GTA.  The GTA/905 groups will be expected to continue working with their DHCs to develop mechanisms to achieve coordination of rehabilitation services within their regions.  



The HSRC recognizes that implementation of the rehabilitation planning guidelines requires a rebalancing of rehabilitation resources across the GTA.  Rehabilitation beds in the GTA/905 will increase as the number of beds in Toronto decrease.  It is recognized that the 2003 targets must be achieved using reasonable and manageable implementation processes.

 

The HSRC believes that each phase of implementation requires careful monitoring to ensure that quality and access objectives are met. The Ministry of Health should set up a process to monitor the progress of the rebalancing of rehabilitation services in partnership with the DHCs in the GTA.  In turn, the DHCs should coordinate the rebalancing of services and evaluate the implementation of these changes.  It should be their responsibility to keep the Ministry informed of the progress being made to rebalance services, and to make recommendations to the Ministry that ensure accessibility to quality services is maintained.

�SECTION V:  LONG-TERM CARE 



Highlights of the Notices - November 1997

Principal planning region for long-term care services to be Durham, York and Peel (excluding the nine boundary FSAs) and Halton.

Planning for ‘complex continuing care’ (care received by a chronic patient who requires hospitalization) to be seven beds per 1,000 population, 75 years of age and older.

Planning range for ‘long-term care places’ (long-term care beds in nursing homes and homes for the aged, supportive housing, long-term home care, attendant care and adult day care) to be 206.0 to 243.1.

Complex continuing care beds to be geographically distributed and sited with most of the current providers. 

Complex continuing care beds of the Whitby General Hospital site to be consolidated at the Oshawa General Hospital site.

Advise the Minister of Health to establish a structure to include representatives of chronic care providers and community care access centres to coordinate the implementation of changes to chronic care services.



Principal Issues in the Representations



Representations concerning long-term care addressed planning guidelines, siting of services and implementation.



Representations noted that the planning guidelines were too aggressive and the proposed number of complex continuing care beds too low.  It was suggested that targets be adjusted to meet the complex continuing care needs of the younger population. Representations also suggested that planning targets need to be established for respite and psychogeriatric care.  It was also suggested that needs-based rather than utilization-based planning be used to determine future service requirements.



Representations concerning siting of services noted that complex continuing care beds should not be sited in acute care facilities since long-term services would take second priority to acute services.  The concept of a single comprehensive long-term care system was suggested where a range of institution-based long-term care services would be available on one site.  Representations from a number of facilities requested more beds to meet the needs of the population.  Others, however, emphasized the need to develop community-based resources such as supportive housing and alternative care models such as PACE, the Program of All-inclusive Care for the Elderly in Halton Region.



Representations concerning implementation noted that investments in long-term care should precede downsizing of acute beds.  It was also suggested that chronic beds remain open until legislative, staffing and funding initiatives are in place to support community-based care.  Finally, some representations expressed the view that community care access centres (CCACs) should not manage access to complex continuing care or sub-acute beds. 







The HSRC’s Deliberations and Conclusions



The HSRC considers long-term care to include chronic care hospitals, chronic units in acute care hospitals, nursing homes, homes for the aged, supportive housing, long-term home care, attendant care and adult day care. 



Planning Guidelines



Since the release of its November report on the GTA/905 and the discussion paper Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies, the HSRC has continued to assess the adequacy of its planning guidelines for long-term care.  The report  Change and Transition presents the results of the HSRC’s additional analyses and the revised guidelines on which the final directions and advice are based.  The following should be read in conjunction with the long-term care chapter in Change and Transition. 



As a result of additional analysis, the revised planning targets for in-hospital long-term care have been revised to 8.23 beds per 1,000 population 75 years of age and older to be allocated as follows: 7.62 beds for complex continuing care, .20 for respite and .41 for palliative care.  It must be noted that although the HSRC guideline is described as the number of beds per 1,000 population 75 and older, this target in fact incorporates the long-term care needs of the population aged 19-74 as well.  



The HSRC reassessed the use of the nine boundary FSAs to plan long-term care services in Toronto.  Representations, especially from hospitals in York Region, requested that the nine FSAs be used to size services in the GTA/905.  An analysis of utilization patterns for 1995/96 determined that 57% of residents who live in York Region’s six boundary FSAs obtain their complex continuing care in the region; the other 43% in Toronto.  A total of 60 complex continuing care beds are required to meet the needs of York’s six boundary FSAs by 2003; 60% of these will be sited in the region and 40% in Toronto.  This ensures that capacity is available in York Region to meet the needs of these residents, and that the use of existing capacity in Toronto is maximized.



On the strength of its analysis of where people seek health services, the HSRC decided to use the nine FSAs to project long-term care spaces in the municipalities in which those FSAs are located.  The HSRC used revised population projections to 2003 to determine sizing of long-term care resources in the GTA/905.  These projections were based on 1996 adjusted census figures from Statistics Canada (see Appendix C).

 

Based on the HSRC revised targets, complex continuing care requirements increase from 714 beds projected in the November 1997 GTA/905 report to 819 beds.  These beds are distributed as 759 complex continuing care beds, 20 respite beds and 40 palliative beds by 2003.  The total number of complex continuing care beds in the GTA/905 will increase from the current 643 to 819 by the year 2003.  Palliative and respite beds will not be specifically allocated to selected facilities.  Rather, it is expected that all hospitals that provide complex continuing care services will also provide respite and palliative care services according to the planning targets. The HSRC recognizes that palliative and respite care are also provided in acute care hospitals and in non-hospital settings.  At this point in the development of the methodology, however, targets have been determined only for the chronic hospital component of these services.  



When analyzing long-term care spaces, the HSRC conducted further analysis on benchmarks for long-term care beds in nursing homes and homes for the aged, and long-term care places that include supportive housing, long-term home care, attendant care and adult day care.  Initially, the benchmark was based on maintaining resources between the 25th and 75th percentile of actual utilization.  In the revised methodology, the benchmark is based on average utilization.  As a result, the GTA/905 will need an additional 4,580 beds in nursing homes and homes for the aged, and 5,015 long-term care places. 





Long-Term Care Space Requirements: GTA/905 (1996 and 2003)

Region�Long-Term Care Beds in Nursing Homes and Homes For the Aged�Long-Term Care Places in Supportive Housing, Long-Term Home Care, Attendant Care and Adult Day Care ���1996*�Additional Beds Required to 2003�Total Beds Required to 2003�1996**�Additional Places Required to 2003�Total Places Required to 2003 ��Halton �856�1,241�2,097�1,768�772�2,540��Peel�1,691 �1,797�3,488�2,850�1,118 �3,968��York �1,806 �1,014�2,820�1,468�1,973 �3,441��Durham�2,044 �528�2,572�1,797�1,152 �2,949��Total�6,397�4,580�10,977�7,883�5,015�12,898��*    Ontario LTC Bed Inventory and Ratio reported as of October 6, 1996

**  Ministry of Health, Long Term Care Division





For a discussion of costing for these services, see Section VIII. 



Siting of Services 



The HSRC confirms its conclusion that complex continuing care patients must have access to hospital-based supports, technical resources and multi-disciplinary expertise.  This places complex continuing care patients in the setting most appropriate for their needs, and consolidates the expertise necessary to meet their high care requirements.  The HSRC confirms that complex continuing care will be sited in acute care facilities or in facilities with expertise in complex continuing care with strong links to acute hospitals.  The HSRC recognizes that research is inconclusive as to whether the best setting for complex continuing care is in specialized units of acute care hospitals or in free-standing facilities.  It confirms its intent to site complex continuing care beds using excess capacity in acute care hospitals, where appropriate, and good capital stock in free-standing complex continuing care facilities.  Complex continuing care beds are consolidated and geographically distributed in ten facilities throughout the GTA/905 to meet the needs of the population. 



The table below shows the current and proposed distribution of complex continuing care 

beds in the GTA/905.



Current and Proposed Complex Continuing Care Beds: GTA/905

�Current Beds�Proposed Beds (by 2003)��Facility�In Acute Hospitals*�HSRC Report November 1997�HSRC Report April 1998��Joseph Brant Memorial Hospital�38�46�50��East Halton Hospital Corp

Oakville site

Milton District site�

35

30�

43

30�

50

30��North West GTA Hospital Corp

Georgetown & District site

Peel Memorial site�

37

46�

37

96�

37

110��Mississauga Queensway Hospital Corp

Queensway site

Mississauga site�

 

86�

 

 86�

** 

86��Credit Valley Hospital�40�57�78��Markham Stouffville Hospital�40�48�55��York Central Hospital�65�47�90��York County Hospital�20�47�54��East Durham Hospital Corp

Oshawa General site

Port Perry site

Uxbridge site

Memorial Bowmanville site

Whitby General site�

128

8

8

30

32�

102

8

8

30

0�

103

8

8

30

0��Ajax and Pickering/Centenary Hospital Corp

Centenary Health Centre site

Ajax and Pickering site �

 

0�

 

29�

 **

30��Total Beds sited in GTA/905� 643� 714� 819��*Ministry of Health, Inventory of  Staffed Beds, March 1996

** Beds sited for the Queensway site (120) and Centenary Health Centre site (81) are included in the HSRC’s Toronto report, April 1998. 





The HSRC noted in its report Change and Transition (April 1998) that long-term care will be provided in different settings depending on the desires, level of dependence and care requirements of each person, and the availability of informal and formal support systems.  People needing long-term care services will be supported in their own homes for as long as possible.  People who cannot be supported in their own homes will receive care in the least restrictive, least intrusive alternate setting feasible.  



The HSRC’s report on the GTA/905 in November 1997 referred to a proposal for an alternative to traditional facility-based accommodation – the Program of All-inclusive Care for the Elderly (PACE) in Halton Region.  The feasibility study projected that this model would replace the development of 300 long-term care beds in the region.  The Halton group is now considering the Comprehensive Home Option of Integrated Care for the Elderly (CHOICE).  Both of these programs support the HSRC’s preference for community-based rather than institution-based settings.  The HSRC commends the sponsors of these initiatives, and encourages them to apply to the Ministry of Health for the development of long-term care services. 



Implementation 



The HSRC confirms that the overall increase of complex continuing care beds from 1996 to 2003 must be viewed in the context of rebalancing other sectors of the long-term care system.  These include facility-based settings such as nursing homes and homes for the aged, and community-based settings such as supportive housing, long-term home care, attendant care and adult day care.  



Implementation of the HSRC’s directions in long-term care represents significant changes and a careful rebalancing of services.  Implementation will require careful monitoring to ensure that quality and access objectives are met.  Since there will be significant changes in long-term care services in the GTA/905, the MOH should set up a process, in partnership with CCACs and the district health councils to coordinate and monitor the implementation process. 



The HSRC deliberated the role of CCACs in admitting clients to complex continuing care.  It concludes that their role should be expanded to include coordinating placements to complex continuing care beds in addition to their current role of coordinating placement of residents in long-term care facilities and/or access to other long-term care services.  The inclusion of  complex continuing care in a single placement and admissions process is predicated on a team of professionals, including physicians, participating in the review of admissions to these beds, as well as hospitals being actively involved in determining how the beds are used. 





�SECTION VI:  SUB-ACUTE CARE 



Principal Issues in the Representations



Many representations concerning sub-acute care requested clarification on its definition.  It was suggested that a consistent definition is difficult since acuity varies by program.  With regard to siting these services, most hospitals requested sub-acute beds.  Some representations noted that this care is being provided through a wide range of institution- and community-based programs, and should not be limited to certain areas of the health care sector.  It was suggested that GTA/905 hospitals be given the responsibility for providing the rehabilitation component of sub-acute care. 



The HSRC’s Deliberations and Conclusions



In its November 1997 report, the HSRC welcomed input on the most appropriate location of sub-acute programs.  In that report, the HSRC determined that a planning guideline of 14 beds per 100,000 population should be used for sub-acute care.  The GTA/905 would require 304 sub-acute beds by the year 2003, distributed as follows: 63 in Halton, 106 in Peel, 62 in York and 73 in Durham. 



In its deliberations on the definition of and planning guidelines for sub-acute care, the HSRC concluded that the most appropriate location for sub-acute care is in acute care hospitals.�   The HSRC refined its definition of sub-acute care to be a ‘distinct’ form of hospital-based acute inpatient care provided on a supervised inpatient unit of a hospital for individuals in need of slower paced recovery following surgery or short-term medical treatment and convalescence following an acute medical episode.  Patients receiving sub-acute care suffer from a loss of function as a result of an acute care episode or extended stay in hospital, are deemed likely to regain functioning following a course of treatment, are focused on reactivation and restoration, and cannot receive conventional home-based services to manage their care requirements.  Sub-acute is regarded as a program of acute care.  



Cases were removed from sub-acute that were more appropriately classified as short-term rehabilitation.  This resulted in a lower planning guideline of 13 beds per 100,000 population. The HSRC used revised population projections to 2003 to determine sizing of sub-acute beds in the GTA/905.  These projections were based on 1996 adjusted census figures from Statistics Canada (see Appendix C).

 

The HSRC determined sub-acute care sizing for all of the GTA based on the projected population to 2003 adjusted for age.  The GTA requires 708 beds, 276 of which will be sited in GTA/905 hospitals.  These beds are distributed proportionately by medical-surgical activity at the following hospitals.  

Proposed Distribution of Sub-Acute Beds: GTA/905 

Facility�Proposed  Beds

by 2003��Joseph Brant Memorial Hospital�20��East Halton Hospital Corp

Oakville site

Milton District site�

19

5��North West GTA Hospital Corp

Georgetown & District site

Etobicoke General site

Peel Memorial site�

5

 *

33��Mississauga Queensway Hospital Corp

Queensway site

Mississauga site�

0

42��Credit Valley Hospital�25��Markham Stouffville Hospital�11��York Central Hospital�23��York County Hospital�27��East Durham Hospital Corp

Oshawa General site

Port Perry site

Uxbridge site

Memorial Bowmanville site

Whitby General site�

39

5

0

10

0��Ajax and Pickering/ Centenary Hospital Corp

Centenary Health Centre  site

Ajax and Pickering site �

 *

12��Total Beds sited in GTA/905 Hospitals�  276��*Beds sited at the Etobicoke General site (21) and Centenary Health 

Centre site (27) are included in the HSRC’s Toronto report, April 1998.





The capital estimates for the GTA/905 hospitals have been reassessed to include sub-acute capacity.  Capital and operating reinvestments are presented in Section VIII. 

�SECTION VII:  OTHER ISSUES



HUMAN RESOURCES 



Highlights of the Notices - November 1997

A GTA/905-wide human resources plan to be developed and implemented.



Principal Issues in the Representations



Representations noted that a GTA/905 human resource plan limits the easy transfer of staff to other parts of the GTA, and from hospitals to other institution- and community-based agencies.  A GTA-wide human resource plan would bridge these gaps.  It was also suggested that a dispute resolution mechanism be built into the GTA/905 plan, and that it include issues specific to the Whitby Mental Health Centre as it transfers into a public hospital.  Concerns with the shortage of physicians, especially specialists, were noted particularly in Halton and Durham regions.  It was recommended that there be a medical human resources planning process for Durham.  Finally, a few representations raised concerns about the use of less skilled providers in place of nurses, and the impact of layoffs and privatization on patient care. 



The HSRC’s Deliberations and Conclusions



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



In January 1998, Toronto completed its Labour Adjustment Framework Agreement. Although the GTA/905 hospitals were not involved in developing the agreement, the HSRC believes that this agreement is a firm foundation for addressing the impact of restructuring on hospital employees for the entire GTA.  The impact of restructuring on human resources is not limited to the boundaries of the GTA/905.  The HSRC urges the hospitals in the GTA/905 to consider the framework agreement when developing their human resource plans.  The HSRC will appoint a facilitator to assist hospitals and employee groups to develop a human resources adjustment plan for the GTA/905. 



The HSRC confirms its intent to direct all GTA/905 hospitals, Etobicoke General Hospital, Queensway General Hospital, Centenary Health Centre and, with the agreement of the Minister of Health, the Whitby Mental Health Centre to work jointly with representatives of affected employees to develop and begin implementation by September 30, 1998, a human resources plan that addresses the impact of the HSRC’s directions on hospital employees. 







Medical Human Resources 



In August 1997, the HSRC announced a medical human resource fact-finding team to identify restructuring issues that affect hospital-associated physicians, and to make recommendations to address these issues.  The HSRC received the fact-finders’ report in January 1998.�  It includes recommendations that address a number of areas, including physicians in receiving and amalgamating hospitals, variations in hospital bylaws and changes in clinical demands.  In April 1998, the HSRC issued notices to hospitals in the GTA/905 outlining a process for addressing the impact of restructuring on physicians. 





INTEGRATED HEALTH SYSTEMS 



Highlights of the Notices - November 1997

HSRC interested in receiving input from DHCs, hospitals and community providers on approaches for the continued development of integrated health systems, and mechanisms to stimulate their development. 



Principal Issues in the Representations



Representations on integrated health systems (IHSs) recommended that a number of pilot projects be funded.  Suggested sites include three IHSs in York Region, a site in the north-west GTA/905 and a site in Clarington.  It was also suggested that DHCs be given the lead to determine the next steps in developing IHSs. 



The HSRC’s Deliberations and Conclusions



The HSRC acknowledges the representations it received on the development of integrated health systems.  It encourages the ongoing activities of the IHSs that are in various stages of development across the four regions of the GTA/905. 



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





�INFORMATION SYSTEMS



Principal Issues in the Representations



The HSRC received a number of representations requesting funding for information systems.  It was noted that investments are needed to support health care information networks that integrate providers in the GTA/905 and Toronto.  Representations from most hospitals in the GTA/905 requested funds for information systems.  It was also suggested that the HSRC should fund information system pilot projects. 



The HSRC’s Deliberations and Conclusions 



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



The HSRC urges the hospitals in the GTA/905 to continue planning integrated information systems.  The HSRC will address this issue further.  Until its work on integrated health systems is more developed, the HSRC will not consider requests to fund specific projects.  





IMPLEMENTATION



Principal Issues in the Representations



A number of representations noted that the pace of change is too fast, and that implementation strategies should be put in place to monitor the change process and its consequences.  For example, it was suggested that a mechanism be established to monitor the impact of restructuring on quality, accessibility and affordability.  It was also suggested that the DHCs in the GTA/905 be directed to monitor and advise the Minister of Health on whether access to quality services is being maintained.  This includes developing a mechanism to monitor repatriation of residents to the GTA/905 hospitals.  Suggestions on the Ministry of Health’s role in implementation included: monitor physician referrals and service utilization to ensure that hospitals receive appropriate funding; develop, possibly in conjunction with the Joint Policy and Planning Committee, a method for tracking reinvestments and savings to ensure funding adjustments are made when volumes change due to restructuring; work closely with other ministries to ensure effective, efficient and seamless services for children with special needs and their families. 



The HSRC’s Deliberations and Conclusions



The HSRC has put in place a number of mechanisms to monitor the implementation of hospital restructuring.



The HSRC is advising the Minister of Health to establish and implement a mechanism to monitor the impact of hospital restructuring, particularly hospital closures, on the activity and volume of services of all hospitals, and adjust funding to hospitals for activity changes that occur beyond those that are planned and funded. 



The HSRC is advising the Minister of Health to establish a mechanism to monitor whether GTA/905 residents have equitable access to specialized services now and in the future.  These ongoing assessments can be used by the Ministry to make decisions on siting additional specialized services. 



The HSRC continues to endorse the establishment of mental health agencies as transitional structures for the planning, coordination and funding of mental health services.  In previous reports, the HSRC has advised the Minister of Health to establish these agencies in a number of regions. 



The HSRC is directing the providers of rehabilitation services in each of the GTA/905 regions, together with their respective DHCs, to develop a mechanism to achieve coordination of rehabilitation services.  As well, these providers will be represented on the Rehabilitation Network to ensure that formal links exist between rehabilitation providers in the whole GTA.  The HSRC is also advising the Ministry of Health to set up a process to monitor the progress of the rebalancing of rehabilitation services in partnership with the DHCs in the GTA.  In turn, the DHCs will coordinate the rebalancing of services and evaluate the implementation of these changes. 



The HSRC is advising the Minister of Health to direct the DHCs in the GTA/905 to work in partnership with the CCACs to lead in coordinating the expansion of long-term care beds and places in the region.  This process should also include the participation of complex continuing care and long-term care providers and the Ministry of Health. 



�SECTION VIII:  FINANCIAL IMPACT OF RESTRUCTURING  



Principal Issues in the Representations



Representations concerning funding noted that reinvestments must be made in community services before institution-based programs are downsized.  Concerns were raised that reinvestments are unevenly distributed throughout the province.  Areas in the GTA/905 below the current provincial range receive reinvestments that bring them only up to the 25th percentile  (e.g., home care).  It was also noted that funding levels need to take into account regional variations such as socio-economic status of a region. 

 

Representations raised acute, rehabilitation, long-term care, home care and mental health funding issues.  For acute care, it was suggested that more funding is needed for growth, acute care activity, day surgery and emergency.  As well, more operating and capital investments are required for outpatient services.  Representations on rehabilitation pointed to a lack of funding for outpatient services, day hospital activity and in-home rehabilitation.  It was suggested that the same approach used to identify beds and places in long-term care could be used to determine volumes and funding for outpatient and community rehabilitation services.  



Representations on long-term care funding noted that more capital is needed for complex continuing care.  A $51 per diem was regarded as outdated and inadequate to meet the health care needs of long-term care residents, especially those who are transferred out of complex continuing care beds.  Representations raised concerns about the level of reinvestment in community-based long-term care.  It was suggested that some of the 17% adjustment for complex continuing care be directed to other long-term care areas.  



Representations on home care funding noted that the method for home care reinvestment perpetuates inequities in Durham compared to the rest of the province.  It was also noted that post-acute home care funding needs to be adjusted to 2003, and that the home care needs of mental health patients must be recognized.  Concerns were raised about the implementation of home care services and the impact of increased funding on the use of home care services. 



Representations on mental health funding called for more investments in community-based mental health programs, child and adolescent programs, and ambulatory services.  A number of representations requested flexibility to use inpatient mental health funds for community-based or outpatient services.  It was suggested that new funds be provided for the forensic unit at Whitby Mental Health Centre, that all of Whitby’s services be funded at 100% of cost, that the 15 adolescent mental health beds funded by MCSS be retained and recognized as a provincial resource, and that the $5.9 million invested in seven community clinics in the catchment area be recognized in the cost analysis of Whitby.



A number of hospitals requested additional operating and capital funds.  It was also suggested that the HSRC provide capital and facility renewal and maintenance funding over and above restructuring capital.  A number of specific requests were made from facilities for financial support for hospital amalgamations, service transfers and program consolidations. 





OPERATING COSTS, SAVINGS AND REINVESTMENTS 



The purpose of this section is to outline potential costs, savings targets and reinvestments for GTA/905 hospitals.  Cost and savings estimates are based upon data readily available to the HSRC.



A number of qualifications must be made regarding the estimates:



The data used in the analysis are mainly 1995/96 values.  The estimates do not take into account costs related to future inflation or other factors.  There have also been changes in the GTA/905 hospitals as a result of funding reductions.  These are not reflected in 1995/96 data.

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

Detailed data were not available or were available only in aggregate form for most hospital inpatient and ambulatory activity and community-based services.  Further analysis and differentiation of costs and activities will be needed to refine the estimates.

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

While the HSRC was required to estimate volume impacts on neighbouring hospitals following the closure of a hospital site, and estimate the cost and capital impacts, it recognized that different utilization patterns may evolve due to physician referral patterns and patient choice.  The HSRC has advised the Minister of Health to establish a mechanism to monitor the impact resulting from a site closure, and to adjust funding to hospitals that subsequently experience volume changes associated with hospital restructuring.



Estimates of potential costs and savings in the GTA/905 hospitals are needed to evaluate options relating to the sizing and location of services.  In the development and assessment of detailed planning and implementation activities, hospitals, the Ministry of Health and others will be expected to refine the estimates using more complete and current information.



A number of categories of savings are associated with restructuring.  They relate to clinical efficiencies, administrative efficiencies, restructuring savings from program transfers, and savings from consolidation and centralization of support services.



The initial costs and savings methodology has been provided by the Ministry of Health.  The HSRC has continued to refine its methodology.  Further analysis was conducted, both internally and with the assistance of the Ontario Case Costing Project.  The HSRC solicited input from the Joint Policy and Planning Committee’s working groups, task forces and committees, and Ministry of Health staff.  The HSRC also established a focused single-session review with consulting firms and people experienced in the field of hospital operations.  This resulted in changes and refinements to the initial costs and savings methodology reported in earlier restructuring reports.  A description of the revised methodology is in the GTA/905 HSRC report released November 1997. 



Acute Care 



Acute care savings are realized through clinical efficiencies, program transfers and administrative savings (which include consolidation of support services, administrative efficiencies and plant /infrastructure savings).  Figures are reported to the nearest dollar.  In the directions to hospitals and advice to the Minister, the figures are rounded.



Clinical Efficiencies



The following table summarizes the potential dollar savings from clinical efficiencies for individual GTA/905 hospitals based on hospital activity in 1995/96.  A correction has been incorporated in the day surgery conversion to reflect the cost of transferring inpatient cases to day surgery. 



Savings From Clinical Efficiencies in Acute Care Hospitals (1995/96 CIHI)

Hospital Name�ALC Reduction�Admission Avoidance�Day Surgery Conversion�ALOS Reduction�Hospital Total��Joseph Brant Memorial� $      2,779,948 � $        79,787 � $      406,685 � $      3,164,200 � $        6,430,619 ��Oakville-Trafalgar Memorial�       1,451,314 �        56,154 �       318,032 �       2,714,891 �         4,540,390 ��Milton District Hospital�          371,180 �         27,891 �         66,287 �          784,517 �         1,249,875 ��Georgetown & District Memorial�          317,560 �         28,803 �         67,415 �          622,474 �         1,036,252 ��Credit Valley Hospital�          566,705 �       119,091 �       543,074 �       3,383,757 �         4,612,627 ��Mississauga-Queensway: Mississauga. site�       1,146,281 �         84,697 �       464,663 �       4,215,142 �         5,910,782 ��Peel Memorial Hospital�       1,038,534 �       102,304 �       625,220 �       2,533,869 �         4,299,926 ��York Central Hospital�          328,557 �         88,685 �       472,519 �       1,784,192 �         2,673,953 ��York County Hospital�          160,448 �         83,653 �       347,294 �       2,529,665 �         3,121,060 ��Markham Stouffville Hospital�          709,712 �         39,751 �       293,662 �          665,080 �         1,708,205 ��Ajax & Pickering�          270,685 �         58,733 �       178,559 �       2,220,759 �         2,728,736 ��Whitby General�          340,118 �         31,759 �         27,873 �          674,881 �         1,074,631 ��Oshawa General Hospital�       2,653,114 �       210,432 �       570,741 �       6,847,716 �       10,282,003 ��Memorial Hospital�            30,799 �         53,861 �         53,261 �          792,271 �            930,191 ��North Durham Health Services, Port Perry�                    -   �                 -   �                 -   �                    -   �                      -   ��North Durham Health Services, Uxbridge�                    -   �                 -   �                 -   �                    -   �                      -   ��Total� $    12,164,955 � $   1,065,601 � $   4,435,285 � $    32,933,414 � $      50,599,250 ��

Total savings for improvements in clinical efficiencies prior to restructuring are estimated at $50.6 million before program transfers between and among the hospitals in the GTA/905 and Toronto are included.  Total clinical efficiencies are higher once program transfers are incorporated. 



Program Transfers



Inpatient programs are moved from transferring to receiving facilities using direct costs only.  Actual direct costs are transferred out.  The funds transferred to the receiving facility are either the actual direct cost or the expected cost, whichever is lower.  Savings are realized through the reduction in direct costs transferred.



The costs of providing ambulatory care at the transferring facility are allocated to the receiving facility.  Consequently, no savings in ambulatory care are expected. 



Program transfers of $22.3 million (see table of total acute care costs and savings on page 67) reflect the transfer of acute patient activity from Whitby General Hospital to neighbouring hospitals, the activity transfers of North York Branson to York Central Hospital, and transfers of activity from Etobicoke General Hospital to hospitals in the GTA/905.  As well, the transfer of inpatient beds from the Queensway site to the Mississauga site of the Mississauga-Queensway Hospital Corporation are included in these expenses.



Administrative Savings 



Estimates of two categories of savings are related to administrative efficiencies: consolidation of support services and reduction of administrative costs.  It is assumed that the support services and administrative efficiencies associated with program activity transferred between facilities will be accomplished by the hospital that receives the program activity.



Consolidation of Support Services



Savings resulting from support services consolidation are identified.  Cooperative or joint production of services will contribute to lower costs in a number of support services.  The methodology concentrates on three specific areas where cost saving potential is the greatest:  laboratories, dietary (food services) and materials management.   



In order to achieve consolidation savings, hospitals in the GTA/905 were grouped based on geographic clustering, the HSRC reconfigured hospital system and current relationships, wherever possible.  The savings estimates for the groups are based on activity and financial information of the sites in operation in 1995/96.  Targeted savings for hospital clusters were apportioned on the basis of individual hospital efficiency ratings. Submissions from the hospitals in the GTA/905 challenged the savings targets, particularly materials management.  The HSRC and its consultants are reviewing the methodology for materials management, and will notify the hospitals and the Ministry of Health of any changes. 



The following hospital groups were identified to work collaboratively to achieve support services consolidation savings:



York includes the support services of York Central, York County and Markham Stouffville hospitals.�

East Durham includes all sites of the newly amalgamated East Durham Hospital Corporation, including the Bowmanville, Oshawa, Uxbridge and Port Perry sites.  For laboratory services, the group also includes the hospitals in Haliburton, Peterborough, Northumberland and Victoria counties.  The Whitby Mental Health Centre will also participate in the consolidation of support services.   �

Peel and Halton includes the Georgetown, Brampton and Etobicoke sites of the North West GTA Hospital Corporation, The Mississauga Queensway Hospital Corporation, Credit Valley Hospital,  and the Oakville and Milton sites of the East Halton Hospital Corporation.



The Pickering site of the Ajax and Pickering/Centenary Hospital Corporation is included in the north and east Toronto grouping, which includes the support services of North York General Hospital, North York Branson, Salvation Army Scarborough Grace Hospital, Scarborough General Hospital, the Scarborough site of the Ajax and Pickering/Centenary Hospital Corporation, and Toronto East General Hospital.  For laboratory services, this group also includes the Bayview Hospital Corporation (Sunnybrook Health Science Centre, Women’s College Hospital and Orthopaedic and Arthritic Hospital). 



Joseph Brant Memorial Hospital is included in the Hamilton support services grouping.



The savings for groups of hospitals were calculated based on the support services survey completed by all hospitals in April 1997, and the defined methodology.



After applying the support services consolidation methodology, the savings targets for laboratories and dietary were discounted for the reduction in inpatient days associated with targeted clinical efficiencies.



The total savings derived from support service efficiencies is $ 19.0 million.



Administrative and Plant/Infrastructure Savings



Savings resulting from administrative efficiencies and site closures are identified.  Total savings from administrative efficiencies and plant closures is $10.1 million.



Summary of Acute Care Savings Estimates



The summary table outlines the total acute care operational savings associated with the HSRC’s recommendations for hospitals in the GTA/905. 



    Summary of Total Acute Care Costs and Savings*

1995/96 NET EXPENSES**��$799,137,834����Clinical efficiencies�($54,076,565)�����Support service efficiencies�($19,009,567)�����Administrative efficiencies�($10,117,237)�����Site closure�($603,124)�����Change in selected expenses�$2,143,539����TOTAL SAVINGS��($81,622,953)�-10.2%��Program transfers ^��$22,347,710����REVISED EXPENSES��$739,822,590�-7.4%��* Expenses, efficiencies and savings do not include hospitals located in Toronto (Etobicoke General, Queensway site of the Mississauga Queensway Hospital Corporation, Centenary Health Centre) or Whitby Mental Health Centre.  Additional funding for acute mental health beds is excluded from the table, and is considered as a reinvestment.

** Net expenses from OCDM.

^ Program transfers reflect transfer of activity from Toronto to hospitals in the GTA/905.





Total acute care savings are $81.6 million which represents a 10.2% reduction in total expenses for acute care in the GTA/905. 



It is noted that the savings are based on 1995/96 expenses.  The GTA/905 hospitals had a one-time Ministry of Health allocation reduction of $77.9 million from 1996/97 to 1997/98.  However, one-time reinvestments for growth totaled $64.4 million over the same two year time period. 





Mental Health



The Ministry of Health’s policy is that all resources associated with the provision of mental health services will remain within the mental health envelope.  This includes resources associated with achieving clinical and administrative efficiencies.  The reduction in of 63 inpatient longer-term mental health beds from 321 to 258 beds at Whitby Mental Health Centre (to 2003) results in system savings of $10.9 million, which will be made available for reinvestment in the community.  (The 258 beds include 203 longer-term mental health beds, 40 medium secure beds and 15 child/adolescent beds.)



The HSRC recognizes that additional investments may be required in community-based mental services across the GTA/905 in addition to investments for additional mental health beds.



The current Ministry policy protects the existing envelope of funds allocated to mental health services in each community.  While the HSRC has reflected this policy in its directions and recommendations, it notes that the current distribution of mental health funds may not be equitable across all regions of the province.  Consequently, some adjustments in the overall envelope of funds may be required in the future.



The increase in 143 adult and child/adolescent acute mental health beds from 265 to 408 in the GTA/905 requires an investment of $10 million.   





Complex Continuing Care



The HSRC has identified the need for 176 additional complex continuing care beds, an increase from 643 to 819 beds.  The savings and reinvestments associated with changes to complex continuing care are outlined below and are based on 1995/96 financial information.  



      Summary of Total Complex Continuing Care Costs and Savings 

1995/96 NET EXPENSES�$52,067,780���Program Enhancements�$10,361,163���Resource Intensity Adjustment�$7,997,700���Site Closure Savings�($230,043)���Administrative Allocation�$2,561,291���Change in Selected Expenses�($85,553)��COST OF RECONFIGURED SYSTEM�$72,672,338��TOTAL REINVESTMENT�$20,604,558                              �(39.6%)��

Total complex continuing care reinvestments are $20.6 million annually which represents a 39.6% increase in funding.





Rehabilitation



The application of the HSRC’s revised planning guideline identifies the need for 361 additional rehabilitation beds in the GTA/905.  This is an increase from 123 to 484 beds to 2003.  The total annual reinvestment in inpatient rehabilitation services is $36.5 million.  



A number of representations suggested that reinvestments for rehabilitation services were limited to inpatient activity, which is only one component of the broad spectrum of services offered by designated rehabilitation facilities.  To address this concern, the HSRC examined the proportion of funding allocations devoted to outpatient services at existing centres (as a proxy for outpatient activity).  Unfortunately, due to the lack of consistency in the proportion of rehabilitation funding for outpatient services, the HSRC is unable to provide estimates for reinvestments related to outpatient rehabilitation activity.  Additional work is required to determine the most appropriate funding level for these services.



The HSRC’s revised planning guidelines assume five-day-a-week rehabilitation service rather than seven-day-a-week service.  Although the HSRC supports the need for a more continuous delivery system for rehabilitation, the LOS targets used to establish the revised rehabilitation planning guidelines are based on five-day-a-week service.  Since the HSRC is not directing that service be delivered seven days a week, an allied health adjustment associated with increased service delivery is no longer required.  In the revised costing methodology for rehabilitation, the allied health adjustment has been removed.





Summary of Total Rehabilitation Costs and Savings��1995/96 ADJUSTED NET EXPENSES�$13,201,485���Program Enhancements�$31,462,990���Administrative Allocation�$5,014,786���Selected Expenses�$707,425��COST OF RECONFIGURED SYSTEM�$49,679,261��TOTAL REINVESTMENT�$36,477,776                                        �(276%)��



Sub-Acute Care 



The planning guideline for sub-acute care was modified with cases removed that were more appropriately classified as short-term rehabilitation.  This resulted in a lower planning guideline of 13 beds per 100,000 age-adjusted population. The number of beds required for the GTA was determined to be 708.  These beds were distributed proportionately based on the medical-surgical activity of a hospital. The sub-acute beds to be allocated to the GTA/905 hospitals is 276 to be distributed as follows: 49 in Halton, 100 in Peel, 61 in York and 66 in Durham. 



The costing methodology for sub-acute was revised.  It was concluded that a small program and unit would incur costs of approximately $211 per day to provide sub-acute care.  Based on this cost, the additional annual investment required in  the GTA/905 is $21.3 million. 



The capital estimates for the GTA/905 hospitals have been revised to include sub-acute beds. 





Magnetic Resonance Imaging (MRI)



Five MRIs have been located in the GTA/905 recently.  In keeping with the HSRC’s approach of ensuring adequate funding for operating costs, up to $1 million is recommended for each MRI.  An investment of $5 million is recommended for the GTA/905.



�Reinvestment  in Specialized Services 



Cancer Services 



The operating costs for the implementation and operation of regional cancer centres in Durham and Peel have not as yet been fully identified.  Cancer Care Ontario and the respective hospitals will be addressing the required operating funding for the two centres. 



Cardiac Services 



The Ministry of Health and the hospital will be expected to develop a phased approach to the implementation and funding of the recommended cardiac centre in Peel Region.  





OPERATING REINVESTMENTS IN HOME CARE AND LONG-TERM CARE 



For hospital restructuring to be successful, reinvestments must occur in hospital-based services which include mental health, rehabilitation, complex continuing care and sub-acute care, as well as in other sectors of the health system such as long-term care and home care.  The following reinvestment estimates reflect the HSRC’s new planning guidelines for home care and long-term care.



Home Care



The HSRC defines home care as health care services provided in patients’ homes within 30 days following an acute inpatient or same-day surgery discharge.  In the November 1997 report, the methodology for home care reinvestments was based on the following: home care programs were ranked based on utilization rates using 1993/94 to 1995/96 data; a minimum access benchmark was set at the 25th percentile and used to compare relative use between home care programs across the province; and the level of reinvestments required to bring “under-serviced” home care programs up to the benchmark rate was determined. 



The HSRC reassessed and revised its initial methodology based on comments from the field and additional analyses.  The revised methodology is as follows: 



Adjustments are made for expected population growth and changes in the age structure in the regions. 

The benchmark home care utilization rate (75th percentile) for each major clinical category (MCC) and day procedure group (DPG) is multiplied by the corresponding estimated number of hospitalizations for each region, including growth to 2003. 

The mean cost per home care episode for each MCC and DPG is factored into the calculation. 

Home care costs for all MCCs and DPGs are summed to derive the overall financial allocation for each home care program.  



Summary of Home Care 

Investments

Halton �$ 5.2 mil��Peel �$19.3 mil��York�$13.4 mil��Durham�$ 9.1 mil��Total�$ 47.0 mil  ��

As with the initial methodology service intensity and costs for travel, case management and equipment are included. 



Based on the revised methodology, it was determined that the GTA/905 requires an annual investment of $47 million for home care following acute inpatient and same day surgery procedures.  





Long-Term Care Spaces 



The term ‘long-term care spaces’ includes long-term care beds in nursing homes and homes for the aged, and places in supportive housing, long-term home care, attendant care and adult day care.  The HSRC conducted further analysis on benchmarks for long-term care spaces.  Initially based on maintaining resources between the 25th and 75th percentile of actual utilization, in the revised methodology, the benchmark is based on average utilization.  



Although the HSRC has established a guideline for long-term care beds in nursing homes and homes for the aged, the guideline does not estimate the exact proportion of each service.  Similarly, the HSRC guideline for long-term care places does not specify the exact proportion of supportive housing, long-term home care, attendant care and adult day care.  The HSRC believes that the appropriate mix of beds and places should be sensitive to the circumstances in each community. 



As a result of modifications to the planning guidelines, the HSRC concludes that the GTA/905 will need an additional 9,595 spaces by 2003.  These are distributed as follows: 



 4,580  long-term care beds in nursing homes or homes for the aged; and 

 5,015 places in supportive housing, long-term home care, attendant care and adult day care. 



Based on the revised methodology, it was determined that GTA/905 requires an annual operating investment of  $99.8 million for long-term care beds in nursing homes and homes for the aged using a calculation of $59.72 per diem.  (This is the Ministry allocation and does not include co-payment expenses.)  A methodology has been developed to estimate the costs of the long-term care places that are not facility-based at $11,972 per place.  Using this costing approach, the GTA/905 requires $60 million annually for reinvestment in long-term care places.  

   

�SUMMARY OF OPERATING SAVINGS AND REINVESTMENTS BY REGIONAL MUNICIPALITY



The following table provides a regional profile of the savings and reinvestments in the GTA/905.  



Summary of Operating Savings and Reinvestments ($ in millions)

��Halton�Peel�York�Durham�Total��Changes in Acute Care Expenses���������Efficiencies� $  (19.7)� $   (24.7)� $  (16.1)�$   (21.2)�$   (81.6)���Program Reallocation� $          -   � $     15.8 � $      6.5 � $     (0.0)� $     22.3 ��Changes in Acute Care Expenses�� $  (19.7)� $     (8.9)� $    (9.6)� $   (22.3)� $   (59.3)����������Reinvestments���������Acute Mental Health� $      1.7 � $       3.9 � $      1.9 � $      2.3� $       9.9 ���Complex Continuing Care� $      3.4 � $     10.1 � $      7.5 � $   (0.5)� $     20.6 ���Rehabilitation� $      5.8� $     17.5 � $      7.2 � $      6.0 � $     36.5 ���MRI� $      1.0 � $       2.0 � $      1.0 � $      1.0 � $       5.0 ���Home Care� $      5.2 � $     19.3 � $    13.4 � $      9.1 � $     47.0 ���Long-Term Care - Beds� $    27.1 � $     39.2 � $    22.1 � $    11.5 � $     99.8 ���Long-Term Care - Places� $      9.2 � $     13.4 � $    23.6 � $    13.8 � $     60.0 ���Sub-Acute� $      3.8 � $       7.7 � $      4.7 � $      5.1 � $     21.3 ��Total Reinvestments�� $    57.2 � $   113.1 � $    81.5 � $    48.3 � $   300.1 ��



CAPITAL COSTS (REINVESTMENTS)



The HSRC believes that significant reinvestments must be made in facilities to achieve the goals of restructuring.  In its advice to the Minister of Health, the HSRC has identified areas of reinvestment critical to the successful restructuring of local hospital services.  One such area is the need to upgrade or expand hospital buildings to accommodate the introduction of new programs and services, and to ensure that the infrastructure is in place for the future.  Through its advice to the Minister, the HSRC is recommending an unprecedented capital renewal program across the province.  Capital funds used to upgrade and expand hospital buildings will create the foundation necessary to meet the care needs of the GTA/905 population well into the next millennium.



The HSRC applied the following approach to developing capital cost estimates.



Based on the analysis of each facility’s information and the district health councils’ analysis, each of the current sites is assessed to determine its functionality, physical state of buildings and services, and expansion potential. 

Each site is assessed based on the HSRC’s sizing analysis to determine its potential to accommodate the required number of beds and related patient activity. 

Renovation and new construction costs, as well as related ancillary, site development and furnishings and equipment requirements, are assessed using current industry standards.



Capital estimates incorporate the impact of restructuring and do not address other issues of facility reconfiguration or facility maintenance.  Less costly alternatives should be explored as part of the development of any capital project.



To determine the additional capacity required to meet the demands of a growing and aging population, the HSRC determined the sizing for facilities considering the following:



Acute care bed capacity was determined as post-utilization acute days plus growth days (as per the HSRC’s growth methodology).

Mental health, rehabilitation, complex continuing care and sub-acute care capacity was sized at the bed numbers determined for 2003.

Operating room capacity was determined through the HSRC’s operating room methodology, and adjusted for growth on a proportional basis and for unused OR capacity across sites in newly amalgamated organizations.

Critical care beds were added in facilities where all current beds were fully utilized. 

Emergency and ambulatory clinic capacity was determined by current volumes adjusted for growth proportional to acute care bed growth (i.e., emergency visits/post-utilization bed X growth in acute beds).



In reviewing requirements for beds, operating rooms and ambulatory and emergency space, the HSRC considered the total available capacity within the organization, whether single site or multiple sites.



Capital estimates were based on sizing that included beds and additional space for growth as follows:

operating rooms - 6 ORs in addition to the 139 currently available;

critical care beds - 19 critical care beds in addition to the 160 beds currently available;

additional emergency volume of 225,000 visits; and 

additional ambulatory care volume of  228,000 visits.



Capital reinvestments have increased from the November 1997 estimates because of bed increases (including sub-acute care beds).  Although capital estimates include growth projected to the year 2003, the HSRC is currently revising its growth methodology.  It is probable that the capital estimates will be revised in due course, and then reported to hospitals and the Ministry of Health. 

 � Capital Reinvestments for Acute Care Hospitals in GTA/905 ($ in millions)

Hospital Name�Construction Costs*�Additional Capital���HSRC Preliminary Report

November 1997�HSRC Final Report

April  1998�Specialized                                  Services**��HALTON AND PEEL

Credit Valley�

$ 10.8 �

$24.8  �Cancer services

$ 28.8 ��Joseph Brant Memorial� $  6.0 �$6.9  ���East Halton Corporation

  Oakville site�

 $  7.8 �

$7.6  ���North-West GTA Hospital Corporation

  Brampton site�

 $ 6.7 �

 $33.7  ���Mississauga Queensway Corporation

  Mississauga site�

$ 22.0 � 

$27.5 �Cardiac services

$2.2 -$7.5 ��YORK

Markham Stouffville�

$   5.8 �  

 $10.4 ���York Central�$ 19.7�$27.0 ���York County�$ 15.2 �$22.6 ���DURHAM

East Durham Hospital Corporation

Oshawa site

Ajax and Pickering/Centenary Hospital Corporation

Ajax Site�





  



0�



$62.5 





$12.8 �

Cancer services

$ 28.2 ��Total Construction Costs�$143.7 �$235.8�$ 59.2 - 66.5��* Construction costs include new construction, renovations, site development, ancillary costs, furniture and equipment.  

** Capital estimates are provided by functional plans and require review following further detailed planning. 















�SECTION IX:  SUMMARY 



IMPACT ON SITES AND SYSTEM SIZING

CURRENT 

1995/96�POST RESTRUCTURING*

2003��Overall Summary��17 hospital organizations on 18 sites^�12 hospital organizations on 17 sites^��3,864 inpatient beds�4,679 inpatient beds including 615 acute care beds identified for population growth and aging and 276 sub-acute care beds

��Acute Care Facilities��15 hospital organizations on 16 sites

2,509 acute inpatient beds







249 acute adult & 16 child/adolescent mental health beds

123 inpatient rehabilitation beds

643 chronic care beds�10 hospital organizations on 15 sites

2,434 acute inpatient beds** including 615 acute care beds identified for population growth and aging

276  sub-acute beds

365  acute adult and 43 child/adolescent mental health beds

484 inpatient rehabilitation beds

��819  complex continuing care beds��Mental Health Services��1 organization on 1 site

325 longer-term mental health beds including 40 medium secure beds & 15 child/adolescent beds�1 organization on 1 site

258  longer- term mental health beds including 40 medium secure beds & 15 child/adolescent beds

��Long-Term Care��6,397 beds in nursing homes and homes for the aged 



7,883 places in supportive housing, long-term care, attendant care and adult day care �4,580 additional beds in nursing homes and homes for the aged for a total of 10,977 beds



5,015 additional places in supportive housing, long-term care, attendant care and adult day care for a total of 12,898 places

��* Reflects health care services located in the GTA/905.  Services sited at the Etobicoke General Hospital site, Centenary Health Centre site, and the Queensway site of the Mississauga Queensway Hospital Corporation are excluded. 

^ Includes the Shouldice Hospital, a private facility in York Region.

** Includes acute beds transferred from the Queensway site to the Mississauga site of the Mississauga Queensway Hospital Corporation.  Acute mental health care beds are excluded.  



�SUMMARY OF RESTRUCTURING DIRECTIONS BY GTA/905 HOSPITALS

�Hospital�Facility Status �HSRC Directions

�Status of Corporate 

Entity��

HALTON��Joseph Brant Memorial Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Continue to provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care

�No change��Milton District Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care

Provide sub-acute care

�Amalgamate with Oakville-Trafalgar Memorial Hospital��Oakville-Trafalgar Memorial Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care

Continue to provide child/ adolescent acute mental health care

�Amalgamate with Milton District Hospital��Georgetown & District Memorial Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Provide sub-acute care

�Amalgamate with Peel Memorial and Etobicoke General hospitals��

PEEL��Peel Memorial Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Provide local rehabilitation 

Provide sub-acute care

Continue to provide adult acute mental health care

Continue to provide child/ adolescent acute mental health care

Provide regional perinatal and paediatric care 

�Amalgamate with Georgetown and District Memorial and Etobicoke General Hospitals��The Credit Valley Hospital�Retain�Continue to provide acute care

Plan for full service cancer centre 

Continue to provide complex continuing care 

Continue to provide local rehabilitation

Provide sub-acute care

Provide regional perinatal and paediatric care 

�No change��The Mississauga Hospital�Retain�Continue to provide acute care

Plan for cardiac centre 

Continue to provide complex continuing care 

Provide local rehabilitation 

Provide sub-acute care

Continue to provide adult acute mental health care�Amalgamated with Queensway General Hospital on April 1, 1998��

YORK��Markham Stouffville Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care

�No change.  Appoint the board’s executive committee to the York Region Hospitals Joint Committee. ��York Central Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care

�No change.  Appoint the board’s executive committee to the York Region Hospitals Joint Committee. ��York County Hospital�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Continue to provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care

Provide child/ adolescent acute mental health care

Provide regional perinatal and paediatric care �No change.  Appoint the board’s executive committee to the York Region Hospital Joint Committee. ��

DURHAM��Ajax and Pickering General Hospital�Retain�Continue to provide acute care

Assume complex continuing care role

Provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care�Amalgamate with Centenary Health Centre��Whitby General Hospital�Close�Transfer programs to Oshawa General Hospital site, and Ajax and Pickering General Hospital site





�Amalgamate with North Durham Health Services Corp., Memorial Hospital - Bowmanville, and  Oshawa General Hospital��Oshawa General Hospital�Retain�Continue to provide acute care

Plan for full service cancer centre 

Continue to provide complex continuing care 

Continue to provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care

Provide child/ adolescent acute mental health care

Provide regional perinatal and paediatric care 

�Amalgamate with North Durham Health Services Corp., Memorial Hospital - Bowmanville, and Whitby General Hospital��Memorial Hospital, Bowmanville�Retain�Continue to provide acute care

Continue to provide complex continuing care 

Provide sub-acute care

�Amalgamate with North Durham Health Services Corp., Oshawa General Hospital, Whitby General Hospital��North Durham Health Services Corp, 

Port Perry site

Uxbridge site�Retain, pending DHC review re: Rural Health and Northern Framework�Continue to provide acute care

Continue to provide complex continuing care (both sites)

Provide sub-acute care (Port Perry site)�Amalgamate with Oshawa General Hospital, Whitby General Hospital and Memorial Hospital - Bowmanville��Whitby Mental Health Centre�Retain�Continue to provide longer-term mental health care

Continue to provide child/ adolescent mental health care



�Establish new governance as public hospital���SUMMARY OF RESTRUCTURING DIRECTIONS FOR TORONTO SITES OF HOSPITALS IN THE GTA/905

Hospital �Facility 

Status �HSRC Directions �Status Of Corporate Entity��Etobicoke General Hospital�Retain�Continue to provide acute care

Provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health care

Continue to provide child/ adolescent acute mental health care

�Amalgamate with Peel Memorial Hospital and Georgetown and District Memorial Hospital��Centenary Health Centre�Retain�Continue to provide acute care

Continue to provide complex continuing care

Continue to provide local rehabilitation

Provide sub-acute care

Continue to provide adult acute mental health

Continue to provide child/ adolescent acute mental health care

�Amalgamate with Ajax and Pickering General Hospital��

� On January 1, 1998, Metropolitan Toronto became known as the city of Toronto with the amalgamation of Scarborough, East York, North York, Toronto, Etobicoke and York.  The GTA outside the city of Toronto includes the regions of Durham, Halton, Peel and York.  

� GTA/905 Health Services Restructuring Report and Notices of Intention to Issue Directions and Advice for the GTA/905,  November 1997.  

� Metropolitan Toronto Health Services Restructuring Report, March 1997, July 1997 and April 1998. 

� The nine boundary FSAs are: L1V (Durham); L3R, L3S, L3T, L4J, L4K, L4L (York); and L4T, L4V (Peel).

� The amalgamation of The Mississauga Hospital and the Queensway General Hospital into the Mississauga Queensway Hospital Corporation formally occurred on April 1, 1998, in response to the HSRC’s directions of July 1997.

� Guidelines for Clinical Scope of Perinatal (Maternal/Newborn) and Paediatric (Child/Adolescent) Services, September 30, 1997.  In these guidelines, the term “perinatal” is used to refer to maternal and newborn care. 

� Community Cancer Centre Review Committee: Review of the Functional Programs for the Peel and Durham Community Cancer Centres. Central East District Health Councils, January 1998. 

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

� Cardiac Care Network of Ontario, Consensus Panel on Cardiac Surgery Services in Ontario: Final Report and Recommendations, April 1998.

� Cardiac Care Network of Ontario, Consensus Panel on Cardiac Catheterization Laboratory Services in Ontario: Final Report and Recommendations, September 1997.

� PTCA refers to percutaneous transluminal coronary angioplasty, commonly known as angioplasty.

� The rates of these procedures has grown by 28% for hips and 128% for knees from 1985 to 1994.

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

� As reported in the Haliburton, Kawartha and Pine Ridge Health Services Restructuring Report, March 1998. 

�  The three designated facilities are St. John’s Rehabilitation Hospital, the Tri-Hospital Rehabilitation Corporation (a working title for the organization made up of Lyndhurst Hospital, the Rehabilitation Institute of Toronto and the Toronto Rehabilitation Centre), and West Park Hospital.

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

� Medical Human Resources Fact Finders Report to the Health Services Restructuring Commission. John Atkinson (chair), John Jarrell and Ruth Wilson, January 1998. 



GTA/905 Health Services Restructuring Report,  April 1998
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