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�INTRODUCTION



Background



Highlights of the February, 1998 Report:

Maintain all 4 hospital sites:  Belleville General, North Hastings District, Trenton Memorial and Prince Edward County Memorial, across 4 sites:  Bancroft, Belleville, Trenton and Picton.

Recommendation for single governance across 4 sites.

Belleville General remains a full- service hospital providing acute care, emergency care, all complex continuing care, local rehabilitation and acute mental health.

North Hastings will remain a 10 bed primary care facility.

Trenton Memorial Hospital will continue as a community hospital providing acute care and emergency care.  All but 30 acute care beds and all complex continuing care beds will be transferred to Belleville General Hospital.

Prince Edward County Memorial Hospital retains inpatient beds pending the recommendations of the DHC review, under the Rural and Northern Health Care Framework.

Paediatric inpatient and outpatient services will continue to be located at Belleville General.

Complex continuing care beds will be located at Belleville General Hospital.

Local rehabilitation beds will be located in Belleville General Hospital, regional rehabilitation will be provided in Kingston.

Paediatric and adolescent mental health beds will be located at the Royal Ottawa Hospital in Ottawa, the regional site for the eastern planning area.

Savings of $7.8 million or 9.2% of 1995/96 net expenses

Capital funding of $27.4 million 

Operating funding reinvestment of $3.4 million

This is the second report that the Health Services Restructuring Commission (HSRC) has issued for Hastings & Prince Edward Counties.  It includes the HSRC’s directions for hospital restructuring in Hastings & Prince Edward Counties following the Notices of Intention issued on February 23, 1998.�  The communities of Bancroft, Belleville, Picton and Trenton have made significant progress toward the restructuring of their health services.  Even since the February report, the HSRC has witnessed greater cooperation among providers, forging new relationships and addressing the full continuum of patient needs.  The HSRC wishes to emphasize that its original notices, published February 23, 1998, call for all hospitals in Hastings and Prince Edward Counties to continue to provide service and that it intends that no hospital will be closed in either county.  As in other communities the Hastings and Prince Edward Counties’ notices represent the best effort of the HSRC to improve health care delivery.  The HSRC has made changes as a result of new information obtained and responses received from the community.  Changes in bed numbers have resulted from revised planning guidelines and revised population projections based on 1996 adjusted census figures from Statistics Canada.  This report should be read in conjunction with the HSRC’s first Hastings & Prince Edward Counties health services restructuring report.



The HSRC has benefited from the thoughtful responses and the wisdom and insight of local providers to improve upon the notices of February 23, 1998.



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



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

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

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



The HSRC’s approach to restructuring in Hastings & Prince Edward Counties is consistent with that in every other community reviewed. Factors relating to the delivery of health services are analyzed, the particular characteristics of the community and the future needs of the population are assessed, and decisions are made about the most appropriate mix of health services, their location and their governance. 



The HSRC used as its starting point the hospital services rationalization project that the Hastings/Prince Edward District Health Council (HPEDHC) completed in June 1997.�  The HPEDHC strongly supported a significant planned reconfiguration of hospital services in Bancroft, Belleville, Picton and Trenton.  Both the HPEDHC and hospital providers have called for decisions on hospital restructuring to be made as quickly as possible.  The HSRC acknowledges the urgency of the task.  Changes in the Hastings & Prince Edward Counties health services delivery system directed by the HSRC will form the basis for developing a sustainable health services delivery model characterized by a strong hospital system linked with other elements of the health system, and capable of meeting the future needs of the community within available financial resources. 



The health care system cannot afford to retain duplication, redundancy and inefficiency if services are to be maintained, much less enhanced, to meet the needs of the population in 2003 and beyond.  The lack of continuity of services and poor linkages between providers cannot be allowed to persist.  Gaps in services and significant variation in the level and amount of service available to particular populations are also issues that require urgent attention.  The decisions of the HSRC are intended to improve accessibility, and quality of care, and to create a system that is both affordable and sustainable given the current and likely future fiscal circumstances. 



The accompanying directions and advice to the Minister of Health, will continue a process of coherent, constructive change, and modernization that will strengthen the local health system. 



The HSRC takes a long-term view of the system.  Its directions and advice will build upon a process that is creating improvements in the quality, accessibility and affordability of program elements within the health system. The HSRC acknowledges that restructuring is an evolving process, not an endpoint and 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 change. It also appreciates that in the short term these changes will have a profound impact on the affected communities.



Organizations possess distinct cultures and may have different approaches to the delivery of health care services.  Integrating services requires fostering new cultures, appreciating organizational histories, and nurturing the positive attributes of each organization.  It is imperative that traditions of excellence be retained as part of the culture of newly formed organizations. The common link in health services is a commitment to provide the best possible service to those who need it. 



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



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



The restructured hospital system envisioned by the HSRC for Hastings & Prince Edward Counties realigns hospital services along the excellent foundation laid by the Hastings/Prince Edward District Health Council, the hospitals, physicians, community agencies and the public.  Expertise and resources are consolidated, excess capacity is minimized and strong full-service hospitals are established.  The result is improved access to services, a hospital sector that is well-positioned to meet increasing demands imposed by population growth and changing demographics, and a more affordable system that facilitates additional investments in community-based services and other areas of health care.  



Representations to the HSRC



In response to its first report on Hastings & Prince Edward Counties, the HSRC received approximately 1500 representations from hospitals, health agencies and organizations, labour, and other groups, and members of the general public. 



The representations provided 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 Hastings & Prince Edward Counties.



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



Governance structure for Belleville General, Trenton Memorial and Prince Edward County Memorial hospitals.

Prince Edward County Memorial hospital’s opposition to being part of a merged governance.

Direct representation for North Hastings in an amalgamated governance structure.

Creation of a special care beds at Trenton Memorial Hospital.

Development of a community health care network in Prince Edward County.

Partnership between hospital, Home for the Aged and community agencies in North Hastings.

Establishment of a region-wide laboratory service.

Ability to site sub-acute and complex continuing care beds.

Errors in estimates for capital cost and sizing, operating cost methodology.

Reinvestments for capital expansion or improvements.



The HSRC carefully reviewed all of the representations, undertook further analysis and reassessed the intentions released in February.  It has made changes that are reflected in the attached directions and advice to the Minister of Health. 



Overview of the Report 



The HSRC’s February 1998 report for Hastings & Prince Edward Counties presented intended directions for acute care, mental health, rehabilitation and long-term care services.  The structure of this report serves to recapitulate the highlights of the intentions, present a summary of the principal issues raised in the representations, review HSRC’s deliberations, and its final directions and advice.  Section I deals with acute care including operating room requirements, Section II with mental health services, Section III with rehabilitation, Section IV with long term care, Section V with governance and management options, Section VI and VII address reinvestments and the financial impact of restructuring and provide a summary of directions. 



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

�SECTION I:  ACUTE CARE



Highlights of the Notice of Intention 

siting option included four acute care sites in Bancroft, Belleville, Picton and Trenton

Trenton Memorial site retained 30 medicine/surgery beds with the more complex patients moving to the Belleville site

Principal Issues in the Responses to the Notices

Trenton Memorial Hospital requires four special care beds for the purposes of close monitoring, telemetry and the ability to provide intervention for post-operative or anesthetic complications.

HSRC Deliberations

Special Care Beds at Trenton Memorial Hospital 

The HSRC consulted clinical experts to review and comment on the necessity of a special care beds at the Trenton Memorial site.  The issues discussed with the clinical experts related to the following:

Number of myocardial infarction cases necessary to achieve critical mass;

Proximity to other services;

Post-operative recovery monitoring may require additional consideration; and

Capability of medical staff to provide services.



The overall opinion of these experts was that special care beds are required to support the cardiac cases and post-operative procedures at Trenton Memorial Hospital.  It was felt that the number of cardiology cases received by Trenton is sufficient in terms of critical mass and some monitoring capability is necessary for cardiology and post-operative cases.  In addition, a number of cases were shown to originate from Northumberland County.  The members of this community are a significant distance from Belleville General Hospital and could be better served by special care beds in Trenton. The resource base at Trenton Memorial Hospital is sufficient to support the special care beds.  The HSRC supports the need for special care beds at the Trenton site.

The Trenton Memorial Hospital has requested four special care beds in addition to their thirty-bed complement.  The HSRC expects that these beds will be included within the thirty general medical/surgical bed complement.  The HSRC agrees that the patients who will be seen at the Trenton site may require:

Cardiac monitoring;

More intensive nursing care (though not the one-to-one nursing care required in an intensive care unit);

Location of patients in close proximity to nursing station for purposes of ongoing monitoring;

The administration of medications not normally given on a regular nursing unit; (e.g.:  I.V., nitroglycerine, etc.);

Postoperative monitoring for anaesthetic or surgical complications.



It is expected that more complex patients will still be transferred to either Belleville or Kingston.  The special care beds will not duplicate the role of the Belleville General Hospital’s intensive care unit (ICU), i.e., will not provide invasive monitoring.  Rather, these beds would be used for patients requiring less intensive nursing (one nurse per 2-3 patients), and could be used to help avoid the more costly ICU admissions.  The beds could also be used as an area to which patients would be transferred from an intensive care unit when they were more stable and do not require the critical nursing care that is standard in all intensive care units.  



Ultimately, the issue of risk management is the responsibility of the board and medical staff of the Quinte Health Care Corporation.



Operating Room Requirements



The methodology used to estimate the total number of operating rooms was described in the February 1998 Hastings & Prince Edward Restructuring report.  The HSRC estimated that nine operating rooms would be required by 2003.  Of these operating rooms, six were sited at Belleville General Hospital, two at Trenton Memorial Hospital and one was sited at Prince Edward County Memorial Hospital.  



The HSRC had included medical ambulatory cases in the procedure times for determining operating room requirements.  This includes procedures such as endoscopies, which are normally conducted in a procedure room, and need not occupy operating room space.  When these medical procedure times are considered separately, and with growth factored in, the results indicate that 7 operating rooms are required in Hastings & Prince Edward Counties by 2003.  In addition, the HSRC has maintained one operating room at the Picton site.  According to HSRC methodology using CIHI data for the years 95/96, the use of operating rooms is as follows:



Table 1:  Operating and Procedure Room – Requirements and Allocation

Hospital�Operating Rooms Required  (95/96)�Procedure Rooms  (2003)�Operating Rooms  (2003)��Belleville site�4.7�2�5��Trenton site�1.4�0�2*��Picton site�0.2�0�1*��TOTAL�6.3�2�8��*Operating rooms can also be used for medical procedures.



The Northern and Rural Health Care Framework  

Maintenance of Access to Primary Care Hospital Services in Prince Edward County and North Hastings



Some submissions contained expressions of concern for future access to necessary hospital care in Prince Edward County and North Hastings.  The HSRC research found that access to primary care was satisfied by the hospitals in Bancroft and Picton, in Hastings and Prince Edward Counties, respectively.  In assessing local requirements, the HSRC has maintained and expanded local access.  The directions of the HSRC reinforces the position that the final disposition of services awaits further planning by the Quinte Kingston Rideau District Health Council in accordance with the Northern and Rural Health Care Framework.  As a principle, the HSRC foresees that further planning decisions must address the criteria of maintaining and improving access, improving quality of services and ensuring that an efficient delivery system provides for ongoing affordability of services.



�SECTION II:  MENTAL HEALTH SERVICES 



Highlights of the Notices of Intention 

locate 27 adult acute mental health beds at the Belleville site

locate 18 adult longer-term mental health beds in Kingston 

child and adolescent mental health beds for Hastings & Prince Edward Counties will be located in Ottawa



Principal Issues in the Responses to the Notices

Support the location of adult acute mental health beds at the Belleville site.

Support for the longer-term adult mental health and forensic mental health beds in Kingston.

Question the allocation of child and adolescent mental health beds in Ottawa:  to be made accessible, and be a regional resource, they should be located Kingston.  A joint program between the Kingston and Ottawa programs would be supported.

HSRC Deliberations

Child and Adolescent Mental Health Services

The HSRC will consider the option of siting child and adolescent mental health services when it releases reports on Frontenac, Lennox and Addington.



Planning Guidelines



Since the February 1998 release of the Hastings and Prince Edward Counties’ 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 to meet the needs of the population.  The HSRC’s 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.



The HSRC conducted further research 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 research on the mental health beds needed for Hastings and Prince Edward Counties.  The HSRC 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.  The HSRC also used the population of Hastings and Prince Edward Counties to size acute mental health services. For longer-term mental health beds, the residents of Hastings and Prince Edward have been included with the populations of Frontenac, Lennox and Addington to determine the required number of these beds, which are to be located in Kingston.   



Based on revised population projections, 28 adult acute mental health beds and 19 adult longer term mental health beds will be required for Hastings & Prince Edward Counties by 2003.  The 28 adult acute mental health beds will continue to be located at the Belleville site and the 19 adult longer-term mental health beds will be located in Kingston.

�SECTION III:  REHABILITATION



Highlights of the Notices of Intention 

locate 24 local rehabilitation beds at Belleville site

7 regional rehabilitation beds for Hastings & Prince Edward Counties will be located in Kingston

2 transition to independent living beds for Hastings & Prince Edward Counties will be located in Kingston



Principal Issues in the Responses to the Notices

There were no issues raised with respect to rehabilitation.

Planning Guidelines

Since the February 1998 release of the Hastings & Prince Edward Counties 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 institution-based rehabilitation to meet the needs of the population.  The HSRC’s report, Change and Transition, released April 27, 1998 presents the results of the HSRC’s additional analyses and the revised planning benchmarks on which the final directions and notices are based.



The HSRC reassessed its planning methodology and guidelines 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, 20/100,000 for local rehabilitation, 4/100,000 as regional rehabilitation and 1/100,000 as transition to independent living. 



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 are 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; it makes early intervention possible, and strengthens the focus on community integration.  Local inpatient rehabilitation will continue to be provided at Belleville General Hospital.



The revised planning guidelines for Hastings & Prince Edward Counties bring the required rehabilitation beds to 2003 up to 32 beds. The following table compares the 1995/96 rehabilitation bed numbers with the Notices and Directions.



Table 2:  Rehabilitation Requirements for Hastings and Prince Edward Counties

�1995/96�Notices to 2003�Directions to 2003��Local Rehabilitation�30�24�32��Regional Rehabilitation*�-�7�6��Transition to Independent Living*�-�2�2��Total�30�33�40��*Note: to be located in Kingston



The decrease in the number of regional rehabilitation beds was a direct result of application of the revised population projections.  The 1991 census population projections overestimate the size of the population to 2003 as compared to the 1996 census population projections.

�SECTION IV:  LONG-TERM CARE



Highlights of the Notice of Intention 

Hastings & Prince Edward Counties will not require any additional long term care beds.  However, 571 places in supportive housing, long-term home care, attendant care and adult day care will be required by 2003.

90 complex continuing care beds were consolidated at the Belleville site.

32 sub-acute beds required for this region by 2003.

HSRC welcomed advice and representations on the most appropriate location of sub-acute programs.



Principal Issues in the Responses to the Notices

Request for flexibility in the siting of CCC beds (i.e. institutional vs. community) based on demand.

Request that the amalgamated corporation be given responsibility to site sub-acute care beds for this district.



LONG-TERM CARE 

Planning Guidelines

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. 



Since the release of its February 1998 report on Hastings & Prince Edward Counties 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 Change and Transition report presents the results of the HSRC’s additional analyses and the revised guidelines on which the final directions and advice are based.



The HSRC confirms that the reduction of complex continuing care beds must be viewed in the context of rebalancing the rest of the long-term care system.  Reductions in complex continuing care beds must be balanced by creating sufficient capacity in other areas of the long-term care sector.   These include institution-based settings such as nursing homes and homes for the aged, and community-based settings such as supportive housing, long-term home care, attendant care and adult day care.  



The HSRC supports the gradual restructuring of long-term care services over the next three to five years to allow sufficient time for appropriate alternative services to be put in place to meet the care needs of the population.  Successfully achieving this goal is contingent upon reinvestments in community-based services and appropriate institution-based services.  





Complex Continuing Care



The revised planning targets for in-hospital long-term care are 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, 0.20 for respite and 0.41 for palliative care.  It must be noted that although the HSRC guideline is described as the number of beds per 1,000 population 75 years of age and older, in fact this target incorporates the long-term care needs of the 19-74 year old population as well.  



The HSRC used revised population projections to 2003 to determine sizing of long-term care resources for Hastings & Prince Edward Counties.  These projections were based on 1996 adjusted census figures from Statistics Canada.



Based on the HSRC revised targets, 103 complex continuing care beds will be required in Hastings & Prince Edward by 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. 



When analyzing long-term care spaces, the HSRC conducted further research on benchmarks for 

long-term care beds in nursing homes and homes for the aged, supportive housing, long-term home care, attendant care and adult day care.  Initially, the benchmark was based on maintaining resources at the current rate if it was between the 25th and 75th percentile of actual utilization.  In the revised methodology, the benchmark is based on average utilization, which is lower than the current rate in Hastings and Prince Edward Counties.  As a result, Hastings & Prince Edward Counties will require an additional 445 spaces by 2003.  These resources are to be distributed in supportive housing, long-term home care, attendant care and adult day care. 



For a discussion of costing for these services, see the HSRC’s Hastings & Prince Edward Counties restructuring report of February 1998.  



Siting of Complex Continuing Care Services 



The HSRC’s Changes and Transition report of April 1998 describes complex continuing care as comprised of high acuity long-term care services that can be provided only in a hospital setting.  Complex continuing care patients require substantial medical intervention, access to hospital-based supports, technical resources and multidisciplinary expertise.  Patients meeting these conditions already exist in acute care facilities.  In order to improve the clinical coherence of services, complex continuing care should be co-located with acute hospital services, where there is sufficient capacity in the general hospital setting. 



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

beds in Hastings & Prince Edward Counties.



Table 3:  Siting of Complex Continuing Care Beds in Hastings & Prince Edward Counties

��Proposed Beds (by 2003)��Facility�Current*�HSRC Report February 1998�HSRC Report April 1998��Belleville site�46�90�73��Trenton site �37�0�30��Picton site�10�0�0��Total�93�90�103��*based on 95/96 operating plans

�The HSRC re-examined its decision to site all complex continuing care beds at the Belleville site, due to the increase in required beds as a result of revised planning guidelines and in response to submissions received.  The HSRC has decided to locate 30 of the 103 complex continuing care beds at the Trenton site.  The Trenton site can provide the necessary hospital-based supports, technical resources and multidisciplinary expertise to support a thirty-bed complex continuing care unit.  Complex continuing care services have not been allocated to Prince Edward County Memorial Hospital, since the unit size would be too small to generate critical mass.



The HSRC has considered Hastings & Prince Edward Counties’ DHC request to site complex continuing care beds either within or outside the institutional setting.  According to our analysis Hastings and Prince Edward Counties are currently operating with 63 complex continuing care beds.  According to HSRC benchmarks and planning guidelines the requirement for complex continuing care beds in 1998 is 88 beds.  By 2003, it is anticipated that this requirement will increase to 103 beds.



Table 4:  Complex Continuing Care Requirements in Hastings and Prince Edward Counties

Current*�Projected to 1998�Projected to 2003��63�88�103��*based on 97/98 operating plans



To put HSRC’s estimation of complex continuing care beds in context, it should be noted that Hastings and Prince Edward are currently over-resourced in long term care beds in comparison with the planning ratio established by the HSRC in its Changes in Transition report.  According to HSRC’s planning guidelines, their requirement for long term care beds, by the year 2003 will be 1,220 beds.  Hastings and Prince Edward are currently operating 1,289 long-term care beds.  It is the view of the HSRC that the abundant supply of long-term care beds largely explains the lack of utilization of complex continuing care resources.



As a result, Hastings and Prince Edward Counties’ DHC have requested that operating funds for complex continuing care not be tied to complex continuing care beds.  This would allow these funds to be used either within or outside of the institutional setting.  The HSRC recommends that the Ministry of Health set up a process, in partnership with the CCAC, the Quinte Kingston Rideau DHC, and the Hastings and Prince Edward Counties’ hospitals to review the current allocation, assess the need and provide a recommendation for siting additional complex continuing care resources in Hastings and Prince Edward Counties.  It is also recommended that capital decisions with respect to additional complex continuing care beds await the recommendations made by this group.

Sub-Acute Care 



In its February 1998 report, the HSRC determined that a planning guideline of 14 beds per 100,000 population should be used for sub-acute care.  Hastings & Prince Edward Counties would, therefore, require 32 sub-acute beds by the year 2003.  The HSRC welcomed advice on the most appropriate location of sub-acute programs. 



In its deliberations on the definition of and the planning guidelines for sub-acute care, the HSRC concluded that the most appropriate location for sub-acute care is in acute care hospitals.�  The definition of sub-acute was reassessed 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 population.  This has resulted in an allocation of 30 sub-acute beds in Hastings & Prince Edward Counties.  Further analysis revealed that 24 of these beds are required for the population of Hastings and 6 beds for the population of Prince Edward by 2003.  As a result, the HSRC has distributed the beds between the two counties.  It was also felt that it is necessary to have sub-acute resources in each of the acute care facilities.  The distribution of sub-acute beds required is presented below: 



Table 5:  Siting of Sub-acute services in Hastings and Prince Edward Counties

Facility�Allocation of Sub-acute beds��Belleville site�14��Trenton site�10��Picton site�6��Total�30��

The distribution of sub-acute beds is related to issues of clinical coherence and critical mass.



�SECTION V:  GOVERNANCE AND MANAGEMENT OPTIONS



Highlights of the Notice of Intention 

Unite all hospitals under a single governance structure.



Principal Issues in the Responses to the Notices

Amalgamation should happen sooner than suggested by HSRC.

Prince Edward County Memorial Hospital should not be merged with other hospitals in Hastings and Prince Edward Counties.

The North Hastings site in Bancroft should be represented in amalgamation discussions.

Hospital should develop a regional plan for lab services.

The HSRC’s Deliberations

In its February 1998 notices, the HSRC advised Belleville General Hospital, Trenton Memorial Hospital and Prince Edward County Memorial Hospital to amalgamate into a new corporation, i.e., Quinte Health Care Corporation.  Based on the representations received by the HSRC, it is clear that this governance arrangement is not acceptable to Prince Edward County Memorial Hospital and the residents of Prince Edward County.  The concern is that the amalgamated corporation will absorb the resources of Prince Edward County Memorial and erode access to local services.  In its representations to the HSRC, the hospital noted that a “merger would jeopardize the current level of service [county residents] receive and endanger the development of a community health network.”  It was also noted that the merger would not result in additional cost savings.  It was suggested that the best way to achieve both vertical and horizontal integration with maximum efficiency and the least impact on services, would be to maintain current governance within a local health care network.  Another concern about the amalgamation was potential board representation by population – county residents feared that they would have few representatives on the board and little influence on the health services delivery system. 



In its deliberations, which are presented below, the HSRC considered these issues and concerns on the most appropriate governance arrangement for the region.  The HSRC confirms its intention to direct Belleville General Hospital, Trenton Memorial Hospital and Prince Edward County Memorial Hospital to amalgamate into one organization.  In addition, it confirms that local services be maintained in accordance with its directions. 



Improvements to Quality of Care and Access to Services 



The HSRC believes that the amalgamation of the three hospitals provides the best opportunity for improvements to quality of care and access to services for the residents of the region.  It is expected that the following benefits will occur: 



�improved access to primary care services at all sites with more options for physician coverage;

improved access to necessary secondary and tertiary services though joint medical staffs and improved service planning;

improved quality control through broader peer review among physicians;

improved continuity of service through full care planning at any site so that pre-admission, inpatient and ambulatory aftercare are matched to patient requirements and convenience; and 

improved critical mass through the location of specialized services where the expertise and facilities exist. 



The Importance of Smaller Hospitals Within an Integrated Health Care System



The HSRC recognizes that in many cases, the small rural hospital is viewed as the centre of the local health care system.   Not only does it provide access to necessary primary emergency care, it also facilitates the primary care delivery system by enhancing the community’s ability to recruit and retain medical staff.  In a small rural centre, the hospital is also an important employer.  Beyond that, the hospital is viewed by local residents as a significant element in local economic development and is thought of as a key component in the community’s ability to attract and retain industrial and commercial investment.  



In the amalgamation of Prince Edward County Memorial, Trenton Memorial and Belleville General hospitals, the Picton site will continue to be a viable primary care hospital serving the needs of the residents of Prince Edward County. The Prince Edward County Memorial Hospital has made great strides in further integrating local service delivery in Prince Edward County.  Since the HSRC’s February report, the hospital has proposed to govern and operate the McFarland Home, the local home for the aged.  The county voted to support this proposal in principle.  As well, a proposal to move the local office of the Public Health Unit into the hospital facility is being discussed.  Similar discussions are taking place between the hospital and the county on the location of ambulance services.  These initiatives build upon the existing relationships that the hospital has with other local providers.  



Similar initiatives have been undertaken in North Hastings.  Indeed, in its February report, the HSRC acknowledged the fine efforts to coordinate services in Bancroft.  It is the HSRC’s view that these relationships are consistent with both the vision of the HSRC for broad integration of health care services and consistent with the principles underlying the Northern and Rural Health Care Framework.  As noted by a hospital official at a recent meeting between hospital and HSRC officials, “informal networking is the strength of a small hospital.”  

  

While the Prince Edward County Memorial Hospital and the North Hastings site of the Belleville General Hospital have forged relationships and shared opportunities with a variety of other providers and institutions, it is expected that the amalgamation of the three hospitals will enhance and strengthen these relationships. 



While Belleville General Hospital and Trenton Memorial Hospital have already agreed to amalgamate, similar fears may persist in Trenton regarding the formalization of the relationship for the reasons noted earlier.  The HSRC views access, quality and affordability as being enhanced through such a merger.



Savings from amalgamations are not calculated specifically.  However, the HSRC is convinced that consolidation of support services and the sharing of administrative services will have positive benefits to all participants.  Purchasing and requisition plans will have to take into account local economic impacts and relations.





Opportunities to Serve the Needs of Residents by Developing an Integrated Health Care System



The simple fact is that in Ontario, an integrated delivery system does not yet exist.  The development of an integrated delivery system, which includes a continuum of primary, secondary and tertiary services, depends upon strong relationships between providers.  The people in Prince Edward County and North Hastings rely on their local hospital for the delivery of a full range of primary health care services.  These services must be coordinated with, and connected to, a larger network which includes more specialized services to meet the needs of residents for a full range of secondary and tertiary care services.  The HSRC envisages that the outcome of the further northern and rural health care framework review will reinforce and strengthen services at the Prince Edward County Memorial site.  Furthermore, local relationships can continue to be forged within the Quinte Health Care Corporation. 



GOVERNANCE RELATIONS

�



Mechanisms for Representative Governance



The HSRC discussed the concern that disproportionate representation on the amalgamated hospital board would lead to eventual control by larger hospital facilities.  These concerns are based in part on past relationships.  The HSRC believes that restructuring of health services and realignment of governance structures should not be based on the past.  In fact, new paradigms must be forged to create effective working relationships that speak to the public interest and the needs of patients.  In its reports on other communities, the HSRC has noted that organizations possess distinct cultures and may have different approaches to the delivery of health care services.  Integrating services requires fostering new cultures, appreciating organizational 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 common link in health services is a commitment to provide the best possible service to those who need it.  It is expected that this philosophy will underscore the creation of the Quinte Health Care Corporation. 



The HSRC has not established any conditions related to representation by population on the governing board of the Quinte Health Care Corporation.  Rather, the local planning process led by a facilitator appointed by the HSRC will develop the appropriate representation and structure of the governance of the Quinte Health Care Corporation.  

The HSRC’s decision-making respecting governance is guided by the following principles:



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

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

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

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

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

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



These broad principles will allow the local process to develop structures that fit local circumstances and traditions.  Some communities have chosen to have amalgamated hospitals, regardless of their size, equally represented on the new hospital board, with a corresponding number of new members.  Other have chosen different arrangements.  The HSRC is interested in governance structures that, while subscribing to the principles noted above, meet the requirements of the local communities.  



Consistent with the HSRC’s expectations for all hospital boards in Ontario, it is expected that the board of the Quinte Health Care Corporation will:



be representative of the communities served and reflect the demographic, cultural, linguistic geographic, ethnic, religious and social characteristics of Hastings and Prince Edward Counties, members on the new governance structure should have experience and expertise in governing health services;

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

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

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



As noted in its February 1998 report, the HSRC confirms that the board of the Quinte Health Care Corporation will have the following responsibilities: 



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

define and maintain the principles, values, culture and ethical environment of the hospital, its relationships with its patients, the communities it serves and other providers and stakeholders in the health services system;

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

oversee the effective management and financial health of the hospital; and 

ensure and monitor the quality of services in all aspect of hospital operations.





Consolidated Laboratory Services 



In terms of future cost savings, the HSRC is amending its directions respecting the planning for consolidated laboratory services.  Rather than a local Hastings-Prince Edward plan, the HSRC is directing the hospitals to participate in a broader regional plan that also involves the hospitals in Frontenac, Lennox & Addington, Leeds and Grenville, and Lanark Counties.  This will ensure that savings from consolidated services can be maximized at all sites.  



�SECTION VI:  REINVESTMENT TO SUPPORT RESTRUCTURING

Capital Investment

The HSRC believes that achieving the goals of restructuring involves significant reinvestment in the local health system. The infrastructure needed to support the future of health care must be appropriate to the needs. The HSRC, through its advice to the Minister, is recommending an unprecedented capital renewal program across the province. These capital funds, used to upgrade and expand hospital buildings, will create the foundation necessary to meet the acute care needs of our population well into the next century. 



It should be noted that the HSRC’s recommendations for capital investment are to accommodate restructuring only, and do not include the expected “upgrades” to hospital sites resulting from the aging of facilities.



For Hastings and Prince Edward Counties, the maximum total capital costs have been revised to incorporate changes in program reconfiguration of the Belleville General, North Hastings District, Trenton Memorial and Prince Edward County Memorial Hospital sites.  Additional capital investment was allocated to Belleville General to house complex continuing care services outside the WCA wing which is not considered suitable to house inpatient activity.  North Hastings District has been allocated additional capital to develop lab and imaging facilities.  Trenton Memorial Hospital has received additional capital to maintain complex continuing care and Prince Edward County Memorial Hospital has received additional capital for sub-acute beds.

�Based on these changes the revised capital estimates amount to $41.6 million approximately $14.2 million higher than the estimates put forth in the February report.  The capital estimates break down as follows:



Table 6:  Capital Estimates for Hastings and Prince Edward Counties

$28.1 million in new construction��$3.0 million in renovations��$7.3 million in ancillary costs��$0.5 million in site development��$2.7 million in furnishings & equipment��$41.6 million in total capital estimates��

The following table shows the estimated capital expenditure by site.  For a complete breakdown of capital expenditures, please refer to Appendix B.



Table 7:  Capital Estimates by Facility for Hastings and Prince Edward Counties

Facility�Capital Estimate��Belleville General �$15.8 million��North Hastings�$5.0 million��Trenton Memorial�$20.5 million��Prince Edward County Memorial�$0.3 million��Total �$41.6 million��

With this level of capital expenditure, Hastings and Prince Edward Counties will have the resources to allow each acute care facility to embark on a major capital renewal project.



Reinvestment in Other Services



In the HSRC’s February Report, reinvestments were recommended for home care and sub-acute care.  After review of additional research and further deliberations, the HSRC recommends the following: 



reinvestment of $1.3 million in home care 

reinvestment of $5.3 million in long term care places

reinvestment of $1.4 million in complex continuing care services to accommodate the increase of 10 beds 

reinvestment of $2.3 million in sub-acute care 

reinvestment of $0.2 million in rehabilitation services to accommodate the increase of 2 beds 

reinvestment of $0.2 million in mental health services to accommodate the increase of 3 acute mental health beds. 



Table 8:  Reinvestment Summary 

�HSRC Report February 1998�HSRC Report April 1998��Home Care �$1.0 million� $1.3 million ��Long Term Care Places�(not determined)�$5.3 million��Complex Continuing Care�--� $1.4 million ��Sub-Acute Care �$2.3 million�$2.3 million��Rehabilitation�--�$0.2 million��Mental Health�$0.1 million�$0.2 million��TOTAL �$3.4  million �$10.7  million��

Operating Costs and Savings Associated with Restructuring



Acute Care Savings Estimates



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



Table 9:  Summary of Total Expenses and Savings

�Notices�Directions��1995/96 Net Expenses *�$84,765,526�$84,765,526��Clinical efficiencies�($3,119,776)�($3,120,642)��Program transfers�($104,958)�($84,524)��Transfer materiels management�($3,224)�($2,596)��Support services efficiencies�($1,808,176)�($1,894,180)��Administrative efficiencies�($2,443,301)�($2,690,206)��Reallocation of other expenses �$168,530�$48,540��Change in selected expenses��($16,976)�($13,671)��Complex continuing care savings�($433,126)�--��Rehabilitation saving�($41,644)�--��TOTAL SAVINGS�($7,802,651)�($7,757,261)��REVISED EXPENSES�$76,962,875�$77,008,265��* Net Expenses from OCDM 



Summary of Total Costs and Savings 



The 1995/96 net expenses for acute care, rehabilitation and complex continuing care totaled $84,765,526 million.  Total savings as a result of restructuring are $7,757,261 million, which represents a savings of 9%.





�SECTION VII: SUMMARY OF DIRECTIONS

Siting of Clinical Activity

Adult Acute Care

The acute inpatient activity estimates are based on achievement of utilization improvements and the projected growth in population served.  This results in an allocation of 236 acute beds by 2003. 



The emergency and ambulatory caseload is apportioned to the remaining sites in proportion to the existing caseload and projected inpatient activity.



Operating rooms required at the revised activity levels are determined for the Belleville and Trenton sites as five and two operating rooms respectively.  One operating room is maintained at the Picton site.  



Hospital-Based Rehabilitation



Local rehabilitation resources will be concentrated at the Belleville General site.  This results in an allocation of 32 beds.  Six regional rehabilitation beds and two transition to independent living spaces will be established in Kingston.



Adult Acute Mental Health 



Adult acute mental health resources will be located at the Belleville General site.  This results in an allocation of 28 beds.



Paediatric and Adolescent Mental Health 



Adolescent mental health resources were previously sited in Ottawa.  This decision is being reconsidered and the HSRC will provide further direction in the Frontenac, Lennox and Addington final report.



Longer-Term Mental Health



19 longer-term mental health beds allocated to Hastings and Prince Edward Counties will be located in Kingston.



�Complex Continuing Care



The necessity, allocation and siting of complex continuing care resources should be assessed by the DHC and CCAC for these counties.  Current decisions have resulted in siting of a total of 103 beds across the Belleville and Trenton sites.



Sub-acute Care



30 sub-acute beds have been allocated to Hastings and Prince Edward Counties, 24 for Hastings and 6 for Prince Edward Counties.  

Summary of Clinical Services Changes

The following table compares actual bed numbers in 1997/98 to those required for 2003.



Table 10:  Summary of Changes in Actual Bed Numbers

Bed Category�Actual (1995/96)�1997/98 Projected Operating Plan�Notices 

(Beds to 2003)�Directions (Beds to 2003)��Acute�282�222�207�207��Projected Growth*�--�--�29�29��Acute Mental Health�25�25�27�28��Longer-term Mental Health�0�0�18**�19**��Complex Continuing Care �93�63�90�103��Local Rehabilitation�30�15�24�32��Regional Rehabilitation�-�-�7**�6**��Transition to Independent Living�-�-�2***�2***��Sub-Acute�0�0�32�30��Total�430�325�436�456��ICUs (included in acute)�17�12�14�14��Operating Rooms�11�8�9�8��*Estimate only for purposes of sizing physical plant

** Location of these beds in Kingston

*** Two places to be located in Kingston for transition to independent living�����

The next table compares actual bed numbers to those recommended by hospital.



�Table 11:  Summary of Bed Requirements for Hastings/Prince Edward by Hospital

Beds�Belleville site�Trenton Site�Picton site���95/96�97/98�Feb�April�95/96�97/98�Feb�April�95/96�97/98�Feb�April��Acute�194*�143*�170*�170*�62�44�30�30�36�35�36�36��Mental Health �25�25�27�28�0�0�0�0�0�0�0�0��Rehabilitation�30�15�24�32�0�0�0�0�0�0�0�0��Complex Continuing Care�46�30�90�73�37�30�0�30�10�3�0�0��Sub-acute Care�0�0�--**�14�0�0�--**�10�0�0�--**�6��Total�295�213�311�317�99�74�30�70�46�38�36�42��*Includes 10 short-stay beds at North Hastings site

**32 beds identified, not sited.

Governance

Each of the hospital corporations across the four sites will amalgamate under a single governance structure.  Each of the four sites will be directly represented at the board level.  The new Quinte Health Care Corporation will be formed through a facilitated process.



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

Costs and Savings

The net expense budget for the Hastings & Prince Edward Counties hospitals has been calculated to be $84.8 million, which achieves savings of up to $7.8 million or 9% of total 1995/96 expenses.

Capital

Capital estimates for new construction, renovations, ancillary costs and site development amount to $38.9 million, with an additional $2.7 million for furnishings and equipment, for a total capital investment of $41.6 million.

Reinvestment

A maximum of $5.3 million will be required for 445 LTC places, $2.3 million to operate 30 sub-acute care beds, and $1.3 million for home care to respond to the clinical utilization improvements in the hospitals.  An additional $0.2 million for rehabilitation, $1.4 million for complex continuing care and $0.2 million in mental health will also be required. The total reinvestment for Hastings & Prince Edward Counties amounts to $10.7 million.



The HSRC is recommending reinvestment in the necessary infrastructure and training to create a regional information system linking all providers in hospitals, organized group practices, community agencies, laboratories, and individual practitioners.



Table 12 summarizes the estimated reinvestment requirements for the Hastings & Prince Edward Counties by 2003.



Table 12:  Estimates of Reinvestments

Estimates of Reinvestment Requirements��Category�Amount��Home Care�$1.3 million��Sub-acute�$2.3 million��Long-term Care Places�$5.3 million��Complex Continuing Care�$1.4 million��Rehabilitation

Mental Health�$0.2 million

$0.2 million��Information Technology System�tbd��Total�$10.7 million��

Conclusion



A significant amount of planning has already been undertaken by the District Health Council and the Hastings & Prince Edward Counties hospitals over the past several years on how to best provide hospital services.  The HSRC’s decisions give clear direction and an appropriate range of resources and opportunities to allow the community to move forward with implementation and build a more integrated, coordinated and efficient hospital system for the residents of Hastings & Prince Edward Counties.



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



The task will not be an easy one.  The HSRC’s expectation is that the community will work together to bring about the changes necessary to create workable solutions to health care reform in Hastings & Prince Edward Counties.





�APPENDIX:  CAPITAL ESTIMATES



Assumptions:



New acute care construction, where there is a balance (50:50) between space allocated to high cost items (e.g., Emergency, NICU, Surgical Suite, Critical Care) and moderate/low cost items (e.g., Administrative, Materials Management, etc.) a blended rate of $187 per square feet.

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

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

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

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

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

Renovation costs will be calculated as follows:

		moderate level of renovations 			moderate	$100/sf

		significant level of renovations			high	$150/sf

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

		light renovations					light	$50/sf

�

��

��

��

�

� Hastings & Prince Edward Counties Health Services Restructuring Report and  Notices of Intention to Issue Directions For the Hastings & Prince Edward Counties Health Services Restructuring Report. February 1998.

� Hastings & Prince Edward Counties, Toward the 21st Century:  Transforming Health Care Services in Hastings & Prince Edward Counties.  Final Report, June 18, 1997.

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

� Selected expenses are overhead expenses not transferred to the receiving institutions during program transfers.
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