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SECTION I:
INTRODUCTION

Background

This is the second report of the Health Services Restructuring Commission (HSRC) for the Haliburton, Kawartha and Pine Ridge (HKPR) region.  The report includes the HSRC’s directions for hospital restructuring in HKPR following the notices of intention issued March 12, 1998.
  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 HKPR health services restructuring report.

Since the release of the HKPR report in March 1998, the HKPR and Durham District Health Councils were merged by the Ministry of Health to form the Durham, Haliburton, Kawartha and Pine Ridge District Health Council. Several hospitals in HKPR have begun to implement the HSRC’s preliminary decisions.  The Peterborough Civic Hospital has made steps to include representatives from St. Joseph’s Health Centre on its board.  As well, since closing the emergency department in Port Hope, the Northumberland Health Care Corporation has begun operating a walk-in clinic at this site.

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, the change process is not a simple one.  It involves organizational cultures, people and physical resources.  The HSRC recognizes the importance of establishing 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 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 acute care and chronic care beds are closed.  The HSRC has identified areas of reinvestment in long-term care and community-based services to support the restructuring of local hospital services.  Since the release of the first HKPR report, the Minister of Health has announced a significant reinvestment in long-term care services across the province.

The HSRC has also 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 establish the necessary physical structures to support the restructured system.  The magnitude 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 the release of its first report for HKPR, the HSRC received 105 representations from hospitals, health agencies and organizations, labour representatives, community 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 HKPR.

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

· support for the HSRC recommendation to maintain local hospital governance with co-ordination and regional planning through a Joint Executive Committee;

· the significance of the geographic and demographic characteristics of the HKPR region;

· determining the appropriate scope, funding and anticipated growth in the need for ambulatory and emergency care;

· the need for specialized services in HKPR including cardiac catheterization, dialysis and regional geriatric assessment;

· the role of the Peterborough Civic Hospital as a regional provider;

· the closure of  and future roles of St. Joseph’s Health Centre and the Port Hope site of the Northumberland Health Care Corporation;

· the timing of the closures of Lakefield and Sidbrook Private Hospitals before local long-term care facilities are in place;

· the timing of community reinvestments; 

· the siting of sub-acute care beds;

· the siting of acute mental health beds in HKPR as well as psychogeriatric and addiction services;

· reinvestment in community mental health services;

· the need to address the current shortfall in long term care beds;

· the appropriateness of the HSRC’s clinical and administrative benchmarks for the HKPR region;

· estimates of the capital requirements and current bed capacity for individual hospitals;

· the siting of hospital services in the Lakeshore area;

· information system and telecommunication technologies for HKPR;

· the timing of implementation of intended directions and reports; and

· support for the development of  an integrated delivery system.

Overview of the Report

The first report for HKPR 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 VI presents the financial impact of restructuring.  The reader is advised to refer to the HSRC’s HKPR report released in March 1998 for additional information.

The lead commissioner of this review was Hartland M. MacDougall; the accompanying commissioner was Donald Thornton.

SECTION II:
SIZING ACUTE CARE SERVICES IN HKPR

Highlights of Notices – March 1998

· After application of the HSRC’s clinical efficiency methodology to the number of acute care beds in HKPR, the estimated acute care requirements are for 434 beds in 1995/96;

· An additional 68 beds are required to meet the needs of a growing and ageing population in HKPR to 2003;

· A total of 18 operating rooms are required;

· Emergency department volumes are projected to increase by 19% (from 205,683 to 244,299 visits) and ambulatory care volumes by 16% (from 70,574 to 81,809 visits).

This section presents the HSRC’s deliberations on acute care planning assumptions.

PLANNING ASSUMPTIONS

Principal Issues in the Representations

Representations from acute care providers in HKPR reflected the hospitals’ concerns with achieving the clinical efficiency targets estimated through the HSRC methodology.  Specifically, the hospitals noted that the efficiencies were based on urban models that will leave hospitals in rural regions under-resourced.  Also, scepticism was expressed that these efficiencies could be met without up-front capital reinvestment to upgrade the existing hospitals.

Several submissions suggested the HSRC should consider the impact of the seasonal influx of tourists on emergency departments and acute care beds.  Moreover, there was concern that the HSRC had underestimated the resources required by the ageing population in HKPR.  As well, some representations recommended the HSRC take into account the repatriation of HKPR residents who currently receive medical care outside the region.

The HSRC’s Deliberations and Conclusions

Clinical Efficiencies

The HSRC continues to use the best available methodologies to assist in decision making for health services restructuring.  For acute care benchmarking, the HSRC relies on the Ministry of Health’s Planning Decision and Support Tool (PDST) to identify conservable days and estimate acute care reinvestments in long-term care and community services. This methodology was not applied to Haliburton Highlands Health Services (HHHS) and Campbellford Memorial Hospital (CMH) which are considered to be small rural hospitals.  The HSRC is delaying determination of the role and scope of services to be provided by these two hospitals pending the Ministry of Health’s (MoH) release of its clinical and administrative benchmarks for rural hospitals.

Growth and Repatriation

The HSRC has adapted the growth model developed by the Growth Funding Working Group of the MOH/OHA Joint Policy and Planning Committee.  The growth model has been 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 modelling to estimate the capacity for hospital buildings only.

Although the HSRC does not size hospitals to reflect repatriation of local residents, the growth model
 estimates the impact of growth on the change in demand for hospital services based on two factors.  The first factor is the current referral patterns based on the proportion of cases by age, gender and major clinical category.  The second factor is a “proximity” factor based on the assumption that a person chooses to receive care at the hospital closest to home that offers the services required.

Population Ageing

The HSRC’s methodology for estimating the increase in requirements for acute and non-acute hospital services takes into account the impact of ageing populations. For estimating the requirements for acute care, the HSRC’s growth methodology calculates the impact of population change on utilization of hospital services using case-type, age/gender-specific use rates projected against population growth.  This is done for each county/region in Ontario.  As described in the HSRC’s policy document Change and Transition (April 1998), individual county/region age distributions are factored into the estimated future requirements for sub-acute, mental health, rehabilitation and complex continuing care services.

Impact of Seasonal Population

To determine the impact of the seasonal population in HKPR, the HSRC extracted all emergency admissions to hospitals in HKPR in 1995/96.  No differences were found in the daily average number of emergency admissions to HKPR hospitals during the traditional cottage season.  As can be seen in following table, only the Haliburton site of HHHS had a higher number of admissions in the summer months as average daily admissions rose from one in fall and winter to two in spring and summer.

Average Daily Emergency Admissions to HKPR Hospitals by Season*

Facility
Winter
Spring
Summer
Fall

HHHS-Haliburton site
1
2
2
1

Ross Memorial
11
11
10
11

Peterborough Civic
19
18
17
17

St. Joseph’s Health Centre
3
3
3
3

Campbellford Memorial
3
3
3
3

NHCC-Cobourg site
6
6
6
6

NHCC-Port Hope site
3
3
3
3

Total
45
46
44
44

*Seasons defined as winter (Dec, Jan, Feb), spring (Mar, Apr, May), summer (Jun, Jul, Aug) and fall (Sept, Oct, Nov).

Although the number of emergency admissions does not appear to increase due to seasonal tourism, the emergency room visits may be affected.  Unfortunately, hospital data on emergency visits does not include the same level of detail as inpatient data.  Consequently, the HSRC is not able to identify the impact of tourism on emergency departments. Given the absence of this data, the HSRC has sized emergency room and ambulatory capacity based on 1995/96 activity levels and the added the impact of population growth to 2003 as outlined in the following section.  Emergency visits are expected to increase by approximately 40,400 or 20% and ambulatory visits by approximately 11,700 or 17% by the year 2003. 

SIZING ACUTE CARE SERVICES

Inpatient Beds

Since the release of the March 1998 HKPR restructuring report, the HSRC has not changed its estimation of acute inpatient requirements.  A full description of the clinical efficiencies applied to the 1995/96 acute care utilization is contained in the March report.  The following table outlines the number of acute care beds in operation, the number of beds required after efficiencies are applied, and the number of “efficient” beds required in 2003.

Comparison of Current Acute Care Beds in Operation and “Efficient” Beds 1995/96


Beds 1997/98*
Beds Post-UM^

1995/96
Beds Post-UM^ including Growth 

to 2003

HHHS +
10
10
10

Ross Memorial
98
90
111

Peterborough Civic/St. Joseph’s
248
231
268

Campbellford Memorial +
39
44
44

Northumberland Health Care Corp.
82
59
69

Total
478
434
502

* Based on 1997/98 Hospital Operating Plans

^ Acute beds after applying the HSRC’s utilization management methodology, 1995/96

+ Haliburton Highlands Health Corporation and Campbellford Memorial Hospital are considered rural under the Ministry of Health’s Rural and Northern Health Services Framework.  No efficiencies have been applied to these facilities.

There is no change since the March 1998 report in the number of operating rooms required to 2003.  It is estimated that in total HKPR requires 18 operating rooms to 2003.

HKPR Hospital OR Capacity and Requirements


Capacity
Required

1995/96
Required

2003

Ross Memorial
5
3
3

Peterborough Civic/St. Joseph’s
8
11
12

Campbellford Memorial
2
1
1

Northumberland Health Care Corp
9
2
2

Total
24
17
18

Emergency and ambulatory care volumes

Growth in emergency and ambulatory care volumes is estimated on the basis of increases in acute care and acute mental health beds at each facility.  There have been no changes in the estimated number of acute care beds required from the March 1998 report.  However, the HSRC’s revised planning guideline for mental health services, described in Section III, have resulted in a small increase in the number of acute mental health beds to be sited in HKPR.  This increase in beds has led to a slight rise in the estimated emergency and ambulatory care volumes for Peterborough Civic and Ross Memorial Hospitals.

Current and Projected Emergency and Ambulatory Volumes to 2003


Emergency Visits


Ambulatory Visits


1995
2003
1995
2003

HHHS 
27,669
27,669
20,354
20,354

Ross Memorial
35,444
49,622
11,514
16,120

Peterborough Civic
56,263
70,584
13,820
17,338

St. Joseph’s 
14,400
16,904
15,075
17,697

Campbellford Memorial
15,723
15,723
4,256
4,256

NHCC - Cobourg site
33,757
39,816
5,555
6,552

NHCC - Port Hope site
22,427
25,791
-
-

Total
205,683
246,109
70,574
82,316

Source: 1997/98 Operating Plans

These estimates only are used as a basis for estimating the hospitals’ capital requirements in order to meet the anticipated caseloads to 2003. It is not intended that they be used for funding purposes.

SECTION III:

SIZING MENTAL HEALTH AND 

NON-ACUTE SERVICES

Since the July 1997 release of the HSRC 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 released in April 1998 presents the results of the HSRC’s additional analyses and the revised planning benchmarks for long-term care, mental health, sub-acute and rehabilitation services on which the final directions and notices are based. The revised guidelines will affect the number of non-acute beds and community services previously proposed for HKPR.

MENTAL HEALTH SERVICES

Highlights of the Notices - March 1998

· 40 acute adult mental health beds be sited at Peterborough Civic Hospital to meet the needs of the residents of Haliburton, Peterborough and Northumberland counties;

· 13 acute mental beds to be sited at Ross Memorial Hospital to serve Victoria County;

· Establish 4 beds for child and adolescent mental health at the Peterborough Civic Hospital;

· Realign the catchment region for Whitby Mental Health Centre to serve all four counties of HKPR; and

· 36 longer-term mental health beds to meet planning targets for the HKPR population to be sited at Whitby Mental Health Centre.

Principal Issues in the Representations

Representations noted the serious need for additional mental health services in HKPR.  A number of submissions noted that the HSRC had not made specific recommendations regarding the need for reinvestments in community-based mental health services, psycho-geriatrics and addictions.

A number of representations related to the establishment of a new Schedule 1 mental health unit at Ross Memorial Hospital (RMH).  There was some concern that the unit would be too small to achieve critical mass and that recruitment of psychiatrists would be difficult.  Furthermore, concern was expressed that the siting of 13 acute mental health beds at RMH would reduce the potential size of the mental health program at Peterborough Civic Hospital (PCH) and, thus, prevent PCH from establishing specialized mental health sub-programs, such as a psychogeriatric unit.  Conversely, a number of respondents expressed enthusiastic support for the siting of beds in Victoria County, based on the current difficulties in accessing acute mental health services and the complement of community resources currently available.

There was overall support for the realignment of the Whitby Mental Health Centre’s (WMHC) catchment area to include the entire HKPR region.  Some representations requested that the HSRC direct that savings resulting from the downsizing of longer-term mental health services at Kingston Psychiatric Hospital be reinvested in community-based services to serve HKPR residents.

There was support for the establishment of a mental health agency for HKPR.

The HSRC’s Deliberations and Conclusions

Planning Targets

The HSRC confirms the interim planning guidelines: 37 beds/100,000 by the year 2000 (21 acute, 16 longer-term) and 35 beds/100,000 by the year 2003 (21 acute, 14 longer-term).  The HSRC believes that these interim guidelines will help to achieve provincial planning targets in an orderly fashion.  The HSRC conducted further analysis on mental health bed needs across Ontario.  It refined its analysis by adjusting the county/region bed planning to reflect the variations in the utilization of mental health beds due to age and gender.  Based on these revised bed targets, the HKPR region requires 58 acute adult mental health beds and 40 longer-term 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.

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, and ensures that emergency care services and a broad range of related acute services are also in place. Based on the advice received, the HSRC confirms its decision to site acute adult mental health beds at RMH to meet the planning targets for residents of Victoria and a portion of Haliburton counties.  Beds for residents of the remainder of Haliburton, Peterborough and Northumberland are to be sited at PCH.

The HSRC also reaffirms its advice that longer-term mental health services for HKPR residents be sited at Whitby Mental Health Centre.

The HSRC confirms its decision to site four child/adolescent acute mental health beds in HKPR to be sited at PCH. 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 HSRC encourages PCH to work in collaboration with local child and adolescent residential community providers to ensure a full continuum of care for this mental health population.  

To facilitate access to a comprehensive range of services for both adult and child and adolescent mental health programs in HKPR, the HSRC is recommending PCH and RMH work in collaboration with Whitby Mental Health Centre.  These linkages could take a variety of forms including a single mental health department for the three organizations and cross-appointments for mental health professionals serving the population of this region.

Inpatient Beds for Mental Health Services: HKPR, 2003


In Operation

1997/98*
Acute Adult

2003
Child/Adolescent

2003
Longer-Term

2003

Ross Memorial
0
15
0
0

Peterborough Civic
26
43
4
0

Whitby Mental Health
0
-
-
40

Total Beds
26
58
4
40

* Based on MoH 1997/98 Hospital Operating Plans

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 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 HKPR that includes Durham region.  The agency, which is accountable to the Ministry of Health, will manage the restructuring of mental health services in HKPR and Durham 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.

REHABILITATION

_______________________________________________________________

Highlights of the Notices - March 1998

· Local rehabilitation beds sited in HKPR as follows:

· 13 beds at Ross Memorial Hospital for residents of Victoria County;

· 24 beds at Peterborough Civic Hospital for residents of Haliburton and Peterborough County;

· 14 beds at Northumberland Health Care Corporation for residents of Northumberland County ;

· 13 regional rehabilitation beds to serve the HKPR population were allocated to the designated regional rehabilitation facilities in Toronto.
_______________________________________________________________________________
Principal Issues in the Representations

Representations acknowledged the need for additional rehabilitation beds.  Responses emphasized the importance of reinvesting in outpatient rehabilitation services.

The HSRC’s Deliberations and Conclusions

Planning Targets

The HSRC reassessed its planning methodology and benchmarks for rehabilitation.  The initial methodology was adjusted in selected program clusters and population growth was accounted for in the revised planning targets.  As well, additional rehabilitation cases were identified.  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, therefore, a five-day-a-week rehabilitation model was accepted as the general service benchmark.  As a result of these analyses, the revised planning guideline for rehabilitation services for the population projected to 2003 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 of its definitions of short- and long-term rehabilitation.  An analysis of the Canadian Institute for Health Information (CIHI) rehabilitation data revealed 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.

Based on the revised planning targets for rehabilitation services, HKPR requires 63 local and 13 regional rehabilitation beds and 3 transition to independent living spaces.

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 the 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 it minimizes patient transfers, makes early intervention possible, and strengthens the focus on community integration.

Inpatient Beds for Local Rehabilitation Services, HKPR


Beds
Proposed Beds (by 2003)


Facility
In Operation 1997/98*
HSRC Report

March 1998
HSRC Revised Beds

June 1998

St. Joseph’s Health Centre
10
-
-

Ross Memorial 
0
13
16

Peterborough Civic
0
24
29

Northumberland Health Care Corp.
0
14
18

Total
10
51
63

Note: 13 regional beds to be sited in Toronto

*Based on MoH 1997/98 Hospital Operating Plans

SUB-ACUTE CARE

_________________________________________________________________

Highlights of the Notices - March 1998

· A planning guideline of age-weighted ratio of 14 beds per 100,000 population yields 69 sub-acute care beds for HKPR;

· Sub-acute care beds will be sited at the Northumberland Health Care Corporation, Peterborough Civic Hospital and Ross Memorial Hospital.

_______________________________________________________________________________________

Principal Issues in the Representations

Most representations concerning sub-acute care discussed siting of this service.  There were a number of representations which requested the HSRC to make explicit directions to site sub-acute beds in acute care hospitals, while others suggested sub-acute care could be provided in the community.  

Providers from Northumberland County requested the HSRC site the outstanding targeted sub-acute beds for this county.

The HSRC’s Deliberations and Conclusions

In its March 1998 report on HKPR, the HSRC determined that a planning guideline of 14 beds per 100,000 population should be used for sub-acute care.  It was estimated that HKPR would require 69 sub-acute beds by the year 2003. 

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 patients in need of slower-paced recovery following surgery or short-term medical treatment, and convalescence following an acute medical episode.  Patients appropriate for sub-acute care are those suffering from a loss of function as a result of an acute care episode or extended stay in hospital; those deemed likely to regain functioning following a course of treatment; those who are focused on reactivation and restoration; and those who cannot receive conventional home-based services to manage their care requirements.  Sub-acute is regarded as a program of acute care.

The revised methodology removed cases 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 and weighting factors applied to three age groups (<65, 65-74, and 75 +) to determine sizing of sub-acute beds in HKPR.

The revised sub-acute bed target for HKPR is a total of 63 beds to 2003.  Of the 63 sub-acute beds proposed for HKPR, the HSRC has determined the siting of all the beds with the exception of five beds in Northumberland County.  The final beds will be sited once the DHC completes its rural hospital role study.

Proposed Distribution of Sub-Acute Beds: HKPR, 2003


Proposed beds by 2003


Facility
March 1998
June 1998

Ross Memorial
17
17

Peterborough Civic
34
30

NHCC
12
11

To be sited in Northumberland
6
5

Total
69
63

LONG-TERM CARE

_______________________________________________________________

Highlights of the Notices - March 1998

· Advice to the Minister of Health to revoke the licenses of  Lakefield and Sidbrook Private Chronic Care Hospitals and consider applications from the owners of these two hospitals for the development of long-term care services to be housed in appropriate facilities;

· Provide a total of 200 complex continuing care beds by 2003;

· Co-locate complex continuing care beds with acute care beds;

· Provide 625 additional long-term care beds in nursing homes and homes for the aged by 2003;

· Provide 762 additional long term care spaces by 2003.
____________________________________________________________________________
Principal Issues in the Representations

Representations pertaining to the closing of Sidbrook and Lakefield Private Hospitals, reflect the local community’s concern that chronic care beds and facilities would be closed prior to additional long-term care places being made available locally.  Most representations from the Lakefield community requested that the closing of Lakefield Private Hospital be postponed until a new long-term care facility is built in the community.

Some representations expressed misgivings about a role for Community Care Access Centres (CCACs) in co-ordinating admission of complex continuing care patients to hospital-based units. It was felt that since most patients admitted to complex continuing care originate in acute care beds, hospitals could best coordinate their own inter-hospital bed transfers more efficiently than an external agency.

Representations also stressed the absolute necessity of closing complex continuing care beds only where the nursing homes, homes for the aged, supportive housing spaces and long term home care were in place, funded and functioning.

Concern was expressed that the March 1998 HKPR report only recommended long-term care reinvestments for the year 2003, but did not address the current shortfall in long-term care services.  As well, the cost of long-term care places needs to be estimated in order to make reinvestment recommendations.

Finally, several representations requested the HSRC to advise the Minister of Health to consider an application for a long-term care license from St. Joseph’s Health Centre.

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. 

Complex Continuing Care

Planning Guidelines for Complex Continuing Care

The revised guidelines for long-term home care, supportive housing and long-term care beds as discussed in Change and Transition will affect the number of beds and places to be allocated for Haliburton, Kawartha and Pine Ridge.

As a result of additional analysis, the revised planning target for in-hospital long-term care has been revised to 8.23 beds per 1,000 population 75 years of age and older. 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 to 74 as well.

The planning guideline for complex continuing care provides for the following bed allocation:

·  7.62 beds for complex continuing care, 

·  0.20  beds for respite care, and 

·  0.41 beds for palliative care.  

Based on the HSRC revised targets, complex continuing care requirements increase from 200 beds estimated in the March report to the current 225 beds by 2003.   However, it still represents a reduction of 69 complex continuing care beds from the 294 beds in operation in 1995/96.  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 complex continuing care provided in acute care hospitals and in chronic care hospitals.

Siting Complex Continuing Care

The HSRC confirms its conclusion that complex continuing care patients must have access to hospital-based supports, technical resources and multidisciplinary 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. 

The HSRC continues to prefer the co-location of complex continuing care with acute and rehabilitation inpatient services to enhance clinical coherence.  Therefore, the HSRC confirms its intention to advise the Minister of Health to revoke the licenses of Lakefield and Sidbrook Private Hospitals.  The HSRC will advise the Ministry of Health to consider applications from the owners of Lakefield and Sidbrook hospitals for the development of long-term care services to be housed in appropriate facilities.

The HSRC has reconsidered the date for closure of Lakefield and Sidbrook Private Hospitals and has decided to amend its advice to the Minster of Health extending the closure date from December 31, 1998 to December 31, 1999.  The timing of these hospital closures may need to be adjusted if the local long term care capacity is not available to meet the established planning targets. 

The operators of St. Joseph’s Health Centre have a long history of providing long-term care for residents of HKPR.  The HSRC will advise the Ministry of Health to consider an application from this group to provide long-term care beds in an appropriate facility.

Current and Proposed Complex Continuing Care Beds, HKPR


In Operation
Proposed Beds (by 2003)


Facility
1997/98*
March 1998
June 1998

Ross Memorial
49
47
59

Peterborough Civic/St. Joseph’s
66
95
108

Campbellford Memorial
10
25^
25^

NHCC
35
33
39

Lakefield Private
11
0
0

Sidbrook Private
38
0
0

Total
209
200
231**

*Based on MoH 1997/98 Hospital Operating Plans

^Configuration and scope of hospital services pending DHC review of rural health services in HKPR.

**planning benchmarks for Northumberland County indicate that an additional 6 beds be closed by 2003
Implementation

The HSRC confirms that the overall decrease in 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.  There will be significant changes in long-term care services in HKPR.  The MoH should set up a process, in partnership with CCACs and the district health council, to coordinate and monitor the implementation process. 

The HSRC deliberated on the role of CCACs in admitting clients to complex continuing care.  It concludes that their role should be expanded to include co-ordinating placements to complex continuing care beds, in addition to their current role of co-ordinating placement of residents in long-term care facilities and/or co-ordinating 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. 

Long-Term Care

Planning Guidelines for Long-Term Care Beds and Places

The HSRC noted in Change and Transition 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.  Those who cannot be supported in their own homes will receive care in the least restrictive, least intrusive alternate setting feasible.  

As described in Change and Transition, 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.  Long-term care places include clients receiving: 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 of long-term care places.  

Long-Term Care Space Requirements: HKPR


Long-Term Care Beds in Nursing Homes & Homes for the Aged
Long-Term Care Places in Supportive Housing, Long-Term Home Care, Attendant Care & Adult Day Care

CCAC
1996^
Additional Beds Required to 2003
Total Beds Required to 2003
1996^
Additional Places Required to 2003
Total Places Required to 2003

HKPR*
1,067
448
1,515
1,231
552
1,783

Peterborough
912
243
1,155
984
315
1,299

Total HKPR
1,979
691
2,670
2,215
867
3,082

*includes the counties of Haliburton, Victoria and Northumberland

^Ontario LTC Bed Inventory and Ratio reported October 6, 1996

On the basis of the revised long-term care bed planning targets, HKPR will need a total of  691 additional beds in nursing homes and homes for the aged and 867 long-term care places by 2003.  The total resource complement then, for the long-term care sector serving HKPR will be:

· 2,670 nursing home and home for the aged beds 

· 3,082 long-term care places 

· 225 to 231 complex continuing care beds.

The long-term care planning targets used to determine the number of beds required to 2003 do not imply that communities currently have sufficient long-term care capacity.  The additional beds/places include both the capacity required to bring counties/regions to the provincial targets and capacity required to meet the needs of growing and ageing populations.

Recently the Minister of Health announced an expansion of long-term care services.  This reinvestment included a proposed increase of 735 long-term beds in HKPR to 2006.  These additional beds include 503 beds for Haliburton, Victoria and Northumberland and 232 for Peterborough.

Bed targets for HKPR and changes in the number of beds proposed in March 1998 are outlined in the following table.

Summary of Bed/Place Requirements for HKPR, 2003

Type of Bed/Place
In Operation 1997/98
HSRC Preliminary Report, March 1998
HSRC Final Report, June 1998

Acute Care
478
503
503

Sub-Acute Care
-
69
63

Mental Health
· Acute Adult

· Child & Adolescent

· Longer-Term
26

0

-
53

4

36
58

4

40

Rehabilitation
· Local

· Regional

· Transition to Independent Living
22

-

-
51

13

3
63

13

3

Long-Term Care
· Complex Continuing Care

· Long-Term Care Beds

· Long-Term Care Places
209

1,979

2,215
200

2,604

2,977
231

2,670

3,082

SECTION IV:
SITING AND GOVERANCE OF HOSPITAL
SERVICES IN HKPR

Highlights of Notices - March 1998

· Ross Memorial Hospital, Peterborough Civic Hospital, Campbellford Memorial Hospital, Haliburton Highlands Health Services and the Cobourg site of Northumberland Health Care Corporation to be retained;

· Decisions on configuration and scope of services for the two sites of Haliburton Highlands Health Services  and Campbellford Memorial Hospital to be deferred pending the Durham, Haliburton, Kawartha & Pine Ridge District Health Council’s review of rural health services in HKPR;

· St. Joseph’s Health Centre cease to operate as a hospital and hospital services to be transferred to the Peterborough Civic Hospital;

· The operators of St. Joseph’s Health Centre be offered the option of managing complex continuing care and longer term rehabilitation services at the Peterborough Civic Hospital site;

· The Peterborough Civic Hospital board is to be reconstituted to be reflective of the hospital’s catchment area with one-third of the board members to be nominated by St. Joseph’s Health Centre for a period of three years;

· The Port Hope site of Northumberland Health Care Corporation to close and all hospital services to be consolidated at the Cobourg site;

· The boards of the Haliburton Highlands Health Services, Ross Memorial Hospital, Peterborough Civic Hospital, Campbellford Memorial Hospital and Northumberland Health Care Corporation establish a Joint Executive Committee to achieve integrated, co-ordinated service delivery across the five hospitals.  

_____________________________________________________________________________________

Principal Issues in the Representations

The majority of representations pertaining to acute care services were focused on siting services in Port Hope and Cobourg.  Many representations questioned the HSRC’s decision to site all hospital services in Cobourg. In particular, the HSRC’s estimates of building capacity and capital requirements were disputed.  It was felt that the HSRC had not considered the importance of the quality of the existing capital stock and size of the hospital site necessary to meet the future health care requirements for the Lakeshore Region.  A community group from Port Hope provided revised capital estimates for locating hospital services at the Port Hope site of the NHCC.

A number of representations supported the HSRC’s decision to site services at the existing Cobourg hospital, while others recommended that a new hospital is the best solution for this community.
It was suggested that the HSRC clearly delineate the future role of the rural hospitals in HKPR. Representations suggested that siting of non-acute hospital services for residents of Haliburton County should reflect the current referral patterns to Lindsay and Peterborough hospitals.  Currently, the majority of Haliburton residents receive acute care in Peterborough, however, some of these residents receive services at Ross Memorial Hospital (RMH) in Lindsay.

While some representations from the Peterborough community saw merit in consolidating hospital services on a single site, others expressed disappointment that the Sisters of St. Joseph would no longer be providers of hospital care. The St. Joseph Health Centre’s board has decided to decline the offer to provide the management of the complex continuing care and longer-term rehabilitation programs to be located on the Peterborough Civic Hospital (PCH) site.  However, St. Joseph Health Centre is willing to participate in the reconstituted PCH board by nominating directors to the board of PCH for the first three years.

Most representations supported the HSRC’s intention to retain local governance for the remaining hospital providers in the region.  The hospitals expressed enthusiasm for the HKPR Joint Executive Committee, which builds on work the hospitals and DHC have undertaken in the past year.

Several representations requested the HSRC provide more explicit direction regarding the composition of the board for Northumberland Health Care Corporation.

The HSRC’s Deliberations and Conclusions

Siting

Northumberland Health Care Corporation
The HSRC has carefully considered the representations made regarding the location of hospital services in the Lakeshore area of the HKPR region.  As noted earlier, one common concern from supporters of the Port Hope site of the NHCC was that the HSRC underestimated the number of beds available in this site. The HSRC has reconfirmed the information provided by the NHCC concerning the capacity of Cobourg and Port Hope sites and facility assessments and options.

The HSRC has reassessed the estimated capital funding impact for each site and a new or “Greenfield” site.  These are provided below:

Option 1:
Siting all hospital services at the Cobourg site of NHCC,

Option 2:
Siting all hospital services at the Port Hope site of NHCC,

Option 3:
Siting all hospital services at a Greenfield site.

All options use the HSRC’s revised bed targets for mental health and non-acute services.  The revised guidelines and sizing of these services are discussed in detail in Section III.

Capital Estimates for NHCC Siting Options

Option
March, 1998

128 beds
June, 1998

137 beds



Option 1 - Cobourg site
$10.6 M
$13.5 M

Option 2 - Port Hope site
$23.1 M
$24.0 M

Option 3 - Greenfield site
$41.8 M
$45.7 M

In further deliberation on the location of services provided by the NHCC, the HSRC concluded that hospital services should be consolidated on the Cobourg site and the Port Hope site should not be used for hospital services. This decision meets the HSRC’s criteria of quality, accessibility and affordability. Quality of care will be improved through the consolidation and co-location of services on one site; access would not be affected significantly since Port Hope is only 10 kilometres from Cobourg and is easily accessible by major highways. In addition, the Cobourg site is more centrally located with respect to the NHCC catchment population.  The Cobourg site has more available capacity than the Port Hope site and consequently requires considerable fewer renovations and less expansion to accommodate all the services than the Port Hope facility. The HSRC also confirms its advice that the DHC review the need for urgent or medical walk-in services in Port Hope to meet the needs in that community and in so doing consider the walk-in/urgent care service operated since May 1998 by the NHCC on the Port Hope site.  Consistent with the intent of the HSRC’s first report and intended advice to the Minister of Health, in May 1998 the NHCC has established an urgent care centre at its Port Hope site.  

The HSRC’s estimate of $13.5 million for the Cobourg facility does not include additional renovations that would be required to upgrade areas of the building not affected directly by the HSRC’s directions, such as upgrades to the surgical suites, critical care area, day surgery and acute care patient rooms. The additional capital cost for these renovations are estimated at about $3.6 million.  The MoH should consider these additional capital cost estimates.

The board of the NHCC has requested that if the HSRC does not direct the construction of a new hospital on a new site, it be given the latitude to apply the MoH portion of the capital reinvestment for the renovated site toward the building of a new hospital. 

As shown above, there is a significant difference in capital cost for a new site when compared to the Cobourg site.  Based on the current MoH capital funding policy, the MoH would fund about $9.5 million (70%) of the estimated cost of $13.5 million required for restructuring for renovations to the Cobourg site. The community would be responsible for $4.0 million. If the MoH portion is applied to the cost of a new hospital on a new site, the community share would be about $36.2 million. This would represent a significant undertaking for the community. 

However, if the NHCC wishes to pursue the option of building new hospital, it should first develop a financial plan that addresses the source of funding for a new hospital assuming that the Ministry funding share will be the same as if the Cobourg site were being renovated.  In addition, the NHCC should identify potential sites central to the existing catchment area of NHCC to be located in or near Cobourg. The financial plan and site options should be submitted to the Minister of Health and the HSRC at the latest by September 15, 1998.

The HSRC would be prepared to consider amending its directions to allow the NHCC to build a new hospital on a new site provided the Minister of Health agrees on a financial plan to fund such an undertaking.

NHCC, Cobourg Site, Proposed Configuration 2003

Beds
In Operation 1997/98
HSRC Notices, March 1998
HSRC Directions, 

June 1998

Acute Care
82
69
69

Sub-Acute
0
12
11

Mental Health
0
0
0

Rehabilitation
0
14
18

Complex Continuing Care
35
33
39

Total
117
128
137

Haliburton Highlands Health Services and Campbellford Memorial Hospital

The HSRC considers the two sites of HHHS and CMH to fall under the Rural and Northern Health Care Framework.  Therefore, decisions regarding configuration and scope of services are deferred until the Durham, Haliburton, Kawartha and Pine Ridge DHC completes its rural hospital role study and planning benchmarks are provided by the Ministry of Health.  

HHHS has recently received approval from the Ministry of Health to begin work on a capital renewal project of approximately $18 million to upgrade services on both the Haliburton and Minden sites. The HHHS capital project includes the relocation of the Minden site to be co-located with an existing long-term care facility and, in Haliburton, the hospital will be renovated and new long-term care beds added. This project is not a consequence of the HSRC’s restructuring directions but addresses necessary renovations and construction in these two communities.  The hospital should continue working with the MoH to finalize its planning for this capital project.

Analysis of the referral patterns of Haliburton County residents indicates that residents rely on hospital services in Peterborough and Lindsay for care.  Therefore, the HSRC has adjusted the distribution of non-acute and mental health services for Haliburton residents at Peterborough Civic and Ross Memorial Hospitals based on the current referral patterns.

Haliburton Highlands Health Services, Haliburton site, Proposed Configuration 2003

Beds
In Operation 1997/98
HSRC Notices & Directions, March/June 1998

Acute Care
10
10*

Sub-Acute
0
0

Mental Health
0
0

Rehabilitation
0
0

Complex Continuing Care
0
0

Total
10
10

* based on beds in operation in 1995/96, these bed numbers do not reflect HSRC recommendations for sizing or configuration of

  services

Campbellford Memorial Hospital, Proposed Configuration 2003

Beds
In Operation 1997/98
HSRC Notices & Directions, March/June 1998

Acute Care
39
44*

Sub-Acute
0
0

Mental Health
0
0

Rehabilitation
0
0

Complex Continuing Care
10
25*

Total
49
69

* based on beds in operation in 1995/96, these bed numbers do not reflect HSRC recommendations for sizing or configuration of

  services

Peterborough Civic Hospital and St. Joseph’s Health Centre

The HSRC confirms its intention to close St. Joseph’s Health Centre (SJHC) and consolidate all hospital services on the Peterborough Civic site.  This approach for Peterborough will maximize clinical coherence and critical mass, and reduce patient transfers and duplication of services.  As discussed in the March 1998 HKPR report, this option best meets the criteria of quality, access and affordability.

Peterborough Civic Hospital, Proposed Configuration 2003

Beds
In Operation, 1997/98
HSRC Notices
HSRC Directions


PCH
SJHC
March 1998
June 1998

Acute Care
211
38
269*
269*

Sub-Acute
-
-
34
30

Mental Health
26
0
44**
47**

Rehabilitation
0
22
24
29

Complex Continuing Care
56
10
95
108

Total
293
70
465
483

*Includes 1 bed for out-of-province patients

**Includes 4 child and adolescent mental health beds

Ross Memorial Hospital

The HSRC confirms its intention to provide a full range of acute and non-acute services at this site, including a Schedule 1 mental health unit, local rehabilitation and sub-acute beds.  Acute mental health, sub-acute, rehabilitation and complex continuing care beds to meet the needs of a portion of Haliburton residents are being sited at Ross Memorial Hospital.

Ross Memorial Hospital, Proposed Configuration 2003

Beds
In Operation 1997/98
HSRC Notices, March 1998
HSRC Directions, 

June 1998

Acute Care
98
111
111

Sub-Acute
-
17
17

Mental Health
0
13
15

Rehabilitation
0
13
16

Complex Continuing Care
49
47
59

Total
147
201
218

Governance
The HSRC confirms its intention to direct Haliburton Highlands Health Services, Ross Memorial Hospital, Peterborough Civic Hospital, Campbellford Memorial Hospital and Northumberland Health Care Corporation to be retained with independent goverance.  The boards of these facilities are to establish the Haliburton, Kawartha and Pine Ridge Hospitals Joint Executive Committee with equal representation from each of the hospitals.

The HSRC confirms its expectation that the hospitals will work collaboratively to expand the range and volume of services they offer and, together with other health providers in their areas, create systems of coordinated and integrated service delivery.  It is expected that linkages will:

· facilitate region-wide planning for services, strengthen programs, improve physician and other health human resources coverage, ensure access to secondary services, and enhance access to services in rural settings;

· encourage hospitals to work together to share expertise and resources, and improve quality and access to health services; and

· strengthen the sense of ownership that communities have for their local hospitals.

The board of directors of each hospital will designate representatives to the committee and delegate to its representatives the power to make decisions on behalf of the board related to:

· the development and implementation of a single strategic plan for the HKPR hospitals that supports a commitment to a unified system of care and an integrated health system model of service delivery;

· a medical human resources plan consistent with the strategic plan;

· protocols that outline procedures to access services at secondary care centres;

· the division of responsibilities of health service providers in delivering services to rural residents;

· the scope and location of new programs including diagnostic services, the population to be served and linkages among the five institutions;

· delivery of shared clinical and support programs and services in addition to shared administrative services; 
· operating plans as they relate to programs and service changes for HKPR residents;

· linkages with community-based providers and organizations; and
· mechanisms to monitor the impact of population growth and demographic changes on hospital services.
The HSRC believes that the Joint Executive Committee will allow the hospitals in HKPR to maintain separate corporate governance structures and that it represents the best overall governance model for the hospitals in the region.  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 HKPR.  This could include inviting additional stakeholders to sit on the committee or establishing subcommittees or working groups to address primary issues and concerns.  Stakeholders could include, but not be limited to, district health councils, community care access centres, and other providers such as Whitby Mental Health Centre.

Consistent with the March 1998 restructuring report, the HSRC directs the board of Peterborough Civic Hospital (PCH) to amend its bylaws to allow the composition of the PCH board to be changed so that a new public board may be established that reflects the community served by the hospital, both in Peterborough and the region.  The HSRC is directing PCH to submit a plan to create a new process for appointing governors that does not require municipal or regional government approval.

The HSRC concludes that to ensure a smooth consolidation of acute care services in Peterborough, for the first three year period, one-third of the members of the board of directors of PCH be drawn from the current PCH, one-third from St. Joseph’s Health Centre and one-third from the broader community.  After this initial three-year period, the PCH board members will be appointed from the broader regional community. The HSRC is encouraged by the fact that the hospitals in Peterborough are already making progress in implementing the HSRC’s intended directions in restructuring the PCH board by appointing nominees from St. Joseph’s Health Centre.

The March 1998 HSRC Intended Notices recommended PCH contract with SJHC to manage complex continuing care and longer-term rehabilitation services.  The SJHC Board has advised the HSRC that it would not accept this offer, therefore, the HSRC has amended its Directions for PCH and SJHC accordingly.

Several representations expressed disappointment that the HSRC did not specifically designate PCH as a regional centre.  It is recognized that PCH delivers services to residents across the HKPR region and provides a range of secondary and selected tertiary services, some of which are not available at other sites.  The HSRC expectation is that the PCH will assume a more regional role in its services provision and consequently it should consider a name for the hospital that to reflect this focus.

Governance of Northumberland Health Care Corporation

The Notices issued by the HSRC in March, 1996 to NHCC and other hospitals in HKPR included an intended direction to develop a governance structure that is representative of the communities served with regard to their demographic, linguistic, cultural, economic, geographic, ethnic, religious and social characteristics. In response to this Notice, the Board of the NHCC has requested more explicit directions concerning its governance structure in recognition of the large catchment area that it serves.  The NHCC has proposed that board members be selected proportionally based on population from the communities that it serves including the towns of Port Hope, Cobourg and Colborne, and the townships of Alnwick, Cramahe, Haldimand, Hamilton and Hope.

The HSRC supports changes to governance structures that would ensure the representation of and accountability to the communities served by each hospital.  The HSRC is generally supportive of the NHCC proposal in response to its Notices.  The HSRC is directing the NHCC submit a governance plan by July 3, 1998 which outlines the hospital corporations’ plan for ensuring representative governance.
SECTION V:
SPECIALIZED SERVICES

Highlights of Notices - March 1998

· Defer decisions on siting cardiac surgery until the Cardiac Care Network (CCN) completes its report on the requirement for addition cardiac surgery centres;

· Site new MRI services at Peterborough Civic Hospital;

· Advise the MoH to examine access to dialysis for residents of HKPR and review capacity for dialysis services for the entire Central East Region of Ontario.

Principal Issues in the Representations

A number of representations expressed support for the siting of magnetic resonance imaging (MRI) services in HKPR.  As well, several hospitals requested inpatient dialysis satellites sited in their facilities.  The HSRC was asked to consider repatriation of services such as joint replacement surgeries.  There were requests to establish a Regional Geriatric Assessment Centre in Peterborough and to site a CT scanner at Ross Memorial Hospital.

One of the major issues arising from the representations was the desire of HKPR health care providers, organizations and residents to have access to cardiac services within the HKPR region.  It was argued that the large and elderly population in HKPR justified siting a centre locally. Additional concerns cited were the time residents waited to receive cardiac services and the burden of travel required to access services from existing centres.

CARDIAC SERVICES

The HSRC assessed the question of establishing new cardiac services in HKPR through a review of the following elements:

· provincial policy or planning strategies,

· projected population needs,

· current referral patterns, utilization and indicators of access issues,

· guidelines for critical mass, and

· the impact of adding new centres on existing programs.

The HSRC recognizes that cardiac services, like other tertiary services, are provided on a regional basis.  Regionalization, by concentrating services in a few centres, promotes the critical mass necessary to ensure quality. By reducing the duplication of expensive capital equipment and the facilities necessary to house specialized services.  Regionalization also plays a role in reducing costs. When planning for any tertiary services, there is a need to balance quality, access and affordability.

Tertiary cardiac services include diagnostic catheterizations (angiography), interventional cardiology or percutaneous transluminal coronary angioplasty ( PTCA)
, stenting, and cardiac surgery (including bypass grafting and valve surgery).  There are currently eight full-service cardiac centres in the province, located in Toronto (three), Ottawa, Kingston, London, Sudbury and Hamilton.   Four additional centres, with services limited to diagnostic cardiac catheterizations, are located in Toronto, Windsor, Thunder Bay and Sault Ste. Marie.

The Cardiac Care Network of Ontario (CCN), an advisory body to the Minister of Health, is mandated to advise on a province-wide cardiac care system, monitor waiting lists for cardiac surgery, facilitate access to cardiac services and develop guidelines on the delivery of services. 

The CCN has developed adult population (age 20+ years) minimum planning benchmarks for the population as follows:

· 357 diagnostic catherizations/100,000 adult population;

· coronary arterial bypass grafts (CABGs) of 100 bypass surgeries per 100,000 age/ sex-adjusted adult population;

· 100 PTCAs /100,000 adult population; and

· 73% of PTCAs are stented.

In addition to recommending guidelines on appropriate population rates for cardiac services, the CCN has recently produced two reports on guidelines for the provision of cardiac services.  In September 1997, a report on catheterization services
 was released.  This was followed in April 1998 by the release of a report on cardiac surgery.
  The major recommendations from these reports are as follows:

· sufficient cardiac services be planned in each MoH planning region to meet the projected needs of residents in each region provided the minimum volumes to ensure quality and efficiency can be maintained;

· a minimum of 500 diagnostic catheterizations and 400 PTCA procedures be completed at each cath lab site per year to ensure quality of outcomes;

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

· new cardiac centres provide both diagnostic and interventional cardiac services, including cardiac surgery;

· that capacity at current cardiac centres (in both cath labs and the cardiac surgical programs) be maximized, prior to establishing any new cardiac centres.

HKPR Region

The main recommendations that require consideration in evaluating the siting of cardiac services in Peterborough are the recommendations that catheterization labs be co-located with cardiac surgery and that a minimum of 500 surgical cases need to be performed annually in order to maintain quality.

According to CIHI, in 1995/96 the total number of CABGs performed on residents of the four counties of Haliburton, Northumberland, Peterborough and Victoria was 228. Referral patterns for these patients were as follows:

Cardiac Surgery Referral Patterns by County and Surgery Location (1995/96)


Toronto
Kingston
Ottawa
Sudbury
Other

Haliburton
69%
31%
-
-
-

Victoria
83%
2%
2%
9%
4%

Peterborough
52%
35%
6%
5%
2%

Northumberland
40%
48%
5%
6%
1%

HKPR Total
54%
33%
5%
6%
2%

Projecting the proportion of residents who will receive treatment at a centre located in the region is imprecise. While it is assumed that HKPR residents will, generally, choose to receive treatment close to home, previous experience with another program and the complexity of the patient’s condition will mean some proportion of residents will continue to travel outside the region for cardiac treatment.
In the March 1998 HKPR Restructuring Report, the HSRC projected a total of 303 CABG surgeries required by all HKPR residents by 2003.  This projected CABG volume includes population growth and additional surgeries required to achieve an age-sex adjusted target of 100 procedures per 100,000 adult population.  CABG surgery only accounts for approximately 75% of all cardiac surgeries, therefore, it is estimated that HKPR residents will require a total of 404 cardiac surgeries in total.  Of these 404 procedures, it is assumed that the majority would be completed in Peterborough if cardiac services were to be sited there.  It is projected that a proposed cardiac centre located in Peterborough would have an annual caseload of approximately 350 surgeries per year by the year 2003.  The assumptions related to referrals and the resulting volumes of procedures are identified in the following table.

Projected Volumes for Cardiac Surgery Program in Peterborough

County
Estimated Total Cardiac Surgery Volume (2003)
Proportion of Referrals 

to Peterborough
Projected Surgery Volumes 

(2003)

Haliburton
25
85%
21

Victoria
99
85%
84

Peterborough
175
90%
157

Northumberland
105
85%
90

Total
404

352

Impact on Existing Cardiac Centres

Residents of the HKPR counties currently receive cardiac treatment primarily in Toronto and Kingston. The high volumes of procedures (more than 1,000 annually) performed at programs in Toronto combined with the relatively low number of procedures projected for a new centre, would indicate that a new centre in HKPR would not threaten the viability of programs in Toronto.  Therefore, an analysis of the impact of a new centre in HKPR on Toronto programs was not completed. However, the impact on the Kingston program needs to be considered.

The HSRC analysis is based on current referral patterns and projected surgical volumes for the Kingston program from HKPR residents.  It is projected that the Kingston program will have a surgical caseload of 543 procedures by 2003.  Of the total 352 cases that are anticipated to receive surgery at the proposed Peterborough site, it is estimated that 121 of these would be cases that would receive care in Kingston.  Thus, the caseload at the existing Kingston centre would be reduced to 422 which is below 500, the required minimum number of surgeries suggested to achieve quality.

Effect on Kingston Program of a New Program in Peterborough

Kingston
Surgery Volumes

Projected Volumes: 2003

(no additional centre)
543

Kingston Referrals from HKPR*
121

Remaining Volume: Kingston
422

* Based on volumes of cardiac surgery projected for 2003 and current referral patterns.
The HSRC’s Deliberations

In its analysis of services, the HSRC has been limited by a lack of some relevant information such as the number of patients who obtain diagnosis and treatment for cardiac problems and where they obtain services. In order to determine the need for services, the number of patients waiting for all cardiac services and how long they wait are important factors to consider.  This type of data is not collected in any formal or consistent manner except for cardiac surgery. The lack of information needed to support planning, highlights the need for new, improved information systems.

The HSRC supports the recent CCN recommendations that future cardiac catheterization labs should be co-located with cardiac surgery and that the minimum volumes of open heart surgical procedures necessary to ensure quality should be 500 per centre.   The HSRC accepts the CCN’s recommendation that 500 surgical procedures per year is a minimum for new centres.

If a cardiac program were to be located in Peterborough it would have volumes of approximately 350 surgeries per year, well below the minimum required.  Furthermore, the cardiac program in Kingston is currently operating at a low volume relative to other programs and loss of HKPR referrals from the Kingston caseload will reduce volumes further. In addition to the concerns of reducing critical mass to low levels, the HSRC does not consider it prudent to locate a centre projected to have a low volume which will draw volumes from an existing low volume centre.

The HSRC acknowledges that the CCN has reported that the existing centres in the Central East Region would reach capacity before 2003.  However, the areas of high population density and growth are in the GTA/905 part of Central East.  To address the need for additional capacity, the HSRC has previously recommended that an additional cardiac program be developed at the Mississauga site of the Mississauga-Queensway Hospital in Peel region.

A significant concern noted in the HKPR submissions was related to equitable access to cardiac services.  CCN manages a patient waiting list system for all cardiac surgeries, which prioritizes patients waiting for bypass surgery.  A similar system is not in place for other cardiac procedures such as catheterization. The HSRC is aware that the CCN has developed a proposal for a comprehensive information system, which includes diagnostic and interventional cardiac services.  

The HSRC believes that CCN and the MoH should establish mechanisms to identify and address concerns about accessibility to cardiac services and to promote equitable access to cardiac services, particularly for residents of communities that do not currently have regional cardiac centres. The process should include seeking input from a wide range of stakeholders beyond representatives of the current cardiac centres.

The HSRC’s Conclusions

Based on the low projected volumes for HKPR residents and the estimated impact on the existing cardiac centre in Kingston, the HSRC does not support establishing a cardiac centre in Peterborough given the need for co-locating diagnostic catheterization with cardiac surgery and the minimum volumes recommended to maintain quality for a new surgical centre.

To address the need for equitable and timely access to tertiary cardiac services, the HSRC will advise the Minister of Health to:

1. Facilitate equitable access to cardiac services by expanding the current CCN cardiac surgery information system to include diagnostic catheterizations and interventional cardiology.  This information system will:

· monitor waiting lists and times,

· prioritize patients according to urgency for the procedure to ensure that those most requiring care receive it within an acceptable time period, and

· promote equitable access to cardiac services for residents of Ontario.


2. Expand the membership of the CCN panel to include providers from hospitals that do not have cardiac centres in areas of the province outside of current providers.


3. Address the access issue specific to HKPR residents, the HSRC is recommending that the Peterborough Civic Hospital, in consultation with the Cardiac Care Network, develop a formal linkage with one or more existing cardiac centres.  This linkage is intended to ensure equitable access to HKPR referrals. The HSRC anticipates that this type of formal partnership between Peterborough Civic and an existing provider will only be necessary until a provincial system to prioritize patients is established. 

JOINT REPLACEMENT SURGERY

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

Joint replacement surgery includes both hip and knee replacements. For patients suffering from joint disorders, replacement of these joints results in significant improvements in well-being and functioning.  Primary joint replacement is currently provided in most large teaching and community hospitals in the province. The prostheses used in joint surgery require replacement after approximately 10 to 15 years.  Replacement is usually done in tertiary care facilities.

In March 1998, the MoH announced that funding would be allocated to pilot the development of a patient registry and information system in southwestern Ontario.  Until this announcement there was no province-wide system for managing waiting lists of patients requiring this procedure. A number of factors have led experts to suggest that there is considerable unmet need for these procedures:

· lengthy waiting lists for elective surgery reported among individual physicians and/or hospitals despite a significant increase in the number of procedures undertaken over a ten year period between 1985 and 1994

· significant variation in rates of hip and knee replacements throughout the province 
.

· evidence that high rate regions do not have higher rates of inappropriate use relative to low rate regions.

In light of these factors the HSRC believes population-based target rates should be established for the provision of joint replacement procedures. The HSRC reviewed several methods of setting population targets for joint replacement procedures and selected the provincial age-adjusted mean for hip and knee replacements as a “minimum” target for each county/region.  The counties/regions that are at or above the mean are not be affected by target setting but efforts should be directed at bringing low rate counties/regions up to the mean. The targets for each age group are shown in the following table.

Age-specific Joint Replacement Targets (based on province averages)

Age Range
Mean Rate: per 100,000


Hip Replacements
Knee Replacements

15 - 44
9
2

45 - 64
93
90

65 - 74
344
471

75 - 84
448
511

85+
299
153

Joint Replacement Surgery in HKPR

In 1995/96, there were 624 separations for joint replacements from hospitals in Ontario by residents of HKPR.  The only HKPR hospitals that performed joint replacements in 1995/96 were Ross Memorial Hospital and St. Joseph’s Health Centre.  Mainly providers in HKPR and Toronto served HKPR residents receiving joint replacements.

An analysis was completed to identify the effect of applying the population-based target for hip and knee replacement procedures to the population of the counties of HKPR.  Required increases in procedure volumes were separated into two components: growth and target setting. Growth was determined as the change in the procedure volumes that can be expected as a result of population growth and ageing to 2003. 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.

In 1995/96 the following number of joint replacement procedures were completed for residents of the HKPR region.  These volumes have been translated into population rates per 100,000 of population in the following table.

Joint Replacement Procedure Rates Per 100,000 (Population >14 yrs)*, 1995/96


Hip Replacements
Knee Replacements

Haliburton
155
158

Victoria
105
93

Peterborough
126
160

Northumberland
137
114

*Rates unadjusted for age.

With the exception of Victoria County, the number of joint replacement procedures received by HKPR residents are at or above the provincial means rate.  Therefore, additional procedures required for these four counties to 2003 are mainly for growth at the current rates.  As shown in the following two tables, 26 additional hip replacements and 14 additional knee replacements will be required to maintain the current age-adjusted rates.  A total of 27 procedures are required for target setting.

Hip Replacements for HKPR: Growth and Target Setting


1995/96 Volumes
Estimate Increase in Volumes Due to Growth and Ageing to 2003
Procedures Required to Achieve Target Rate (Mean Rate)
Total Procedures Required to 2003

Haliburton
22
1
-
23

Victoria
61
6
3
70

Peterborough
126
8
-
134

Northumberland
94
11
-
105

HKPR
303
26
3
332

Knee Replacements for HKPR: Growth and Target Setting


1995/96 Volumes
Estimate Increase in Volumes Due to Growth and Ageing to 2003
Procedures Required to Achieve Target Rate (Mean Rate)
Total Procedures Required to 2003

Haliburton
23
4
-
27

Victoria
54
2
21
77

Peterborough
166
5
-
171

Northumberland
78
3
3
84

HKPR
321
14
24
359

Financial Impact
The Ministry of Health currently 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 (direct costs) to $8,000 (total costs).  Using this range, the funding requirements for the 27 additional procedures required to achieve the planning targets in HKPR would vary from $162,000 to $216,000.  An additional 67 joint replacement procedures for target setting and growth for HKPR residents requires a reinvestment of between $402,000 and $536,000. 

Stakeholders have also raised concerns about the variation in the costs of the device.  Hospitals that 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.

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 also 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 and recommends that this system be expanded to cover the entire province.  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 HSRC recommends that the MoH tender a province-wide contract to purchase joints directly from a limited number of suppliers.  This undertaking is intended to result in an overall cost reduction and eliminate the price inequity for providers who purchase joint replacement devices in small quantities.

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.

MAGNETIC RESONANCE IMAGING

In the March 1998 HKPR restructuring report, the HSRC outlined its intention to issue advice to the Minister of Health to site MRI services at Peterborough Civic Hospital.  The HSRC confirms this advice.

DIALYSIS

The HSRC has not made specific recommendations regarding siting of additional dialysis services.  The HSRC is restating its previous recommendation that the Ministry of Health examine access to dialysis for residents of HKPR.  Furthermore, in its advice to the Minister of Health, the HSRC is recommending further review of the capacity to provide dialysis service in the entire Central East Region.

REGIONAL GERIATRIC ASSESSMENT

The HSRC recognizes that hospitals will provide care for an increasing number of elderly patients. An ageing population and longer life expectancies have resulted in a higher incidence of chronic and multiple ailments, conditions that are more common in the elderly.  Consequently, older people use disproportionately more health care resources than the young.  Specialized geriatrics focuses on the elderly with complex problems including the frail elderly who are at greatest risk of losing their independence.

Regional geriatric programs (RGPs) assess elderly patients with complex problems.  They provide medical diagnosis and aggressive assessment of rehabilitation potential, followed by short-term rehabilitation and referral to community services where possible.

RGPs were established by the Ministry of Health in 1987 and are located in each of the five health science centres (Toronto, Hamilton, London, Kingston and Ottawa).  These programs have four broad functions-- clinical service, teaching and education, clinical research and consultation. Each RGP has inpatient geriatric assessment beds, outpatient clinics, a day hospital and an outreach multidisciplinary team.  The HSRC is aware that the Ministry of Health is evaluating the RGPs and services for the elderly.

The HSRC defers further comment on RGPs and services for the elderly in light of the current evaluation by the Ministry of Health.

CT SCANNER

Ross Memorial Hospital has asked that the HSRC recommend the siting of CT scan services in Lindsay. The HSRC has no method for determining the need for additional CT services, and is not aware of any planning guidelines.  CT services are widely used diagnostics.  The hospital should consult with the Ministry of Health to determine the approval requirements for this technology.

SECTION VI: 
HUMAN RESOURCES

Highlights of the Notices - March 1998

· All HKPR hospitals to work jointly with representatives of affected employees to develop and begin implementation  by September 30, 1998 of a human resource plan that will address the impact of the HSRC’s directions on hospital employees.
_________________________________________________________________

Principal Issues in the Representations

Some representations requested an extension to the deadline of September 30th, 1998.  Reasons cited were changes in leadership among some hospitals and the DHC together with the sense that the proposed time frame was too aggressive.

HSRC’s Deliberations and Conclusions

The HSRC confirms 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 for such a plan and support from hospitals and labour leaders across the province. 

The HSRC confirms its intention to direct all HKPR hospitals and Whitby Mental Health Centre, with the agreement of the Minister of Health, to work jointly with representatives of affected employees to develop and implement a human resources plan that addresses the impact of the HSRC’s directions on hospital employees. This plan is to be completed by September 30, 1998. The HSRC will appoint a convenor to assist hospitals and employee representatives in this process.

SECTION VII:
INTEGRATED HEALTH SYSTEMS

________________________________________________________________

Highlights of the Notices - March 1998

· The HSRC expressed interest 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 received by the HSRC were supportive of the integrated health systems (IHSs).  They outlined a number of benefits that would accrue to the broader health care delivery system, should the concept be implemented in HKPR.  Local buy-in among patients and providers was seen as a key determinant of the success on any integrated delivery system mode.

HSRC’s Deliberations and Conclusions

The HSRC acknowledges the representations it received on the development of integrated health systems.  It encourages the continuing activities of the IHSs that are in various stages of development across the four counties of HKPR. 

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.

SECTION VIII:

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 HKPR.  Representations from some hospitals in HKPR requested funds for information systems.

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 HKPR 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.

SECTION IX: 
FINANCIAL IMPACT OF RESTRUCTURING

Principal Issues in the Representations

A number of representations questioned the HSRC’s costing methodology.  It was suggested that the HSRC address the need for funding growth in acute care, emergency and ambulatory care.  As well, several respondents were concerned that the HSRC estimated program transfer savings for merged organizations.

Several hospitals questioned the HSRC’s support service efficiencies.  Concern was expressed that the estimated savings associated with consolidation of laboratory and dietary services could not be achieved because of the high transportation costs associated with the large geographic area.  There were also requests for HSRC support for including non-hospital private and public sector agencies to achieve efficiency targets.

Representations outlined concerns for regionalizing laboratory services in Durham and HKPR.  It is felt that PCH requires full laboratory services to achieve a regional role.

Representations provided additional information for estimates of required capital redevelopment.  There was also a request that the HSRC recommend compensation of St. Joseph’s Health Centre (SJHC) for its assets and provide funding for decommissioning hospital sites.

OPERATING COSTS, SAVINGS AND REINVESTMENTS

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

Several 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 HKPR hospitals as a result of funding reductions.  These are not reflected in the 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, as well as for community-based services.  As a result, 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.

· 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, recognising that different utilization patterns may evolve due to physician referral patterns and patient choice.  The HSRC will advise the Minister of Health to establish a mechanism to monitor the impact of a site closure, and to adjust funding to hospitals that experience volume changes associated with hospital restructuring.

The estimates of potential costs and savings in the HKPR 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 methodology for estimating the costs and savings has been provided by the Ministry of Health.

Acute Care Savings Estimates

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).  In the directions to hospitals and advice to the Minister of Health, the figures are rounded.  A full description of the HSRC’s costing methodology is contained in the March 1998 HKPR restructuring report.

Clinical Efficiencies

The total conservable days for the HKPR hospitals are outlined in the March report.  Benchmarks for clinical efficiencies were not applied to the two sites of the Haliburton Highlands Health Services and Campbellford Memorial Hospital pending the DHC’s review of the Rural and Northern Health Framework as it pertains to these hospitals.  Total savings for improvements in clinical efficiency prior to restructuring are estimated at approximately $10.7 million.

Program Transfers

In HKPR program transfers savings were found through the transfer of inpatient activity from SJHC to PCH and from the Port Hope site of NHCC to the Cobourg site.  Although the transferring and receiving facilities in these two circumstances are to some degree merged, they operated as fully independent organizations in 1995/96.  In estimating program transfer savings the HSRC is attempting to realize some of the savings of consolidating programs and services onto a single site.

Inpatient programs are moved from transferring to receiving facilities using direct costs only.  Actual direct costs are transferred out.  The funds that are 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.  Total program transfers in HKPR are $2.7 million.

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

Funding Growth in Acute Care

The HSRC does not estimated funding for growth in acute care, emergency volumes or ambulatory care.  The mandate of the HSRC does not include funding policy, this is the responsibility of the Ministry of Health.  However, since growth to 2003 can have significant impact on the sizing of the reconfigured system, the HSRC includes the growth in patient activity as part of its capital cost analysis.

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 consolidated support services have been identified.  Co-operative 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 HKPR were grouped based on geographic clustering.  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.

The only change in the support service hospital groups for HKPR is the inclusion of HHHS in the regional laboratory service cluster.  The following hospital groups were identified to work collaboratively to achieve support services consolidation savings:

Service
Participants

Laboratory
East Durham Hospital Corporation

Haliburton Highlands Health Services

Ross Memorial Hospital

Peterborough Civic Hospital

Campbellford Memorial

Northumberland Health Care Corporation



Food Services
Haliburton Highland Health Services

Ross Memorial Hospital

Peterborough Civic Hospital

Campbellford Memorial

Northumberland Health Care Corporation



Materials Management
Haliburton Highland Health Services

Ross Memorial Hospital

Peterborough Civic Hospital

Campbellford Memorial

Northumberland Health Care Corporation



The savings for groups of hospitals were calculated based on the support services survey completed by all hospitals in November 1997, and the defined methodology.  After applying the support services consolidation methodology, the savings targets for laboratories and food service were adjusted to account for the reduction in inpatient days associated with targeted clinical efficiencies.

The total savings derived from support services consolidation are $4.2 million.

Administrative and Plant/Infrastructure Savings

Savings resulting from administrative efficiencies and plant closures are identified. Total savings from administrative efficiencies and plant closures is $8.3 million.

Summary of Savings Estimates

The following summary outlines the total acute care operational savings associated with the HSRC’s recommendations for hospitals in the HKPR.

Summary of Total Acute Care Expenses and Savings


March 1998
June 1998

1995/96 Net Expenses*
$154,826,829
 $154,826,829


Clinical efficiencies
($10,707,400)
($10,707,400)


Program transfers
($ 2,708,331)
($ 2,708,331)


Support service efficiencies
($ 4,296,160)
($ 4,241,744)


Administrative efficiencies
($ 6,729,768)
($ 6,663,336)


Site closure
($ 1,651,146)
($ 1,651,146)


Change in selected expenses
($ 217,342)
($ 217,342)

Total Savings
($26,310,147)
($26,189,299)

Revised Expenses
$128,516,682
$128,637,530

* Net expenses from OCDM.

   Additional funding for acute mental health beds has been excluded in the above table and will be considered

   as a reinvestment.

The total acute care savings of approximately $26.2 million based on 1995/96 net expenses of all HKPR hospitals.

The savings and reinvestments associated with changes to complex continuing care as shown in the following table and are based on 1995/96 financial information.  Based on the revised bed targets for complex continuing care, a reduction of 63 beds is indicated.

Summary of Total Complex Continuing Care Costs and Savings


March 1998
June 1998

1995/96 Net Expenses
$17,187,027
$17,187,027


Program Reduction
($3,727,596)
($2,163,695)


Resource Intensity Adjustment
$1,693,618
$1,789,657


Site Closure Savings
$0
$0


Administrative Allocation
($59,916)
$163,746


Change in Selected Expenses
$0
$0

Cost of Reconfigured System
$15,093,132
$16,976,735

Total Savings
($2,093,895)
($210,292)

Total complex continuing care savings are $210,292, based on 1995/96 net expenses for complex continuing care.

The total HKPR savings in acute and complex continuing care are $26.4 million or 15% of net expenses.  It is noted that the savings are based on 1995/96 expenses.  The HKPR hospitals had a MoH allocation reduction of $14.6 million over 1996/97 and 1997/98.  One-time reinvestments for growth have totalled $171,000 over the same period.

REINVESTMENTS ASSOCIATED WITH RESTRUCTURING

Sub-Acute Care

The HSRC refined its definition of sub-acute care to be a “distinct” form of hospital-based inpatient care provided on a supervised inpatient unit of a hospital for patients in need of slower-paced recovery following surgery or short-term medical treatment, and convalescence following an acute medical episode.  Patients suffering 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.

The planning guideline for sub-acute 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 HKPR was determined to be 58 and five beds to be sited in Northumberland County.

Revisions were made to the costing methodology for sub-acute with the conclusion 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 HKPR is $4.5 million.

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 HSRC recognizes that investment may be required in community-based mental health services across the HKPR region in addition to the investment for the additional mental health beds.

The current policy of the Ministry of Health protects the existing envelope of funds allocated to mental health services in each community.  Also, whenever savings are identified, they should be reinvested in mental health care.  While the HSRC has reflected this policy in its directions and recommendations, it is noted 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.

The increase in mental health beds across the HKPR area from 26 to 62 acute mental health beds requires a reinvestment of $ 2.5 million.  

Rehabilitation

The application of the HSRC’s revised planning guideline identifies the need for 53 additional rehabilitation beds and 3 transition to independent living spaces in the HKPR.  The total reinvestment in inpatient rehabilitation services is $5.3 million.

Summary of Total Rehabilitation Costs and Savings


March 1998
June 1998

Net Expenses
$1,400,213
$1,400,213


Program Enhancements
$3,425,042
$4,742,208


Allied Health Expense Adjustment
$321,563
$0


Site Closure Expenses
($80,456)
($80,456)


Administrative Allocation
$541,007
$699,693


Selected Expenses
($42,398)
($42,398)

Cost of Reconfigured System
$5,564,970
$6,719,259

Total Reinvestment
$4,164,758
$5,319,046

Magnetic Resonance Imaging (MRI)

The HSRC recommended one MRI in HKPR.  Consistent with the HSRC’s approach to ensuring adequate funding for the operating costs of the MRI, up to $1 million has been recommended for each MRI.

REINVESTMENT IN COMMUNITY SERVICES

In order for hospital restructuring to be successful, reinvestment must occur in both hospital-based services that include mental health, rehabilitation and complex continuing care, as well as in other sectors of the health system, such as long-term care, home care, and sub-acute care.  The following reinvestment estimates reflect the new planning guidelines that the HSRC has developed in home care, long-term care and sub-acute 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 March 1998 HKPR report, the calculations for home care reinvestments was based on the following methodology.  Home care programs were ranked based on utilization rates using 1993/94 to 1995/96 data and a minimum access benchmark, set at the 25th percentile, was used to compare relative use between home care programs across the province. Based on this, 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; and

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

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

Based on the revised methodology, it was determined that HKPR requires an investment of $2.5 million for home care following acute inpatient and same day surgery procedures as follows.

Summary of Home Care Reinvestments


March 1998
June 1998

Haliburton, Victoria & Northumberland
$1,115,689
$1,440,674

Peterborough
$  760,017
$1,092,394

HKPR Total
$1,875,706
$2,533,068

Long-Term Care Spaces

The term, “long-term care places” includes long-term care beds in nursing homes and homes for the aged, supportive housing, long-term home care, attendant care and adult day care.  The HSRC conducted further research on benchmarks for long-term care places.  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.

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 determination of the appropriate mix of beds and spaces should be sensitive to local circumstances in each community.

As a result of modifications to the planning guidelines, the HSRC concludes that the HKPR will need 1,558 additional spaces by 2003.  These are distributed as follows:

· 691 long-term care beds in nursing homes or homes for the aged; and

· 867 places in supportive housing, long-term home care, attendant care and adult day care.

Based on the revised methodology, it was determined that HKPR requires an investment of  $15.1 million for long-term care beds in nursing homes or homes for the aged using a calculation of $59.72 per diem.  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, HKPR requires $10.4 million for reinvestment in long-term care places.

The Minister of Health recently announced reinvestments in long-term care beds for HKPR to 2006, which are outlined in the following table.  The HSRC estimated reinvestment estimate falls within the MoH allocation.  The first request for proposals (April 1998) called for 200 additional beds in Haliburton, Victoria and Northumberland and 60 beds in Peterborough County.

MoH Reinvestment in Long-Term Care to 2006: HKPR

CCAC
New LTC Beds to 2006
Additional equity funding 

($millions)
Funding for additional beds ($millions)

HKPR*
503
$9.9
$16.7

Peterborough
232
$7.5
$9.2

Total HKPR
735
$17.4
$25.9

*Haliburton, Victoria and Northumberland counties

Summary of Savings and Reinvestments

The total reinvestments recommended by the HSRC are summarized in the table below.

Summary of Savings and Reinvestments ($’s in millions)


March 1998
June 1998

Savings




Acute care
($26.3)
($26.2)


Complex Continuing Care
($2.1)
($.2)

Total Savings
($28.4)
($26.4)





Reinvestments




Sub Acute 
$4.0
$4.5


Acute Mental Health
$2.1
$2.5


Rehabilitation
$4.2
$5.3


MRI
$1.0
$1.0


Home Care
$1.9
$2.5


Long Term Care Beds
$11.6
$15.1


Long-Term Care Places
-
$10.4

Total Reinvestments

$24.9
$41.2

CAPITAL REINVESTMENTS

The HSRC believes that to achieve the goals of restructuring, significant reinvestments must be made in facilities.  By means of 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 involves the need to upgrade or expand hospital buildings to accommodate new programs and services and ensure that the infrastructure is in place for the future.  The HSRC, through its advice to the Minister of Health, 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 care needs of our 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 Council’s analysis, each of the current sites is assessed to determine its functionality, physical state of the 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 the restructuring plan 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 what additional capacity was required to meet the demands of a growing and ageing population, the HSRC determined the sizing for the facilities considering the following:

· Acute care bed capacity was determined as post-utilization acute days plus growth days (as per HSRC growth methodology);

· Mental health, rehabilitation and complex continuing 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; adjustments were made for unused OR capacity across sites in any 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 visit volume 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, ORs and ambulatory and emergency space, the HSRC considered the total available capacity within the organization, whether single site or multiple sites.

Capital reinvestments have increased from the March 1998 estimates in part due to bed increases.  Moreover, the HSRC and its capital consultants have taken into consideration additional information provided by the hospitals regarding their capital requirements.

The HSRC provides capital estimates only for changes in hospitals that have come about due to restructuring.  This does not imply that hospitals do not have additional requirements of ongoing capital renewal beyond the HSRC’s estimates.  Additional capital requirements should be negotiated with the Ministry of Health as part of the capital approval process.

Capital Reinvestments for HKPR ($’s in millions)


March 1998
June 1998

Ross Memorial Hospital
$4.5
$15.3

Peterborough Civic Hospital
$49.1
$52.4

Northumberland Health Care Corp
$10.6
$13.5

Total Capital Estimate
$64.2
$81.2

SECTION X:
CONCLUSION

A significant amount of planning has already been undertaken by the district health council and the hospitals in HKPR over the past years on how to best provide hospital services.  The HSRC’s decisions give a 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 Haliburton, Victoria, Peterborough and Northumberland Counties.

The challenge that lies before HKPR and 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, both 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 that meets the needs of the residents of HKPR.

The task will not be an easy one.  The HSRC’s directions are consistent with the vision developed by the community, a community that is working collaboratively to bring about the changes necessary to create workable solutions to health care reform.

SECTION XI:
SUMMARY

SIZING HEALTH CARE SERVICES IN HKPR TO 2003

Since the March 1998 Health Services Restructuring Report for HKPR, the Health Services Restructuring Commission has revised its planning targets for mental health and non-acute health services.  This has resulted in an overall increase in the number of beds/places required to meet the need of HKPR residents.  These changes are summarized in the following table.

Summary of Changes in Beds/Places

Bed Category
Actual (1997/98)
HSRC Notices

March 1998
HSRC Directions

June 1998
  Change from 1997/98 to 2003

Acute Beds





· Acute care
478
435
435


· Acute care growth*
-
68
68


Total Acute Care Beds
478
503
503
5%

Non-Acute Beds





· Sub-Acute Beds
0
69
63
-

· Acute Mental Health
26
53
58
123%

· Child/Adolescent Mental Health
0
4
4
-

· Complex Continuing Care
209
200
231
10%

· Local Rehabilitation
22
51
63
186%

Total Non-Acute Beds
257
377
419
63%

Total Inpatient Beds sited in HKPR
735
880
922
25%

Longer-Term Mental Health
-
36
40


Regional Rehabilitation
-
13
13


TOTAL INPATIENT BEDS
735
928
975


Transition to Independent Living places
-
-
3


Long Term Care Beds
1,979
2,604
2,670
35%

Long Term Care Places
2,215
2,977
3,082
39%

*projected for capital purposes only

Summary of Restructuring Directions/Advice by HKPR Hospital

Hospital
Facility Status
HSRC Directions/Advice
Status of Corporate Entity

Haliburton Highlands Health Services

· Haliburton site

· Minden site
Retain both sites 
· Pending Rural & Northern Health Framework

· Continue to provide acute care at Haliburton site
No change. Appoint the board executive to HKPR Joint Executive Committee.

Ross Memorial Hospital
Retain
· Continue to provide acute care

· Provide local rehabilitation

· Provide acute mental health

· Provide sub-acute care

· Continue to provide complex continuing care
No change. Appoint the board executive to HKPR Joint Executive Committee.

Peterborough Civic Hospital
Retain
· Continue to provide acute care

· Provide local rehabilitation

· Continue to provide acute mental health

· Provide child/adolescent mental health

· Provide sub-acute care

· Continue to provide complex continuing care
Board composition to reflect broad community.  Appoint the board executive to HKPR Joint Executive Committee.

St. Joseph’s Health Centre
Cease to operate as a hospital
· Transfer programs to Peterborough Civic Hospital

· Consider application for license to operate long-term care services in appropriate facilities
Nominate 1/3 of representatives on Peterborough Civic Hospital board for 3 years

Campbellford Memorial Hospital
Retain
· Pending Rural & Northern Health Framework

· Continue to provide acute care

· Continue providing complex continuing care
No change. Appoint the board executive to HKPR Joint Executive Committee.

Northumberland Health Care Corporation

· Cobourg site

· Port Hope site
Retain Cobourg site

Close Port Hope site
· Transfer all hospital programs from the Port Hope site to the Cobourg site

· Continue to provide acute care

· Provide local rehabilitation services

· Provide sub-acute care

· Continue providing complex continuing care

· Option to build a new hospital on a new site pending satisfactory financial plan

· With the DHKPR DHC study the need for walk-in/urgent care services in Port Hope
No change. Appoint the board executive to HKPR Joint Executive Committee.

Lakefield Private Hospital
Cease to operate as a hospital
· Consider application for license to operate long-term care services in appropriate facilities


Sidbrook Private Hospital
Cease to operate as a hospital
· Consider application for license to operate long-term care services in appropriate facilities


Summary of Inpatient Services by Hospital Site



Target Beds 2003








Mental Health






Facility/Corporation/Site
Total Acute with Growth
Adult Acute
Child & Adolescent
Sub-acute
Rehab-ilitation
Complex Continuing Care
Total Beds

Haliburton Highlands Health Service 

- Haliburton site
10
-
-
-
-
-
10

Ross Memorial Hospital
111
15
-
17
16
59
218

Peterborough Civic Hospital 
269
43
4
30
29
108
483

Campbellford Memorial Hospital
44
-
-
0
0
25
69

Northumberland Health Care Corp.
69
-
-
11
18
39
137

Beds to be sited



5


5

Total
503
58
4
63
63
231
922

Summary of Savings and Reinvestments In HKPR


Summary of Savings and Reinvestments ($’s in millions)


March 1998
June 1998

Savings




Acute care
($26.3)
($26.2)


Complex Continuing Care
($2.1)
($.2)

Total Savings
($28.4)
($26.4)





Reinvestments




Sub Acute 
$4.0
$4.5


Acute Mental Health
$2.1
$2.5


Rehabilitation
$4.2
$5.3


MRI
$1.0
$1.0


Home Care
$1.9
$2.5


Long Term Care Beds
$11.6
$15.1


Long-Term Care Places
-
$10.4

Total Reinvestments

$24.9
$41.2

Capital Reinvestments for HKPR ($’s in millions)


March 1998
June 1998

Ross Memorial Hospital
$4.5
$15.3

Peterborough Civic Hospital
$49.1
$52.4

Northumberland Health Care Corp
$10.6
$13.5

Total Capital Estimate
$64.2
$81.2

� Haliburton, Kawartha and Pine Ridge Health Services Restructuring Report and Notices of Intention to Issue Directions and Advice for Haliburton, Kawartha and Pine Ridge,  March 1998.


� For a full description of this model see the Haliburton, Kawartha and Pine Ridge Health Services Restructuring Report, March 1998.


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


� PTCA or angioplasty is a technique in the treatment of atherosclerotic coronary heart disease and angina pectoris.


� Report of the CCN Consensus Panel on Cardiac Catheterization Laboratory Services in Ontario, September 1997


� Consensus Panel on Cardiac Surgical Services in Ontario, April 1998.


� GTA/905 Health Services Restructuring Report, April 1998.


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


� Goel V, Williams JI, Anderson GM et al. (1996).  Patterns of health care in Ontario: ICES Practice Atlas, 2nd Edition.


� Van Walraven C. et al. (1996). Appropriateness of primary total hip and knee replacements in regions of Ontario with high and low utilization rates. Canadian Medical Association Journal, 155 (6), 697-706.


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