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�SECTION ONE:	INTRODUCTION



Background



This is the second report issued for Lambton County by the Health Services Restructuring Commission (HSRC).  It includes the HSRC’s directions for hospital restructuring in Lambton County following the notices of intention issued in November, 1996.�  The HSRC has made changes in response to new information and input received from the community.  The report also includes consideration of the Ministry of Health’s Rural and Northern Health Care Framework which was released earlier this year.  The information in this report should be read in conjunction with HSRC’s first Lambton County Health Services Restructuring Report issued in November 1996.



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



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

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

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



The current need to restructure health services in Ontario means that difficult decisions must be made about the health care system so that it can continue to provide high-quality services to patients, at an affordable cost, while moving towards a more fully integrated system of health care.  This is one of the major underlying assumptions that continues to guide the HSRC in all of its deliberations.



In the HSRC’s approach to restructuring in Lambton, factors relating to the delivery of health services are analyzed, the particular characteristics of the community and the future needs of the population are assessed, and decisions are made about the most appropriate mix of health services, their location and their governance.



The HSRC used as its starting point the Lambton County District Health Council’s (DHC) Health Services Review - Lambton’s Healthy Future - completed in October 1995.  The DHC strongly supported a reconfiguration of hospital services in Lambton County.  Both the DHC and hospital providers have called for decisions on hospital restructuring to be made as quickly as possible.  The HSRC acknowledges the urgency of the task and the significant efforts of the hospitals, DHC, health care providers and the communities.



Below are a number of factors that the HSRC believes are important for establishing a solid foundation for restructuring Lambton County’s health services.



First, greater vertical and horizontal integration of health care institutions and organizations must be achieved if Lambton County is to have a comprehensive, high quality system of health services that meets the care needs of the population into the 21st century.  While integration is essential to system building, the HSRC acknowledges that diversity within and among sectors is important.  Integration need not and should not stifle diversity or distinctiveness.  Integration challenges organizations and providers to focus on a shared vision that supports improved health and client focused health care.  As integration is essential, so is diversity – and it is this element of diversity that has been carefully considered in our review of Lambton County.



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



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



Fourth, the HSRC acknowledges that access to hospital services means much more than simple geographic access:  how care is delivered is also part of accessibility.  This is a special challenge for the provision of health care  to residents of rural communities such as those in Lambton County.  The quality of human interactions in health care is a priority for all hospitals.  Health care consumers must be treated with dignity and respect wherever they receive services.  All hospitals must ensure that they provide respectful, culturally sensitive care appropriate to the needs of their communities.



Finally, the HSRC’s goal of creating a high quality health services system is contingent upon reinvestment in community-based health services and high quality, accessible hospitals.  It is critical that appropriate community structures and support services be put in place before beds are closed.  The HSRC has identified areas of reinvestment in community-based services to support the restructuring of local hospital services.  In addition, it has identified the need to upgrade or expand hospital buildings to ensure that the infrastructure is in place for the future.  Through its recommendations to the Minister of Health, the HSRC is fostering an unprecedented capital renewal program across the province to put in place the necessary physical structures to support the restructured system.  The magnitude and impact of these reinvestments will contribute to developing a vigorous health services system.



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



The restructured hospital system envisioned by the HSRC for Lambton County re-balances how hospital services are organized.  Expertise and resources are consolidated and excess capacity is minimized.  The result is improved access to services and a more affordable system that facilitates additional investments in other areas of health care such as community-based and long-term care services.



The HSRC commends the three county hospitals and the DHC for moving forward with restructuring and for taking significant steps towards building a more integrated and efficient hospital system in Lambton County.  The county hospitals and the DHC have demonstrated a sincere commitment to improving the health care delivery system for Lambton County and their co-operation and efforts to move forward are to be commended.



The level of commitment and magnitude of change needed to alter the current level of organization and provider autonomy and allow the shift from today’s relationships to tomorrow’s integrated systems is well understood.  While the HSRC has not underestimated the magnitude of this challenge, it is equally aware that preserving the ‘status quo’ is not in anyone’s interest.



The HSRC believes that the directions being issued in Lambton County will form the basis of a plan for developing a sustainable service delivery model characterized by a strong hospital system that is better linked with other elements of the health system and capable of meeting the future needs of the community within the financial resources available.



It is the HSRC expectation that the changes for Lambton County, as outlined in the accompanying directions, will build upon the process of coherent, constructive change, renovation and modernization initiated by the leadership in the community that strengthens the local health system.

�Highlights of the Recommendations and Notices issued in November 1996



On November 21, 1996, the HSRC released its Notices of Intention to Issue Directions and the Lambton County Health Services Restructuring Report to the three hospitals in Lambton County - the Sarnia General Hospital, the St. Joseph’s Health Centre, and the Charlotte Eleanor Englehart Hospital (CEEH).



Highlights of the Recommendations and Notices issued in November 1996�

consolidate all inpatient services on the St. Joseph’s Health Centre site in Sarnia; the Sarnia General Hospital to be responsible for acute and acute mental health care, the St. Joseph’s Health Centre to be responsible for chronic and rehabilitation care in Sarnia. Designate the Charlotte Eleanor Englehart Hospital as a rural ambulatory care centre with an 18-hour urgent care service and chronic care beds. Each hospital to retain its independent governance.

single management structure for all three hospitals under one chief executive officer.

one common chief of staff and medical advisory committee accountable to each of the three hospitals.

a stronger role and more effective structure for the Joint Operational Planning Committee of the three hospitals to enable it to facilitate and accelerate restructuring and develop a unified system of care.

reinvestment of about $3.2 million.

capital investment of up to $28 million at the three hospitals.







Summary of Representations to the HSRC



In response to the notices and the report, representations were received from individuals and organizations in Lambton County and provincial organizations.  The following is a summary of the principal issues and topics in the representations:



availability of inpatient beds and a 24-hour emergency or urgent care service at the CEEH in Petrolia

enhanced ambulance services and paramedics

designation of hospital-based palliative care beds

management structures for the three hospitals

the role and structure of the Joint Operational Planning Committee

the current site of the Sarnia General Hospital

assumptions regarding the number of operating rooms

capital cost estimates

level of reinvestment

financial data and methodology for determining costs and savings

time frame for implementation



The representations received by the HSRC speak to the genuine interest of the Lambton County residents and other Ontarians in restructuring  services in the county and across the province.  Many did not challenge the need for change and many expressed strong support for the need to restructure the Lambton County health services, consolidate hospital services in one location and build an integrated health system.  However, some of the representations raised concerns about the pace of change and the impact the changes could have on continuing access to and local availability of hospital services.



The HSRC has reviewed all the representations.  It is within the context of the plans developed by the district health council and the hospitals, as well as the representations received, that the HSRC undertook further analysis and developed its decisions.  As a result, in some respects there have been changes to the directions contemplated in the notices.  In other respects the original directions have been maintained.



The HSRC firmly believes that its directions will form the basis for a more integrated health system, one that is not based solely on historical organization arrangement and that will provide a strong foundation to develop further appropriate services for the large rural community in Lambton County.



Status of Hospital Restructuring in Sarnia



Since the HSRC’s first report and intended directions were issued the Lambton hospitals have made significant efforts to further restructure.  For example:



Acute care services in Sarnia are being consolidated under the governance of the Sarnia General Hospital;

Medical inpatient services and emergency services in Sarnia have been consolidated on one site under the Sarnia General Hospital; critical care services in Sarnia are managed by the Sarnia General Hospital;

The two Sarnia hospitals have a common medical staff under a single Chief of Staff;

Plans have been developed to further consolidate support services;

the three hospitals have set up a joint foundation to raise funds needed for necessary renovations to support restructuring;



Further consolidation of services in Sarnia however is dependent on renovations and expansion of the St. Joseph’s Health Centre site.



The Lambton hospitals are to be commended for their ongoing commitment to restructuring and for taking the initiative to restructure their organizations in accordance with the HSRC’s intended directions rather than waiting for the HSRC to render it’s final decisions.

�SECTION TWO:	 ACUTE CARE SERVICES



The HSRC has applied its clinical efficiency benchmarks to the hospitals’ most recent clinical activity data for 1995/96.  The use of updated clinical data will ensure that the clinical efficiencies the hospitals put in place in 1995/96 will be reflected in the HSRC’s assessment of the number of acute care beds required.  As a result the estimated number of acute beds, after the application of the efficiency benchmarks is 181, an increase of 9 beds over the number estimated in the first report.  The specific details are shown in Table 1 of Appendix 1.



Estimating Growth in Clinical Activity to the Year 2003



The HSRC has continued to refine its methodology to estimate the impact of population growth on the demand for hospital resources.  In order to assess acute inpatient requirements to the year 2003, additional days and caseload were estimated using a growth model currently under development by the HSRC.  This model is adapted from work done for the Growth Funding Working Group of the Ontario Ministry of Health/Ontario Hospital Association Joint Policy and Planning Committee in May 1996.  One distinguishing feature of the HSRC’s model is to allocate growth on a program basis by facility.  The model is described in Appendix 2.



Based on this approach, the HSRC’s estimate is that an additional 31 acute care beds will be required in Lambton County by the year 2003  The HSRC has included in its capital cost estimates the additional capacity needed to meet estimated growth in inpatient, ambulatory and emergency activity.



Consequently, the total number of acute care beds projected by the HSRC will increase from 172 to 212, including 31 beds related to population growth.  The HSRC’s decisions are not intended to reduce the number of people who can be treated by the hospitals. 



Operating Rooms



As noted in its initial report, the HSRC has undertaken a review of the methodology it uses to estimate the appropriate number of operating rooms for acute hospitals.  The revised methodology has been applied to the Lambton County hospitals and identifies a need for nine operating rooms to support the hospitals’ inpatient, outpatient and obstetrical programs.  The HSRC has used this information in its capital cost estimates for the hospitals.  However, the hospitals should determine through the functional program whether this number is appropriate.  The revised calculations are shown in Table 2 of Appendix 1.

�SECTION THREE:      LONG-TERM CARE, MENTAL HEALTH,

REHABILITATION AND SUB-ACUTE CARE



Since the release of its initial report in Lambton County and other communities the HSRC has conducted additional projects to establish planning guidelines to allow for greater certainty in determining future capacity, service levels and reinvestments required for rehabilitation, long term care (including chronic care), home care and sub-acute care.  The results of the projects represent the best current estimates for planning future service requirements in these areas.



The HSRC’s findings were released in July, 1997 in the discussion paper, Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies.  Following a period of discussion and feedback ending on October 9, 1997, the HSRC will finalize the planning guidelines and implementation strategies.



The interim planning guidelines and implementation strategies have been applied to health services in Lambton County.  The results are discussed below, however, these may be subject to change once the Health Services Restructuring Commission has finalized the planning guidelines.



Mental Health Services



Lambton County residents currently receive hospital based acute mental health services at Sarnia General Hospital and longer term� mental health services at St. Thomas Psychiatric and London Psychiatric Hospitals.



The HSRC has used the provincial interim planning guidelines to the years 2000 and 2003 to analyze hospital-based mental health services for the residents of Lambton County as follows:



A planning guideline of 37 beds per 100,000 population by the year 2000.  The guideline consists of 21 beds for acute mental health and 16 beds for longer-term mental health per 100,000 population.�

A planning guideline of 35 beds per 100,000 population by the year 2003.  The guideline consists of 21 beds for acute mental health and 14 beds for longer-term mental health per 100,000 population.�

The planning target for the year 2000 has been used as a basis for determining the capacity of hospital buildings and the number of beds that will need to be available.�

The planning target to the year 2003 reflects a continuing shift from institutional-based care to community-based care.



Acute Mental Health



Based on the revised planning benchmark of 21 acute mental health beds per 100,000 adult population 25 beds will be required in Lambton County by the year 2003.

�

Allocation of Adult Acute Mental Health beds for Lambton County to 2000 and 2003

Current (1997)�HSRC November/96 Report�HSRC October/97 Report to the year 2000�HSRC October/97 Report to the year 2003��18�26�25�25��

In addition, the addition of three beds for child/adolescent mental health is confirmed.



Longer-Term Mental Health



In its previous report the HSRC advised that it would determine the location of longer-term mental health services for Lambton County as part of its review of mental health services in Southwestern Ontario.  In its London Health Services Restructuring Report of June, 1997 the HSRC outlined its conclusions concerning these services and determined that the services of the two psychiatric hospitals should be decentralized to London, Windsor and Waterloo.  Mental health forensic services would continue to be located in St. Thomas.



The HSRC has determined that any further decentralization to smaller communities would not provide the critical mass of patients necessary to support the specialized services and resources needed by longer-term mental health patients, particularly patients who require specialized mental health rehabilitation services or treatment for multiple conditions.  Consequently, residents of Lambton County should continue to access longer-term mental health services in London.



Rehabilitation



The HSRC’s recently released interim planning guidelines for rehabilitation distinguish rehabilitation services as either regional services or local services.  For much of the southwest region of Ontario, regional rehabilitation services are provided predominantly by the London hospitals.  The application of the planning guidelines for Lambton County take into consideration the sizing of services for local rehabilitation, both short term and long-term services.

Based on the application of the interim planning guidelines, a total of 22 hospital based rehabilitation beds would be required by 2003.  These beds are to be provided at St. Joseph’s Health Centre.

�

Allocation of Rehabilitation Beds for Lambton County  to 2003

Current (1997)�HSRC Nov/96 Report�HSRC October/97 Revised Estimate ��20�24�22��

Long-Term Care



As noted earlier, the HSRC’s interim planning guidelines and implementation strategies for long-term care services are outlined in detail in its discussion paper.  Of particular note are the following assumptions:



The planning horizon for the work of the HSRC is 2003.  This is consistent with the planning horizon of the Ministry of Health.  The HSRC regards the time period to 2003 as a reasonable interval in which to project the need for, and the appropriate capacity of, long-term care services within the broader health services system.



The term ‘complex continuing care’ has been used in other studies and is accepted by the HSRC to connote the care received by a chronic patient who requires hospitalization.



As a result of additional research, the HSRC has revised the planning target for sizing complex continuing care beds (previously known as chronic care beds).  Based on a planning guideline of 7 beds/1,000 population 75 years of age and older, the number of complex continuing care beds in Lambton County will decrease to 71 by the year 2003.  This includes beds for people who require respite care in a complex continuing care environment.��The HSRC has received representations from the Lambton community suggesting that 12 beds should be allocated  for palliative care patients at the St. Joseph’s Health Centre.  According to St. Joseph’s Health Centre, 12 beds for patients requiring palliative care are currently located in its chronic care unit, but they are not designated as chronic.  The HSRC’s planning benchmark of 7 beds/1000 population 75 years of age and older now includes an allowance for people who need to be admitted for palliative care that requires the support of a complex continuing care program.



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.  Based on a planning range of 206.0 to 243.1 long-term care places, Lambton County will need an additional 517 places by 2003.  These are distributed as follows:�

182 long-term care beds in nursing homes or homes for the aged�

335 places in supportive housing, long-term home care, attendant care and adult day care



The table illustrates the current and proposed sizing for complex continuing care and long-term care places for Lambton County based on the HSRC’s interim planning guidelines:



Impact of the Interim Planning Guidelines on Long-Term Care Services in Lambton County

��Current beds/ places 1997�Estimated beds/places to 2003�Change

   #                   %��Complex continuing care �139�71�(68)�49%    decrease��Long-term care �774�956�182�23.5% increase��Supportive housing/long-term home care�671�1006�335�50%    increase��

The HSRC believes that the reduction in complex continuing care beds must be viewed in the context of achieving reasonable capacity to meet the needs of the community in the rest of the long-term care system.  Reductions in these beds must be balanced by appropriate increases in the levels of service in other areas of the long-term care system (i.e., institution-based settings such as nursing homes and homes for the aged, and community-based settings such as supportive housing, long-term home care, attendant care and adult day care).  The HSRC supports the gradual restructuring of long-term care services over the next three to five years to allow sufficient time for appropriate alternative services to be put in place to meet the care needs of the population.



Adding long-term care beds in a particular region is an issue that will have to be assessed locally based on the current configuration.  For planning purposes, the HSRC has identified in its reports the level of reinvestment that will be required to provide additional long-term care beds in each region.  This reinvestment will have to be evaluated against the broader configuration of long-term care services.  The HSRC’s preference is for long-term care increases in community-based settings (supportive housing, long-term home care, attendant care and adult day care) rather than institution-based settings (nursing homes and homes for the aged).  However, it is unrealistic to assume that the increase in long-term places by 2003 can be accommodated solely in these community-based settings.  Some of the increased need will require additional institution-based capacity in nursing homes and homes for the aged.



The HSRC recognizes that the research is not conclusive as to whether the best setting for complex continuing care is in specialized units of acute care hospitals or in freestanding facilities.  What is evident is that complex continuing care patients need to have access to hospital-based supports, technical resources and multidisciplinary expertise.  This is available in acute care facilities as well as in freestanding facilities that have established strong links with acute care hospitals or have developed expertise in the treatment of complex continuing care patients with specific care requirements.



Complex continuing care beds are currently located at the St. Joseph’s Health Centre in Sarnia and at the CEEH in Petrolia.  Pending further analysis that may be required concerning the CEEH (see Section Four), the HSRC has assumed complex continuing care services will continue to be provided at both sites.



Implementation



The HSRC will advise the Minister of Health to establish a structure to include representatives of St. Joseph’s Health Centre, CEEH and the Sarnia-Lambton Community Care Access Centre (CCAC) to coordinate the implementation of changes to complex continuing care services.  Such a structure would formalize the long-standing arrangements that hospitals in Lambton County have had with the former Placement Co-ordination Service to co-ordinate placement of patients requiring hospital-based long-term care services.



As an interim step, pending further advice from the DHC in the context of  the Rural and Northern Health Care Framework, the HSRC has sited 51 complex continuing care beds at the St. Joseph’s Health Centre site in Sarnia and 20 complex continuing care beds at the Charlotte Eleanor Englehart Hospital in Petrolia.  However, an allowance has been made to the space available at the St. Joseph’s Health Care Centre site to accommodate up to 71 complex continuing care beds.  This is reflected in the capital cost estimates for this site.



Sub-Acute Care



As a result of its research, the HSRC has developed the following definition of sub-acute care for Ontario:



Sub-acute is a discrete level of service for patients who do not require acute services but who require separate and distinct goal-oriented inpatient services such as skilled therapy or nursing care, on a short-term basis, to regain function and return home.  Sub-acute patients may require:�

treatment and /or assessment of the care plan by a physician;

ancillary or technological services such as laboratory, pharmacy, nutrition and diagnostics;

therapy and rehabilitation services (e.g., physiotherapy, occupational therapy).



Sub-acute care can range from wound management to the care required by patients on ventilators or with progressive neurologic impairments.  Sub-acute care ranges from highly intensive services in the early days to less intense services as people regain their functioning.  It includes the bridging period before the patient is discharged, when services focus on building confidence, stamina and strength.



In general, patients who would benefit from sub-acute care:



have passed the acute, unstable part of their illness and need further support and treatment;

have an illness that does not require acute care (such as congestive heart failure);

typically need three to five hours of therapeutic services daily to help them recover and regain function; and

depending on their condition, need sub-acute care for an average of 12 to 30 days to regain function.



The methodology to determine the appropriate size of sub-acute services takes into account alternate level of care (ALC) conservable days not associated with discharges to long-term care, chronic care or rehabilitation; and the portion of chronic care cases with a rehabilitation diagnostic code and short-term medical conditions to estimate the number of chronic days that are sub-acute.



Based on this methodology, a planning guideline of 14 beds/100,000 population has been determined. Lambton County will therefore require 26 sub-acute beds by the year 2003.  The HSRC’s approach ensures that there are alternatives for conservable days in acute care which are removed through its clinical efficiency methodology.  This approach is reflected in the planning guideline.



The HSRC is aware of the approach of the Non-Acute Hospitalization Project by the Ministry of Health/Ontario Hospital Association Joint Policy and Planning Committee.  This project identified the proportion of acute admissions and patient days that normally would not require acute care or daily physician evaluation but would require four hours per day of care, skilled nursing or other professional care.  This approach estimates the number of additional acute days that could be sub-acute beyond those identified through the HSRC’s methodology.  Hospitals should consider the project results and determine if there are opportunities to restructure their acute hospital services further.



Several options can be considered for siting these services: in full service acute hospitals, in complex continuing care or rehabilitation hospitals, in long-term care facilities, or in freestanding sub-acute facilities.

�

The HSRC has developed the following criteria to guide decisions on where best to locate sub-acute programs:



Quality of Care:�critical mass in terms of the size of the program

clinical coherence with hospital-based acute care programs to meet patients’ intermittent requirements for acute care services

��Accessibility:�proximity to hospital-based acute care services���fewer transfers between institutions��

Affordability:�

lowest operating costs to meet quality and service requirements of the program

use of available quality hospital facilities��

The HSRC welcomes advice and representations on the most appropriate location of sub-acute programs.  The HSRC will also consult with the Lambton County DHC  on the best option for siting sub-acute care beds.



�SECTION FOUR:	RURAL AND NORTHERN HEALTH CARE

FRAMEWORK - IMPLICATIONS FOR THE 

CHARLOTTE ELEANOR ENGLEHART HOSPITAL IN PETROLIA





Rural and Northern Health Care Framework



In February 1997 the Ministry of Health (MOH) announced that it was developing a policy to guide health services planning in rural and northern communities.  The MOH asked the HSRC to consider the policy in its restructuring decisions.  Consequently, the HSRC decided to wait until this policy was developed before determining the need for any additional analysis of health services in Lambton County and particularly the role of the CEEH in Petrolia.



In June 1997 the MOH released the Rural and Northern Health Care Framework, which provides a policy context for health services planning and restructuring in rural and northern communities.  One of the objectives of the Framework is to ensure that all rural and northern hospitals are formally linked with larger full service hospitals as part of regional networks, and that they provide, at a minimum, 24-hour access to basic emergency services.  In addition, the Framework encourages rural and northern hospitals to achieve efficiencies and better co-ordination through shared clinical and support services, medical staff, management and governance structures.  The Framework provides for the designation of rural and northern hospitals according to the services to be offered and level of emergency care to be provided.



Since the release of this document, the MOH has asked each DHC to review the applicability of the Framework to hospitals in their district. DHCs have been requested to provide their advice to the Minister of Health within six months on the development of Rural and Northern Health Care Networks, including clusters of hospitals to be included and the designation of these hospitals according to the services they are to offer and the level of emergency care they are to provide.  Therefore the HSRC will consider the MOH policy and the additional advice from DHCs when it makes future decisions concerning hospitals that may be affected by the MOH’s Framework.



Charlotte Eleanor Englehart Hospital (CEEH)



The Lambton County DHC has advised the HSRC that it will be undertaking additional planning over the next six months to provide advice concerning health services in Lambton County, and particularly the role of the CEEH based on the MOH’s Framework.  Therefore the HSRC will delay its decisions concerning the content and configuration of services for the CEEH until it is able to consider the additional advice from the DHC.



The HSRC does not wish to predetermine the outcome of the DHC planning work but must provide the basis for the continuation of the restructuring work now underway, particularly the restructuring implementation efforts by the Sarnia General Hospital and the St. Joseph’s Health Centre.



The HSRC’s future decisions concerning the CEEH could have implications for the amount of building space and related capital funding that may be required at the site of the two Sarnia hospitals.  As noted earlier, these two hospitals have advised the HSRC that the further implementation of restructuring is dependent on renovations and expansion of the current St. Joseph’s Health Centre site to accommodate the programs and services of the two hospitals.  Therefore, the HSRC has developed capital cost estimates for the two Sarnia hospitals based on the following two scenarios:



Scenario 1:�The Sarnia General Hospital and the St. Joseph’s Health Centre would provide all inpatient services for Lambton County.  The CEEH would continue to provide access to emergency care and ambulatory services.

��Scenario 2:�The Sarnia General Hospital and St. Joseph’s Health Centre would provide inpatient services for Lambton County except for those inpatient services that would be necessary to support the role of the CEEH in Petrolia including its emergency service.��

These are only two potential scenarios and do not represent HSRC’s intended direction concerning hospital services that could be provided by the CEEH.



The following table illustrates the basis under which facility plans should be developed concurrently by the Sarnia General Hospital (SGH) and the St. Joseph’s Health Centre (SJHC) until such time as the HSRC has rendered its decisions concerning the content and configuration of services at the CEEH.  Capital cost estimates for each scenario are provided later in this report.  Once the HSRC has had an opportunity to review the recommendations of the Lambton County DHC on the designation and scope of services for the CEEH,  it will provide its directions concerning the CEEH.



Sizing of Hospital Beds Under Two Scenarios

� Scenario 1�Scenario 2���SGH �SJHC�CEEH�SGH�SJHC�CEEH��Acute care beds*�181� � �160� �22��Impact of growth on acute care beds   �31���27��4��Rehabilitation ��22���22���Acute mental health - adults

                                   adolescents�25

3���25

3����Complex continuing care��71���51�20��Acute care occupancy - 85% for Sarnia General and 80% for CEEH

*reflects the  number of beds following the application of the HSRC’s clinical efficiency benchmarks to all Lambton hospitals



The HSRC has included the CEEH in its assessment of the governance and management options for hospital services in Lambton County.  This is discussed in Section Five of this report and in the directions to the hospitals and advice to the Minister of Health.



�SECTION FIVE:	GOVERNANCE AND MANAGEMENT OF

	HOSPITAL SERVICES





In its previous report the HSRC concluded that the advisory structure and process proposed by the hospitals (the Joint Executive Committee) and continued separate management structures and medical staffs,  would not lead to effective and expedient implementation of restructuring or a seamless and integrated system of care.



Since the release of the HSRC’s report and notices on November 21, 1996, the three hospitals have agreed on proposed draft terms of reference for a Joint Executive Committee that would be composed of the executive committee of each hospital.  Under this proposal each hospital’s executive committee would be authorized by its respective board, subject to some limitations, to implement rationalization of services, develop and implement strategic and operating plans, develop further partnerships and alliances, and develop and monitor the efficiency, effectiveness and quality of hospital services and operational agreements between the hospitals and other organizations.



In addition, the hospitals have advised the  HSRC that the  Sarnia General Hospital and the St. Joseph’s Health Centre have appointed a common Chief of Staff and have a common Medical Advisory Committee.  This has resulted in a unified medical staff for both hospitals.  These changes represent a significant positive step and reflect the ongoing commitment of the hospitals to achieving a restructured and integrated system in Lambton County.  The proposal recognizes the need for an integrating structure of the three hospitals that can effect decisions on behalf of the three hospitals that will be necessary to implement the restructuring plan.



The proposal, however, is not clear on whether there will be one Chief Executive Officer for the three hospitals.  The HSRC is aware of the views of  the Catholic Health Association of Ontario and the St. Joseph’s Health Care Society as noted in their representations to the HSRC concerning Lambton County.  It is their view that to maintain its mission and values a Catholic hospital requires autonomous control over a number of constituent components of its corporate structure including the position of CEO.  It is the HSRC’s assessment that one CEO, as well as one common Chief of Staff, Medical Advisory Committee and medical staff are critical elements to  the success of the implementation of the restructuring plan in Lambton County for the following reasons:



it provides a stronger, and more efficient and effective management structure through which to implement decisions concerning the provision of hospital services to serve both Sarnia and the rural population in Lambton;

it provides an effective structure through which to ensure the development and availability of services in Petrolia linked to services at the hospitals in Sarnia; and

it maximizes administrative and clinical efficiencies and minimizes duplication.



The HSRC is also convinced that a number of organizational arrangements are possible under one Chief Executive Officer that could address the concerns of the Catholic Health Association of Ontario and the St. Joseph’s Health Care Society.  For example, the Chief Executive Officer, with the concurrence of the St. Joseph’s Health Centre board, could identify a senior officer or officers (such as a senior officer for pastoral care, mission, and/or long term care) who in addition to reporting to the CEO would also be accountable to the St. Joseph’s Health Centre board concerning specific matters that fall under the direct jurisdiction of the St. Joseph’s Health Centre such as its mission, philosophy and values.



Therefore, the structure and processes proposed by the three hospitals need to be revised to reflect that there will be one CEO for all three hospitals and one common Chief of Staff, Medical Advisory Committee and medical staff.  Each of the hospital’s board of directors is directed to: 



appoint a single Chief Executive Officer to lead and manage the operations of all three hospitals 

appoint a single Chief of Staff and Medical Advisory Committee in common to be accountable to the Board of Directors of each hospital



In addition, based on the draft terms of reference that have been proposed by the three hospitals, each of the hospitals is being directed to:



appoint an equal number of representatives of each hospital’s board of directors, as well as the Chief Executive Officer and common Chief of Staff for the three hospitals to the joint committee; 

designate its representatives on the joint committee as the executive committee of the board; and

delegate to its representatives the power to make decisions that will develop and operate the three hospitals as a unified system of health services while maintaining three separate operating corporations for the provision of health services in accordance with the Public Hospitals Act, and that will facilitate implementation of restructuring including decisions concerning:



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

development of a single medical staff

development of an integrated management structure under one Chief Executive Officer

financial and operating plans for the three hospitals



However, each hospital is not required to delegate to its representatives powers concerning the:



the determination of its philosophy, mission and values;

the merger or dissolution of its assets or operations;

the compliance of the operations of the Hospital with the Public Hospitals Act and other applicable legislation; 

the purchase, lease, mortgage or sale of any land or buildings.



The joint committee should also establish linkages with other organizations which will have a central role in reshaping the local health system, such as the Sarnia-Lambton Community Care Access Centre and the Southwestern Ontario Mental Health Agency.



The tradition of voluntary governance has served Ontario communities well over the past century, and should be maintained and enhanced in the restructured health services delivery system.  It is generally acknowledged that there are significant benefits to be derived from the diversity, tradition and culture of the broad array of hospitals and health care organizations in the province.  However, diversity, tradition and cultural differences must not stand in the way of the necessary shift from autonomy and maintenance of historical arrangements to the interdependence that will facilitate the provision of more effective, efficient and integrated services to the community.



The HSRC has acknowledged that no single model of governance should be applied consistently across the province.  It recognizes that each community is different and that credible solutions developed within communities can be more desirable than solutions created from afar.



The Lambton County hospitals have established a basis from which to develop and operate the three hospitals as a unified system of health services and they are to be commended for their work.  The HSRC is confident that, given the good will and efforts of the three hospitals, these directions will be implemented expeditiously and within the time frames set in the directions to each of the hospitals.

�SECTION SIX:  FINANCIAL IMPACT OF RESTRUCTURING 



Operating Costs And Savings Associated With Restructuring



The HSRC methodology for identifying costs and savings associated with restructuring options was developed to:�

determine the extent of savings associated with clinical efficiencies, restructuring savings (program/transfers), consolidation of support services, administrative overhead, and costs of site operations;�

use an approach consistent with industry practices and methodologies currently in place; and�

develop advice for the Minister of Health on the estimated expenses and savings associated with HSRC’s directions and recommendations.�

The methodology reported in its initial report has been modified.  Although the basic approach was deemed acceptable to the hospital sector, the methodology has been revised  to take into account relevant analyses and research into various categories of expenses and potential savings.  The HSRC has engaged the firm KPMG, and their associates, Healthcor, to assist it in its endeavors.  Working with the Ontario Case Cost Project, the Fiscal Planning Group of the Joint Policy and Planning Committee and its consultants, Hay Management, and the Ministry of Health, the HSRC has identified improvements to the methodology.



While the HSRC strives to use the most recent and accurate information and data to develop the estimates, they will require further review by the hospitals, MOH and the HSRC as affected hospitals implement the HSRC’s directions.



As always, the HSRC invites comment on any materials ad approaches that it promulgates.  This policy of openness allows the HSRC to improve upon its methods through the feedback from the industry and from the results of implementation as it proceeds in various communities.  The final outcome with regard to restructuring costs will depend on how changes are implemented and will require judgment and flexibility.



The data used in the analysis are mainly 1995/96 values.  The cost estimates do not take into account costs related to future inflation and other factors.  Operating funding reductions since 1995/96 have not been reflected in calculations.  Since its initial report, the HSRC has revised its costing methodology based on new information and issues that had been identified.  The revised costing methodology is included in Appendix 3.



As a result of these savings, the HSRC has changed its estimated savings.  The new estimate of savings as shown in the chart below is about $19 million or 19.3% of the combined 1995/96 total expenses for the three hospitals.



The following summarizes the estimated operating savings:



Estimated Operating Savings 

Category�Estimated Savings���HSRC’s Initial Estimate Nov/96�HSRC’s Revised Estimate Oct/97���1994/95 gross expenses      $93,425,000�1995/96 net expenses   $98,487,000��Program Transfers�$4,956,000�$1,617,000*��Clinical Efficiencies�$8,788,000�$4,973,000*��Support Services�$3,658,000�$1,133,000��Administrative Efficiencies�$7,335,000�$3,205,000��Selected Expenses��$237,000��Plant Closure��$1,858,000��Chronic Care Reductions�$1,782,000�$5,994,000*��Total (does not include 1996/97 base reduction�

$26,119,000�

$19,017,000��19.3% of total net expenses��*The CEEH is not included in the calculations

�SECTION  SEVEN:	REINVESTMENT AND STRATEGIES TO

SUPPORT RESTRUCTURING 





In the HSRC’s November 1996 report reinvestments were recommended for home care, long-term care, transitional care and a Magnetic Resonance Imaging service.  After review of additional research and further deliberations, the HSRC recommends the following:



increased reinvestment in home care and long-term care based on additional research as described below;

increased reinvestment in sub-acute care (transitional care has been accommodated in the planning work for long-term care, rehabilitation and sub-acute care ); and

reinvestment in mental health services.



Estimates of Reinvestment

Category�Estimated Reinvestment 

���HSRC November/96  Estimate�HSRC October/97 Estimate��Sub-Acute Care �$515,000 to 595,000�$1,518,000 to $1,870,000 ��Home Care  �$1,106,000�$1,286,000��Long Term Care�n/a�$3,388,000��Rehabilitation�$354,000�$265,000��Mental Health �$1,214,000�$693,000��Information Systems�to be determined�to be determined��

Total�

$3,189,000 to $3,269,000�

$7,150,000 to $7,502,000 ��

Magnetic Resonance Imaging Service



As noted in the earlier report, the HSRC is aware of the request by the Lambton hospitals to the Ministry of Health for approval to operate a  Magnetic Resonance Imaging (MRI) service.  The HSRC is urging the Minister of Health to determine as soon as possible the location of the additional (MRI) service.  Should the Minister approve the Lambton hospitals’ request, the amount of reinvestment should be increased by up to $1 million.  An MRI is estimated to cost anywhere from $0.7 million to $1 million annually to operate.

�Home Care Reinvestment



In earlier HSRC reports on other communities, the methodology used to estimate home care reinvestment as a result of hospital restructuring was based on the following: every conservable patient day as a result of post-utilization improvements (average length of stay reduction and day surgery conversion) resulted in a 0.8 home care visit at a cost of $40 per visit.  This methodology has many limitations including, treating every conservable day the same, and not taking into account regional variations.



The HSRC examined the link between home care following an acute inpatient episode, specifically related to substituting home care for convalescent days in the hospital, and how this relationship may alter as a result of hospital restructuring (i.e., shortened length of stay).  The HSRC engaged the Institute for Clinical Evaluative Sciences (ICES) to develop a methodology for home care reinvestment (post inpatient care) based on analysis of current utilization.



ICES found no relationship between home care utilization and inpatient length of stay (refer to Restructuring Ontario’s Acute Care Hospital System: Interim Planning Guidelines and Implementation Strategies).  According to the research, counties with greater home care utilization did not necessarily have shorter inpatient length of stay, nor did counties with limited home care utilization have longer length of stay.  However, the data used for this research may not reflect current clinical practices.



In examining this utilization and the relationship between home care and acute care, the HRSC recognizes that factors inherent in the home care program, as well as provider practices prevent the use of home care as a substitute for inpatient care.  To eliminate some of these barriers to more effective use of home care, the HSRC advocates reinvestment in home care, based on the following methodology:



The home care utilization rate was determined for each major clinical category� (MCC) and each day procedure group� (DPG) for each of Ontario’s 38 home care programs.  This review led to a ranking of the home care programs based on utilization rates using 1993 to 1996 data.  A benchmark was set at the 25th percentile and used to compare relative home care use between home care programs across the province.  In this way, the HSRC could determine the level of reinvestment required to bring ‘under-serviced’ home care programs up to the benchmark rate.



To bring home care utilization for MCCS and DPGs up to the 25th percentile, Lambton County would require a reinvestment of $1,286,000 for home care for patients following inpatient and same day surgery procedures.  This reinvestment includes a 20% increase over and above the benchmark to support additional equipment and case management services, as well as an allotment for travel costs of 0.8%.



The HSRC is aware that since 1995/96 the MOH has provided additional funding to home care programs to take into account funding equity and other factors.  The Ministry of Health may need to take into account  some of these funding adjustments when it considers the HSRC’s recommended reinvestment in home care services.



Long-Term Care



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.  Based on a planning range of 206.0 to 243.1 long-term care places, the HSRC has determined that Lambton County will need an additional 517 places by 2003.



Based on the current funding system for long-term care beds, Lambton County would require about $3.39 million in additional annual funding by the year 2003 to support the 182 new long-term care beds.  This reinvestment will have to be evaluated against the broader configuration of long-term care services.



Sub-Acute Care



The HSRC has developed a model � to estimate the cost of this program.  It has determined a cost of $160 to $197 per patient day, based on 90% occupancy rate (units greater than 10 beds).  Based on this approach, the additional annual investment required to provide 26 sub-acute beds would be between $1.5 to $1.9 million.

 

The HSRC intends to advise the Minister of Health to invest this amount in sub-acute care in Lambton County by the year 2003.



Information System



The hospitals of Lambton County have advised the HSRC that they are implementing an information system to facilitate linkages among the hospitals, physicians offices and home-care providers.  They advised that to implement a system wide information system additional funding will be required for the technology and ongoing operating costs.



Improvements to information systems and technology will be essential to enhance linkages between the hospitals in Petrolia and Sarnia, the hospitals in Sarnia and the tertiary centres in London, and physicians offices and home-care providers.  Such enhancements can improve diagnostic and treatment capabilities of hospitals and physicians, improve linkages of remote communities with larger hospital centres and move towards seamless delivery of care to patients, regardless of setting.



The HSRC is aware that the Ministry of Health is developing policy and processes around these types of systems.  It is the HSRC’s view that some reinvestment will be required to achieve the full development of information systems and technology.  The HSRC urges the Ministry of Health to consider supporting the proposal from the Lambton County hospitals.



Capital Investment



Since its first report, the HSRC has received additional material from the Lambton County hospitals on the proposed capital construction project to support this restructuring plan.  The HSRC has reviewed the additional information and revised the capital cost estimates to take into account the following:



the need for a new critical care unit in Sarnia�

the extent of the renovations to existing vacant space to render it suitable for acute care purposes in Sarnia�

the extent of renovations to the emergency unit diagnostic services space to support the expected patient activity in Sarnia.�

as much of the existing buildings should be retained as is feasible necessary to support consolidation of services�

based on industry practice, ancillary costs such as professional fees, development charges and levies, project management, GST and contingencies have been estimated at a maximum of 23.2% of the “bricks and mortar” costs of the construction project�

cost estimates for any additional parking spaces have not been included since there may be private sector alternatives which would not require investment  by the hospital or the community�

space for administrative and support services functions has been allocated in the hospital environment.  However, less costly alternatives should be explored as part of the development of the project�

cost estimates for the purchase of any additional land or buildings have not been calculated�

capital cost estimates do not include the CEEH�

cost estimates for decommissioning the Sarnia General Hospital site have not been included in this estimate�

The hospitals have advised the HSRC that the St. Joseph’s Health Centre buildings may not be completely in compliance with the Ontario Fire Code.  They estimate the capital costs to bring the buildings in compliance to be $2.7 million.  Based on the information  the hospitals provided, the HSRC is not able to determine the extent of compliance with the Ontario Fire Code.  The hospitals should address this issue with the Ministry of Health as appropriate.



As noted earlier,  capital cost estimates have been based on the following two scenarios:



� Scenario 1�Scenario 2���SGH �SJHC�CEEH�SGH�SJHC�CEEH��Acute Care Beds*�181� � �160� �22��Impact of growth on acute care beds   �31���27��4��Rehabilitation ��22���22���Acute Mental Health - Adults

                                   Adolescents�25

3���25

3����Complex Continuing Care��71���51�20��*reflects number of beds following the application of the HSRC’s clinical efficiency benchmarks to all Lambton hospitals



The following is a summary of the revised capital cost estimates for the St. Joseph’s Health Centre site:



Table 5:  Capital Cost Estimates

Capital cost estimate �Scenario 1�Scenario 2��Total construction - “bricks and mortar”�$25,171,343�$21,388,487��Ancillary @ 23% of total construction�$5,839,752�$4,962,129��Site development�$2,000,000�$2,000,000��Sub Total�$33,011,095�$28,350,616��Equipment and furniture�$4,000,000�$4,000,000��Total Estimated Costs�$37,011,095�$32,350,616��

The HSRC is recommending that, pending its further review of the CEEH,  the Sarnia General Hospital and the St. Joseph’s Health Centre initially base their planning on Scenario 1.  This approach will ensure that plans are developed using the broadest scope while recognizing that further adjustments to the number of beds, corresponding services and size of the facility may be required based on any further directions by the HSRC.



LABORATORY SERVICES



The HSRC supports the Ministry of Health’s direction with respect to laboratory reform.  It is the HSRC’s expectation that the implementation plans that are developed locally in response to the directions to hospitals contained in this report should be consistent with the MOH’s Laboratory Reform Strategy.



The hospitals in Lambton County have advised the HSRC that they are in consultation with the only licensed private laboratory services provider in the county to explore the benefits on integrated laboratory services.  The two hospitals in Sarnia have already begun the process of consolidation laboratory services on one site.  This initiative is supported and the HSRC recommends to the Minister of Health that a facilitator be appointed as soon as possible to assist the parties develop and implement a plan that will achieve the further consolidation of  laboratory services across the county.



PHYSICIAN RECRUITMENT 



The HSRC has received representations concerning the availability of an appropriate number of physicians to serve the county’s residents.  The HSRC continues to be of the view that the issue of physician recruitment and medical manpower resources should be addressed from a regional perspective in order to account for population referral patterns, as well as the availability and location of secondary, tertiary and specialized services.



The HSRC is recommending that the Minister of Health ask the district health councils in Southwestern Ontario to develop a regional medical human resources plan, including options for achieving an appropriate number and distribution of specialist and family physicians.  The District Health Councils of Southwestern Ontario have advised the HSRC that they have agreed to initiate dialogue with the Academic Health Sciences Network to discuss regional medical human resources planning in the broader context of planning for integrated health systems in southwestern Ontario.



INTEGRATED HEALTH SYSTEMS



The HSRC believes it is essential that an integrated health services system be created in Ontario as quickly as possible.  It has released in early 1997, for public discussion, a statement of the vision, desirable characteristics and overall structure of Ontario’s health services system.



The restructuring of hospital services is seen as a first major step towards an integrated health services system.  The HSRC believes that as a result of the planning work that has already been undertaken by the district health council, the hospital, and other health sectors of the county, there is an opportunity to move forward and take the next steps towards integration of the county’s health care delivery system.



The HSRC is advising the Minister of Health that the Lambton County District Health Council should develop plans for an integrated system of health services delivery in Lambton County.  The plans should include recommendations for an implementation process and on the feasibility of establishing integrated governance for an Integrated Health System.

�SECTION EIGHT:	SUMMARY OF MAJOR DIRECTIONS



The following is a summary of projected beds for Lambton County:



Comparison of existing vs. projected capacity requirement 

Bed / Service Category�In use

1995/96�DHC’s

Report�HSRC’s November/96 projections�HSRC October/97  projections ��������Acute beds�322�237�172�212��Complex Continuing Care (Chronic)�138�136�101�71��Acute Mental Health beds (Adult) �18�21�26�25��Acute Mental Health beds (Adolescent)��6�3�3��Rehabilitation beds�20�19�24�22��Sub-acute beds�---�---�14�26�� ������TOTAL BEDS�498�419�340�359

��Operating Rooms�11�6+1�6�9��

The following are the HSRC’s major directions to the hospitals in Lambton County and advice to the Minister of Health: 



hospital services in Sarnia, including emergency services, will be consolidated on the St. Joseph’s Health Centre site.�

the Sarnia General Hospital will provide hospital acute care services in Sarnia, including hospital based emergency services, at the St. Joseph’s Health Centre site.  It will operate: a minimum of 187 acute care beds, 25 adult mental health beds, three child/adolescent mental health beds and the emergency services unit.  The final number of acute care beds to be located at this site may change based on the HSRC’s analysis of the CEEH in Petrolia.�

the St. Joseph’s Health Centre will provide hospital complex continuing care and rehabilitation care in Sarnia.  It will operate: a minimum of 51 complex continuing care beds and 22 rehabilitation beds.  The final number of beds to be located at this site may subject to change once the HSRC’s has finalized its planning guidelines for rehabilitation and long-term care and its analysis of the CEEH in Petrolia.�

The CEEH will continue to provide services at current levels pending the HSRC’s further review which will take into consideration the MOH’s Rural and Northern Health Care Framework and additional recommendations from the Lambton County DHC.

�The three hospitals will:



establish a joint committee to implement the hospital restructuring plan.  Each hospital will appoint an equal number of members from its executive committee to the joint committee, and will delegate to its members the powers needed to make decisions to implement  restructuring 



jointly appoint one Chief Executive Officer who will be responsible for the operation of the three hospitals



jointly appoint one common medical staff, Medical Advisory Committee and Chief of Staff accountable to each of the three hospitals�

Based on its interim planning guidelines the HSRC has concluded that by the year 2003:



long-term care services for the county should be increased to include an additional 182 nursing homes/homes for the aged beds and an additional 335 long term care places (such as in home care, supportive housing);�

26 sub-acute care beds should be provided.



A significant amount of planning has already been undertaken by the district health council and the three hospitals 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 Lambton County.



The challenge that lies before Lambton County, 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 Lambton County.



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.

�Appendix 1



Table 1:	1995/96 Utilization Improvement Potential for All Lambton Hospitals

�Patient Days�Equivalent Beds��Acute beds staffed and in operation March 31, 1996��322��Benchmark weighted occupancy rate�85.0%���1995/96 utilization rate per 1000 ESI referral population�         729 ���Acute patient days (excluding Psych) 1995/96�        77,643 �213��Moving 100% of ALCs�          6567 �18��Moving 100% of CMG 851�             329 �1��Moving 100% of CMG 910�                 6 �0��Moving 25% of MNRH�             294 �1��Days surgery potential at 75th percentile�             951 �3��Adjustment to 75th percentile ALOS�13,406�37��Subtotal utilization improvements�        21,553 �59��Balance at 100% occupancy�        56,090 �154��Balance at weighted occupancy��181��Referral population�      106,546 ���Utilization rate�         526 ���Source: PDST v. 4.1                     ����



Table 2:	Operating Room Requirements���OR Time�Turnaround� 5 days a week (240 days a year)���Outpatient�32�15�9 hours �129600��Inpatient  Level 1&2�95�30����Inpatient  Level 3�140�30�10 hours �144000���������Sarnia Gen.�St. Joseph's�CEEH�Total  ��1995/96 Outpt. Proc �5606�5597�538�11741��1995/96 Inpatient Level 1&2�1523�1744�135�3402��1995/96 Inpt. Level 3  �251�186�5�442��Total Surgical�7380�7527�678�15585��������OR Outpt. Time Req.�263482�263059�25286�551827��OR Inpt. Level 1&2�190375�218000�16875�425250��Time Outpt. & Level 1,2�453857�481059�42161�977077��OR Requirements�3.5�3.7�0.3�7.5��OR Time Inpt. Level 3�42670�31620�850�75140��OR Requirements�0.3�0.2�0.0�0.5��Total OR Requir.�3.8�3.9�0.3�8.1��Source: 1995/96 CIHI DPGs, and Surgical CMGS by Level of Care������

The revised methodology identifies a need for nine operating rooms for Lambton County to support the hospitals’ inpatient, outpatient and obstetrical programs.

�Appendix 2



Estimating Growth in Clinical Activity to the Year 2003



The growth model currently under development at the HSRC is adapted from work done for the Growth Funding Working Group of the Ontario Joint Policy and Planning Committee in May 1996.  One distinguishing feature in the HSRC model is to allocate growth by program by facility.  This means that, when programs are shifted among hospitals, the growth associated with these programs is also moved.



To assess acute inpatient requirements to the year 2003 using the revised methodology, planners must first determine the additional days and caseload, using the following four steps:



Step One:  Determine the change/growth in population from 1995 to 2003 using projected populations which, provincially average about a 2.3% increase annually.



Step Two:  Calculate the impact of population change/growth on utilization of hospital services, using case type and age and gender specific use rates projected against population growth for each county population in the planning area.



Step Three:  Allocate to each program in each facility the impact of the population change on post-utilization volume.  The HSRC estimates the impact of growth on the change in the demand for hospital services by using a blend of two factors:



the historical referral patterns, based on the proportion of cases by age, gender and Major Clinical Category

a “proximity” factor, based on the assumption that people will receive services from the eligible hospital closest to their home



Step Four:  Sum up the projected post-utilization days, projected for growth, and estimate the number of additional beds required for the year 2003.



Based on this revised approach the HSRC has made provision for this additional capacity in its estimate of capital costs for each facility, where required.



The estimated growth in activity does not affect the HSRC’s estimated savings or costs.  Funding of growth will be dealt with through the Ministry of Health’s prevailing policy and methods, and is not addressed in the HSRC methodology.

�Appendix 3



Summary of Revised Cost Savings Estimation Methodology



The methodology described in this document is designed to produce estimates of savings related to four areas of hospital activity, as well as plant costs related to the implementation of restructuring:

clinical efficiencies;

restructuring savings (program transfer/program reduction);

consolidation of support services;

administrative efficiency; and

site closure expenses.



While the cost savings estimates are advice to the Minister of Health, they have the potential of becoming guideposts or targets for costs and savings related to restructuring implementation. Therefore it is necessary to develop the best possible methods of estimation and use the most accurate information possible to guide decision-making respecting hospital and health care restructuring.  



Due to the method of identifying costs and savings associated with various restructuring options the sequence of the estimates is fundamentally important to avoid double-counting and improve the accuracy in estimating costs and potential savings.  The following is the sequence of steps respecting costs and savings estimates inherent in the methodology:



STEP 1: Determine Net Expenses



In order to establish the separation of direct service costs from indirect costs, the Ontario Cost Distribution Methodology (OCDM�) is applied.  Net expenses are calculated in the OCDM by netting allowable recoveries/revenues and restructuring costs from gross expenses.  Selected expense accounts (see table below) are deducted from net expenses to derive adjusted net expenses (includes plant, materiels management and administration) for all patient types (i.e., acute inpatient and day surgery, chronic & respite, ELDCAP, palliative, rehab, outpatient, other hospital or community outpatients).



Account Code�Description��71 7 10�Research - General��71 9 **�Marketed Services��81 9 50 80�Depreciation Undistributed - Major Equipment��81 9 55�Interest on Long Term Liabilities - Undistributed��81 9 60�Municipal Taxes��81 9 90�Other Undistributed Expenses - Operating��81 9 95�Employee Benefits - Debit Clearing Account��81 9 96�Employee Benefits - Credit Clearing Account��85 9 45�Other Undistributed Revenues��85 9 90�Other Undistributed Expenses��63030�Short Term Interest Charges��75000�Depreciation on Major Equip - Distributed��76000�Rental/Lease of Equipment��78000�Amortization - Software License and Fees��95080�Depreciation on Major Equip – Undistributed��



STEP 2: Calculate Program & Related Transfers



In estimating savings for the transfer of inpatient acute clinical activity among facilities, a number of key assumptions were made:



the latest current available levels of acute inpatient clinical activity (currently 1995/96 data) are used as a proxy for current clinical activity, as these are the latest data available;

the most recent comparable equity formula estimates (currently 1995/96 data) of the costs per case are used as proxies for current cost per case, as these are the latest data available;

the total outpatient/ambulatory and emergency activity is transferred at direct cost without differentiation between types of ambulatory care;

costs for the transferring facility are estimated using actual direct cost per case  for the hospital, multiplied by the number of weighted cases (inpatient or qualifying day surgery) to be transferred;

cost of transferred activity are estimated at the expected direct cost per case or the actual direct cost per case (whichever is lowest between the transferring and the receiving facilities), including all factor adjustments for tertiary, neonatal and teaching factors associated with caseload; and the difference between the cost for the transferring facility (actual direct cost per case)  and the cost for the receiving facility (expected direct cost or actual direct cost - whichever is lower) is removed from the hospital system. 



As a consequence of program transfers, there may need to be a re-allocation of materiels management expenses, based on the proportion of direct expenses of each reconfigured facility.  No savings are generated in this step as these expenses are only re-distributed.



The number of weighted cases transferred  may result in a funding difference  in direct services if the transferred cost is lower than the actual cost of the transferring facility.  Since there is no evidence to suggest that operating at a lower cost than the expected rate results in poorer services or outcomes it is the recommendation of the HSRC that the lower of expected or actual direct costs be used in the costing of transfer of programs between hospitals. 

 

STEP 3: Calculate Clinical Efficiency Savings



Clinical efficiencies, based on estimated savings in patient days from the improvements in clinical utilization consistent with the HSRC methodology, are calculated using the revised levels of costs and clinical activity in the receiving hospital if program transfers are involved.  Where benchmarks are applied, conservable days are based on three axis: CMG/DPG, age group, and peer group��. 



The following is the sequence of calculations to estimate savings associated with clinical efficiencies.  Note that the calculations of clinical efficiencies is currently under development and will be incorporated into the methodology when finalized.



A. Alternate Level of Care (ALC)



ALC days are divided into surgical and medical categories associated with the original acute case designation. Different weighting factors based on the results of the OCCP data analysis are then applied.  In estimating the savings in this area, it is assumed that they will be realized at the hospital transferring the programs.  Therefore, ALC savings are calculated at the lower of the expected or actual direct cost per weighted case of the sending facility.



i)   estimated savings for medical ALC days be calculated as follows:



[conservable medical ALC days] x  [medical caseload weighting factor of 0.10] x  [direct cost per case]



ii)  estimated savings for surgical ALC days be calculated as follows:



[conservable surgical ALC days] x  [surgical weighting factor of 0.134] x  [direct cost per case]





B. Other Factors Causing Hospitalization - Case Mix Group 851



The costs/savings associated with the inpatient case to related to CMG 851 are estimated as follows:



[number of cases related CMG 851] X [RIW ] X [hospital average (direct) cost per case]





C. Diagnoses Not Normally Hospitalized - Case Mix Group 910



As is the case with CMG 851 cases associated with this CMG have a specific resource intensity weight (RIW) associated with them.



The following is the equation for estimating costs/savings associated with CMG 910 cases:



[number of cases] X [RIW] X [hospital average (direct) cost per case]





D. Day Surgery Conversion



The costs and savings attributed to same day surgery conversion are calculated by determining the variance in resource weights of the inpatient surgical CMG to that of the same day surgery Day Procedure Group (DPG).  That is, the costs associated with the inpatient case to be converted are estimated using the CMG RIW and the hospital cost per weighted case.  Then, the costs associated with the day surgery case that is generated are calculated using the DPG RIW and the hospital cost per weighted case.  The DPG cost estimate is subtracted from the CMG RIW cost estimate.  The difference is the cost or saving associated with the conversion.



Inpatient Surgical Case ([average cost per weighted case] X [case weight/CMG]) less Day Surgical Case ([average cost per weighted case] X [case weight/DPG])



Note:  This will be the methodology used upon finalization of the software programming necessary to make the calculations.  In the interim, $100 per conservable day, as stated in the original methodology, will be used to estimate savings.

�E. May Not Require Hospitalization (MNRH)



Savings attributed to the MNRH surgical cases are calculated based upon the same-day surgery conversion methodology which is described in following sections.



The savings attributed to medical MNRH cases would be calculated based upon the weight of 0.533.  The following is the recommended equation for estimating the costs of  MNRH conservable days:



[Conservable days associated with MNRH CMGs (medical only)]  X  [0.533 weighting factor]  X [Hospital Cost per Weighted Case]





F. Average Length of Stay (ALOS)



Starting with the estimation of potential conservable days associated with average length of stay, the methodology addresses costs associated with the conservable days.



Routine and Ancillary weights� by Case Mix Group are used with the hospital’s direct average cost per case to estimate the costs attributed to conservable days associated with improvements in length of stay.  



The calculation is CMG-specific as follows:



Conservable days x (Routine and Ancillary % of full cost x RIW per diem factor) x Hospital Specific Direct Case Cost





STEP 4:  Determine Support Service Efficiencies 



In order to determine the savings potential of consolidating support services, a number of options regarding the selection of these support services were considered.  The HSRC settled on the following functions largely due to the size of the activity in budgetary terms;  i.e., materials management, food services and laboratory services.  Furthermore, there have been ample studies to support the assumptions and models employed by the HSRC in regard to these hospital activities.  This is not to suggest that other cost centres are cannot be consolidated and savings realized by the hospitals.



The model developed to identify savings resulting from consolidation and improved efficiency in Food Services, Materials Management and Laboratories is based on a three dimensional matrix.



The three dimensions which influence the potential savings are:



1.	Current operational performance;

2. 	Number of sites being consolidated; and

3.	Critical mass or thresholds.

�The three dimensions are indicated  below.



�Estimated Saving Percentages/

Number of Sites to be Consolidated���2 - 3�4 - 6� 7 - 9��Current Level Of Efficiency�Model

A�Model 

B�Model 

A�Model

B�Model

A�Model

B��High��������Average��������Low��������

A. Materials Management



Based on the implementation of best practices, the following table summarizes estimated potential savings within a region (where a region is defined as a group of hospitals within a geographic cluster).



Current levels of efficiency are addressed in the following section.



MATERIALS

MANAGEMENT� Estimated Saving Percentages/

Number of Sites to be Consolidated��Current Level Of Efficiency�2 - 3�4 - 6� 7 - 9��High�23%�28%�33%��Average�29%�34%�39%��Low�35%�40%�45%��



Best Practices in Materials Management

The following list summarizes best practices which could be implemented in order to achieve savings through consolidation of materials management across a number of hospitals:



Product standardization and evaluation committees.

Coordinated contract/vendor negotiation.

Group purchasing.

Computerized inventory management.

Inventory control practices yielding an average of 20 inventory turns per year.

Centralized ordering and warehousing in one hospital site or off-site through a contracted service with just-in-time delivery to the consolidated hospitals.

Automated purchasing - electronic data interchange (EDI) for ordering and electronic funds transfer (EFT) for supplier payment.

Sterile processing - standardization of procedure trays and:

-  either, central sterile processing for common, low cost items.

-  or, use of a high percentage of disposable tray packs.



�Current Levels of Efficiency in Materials Management - Definitions



Current Level Of Efficiency�Definition�Approximate Inventory

             Turns/Year	inventory turns per			year��High�Extensive use of buying group(s) or a prime vendor.

Purchasing decision involves users.

EDI/EFT 

Ward stock top-up - top-up frequency minimized - large facilities use computerized inventory management and automated stock control systems (1). 

Standardized products and procedure trays/case carts.

Some outsourcing of sterilization.�20 or more��Average�Moderate use of buying group(s).

Purchasing decision - mix of buyers and users.

Manual ordering and accounts payable.

Ward stock top-up - daily top-up - manual stock control systems.

Limited standardization of products and   procedure trays/case carts.�                   15









	15��



Current Level Of Efficiency�Definition�Approximate Inventory 

          Turns/Year	inventory turns per			year��Low�Some use of buying group(s). 

Purchasing decision by buyers.

Manual ordering and accounts payable.

Ward stock exchange carts - daily exchange - manual stock   

control systems.

No standardization of products and procedure trays/case carts.�10 or less��(1) e.g., bar coding, carousels, etc.





B. Laboratory Services



Based on the implementation of best practices, the following table summarizes estimated potential savings within a region (where a region is defined as a group of hospitals within a geographic cluster). Current levels of efficiency are addressed in a following section.



CLINICAL

LABORATORY

SERVICES�Estimated Saving Percentages/ 

Number of Sites to be Consolidated���2 - 3�4 - 6�7 - 9��Current Level Of Efficiency�Model 

A�Model 

B�Model 

A�Model 

B�Model 

A�Model 

B��High�2%�5%�5%�10%�5%�15%��Average�5%�10%�10%�15%�10%�20%��Low�10%�15%�15%�20%�15%�25%��

�As noted in the table above the savings estimates range from 2% to 25% depending on the model selected and the characteristics of the hospitals involved.  These figures relate only to hospital laboratories and do not include the community sector laboratories.   If the latter were included it is possible to increase the savings potential.  Other assumptions underlying the estimates are listed below as is the Models A and B identified in the above chart.



Best Practices For Laboratory Services



The following list summarizes best practices which could be implemented in order to achieve savings through consolidation of laboratory services across a number of hospitals.



Number Of Beds�	                              Best Practices��Model A - Modified Central Laboratory Concept��0- 79 beds�Central laboratory that processes most routine testing and all esoteric testing for the 

region. 

Rapid response laboratories in all other facilities that meet the STAT testing needs of 

each institution. 	

Consolidated purchasing to maximize purchasing power. 

Networked information systems between central laboratory and rapid response

laboratories.

Bar-coding technology for tracking/analyzing specimens. Centralized governance

structure. 

Linkages with academic health sciences centres. 	

Note: Central facility(s) and hospitals should be located within a 1 hour drive of each 

other.��

Model B - Central Laboratory Concept��80 + beds�Central laboratory that testing for the region.	

Rapid response laboratories in all other facilities that meet the STAT testing needs of 

each institution. 

Consolidated purchasing to maximize purchasing power. 

Networked information systems between central laboratory and rapid response 

laboratories. 

Bar-coding technology for tracking/analyzing specimens.  

Centralized governance structure. 

Linkages with academic health sciences centres. 

Note: Central facility(s) and hospitals should be located within a 1 hour drive of each 

other.���Current Levels of Efficiency in Hospital Laboratory Services



Current Level of Efficiency�Definition��



High�Central laboratory concept virtually implemented 

Core laboratories implemented

Purchasing power consolidated 

Computerization with most sites linked 

Centralized governance structure Effective utilization management program��



Average�Some cooperative arrangements 

Some core laboratories 

Some shared purchasing and use of buying groups 

Computerization with some sites linked 

Multiple governance structures ��





Low�Autonomous laboratories

Limited or no core laboratories

No shared purchasing, use of some buying groups 

Limited/no computerization; no computer linkages 

Multiple governance structures 

Limited or no utilization management program��

C. Food Services



Based on the implementation of best practices, the following table summarizes estimated potential savings through consolidation of services within a region (where a region is defined as a group of hospitals within a geographic cluster).  Current levels of efficiency are defined in further sections.  Assumptions are listed below in a separate subsection.



There are a number of dimensions to food services savings:



productivity improvements through technology;

outsourcing part of production process; and

reduction in overall meal days associated with reduced inpatient days.



Not all of the dimensions of food services are explored in this methodology.  However, the method is consistent with numerous food service studies by hospitals, DHCs and other bodies commissioned over the past few years.  The following chart outlines some benchmarks for savings from consolidation and efficiency improvement.



FOOD

SERVICES�Estimated Saving Percentages/

Number of Sites to be Consolidated���2 - 3�4 - 6� 7 - 9��Current Level Of Efficiency�Model

A�Model 

B�Model 

A�Model

B�Model

A�Model

B��High�2%�9%�4%�11%�6%�14%��Average�4%�15%�7%�17%�10%�20%��Low�8%�22%�10%�24%�12%�26%��



The table above notes that the savings can range between 2% of current expenses to 26% depending on the model, sites and current level of efficiency.

Note that for chronic (i.e., complex continuing care)/rehabilitation facilities it is assumed that the complexity of cases, and therefore resource needs,  is less than that for acute care facilities.  Consequently, 75% of the savings rate attributed to acute care sites are applied to the chronic/rehab site.



Best Practices in Food Services

The following table summarizes best practices which could be implemented in order to achieve savings through consolidation of food services across a number of hospitals under two consolidation models.



Number Of Beds�Best Practices��

Model A - Shared Management and Outsourcing��0 - 79 beds�•	Shared management, common non-selective menu (7 - 9 days),

       common nutritional protocols.

•	Outsourcing of 80% or more of food products, reducing the level of

       on-site production.

��80 + beds�•	Shared management, common 7-9 day non-selective menu, common 

       nutritional protocols.

•	Outsourcing of 80% or more of food products, reducing the level of   

       on-site production.

•	Cold plating and advanced meal delivery system (1).

��Model B - Shared Management, Outsourcing and Meal Assembly��All sizes�•	Shared management, common non-selective menu, common  

       nutritional protocols.

•	Outsourcing of 80% or more of food products, reducing the level of

       in- house production.

•	Centralized cold plating and warewashing (see assumptions).

•	Distribution of trayed and/or bulk meals from central facility(s) to

       consolidated hospitals.

•	Advanced meal delivery system (1).

��Advanced meal delivery system: A cart system in which pre-plated meals are held chilled and rethermalized automatically just prior to meal service time.  Rethermalization can take place centrally in the hospital's kitchen or decentrally in nutrition centres proximate to each patient unit.  Hot beverages and ice cream are added to trays at the time of service.

�Current Levels of Efficiency in Food Services

Current Level Of Efficiency�

Definition�Approximately Productivity (Meal Days Per FTE)��High�80% to 100% outsourcing of food products.

Cold plating and use of an advanced meal delivery system 

for meal re-thermalization and delivery.

Efficient hospital layout in terms of meal distribution.�

> 2,750��Average�Mix of outsourced foods and on-site production.

Hot plating.�Between  2,250

 and  2,750��Low�On-site production.

Hot plating.

Inefficient hospital layout in terms of meal distribution.� 

<  2,250��



Method of Assessing Savings Related to Materials Management, Food Services and Laboratories



In order to compare hospital performance with best practices consistent with the model, a survey is administered to hospitals under consideration.  The results of this survey are tabulated and a score relative to the level of efficiency is assessed.  The hospital and its particular situation is then plotted against each of the three dimensional grids to determine the level of savings achievable at best practices.  Savings are determined at an aggregate level for the group of facilities and are prorated to the individual facilities based on their respective efficiency ratings.  For example, an overall savings of 20% could be distributed as 10% savings to a high efficiency facility and 30% savings to a low efficiency facility (given a two-facility group with the same size budgets).



Since laboratory and food service expenses are part of the direct patient care costs, it is assumed that a by product of expense reductions due to clinical efficiencies will mean a reduction in the potential for savings in these areas.  Therefore, the savings potential for Laboratory expenses and for Food Services expenses is then discounted for any reduction in direct costs that result from increased clinical efficiency. 





STEP 5: Re-allocation of Other Expenses



Other savings may be identified through site closures and program reductions.  These savings are community-specific and are based on net expenses as reported in the OCDM.





STEP 6: Calculate Site Closure Savings



Should a facility or site be subject to closure in various options, then net plant expenses are identified as savings.  For plants that remain in various options these expenses are maintained.�

STEP 7: Determine Administrative Efficiencies



Administrative expenses are those expenses which for the most part are fixed and do not vary directly with patient volumes.  These non-variable costs tend to remain inside a set limit as a percentage of total hospital operating costs.



The categories included in Administrative Expenses  were chosen to correspond to  the overhead costs in the OCDM with a few exclusions (e.g. plant, materiels management).  The following are the primary functional centres that were included in the Administrative Expenses total.



Functional Centres��Category�Account�Category�Account�Category�Account��General Admin�71110�Finance�71115�Human Resources�71120��Systems Support�71125�Communications�71130�Volunteer Services�71140��Housekeeping�71145�Laundry/Linen�71150�Bio-Med Engineer.�71175��Registration�71180�Patient Transport�71185�Health Records�71190��Admin/Supp Temp�71198�Pastoral Care�71199�Hospital Library�71810��Audiovisual�71820�Medical Illustration�71830�Inservice Education�71840��Admin & Supp - Ed�71850�Formal Ed.-Nsg�71860�D&T Formal Education�71870��Formal Ed.-Medical�71880������

The estimated savings from Administrative Efficiencies are based on benchmarking the Administrative expenses to comparable hospitals  relative to net direct expenses (including plant and materials management).  The benchmarks are based on the 10th percentile for each of the three review groups�.  A fourth review group was established for free-standing chronic/rehabilitation facilities.  Specialty hospitals were not included in the creation of the benchmarks but administrative savings were estimated using the appropriate review group.  The revised administrative expenses based on benchmark values are then subtracted from the initial administrative expenses (based on the above accounts), to determine administrative expense savings.  The following table defines the benchmarks that were used for each of the review groups.  Please note that the benchmarks are calculated and applied using these formulae:



New Total Operating Net Expense 

= New Direct Net Expense (including plant and materials management)/(1-Benchmark Rate)



Administrative Expense Savings 

= (New Total Operating Net Expense - New Direct Net Expense) - 1995/96 Net Admin. Expense 



Review Group�10th Percentile - Benchmark�Minimum

�Median�Maximum��Review Group 0 (Free-Standing)�17.14%�13.00%�20.13%�34.09%��Review Group 1�12.81%�11.97%�16.21%�18.53%��Review Group 2�13.75%�10.72%�16.56%�23.59%��Review Group 3�16.33%�13.83%�21.47%�31.74%��

�

Step 8: Add back Selected Expenses



For institutions that are remaining open, Selected Expenses as identified in Step 1 are added back in total.  For institutions where programs have been transferred or closed, the following expenses are transferred to the receiving facility, in proportion to the activities transferred.

		Emergency physician remuneration (primary account 71930)

		Depreciation - distributed & undistributed (secondary accounts 75000 & 95080)

		Depreciation undistributed (primary account 8195080)

		Other undistributed expenses - Operating (primary account 81990)

		Net NEER (penalties/rebates) 

		Cash Discounts (secondary accounts 12090 & 12190)



Step 9: Establish the Cost of the Reconfigured System



The total net expenses of the reconfigured system are then calculated by adding back the selected expenses identified in Step 1.   This total reflects costs associated with all patient types in an acute-care facility.



Chronic (i.e., complex continuing care) and Palliative Care Costing Methodology



The methodology used to estimate the cost of a reconfigured chronic care (i.e., complex continuing care) and palliative care system and a reconfigured rehabilitation care system follows the methodology used in the calculation of costs for the acute care sector with a few differences.   Net expenses and selected expenses are determined as outlined in Step 1 but only as related to chronic & respite, and palliative patient types.   



The following assumptions are made in costing the program reductions/enhancements

1995/96 actual patient days are used  for both chronic care (i.e., complex continuing care)  and palliative patients;

a 95% occupancy rate is used to derive the number of future days in the system based upon the number of beds sited at each institution;

the cost of chronic care (i.e., complex continuing care)  beds added to a facility is estimated at the lower of the median direct chronic cost per day or the actual direct chronic cost per day.  This median is calculated separately for acute facilities and free-standing chronic care facilities;

the cost of chronic care (i.e., complex continuing care) beds removed from a facility is estimated by multiplying the actual direct chronic cost per day by the number of  days being reduced; and

program reductions and closures are associated to chronic rather than palliative care, with the exception of the closure of a facility where all (i.e. chronic care (i.e., complex continuing care)  and/or palliative) beds are removed from the system.



It is expected that current lower intensity chronic care (i.e., complex continuing care)  patients will now be cared for within the long-term care system.  Future patients who require chronic care (i.e., complex continuing care)  will, on average, have a higher resource intensity than is currently exhibited.  Consequently, a resource intensity adjustment of 17% was allocated to all facilities who continue to have chronic care (i.e., complex continuing care) patients.



There are no administrative efficiencies calculated on acute care hospitals, as they have already been calculated in the acute care methodology.  However, administrative costs are adjusted to reflect program reductions/enhancements.   Administrative efficiencies are calculated for all free-standing facilities as described above in Step 7.  As in the acute care methodology, for sites that close, plant and materials management net expenses are identified as savings.  Selected expenses are added back for sites that remain open.  The total net expenses of the reconfigured system are then calculated by adding back the selected expenses to the new direct and administrative expenses.



Rehabilitation Care Costing Methodology



Net and selected expenses are determined as outlined in Step 1 but only as related to rehabilitation care.  



An adjustment is made for additional allied health expenses for all rehabilitation care beds.  This additional expense is expected to cover the additional cost of allied health coverage on weekends.



The following assumptions are made in estimating the costs for the transfer of rehabilitation patients. 

regional beds have an occupancy rate of 90% and long-term & short-term beds have an occupancy rate of 95%;

any program reductions are assumed to be on short-term beds at an occupancy rate of 95%;

the cost for program reductions is estimated using the facility’s actual rehabilitation direct cost per day, multiplied by the number of days to be reduced; and

the cost for program enhancements is estimated at the lower of the median direct rehabilitation cost per day and the facility’s actual direct rehabilitation cost per day. This median is calculated separately for acute facilities and free-standing chronic care facilities.



Administrative efficiencies are not found for acute care hospitals, as this has already been calculated in the acute care methodology.  However, administrative costs are adjusted to reflect program transfers.   Administrative efficiencies are calculated for all free-standing facilities as described above in Step 7.  As in the acute care methodology, for sites that close, plant and materials management net expenses are identified as savings.  Selected expenses are added back for sites that remain open.  The total net expenses of the reconfigured system are then calculated by adding back the selected expenses to the adjusted expenses, program transfers, adjustments, and new administrative expenses.





CONCLUSION



This methodology for identification of costs and savings associated with restructuring options was developed to do the following:



assist the HSRC in assessing the affordability criterion for various restructuring options;

determine the extent of savings associated with:

clinical efficiencies

consolidation of support services

administrative overhead

costs of plant operations;

use an approach consistent with industry practices and methodologies currently in place; and

develop advice for the Minister of Health on the expenses and savings estimates associated with HSRC Directions and Recommendations.



The original methodology for costing of restructuring options as reported in the Thunder Bay, Sudbury, Lambton and Pembroke reports was modified from one developed by the Ministry of Health.  While there were issues associated with the method, the basic approach was deemed acceptable to the hospital sector.  The HSRC undertook to revise the methodology by examining relevant analysis and research into various categories of expenses and potential savings.  

The HSRC had engaged the firm KPMG, and their associates, Healthcor, to assist the HSRC in its endeavors.  Working with the Ontario Case Cost Project, the Fiscal Planning Working Group of the Joint Policy and Planning Committee, and its consultants, Hay Management, and the Ministry of Health, the HSRC identified areas of improvement to the methodology which it will implement in future review and revise estimates from past reports.



Concurrent with the revisions to the methodology, the HSRC developed, with the assistance of KPMG and Healthcor, a software modeling system based on the revised costing methodology.  The system will facilitate the consistent application of the methodology.



The costing methodology results are summarized in each report of the HSRC as advice to the Ministry of Health and to the hospitals affected by the directions.  The actual expenses and savings will require further development during the implementation of the directions by the hospitals in conjunction with the HSRC and the Ministry of Health.  The HSRC strives to use the most accurate and consistent information possible in developing the estimates because it is aware that they can become targets and guideposts for implementation.



As always, the HSRC invites comment on any materials and approaches that it promulgates.  This policy of openness will allow the HSRC to improve upon its methods through the feedback from the industry and from the results of implementation as it proceeds in various communities.

�Health Services Restructuring Commission



IN THE MATTER OF the Public Hospitals Act

RSO 1990, c.P.40, as amended



AND IN THE MATTER OF Ontario Regulation 87/96

made under the Public Hospitals Act



AND IN THE MATTER OF The Ministry of Health Act

RSO 1990, c.M.26, as amended



AND IN THE MATTER OF Ontario Regulation 88/96

made under the Ministry of Health Act



DIRECTIONS



THE HEALTH SERVICES RESTRUCTURING COMMISSION HAVING ISSUED THE NOTICES OF INTENTION ON NOVEMBER 21, 1996 AND HAVING CONSIDERED THE REPRESENTATIONS RECEIVED IN RESPONSE DIRECTS the board of directors of the Charlotte Eleanor Englehart Hospital  to undertake the following:



In conjunction with Sarnia General Hospital and St. Joseph’s Health Centre appoint, by January 31, 1998, a single Chief Executive Officer to lead and manage the operations of all three hospitals and be accountable to the board of directors of each hospital for the management and operation of the hospital.�

In conjunction with Sarnia General Hospital and St. Joseph’s Health Centre develop a common Medical Advisory Committee and appoint a single chair of the Medical Advisory Committee and a single Chief of Staff, by January 31, 1998 to be accountable to the board of directors of each hospital.



Jointly with St. Joseph’s Health Centre and the Sarnia-Lambton Community Care Access Centre, develop and implement a plan to coordinate access to complex continuing  care for residents of Lambton County.



In conjunction with the Sarnia General Hospital, St. Joseph’s Health Centre and  representatives of affected employees develop and begin implementation by January 31, 1998 of a human resources adjustment plan that will address the impact of the Health Services Restructuring Commission’s directions on the hospitals’ employees. Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission.�

Sign an agreement by November 30, 1997 with the Sarnia General Hospital and St. Joseph’s Health Centre to form by January 31, 1998 a joint committee which will include an equal number of representatives of each hospital’s board of directors, together with the Chief Executive Officer and Chief of Staff for the three hospitals.  The board is to designate its representatives on the committee as the executive committee of the board and to delegate to its representatives the powers to make decisions that will develop and operate Sarnia General Hospital, St. Joseph’s Health Centre and Charlotte Eleanor Englehart Hospital as a unified system of health services while maintaining three separate operating corporations for the provision of health services in accordance with the Public Hospitals Act, and that will facilitate the implementation of these directions, including decisions concerning:



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

the development of a single medical staff

the development of an integrated management structure under one Chief Executive Officer

financial and operating plans for the three hospitals.



Submit a copy of the signed agreement to both the Minister of Health and the Health Services Restructuring Commission.�

By December 31, 1997, enact a By-law to establish the representation of the hospital’s board of directors on the joint committee with the Sarnia General Hospital and the St. Joseph’s Health Centre, to delegate the authority to the hospital board’s representatives as contemplated by paragraph 5 of these directions, and to designate the hospital board’s representatives on the joint committee as the hospital’s executive committee.  Submit a copy of the By-laws to both the Minister of Health and the Health Services Restructuring Commission.



Submit to the Minister of Health by January 31, 1998 a plan to ensure establishment of a governance structure that is representative of the communities served and that will have regard to the demographic, cultural, religious, economic, geographic, ethnic and social characteristics of Lambton County.



In conjunction with the Sarnia General Hospital and the St. Joseph’s Health Centre  develop and begin implementation by March 31,1998 of a plan to maximize the efficiency of the delivery of support services and diagnostic services to the three hospitals and other health care facilities in Lambton County.  Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission.



Led by a facilitator appointed by the Minister of Health and in conjunction with the Sarnia General Hospital and St. Joseph’s Health Centre develop and begin implementation by March 31, 1998 of a plan for the provision of laboratory services that is consistent with the directions of the Ministry of Health’s Laboratory Reform Strategy. Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission.



Submit to the Health Services Restructuring Commission and to the Minister of Health quarterly progress reports on the status of the implementation of the above directions, including a progress report on the implementation of the human resources adjustment plan, the program transfer plan, the administrative and support services plan and the laboratory services plan.  The first report is to be received at the latest by January 31, 1998 for the period ending December 31, 1997.



The Health Services Restructuring Commission further directs Board of Directors of the Charlotte Eleanor Englehart Hospital to take all proceedings, corporate and otherwise, to implement such directions.



The Health Services Restructuring Commission’s reasons for these Directions are included in the Lambton County Health Services Restructuring Report dated October, 1997 that has been prepared by the Health Services Restructuring Commission.



Accompanying this Notice are:



Copies of the Directions to the other hospitals in Lambton County;

Copies of the recommendations that the Health Services Restructuring Commission has provided to the Minister of Health of Ontario;

A copy of the Lambton County Health Services Restructuring Report dated October, 1997 prepared by the Health Services Restructuring Commission.



DATED at Toronto this 1st day of October, 1997.













						______________________________							Chair�

						Health Services Restructuring Commission

						12th Floor

						56 Wellesley Street West

						Toronto, Ontario

						M5S 2S3



						Tel:	(416) 327-5919

						FAX:	(416) 327-5689









To:	Charlotte Eleanor Englehart Hospital

	450 Blanche Street

	Petrolia, Ontario N0N 1R0�Health Services Restructuring Commission



IN THE MATTER OF the Public Hospitals Act

RSO 1990, c.P.40, as amended



AND IN THE MATTER OF Ontario Regulation 87/96

made under the Public Hospitals Act



AND IN THE MATTER OF The Ministry of Health Act

RSO 1990, c.M.26, as amended



AND IN THE MATTER OF Ontario Regulation 88/96

made under the Ministry of Health Act



ADVICE TO THE MINISTER OF HEALTH

CONCERNING CHARLOTTE ELEANOR ENGLEHART HOSPITAL



The funding allocation to the hospital be adjusted to reflect savings related to support services.  Based on preliminary costing, the estimated order of magnitude of costs are:



1995 / 96 Net Expenses�$8,407,248��Savings from Support Services�($209,456)��Total Projected Expenses�$8,197,792��



The estimated reductions in operating costs should be applied against any Ministry of Health reductions in operating funds in 1996/97, 1997/98 and 1998/99 for the Charlotte Eleanor Englehart Hospital.



Consider adjustments to the amounts noted here to take into account non-Ministry of Health revenue and inflationary pressures that Charlotte Eleanor Englehart Hospital may experience, and advise the Health Services Restructuring Commission of these considerations.�

Respond to the Charlotte Eleanor Englehart Hospital by:



February 28, 1998 concerning the hospitals plan to establish a governance structure that is representative of communities served

April 30, 1998 concerning the plan to maximize efficiency of the delivery of support services and diagnostic services

�Accompanying this Advice are:



Copies of Directions to the hospitals in Lambton County; and

A copy of the Lambton County Health Services Restructuring Report dated October, 1997 prepared by the Health Services Restructuring Commission.



DATED at Toronto this 1st day of October, 1997.







						_______________________________

						Chair 

								

Health Services Restructuring Commission 

12th Floor, 56 Wellesley Street West

Toronto, Ontario

M5S 2S3



Tel:   (416) 327-5919

Fax:  (416) 327-5689



					



To: 	The Honourable Jim Wilson

		Minister of Health 

		10th Floor, Hepburn Block

		80 Grosvenor Street

		Toronto, ON M7A 2C4





�Health Services Restructuring Commission



IN THE MATTER OF the Public Hospitals Act

RSO 1990, c.P.40, as amended



AND IN THE MATTER OF Ontario Regulation 87/96

made under the Public Hospitals Act



AND IN THE MATTER OF The Ministry of Health Act

RSO 1990, c.M.26, as amended



AND IN THE MATTER OF Ontario Regulation 88/96

made under the Ministry of Health Act



DIRECTIONS



THE HEALTH SERVICES RESTRUCTURING COMMISSION HAVING ISSUED THE NOTICES OF INTENTION ON NOVEMBER 21, 1996 AND HAVING CONSIDERED THE REPRESENTATIONS RECEIVED IN RESPONSE DIRECTS the board of directors of the Sarnia General Hospital  to undertake the following:



In conjunction with St. Joseph’s Health Centre and The Charlotte Eleanor Englehart Hospital appoint, by January 31, 1998, a single Chief Executive Officer to lead and manage the operations of all three hospitals and be accountable to the board of directors of each hospital for the management and operation of the hospital.�

In conjunction with St. Joseph’s Health Centre and the Charlotte Eleanor Englehart Hospital develop a common Medical Advisory Committee and appoint a single chair of the Medical Advisory Committee and a single Chief of Staff, by January 31, 1998 to be accountable to the board of directors of each hospital.�

In conjunction with St. Joseph’s Health Centre advise the Health Services Restructuring Commission and the Minister of Health by December 31, 1997 of the implementation approach and timing of the transfer of  the acute care program from St. Joseph’s Health Centre to Sarnia General Hospital.�

Implement by March 31, 2000 a plan to operate a maximum number of 181 acute care beds, 25 acute adult mental health beds and 3 adolescent mental health beds and emergency services.  The plan must provide for an additional 31 acute care beds to accommodate projected demand for inpatient acute care services due to population growth by the year 2003



In conjunction with St. Joseph’s Health Centre, the Charlotte Eleanor Englehart Hospital and representatives of affected employees develop and begin implementation by January 31, 1998 of a human resources adjustment plan that will address the impact of the Health Services Restructuring Commission’s directions on the hospitals’ employees. Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission.�

Sign an agreement by November 30, 1997 with the St. Joseph’s Health Centre and Charlotte Eleanor Englehart Hospital to form by January 31, 1998 a joint committee which will include an equal number of representatives of each hospital’s board of directors, together with the Chief Executive Officer and Chief of Staff for the three hospitals.  The board of directors is to designate its representatives on the committee as the executive committee of the board of directors and to delegate to its representatives the powers to make decisions that will develop and operate Sarnia General Hospital, St. Joseph’s Health Centre and Charlotte Eleanor Englehart Hospital as a unified system of health services while maintaining three separate operating corporations for the provision of health services in accordance with the Public Hospitals Act, and that will facilitate the implementation of these directions, including decisions concerning:



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

the development of a single medical staff

the development of an integrated management structure under one Chief Executive Officer

financial and operating plans for the three hospitals.



Submit a copy of the signed agreement to both the Minister of Health and the Health Services Restructuring Commission.�

By December 31, 1997, enact a By-law to establish the representation of the hospital’s board on the joint committee with the St. Joseph’s Health Centre and the Charlotte Eleanor Englehart Hospital, to delegate the authority to the hospital board’s representatives as contemplated in paragraph 6 of these directions, and to designate the hospital board’s representatives on the joint committee as the hospital’s executive committee.  Submit a copy of the By-laws to both the Minister of Health and the Health Services Restructuring Commission.



Submit to the Minister of Health by January 31, 1998 a plan to ensure establishment of  a governance structure that is representative of the communities served and that will have regard to the demographic, cultural, religious, economic, geographic, ethnic and social characteristics of Lambton County.�

In conjunction with St. Joseph’s Health Centre develop and implement a plan by December 31, 1997 to receive ownership of the acute care buildings and adjacent land from St. Joseph’s Health Centre by January 31, 1998 as required to provide all acute care services on the St. Joseph’s Health Centre site.  The plan must recommend to the Minister of Health by November 30, 1997 appropriate compensation to the extent that any assets to be transferred have not been paid for, directly or indirectly, by funds received from the Crown.�

Jointly with St. Joseph’s Health Centre develop a plan by December 31, 1997 outlining each organization’s responsibility for capital planning and financing which will be necessary to locate all hospital services on the St. Joseph’s Health Centre site.�

Submit to the Minister of Health for approval by March 31, 1998 the hospital board’s plan for the decommissioning of the Sarnia General Hospital site by March 31, 2000.



In conjunction with St. Joseph’s Health Centre and the Charlotte Eleanor Englehart Hospital develop and begin implementation by March 31, 1998 of a plan to maximize the efficiency of the delivery of support services and diagnostic services to the three hospitals and other health care facilities in Lambton County.  Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission�

Led by a facilitator appointed by the Minister of Health and in conjunction with St. Joseph’s Health Centre and  Charlotte Eleanor Englehart Hospital develop and begin implementation by March 31, 1998 a plan for the provision of laboratory services that is consistent with the directions of the Ministry of Health’s Laboratory Reform Strategy.  Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission�

Submit to the Health Services Restructuring Commission and the Minister of Health quarterly progress reports on the status of the implementation of the above directions, including a progress report on the implementation of the human resources adjustment plan, the program transfer plan, the administrative and support services plan and the laboratory services plan.  The first report is to be received at the latest by January 31, 1998 for the period ending December 31, 1997.



The Health Services Restructuring Commission further directs the Board of Directors of the Sarnia General Hospital to take all proceedings, corporate and otherwise, to implement such directions.



The Health Services Restructuring Commission’s reasons for these Directions are included in the Lambton County Health Services Restructuring Report dated October, 1997 that has been prepared by the Health Services Restructuring Commission.

�Accompanying this Notice are:



Copies of the Directions to the other hospitals in Lambton County;

Copies of the recommendations the Health Services Restructuring Commission has provided to the Minister of Health of Ontario; and

A copy of the Lambton County Health Services Restructuring Report dated October, 1997 prepared by the Health Services Restructuring Commission.



DATED at Toronto this 1st day of October, 1997.









						__________________________________								Chair�

						Health Services Restructuring Commission

						12th Floor

						56 Wellesley Street West

						Toronto, Ontario

						M5S 2S3



						Tel:	(416) 327-5919

						FAX:	(416) 327-5689



					



To: 	Sarnia General Hospital

	220 N. Milton St

	Sarnia, Ontario N7T 6H6�Health Services Restructuring Commission 



IN THE MATTER OF the Public Hospitals Act

RSO 1990, c.P.40, as amended



AND IN THE MATTER OF Ontario Regulation 87/96

made under the Public Hospitals Act



AND IN THE MATTER OF The Ministry of Health Act

RSO 1990, c.M.26, as amended



AND IN THE MATTER OF Ontario Regulation 88/96

made under the Ministry of Health Act



ADVICE TO THE MINISTER OF HEALTH

CONCERNING SARNIA GENERAL HOSPITAL



The funding allocation to the hospital be adjusted to reflect the clinical and administrative efficiencies that will be achieved by the hospital and program transfers.  Based on the latest available clinical and service data for 1995/96 the estimated adjustments in the costs of operation are:



Total Sarnia General Hospital 1995/96 Net Expense��$44,317,384����Sarnia General Hospital��$44,317,384��Less Selected Expenses��-$1,737,817���Total Program Transfers��$22,656,150����Transfer of activity from St. Joseph's to Sarnia General��$21,366,111���Additional Mental Health allocation ��$693,236���Transfer of Materiels Management��$596,803��Total Clinical Efficiencies��-$4,973,067���Total Support Service Efficiencies��-$923,416���Re-allocation of Other Expenses��$0���Site Closures��-$1,857,511���Total Administrative Allocation��$1,338,935���Add Selected Expenses��$3,112,463��������Cost of Reconfigured System��$61,933,122��������Change in Net Expense��$17,615,738���Percent Change in Net Expenses��39.7%���



The estimated reductions in operating costs should be applied against any Ministry of Health reductions in operating funds in 1996/97, 1997/98 and 1998/99 for the Sarnia General Hospital.



Consider adjustments to the amounts noted here to take into account non-Ministry of Health revenue and inflationary pressures that Sarnia General Hospital may experience, and advise the Health Services Restructuring Commission of these considerations.�

Respond to Sarnia General Hospital by:



February 28, 1998 concerning the plan for governance and management changes

April 30, 1998 concerning the plan to maximize the efficiency of the delivery of administrative services, support services and diagnostic services

April 30, 1998 concerning the plan to decommission the Sarnia General Hospital site�

The St. Joseph’s Health Centre and the Sarnia General Hospital be given approval to plan for a capital construction project which will consist of the renovations to the St. Joseph’s Health Centre to accommodate a maximum of 212 acute beds, 25 acute adult mental health beds, 3 adolescent mental health beds, 22 rehabilitation beds and a maximum of 71 complex continuing  care beds, one emergency department and consolidated administrative and support services on the St. Joseph’s Health Centre site.



The total budget for the construction project, including construction costs, contingencies, and site development, should be set at a maximum of $33 million.  The total budget for equipment and furnishings should be set at a maximum of $4 million.  The cost of the construction project and equipment and furnishings will be funded by the Ministry of Health and the hospital according to prevailing Ministry of Health policy.



Accompanying this Advice are:



Copies of Directions to the hospitals in Lambton County; and

A copy of the Lambton County Health Services Restructuring Report dated October, 1997 prepared by the Health Services Restructuring Commission.



DATED at Toronto this 1st day of October, 1997.











					__________________

							Chair �



							Health Services Restructuring Commission 

12th  Floor, 56 Wellesley Street West

Toronto, Ontario

M5S 2S3



Tel:   (416) 327-5919

Fax:   (416) 327-5689

To: 	The Honourable Jim Wilson

		Minister of Health 

		10th  Floor, Hepburn Block

		80 Grosvenor Street

		Toronto, ON M7A 2C4



�Health Services Restructuring Commission



IN THE MATTER OF the Public Hospitals Act

RSO 1990, c.P.40, as amended



AND IN THE MATTER OF Ontario Regulation 87/96

made under the Public Hospitals Act



AND IN THE MATTER OF The Ministry of Health Act

RSO 1990, c.M.26, as amended



AND IN THE MATTER OF Ontario Regulation 88/96

made under the Ministry of Health Act



DIRECTIONS



THE HEALTH SERVICES RESTRUCTURING COMMISSION HAVING ISSUED THE NOTICES OF INTENTION ON NOVEMBER 21, 1996 AND HAVING CONSIDERED THE REPRESENTATIONS RECEIVED IN RESPONSE DIRECTS the board of directors of the St. Joseph’s Health Centre  to undertake the following:



In conjunction with Sarnia General Hospital and The Charlotte Eleanor Englehart Hospital, appoint, by January 31, 1998, a single Chief Executive Officer to lead and manage the operations of all three hospitals and be accountable to the board of directors of each hospital for the management and operation of the hospital.�

In conjunction with Sarnia General Hospital and the Charlotte Eleanor Englehart Hospital develop a common Medical Advisory Committee and appoint a single chair of the Medical Advisory Committee and a single Chief of Staff, by January 31, 1998 to be accountable to the Board of Directors of each hospital.



In conjunction with Sarnia General Hospital advise the Health Services Restructuring Commission by December 31, 1997 of the implementation approach and timing of the transfer of the acute care program from St. Joseph’s Health Centre to Sarnia General Hospital.



Implement a plan by March 31, 2000 to operate a maximum of 22 rehabilitation beds and a maximum of 71 complex continuing care beds.��

In conjunction with the Sarnia General Hospital, the Charlotte Eleanor Englehart Hospital and representatives of affected employees develop and begin implementation by January 31, 1998 of a human resources adjustment that will address the impact of the Health Services Restructuring Commission’s direction on the hospitals’ employees.  Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission.�

Sign an agreement by November 30, 1997 with the Sarnia General Hospital and Charlotte Eleanor Englehart Hospital to form by January 31, 1998 a joint committee which will include an equal number of representatives of each hospital’s board of directors, together with the Chief Executive Officer and Chief of Staff for the three hospitals.  The board is to designate its representatives on the committee as the executive committee of the board and to delegate to its representatives the powers to make decisions that will develop and operate  Sarnia General Hospital, St. Joseph’s Health Centre and Charlotte Eleanor Englehart Hospital as a unified system of health services while maintaining three separate operating corporations for the provision of health services in accordance with the Public Hospitals Act, and that will facilitate the implementation of these directions, including decisions concerning:



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

the development of a single medical staff

the development of an integrated management structure under one Chief Executive Officer

financial and operating plans for the three hospitals.



Submit a copy of the signed agreement to both the Minister of Health and the Health Services Restructuring Commission.�

By December 31, 1997, enact a By-law to establish the representation of the hospital’s board on the joint committee with the Sarnia General Hospital and the Charlotte Eleanor Englehart Hospitals, to delegate the authority to the hospital board’s representatives as contemplated in paragraph 6 of these directions, and to designate the hospital board’s representatives on the joint committee as the hospital’s executive committee.  Submit a copy of the By-laws to both the Minister of Health and the Health Services Restructuring Commission.



Submit to the Minister of Health by January 31, 1998 a plan to ensure the establishment of  a governance structure that is representative of the communities served and that will have regard to the demographic, cultural, religious, economic, geographic, ethnic and social characteristics of Lambton County.�

Jointly with the Sarnia General Hospital develop a plan by December  31, 1997 outlining each organization’s responsibility for capital planning and financing which will be necessary to locate all hospitals services on the St. Joseph’s Health Centre site.�

In conjunction with Sarnia General Hospital develop and implement a plan by December 31, 1997 to transfer ownership of the acute care buildings and adjacent land to the Sarnia General Hospital by January 31, 1998 as required to provide all acute care services on the St. Joseph’s Health Centre site.  The plan must recommend to the Minister of Health by November 30, 1997 appropriate compensation to the extent that any assets to be transferred have not been paid for, directly or indirectly, by funds received from the Crown.�

Submit by December  31, 1997 to the Minister of Health a plan that will recommend appropriate compensation to the extent that any assets that have been transferred have not been paid for, directly or indirectly, by funds received from the Crown.�

In conjunction with the Sarnia General Hospital and the Charlotte Eleanor Englehart Hospital develop and begin to implement by March 31, 1998 a plan to maximize the efficiency of the delivery of support services and diagnostic services to the three hospitals and other health care facilities in Lambton County.  Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission.�

Led by a facilitator appointed by the Minister of Health and in conjunction with the Sarnia General Hospital and the Charlotte Eleanor Englehart Hospital develop and begin to implement by March 31, 1998 a plan for the provision of laboratory services that is consistent with the directions of the Ministry of  Health’s Laboratory Reform Strategy.  Submit a copy of the plan to both the Minister of Health and the Health Services Restructuring Commission.



Jointly with the Charlotte Eleanor Englehart Hospital  and  the Sarnia-Lambton Community Care Access Centre develop and implement a plan to coordinate access to complex continuing care services for residents of all of Lambton County.�

Submit to the Health Services Restructuring Commission and to the Minister of Health quarterly progress reports on the status of the implementation of the above directions, including a progress report on the implementation of the human resources adjustment plan, the program transfer plan, the administrative and support services plan and the laboratory services plan.  The first report is to be received at the latest by January 31, 1998 for the period ending December 31, 1997.



The Health Services Restructuring Commission further directs the Board of Directors of the St. Joseph’s Health Centre to take all proceedings, corporate and otherwise, to implement such directions.



The Health Services Restructuring Commission’s reasons for these Directions are included in the Lambton County Health Services Restructuring Report dated October, 1997 that has been prepared by the Health Services Restructuring Commission.



Accompanying this Notice are:



Copies of the Directions to the other hospitals in Lambton County;

Copies of the recommendations that the Health Services Restructuring Commission has provided to the Minister of Health of Ontario; and

A copy of a the Lambton County Health Services Restructuring Report dated October, 1997 prepared by the Health Services Restructuring Commission.



DATED at Toronto this 1st day of October, 1997.





						________________________________

						Chair 

								

Health Services Restructuring Commission 

12th  Floor

56 Wellesley Street West

Toronto, Ontario

M5S 2S3



Tel:   (416) 327-5919

Fax:  (416) 327-5689



					



To: 	St. Joseph’s Health Centre

	89 Norman St. 

	Sarnia, Ontario

	N7T 6S3

�Health Services Restructuring Commission



IN THE MATTER OF the Public Hospitals Act

RSO 1990, c.P.40, as amended



AND IN THE MATTER OF Ontario Regulation 87/96

made under the Public Hospitals Act



AND IN THE MATTER OF The Ministry of Health Act

RSO 1990, c.M.26, as amended



AND IN THE MATTER OF Ontario Regulation 88/96

made under the Ministry of Health Act



ADVICE TO THE MINISTER OF HEALTH

CONCERNING ST. JOSEPH’S HEALTH CENTRE



The funding allocation to the hospital be adjusted to reflect the clinical and administrative efficiencies that will be achieved by the hospital and program transfers. Based on the latest available clinical and service data for 1995/96 the estimated adjustments in the costs of operation1 are as follows:



Sarnia St. Joseph's Health Centre�����Total St. Joseph's Health Centre 1995/96 Net Expense��$45,762,202���Less Selected Expenses��-$1,611,502���Total Program Transfers��-$23,579,688����Transfer of activity from St. Joseph's to Sarnia General��-$22,982,885���Transfer of Materiels Management��-$596,803��Total Clinical Efficiencies��$0���Total Support Service Efficiencies��$0���Re-allocation of Other Expenses��$0���Site Closures��$0���Total Administrative Efficiencies��-$4,544,146���Add Selected Expenses��$0���Sub-Total��$16,026,865��������Net Inpatient Rehabilitation Expense��$1,280,418���Less Selected Expenses���-$44,714��Program Reductions/Enhancements���$90,248��Allied Health Expense Adjustment���$138,713��Site Closure Expenses���$0��Total Administrative Efficiencies���$36,494��Add Selected Expenses���$44,714��Revised Net Inpatient Rehabilitation Expense��$1,545,874���Change in Rehabiliation Expense��$265,455���Net Chronic Care & Palliative Expense��$13,579,950���Less Selected Expenses���-$474,236��Program Reductions/Enhancements���-$5,692,252��Resource Intensity Adjustment���$522,635��Site Closure Expenses���$0��Total Administrative Efficiencies���-$823,969��Add Selected Expenses���$474,236��Revised Net Complex Continuing Care Expense��$7,586,364���Change in Complex Continuing Care Expense��-$5,993,586��������Revised Total Operating Expense��$10,298,735���Change in Operating Net Expense��-$35,463,467���Percent Change in Net Expenses��-77.5%���

		

The estimated reductions in operating costs should be applied against any Ministry of Health reductions in operating funds in 1996/97, 1997/98 and 1998/99 for the St. Joseph’s Health Centre.�

St. Joseph’s Health Centre and the Sarnia General Hospital be given approval to plan for a capital construction project which will consist of the renovations to the hospital to accommodate the consolidation of a maximum of 212 acute beds and 25 acute adult mental health beds, 3 adolescent mental health beds, 22 rehabilitation beds and a maximum of 71 complex continuing care  beds, one emergency department and consolidated administrative and support services on the St. Joseph’s Health Centre site.



The total budget for the construction project, including construction, contingencies, fees and site development should be set at a maximum of  $33 million. The budget for equipment and furnishing should be set at a maximum of $4 million.  The cost of the construction project and equipment and furnishings will be funded by the Ministry of Health and the hospital according to Ministry of Health policy.�

Respond to St. Joseph’s Health Centre by:�

February 28, 1998 concerning the hospital’s plan to establish a governance structure that is representative of the communities served.

April 30, 1998 concerning the plan to maximize the efficiency of the delivery of administrative services, support services and diagnostic services

�Accompanying this Advice is:



Copies of the Directions to the hospitals in Lambton County; and

A copy of the Lambton County Health Services Restructuring Report dated October, 1997 prepared by the Health Services Restructuring Commission. 



DATED at Toronto this 1st day of October, 1997.







						__________________

						Chair 

								

Health Services Restructuring Commission 

12th  Floor

56 Wellesley Street West

Toronto, Ontario

M5S 2S3



Tel:   (416) 327-5919

Fax:  (416) 327-5689



					

To: 	The Honourable Jim Wilson

	Minister of Health

	10th  Floor, Hepburn Block

	Toronto, ON M7A 2C4

�Health Services Restructuring Commission



IN THE MATTER OF the Public Hospitals Act

RSO 1990, c.P.40, as amended



AND IN THE MATTER OF Ontario Regulation 87/96

made under the Public Hospitals Act



AND IN THE MATTER OF The Ministry of Health Act

RSO 1990, c.M.26, as amended



AND IN THE MATTER OF Ontario Regulation 88/96

made under the Ministry of Health Act



ADVICE TO THE MINISTER OF HEALTH

CONCERNING REINVESTMENT AND OTHER ISSUES IN THE

LAMBTON COUNTY HEALTH CARE SYSTEM



Reinvestment



The Minister of Health reinvest in community services, particularly home care and related services, to mitigate the impact of the improvements to the rate of utilization in hospital services and to address needs in mental health and rehabilitative care as follows:



���Home care�$1,286,000��Rehabilitation beds�$265,000��Mental health�$693,000��Long -term care beds�$3,388,000��Sub-acute care beds�$1,518,000 to $1,870,000��Information System and technology�to be determined��

The Health Services Restructuring Commission will give further consideration to adjustments that may be required to support enhancement of information systems and technology and  community based and other related services.�

Request the Sarnia-Lambton Community Care Access Centre, jointly with St. Joseph’s Health Centre and Charlotte Eleanor Englehart Hospital, to develop and implement a plan to coordinate access to complex continuing care services for residents of Lambton County.�

Request the Lambton County District Health Council to advice the Health Services Restructuring Commission on the most appropriate and cost effective option for locating sub-acute care beds in Lambton County.�

Determine as soon as possible the location of a new Magnetic Resonance Imaging service to serve the population of Lambton County and other counties in Southwestern Ontario.



Integrated Delivery System



The Lambton County District Health Council be requested to provide advice by March 31, 1998 on the planning and implementation process for developing an integrated system of delivery of health care services, including the feasibility of establishing an integrated governance of health services.



Medical Human Resource Plan



The District Health Councils of South Western Ontario be requested to provide advice by March 31, 1998 on a regional medical human resources plan, including options for achieving the appropriate number and distribution of specialist and family physicians.



Accompanying this Advice are:



Copies of Directions to the hospitals in Lambton County; and

A copy of the Lambton County Health Services Restructuring Report dated October, 1997 prepared by the Health Services Restructuring Commission.



DATED at Toronto this 1st day of October, 1997.





						__________________

						Chair 

								

Health Services Restructuring Commission 

12th  Floor, 56 Wellesley Street West

Toronto, Ontario

M5S 2S3



Tel:   (416) 327-5919

Fax:   (416) 327-5689

To: 	The Honourable Jim Wilson

		Minister of Health 

		10th  Floor, Hepburn Block

		80 Grosvenor Street

	Toronto, ON



� Lambton County Health Services Restructuring Report and Notices of Intention to Issue Directions, November 1996.

� The HSRC recognizes that the term, ‘chronic mental health’ used to describe psychiatric rehabilitation, specialized services  and psychogeriatric services does not accurately reflect the nature of mental health care provided.  The phrase ‘longer-term mental health care’ is a more appropriate term.  The HSRC supports this change in terminology given that it reflects the active nature of treatment as opposed to the provision of long-term housing and support services.  Longer-term mental health care will occur in both hospital and community settings.

� Major Clinical Categories group inpatient diagnoses into 26 body systems (e.g., circulatory), to allow for easier data manipulation.

� Day Procedure Groups classify procedures into 68 different groups.

� See Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies.

� Detailed information about the Ontario Cost Distribution Methodology can be obtained from the JPPC Reference Document #RD4-6A, “Ontario Hospital Cost Distribution Methodology by Patient Activity”, March 20, 1997.

� Review groups are defined by the Ministry of Health as: Review Group 1: designated teaching facilities (excluding specialty), Review Group 2: designated community facilities, Review Group 3: designated small facilities.

� The HSRC is contemplating adjusting the method from Peer to Review Groups - the changes are not reflected in the London figures;  

� Ontario Case Cost Project data were used for calculation of CMG-specific routine and ancillary weighting factors.   Where data do not exist to support the creation of these weighting factors, the existing CIHI CMG specific Routine & Ancillary weights derived from the Maryland experience are used.

� Review groups are defined by the Ministry of Health as: Review Group 1: designated teaching facilities (excluding specialty), Review Group 2: designated community facilities, Review Group 3: designated small facilities (as defined by the JPPC).

� The number of rehabilitation and complex continuing care beds may be subject to change once the Health Services Restructuring Commission has finalized the planning guidelines for rehabilitation and long term care services.
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