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INTRODUCTION 

Background

This is the third report issued for Ottawa-Carleton by the Health Services Restructuring Commission (HSRC).  Following the reports of February and August of 1997, this report relates to the notices for non-acute services issued in August 1997.  The HSRC has made changes in response to new information, largely as a result of HSRC research on non-acute services summarized in its Change and Transition document published in April of this year.  The HSRC also reviewed input received from the community and further analysis of siting options.  This report should be read in conjunction with the first two Ottawa-Carleton restructuring reports. 

The directions regarding complex continuing care, rehabilitation, adult acute mental health, sub-acute care and child/adolescent mental health completes the picture for inpatient care for the Ottawa-Carleton hospital system.  The reinvestment in long term care and home care is necessary to facilitate the implementation of restructuring directions outlined in this and previous reports of the HSRC.  Capital estimates and operating savings estimates have been adjusted to accommodate the changes in directions noted herein.  These estimates are also advice to the Minister of Health.

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

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

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

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

The HSRC’s approach to restructuring in Ottawa-Carleton is consistent with that in every other community reviewed.  Factors relating to the delivery of health services are analyzed, the particular characteristics of the community and the future needs of the population are assessed, and decisions are made about the most appropriate mix of health services, their location and their governance.  The HSRC used as its starting point the Ottawa-Carleton Regional District Health Council’s (OCRDHC).  Recommendations from the Health Services Reconfiguration Project, titled Commitment to Change:  Building an Integrated and Affordable Health Services System, 

released on June 12, 1996.  The OCRDHC strongly supported a significant, planned reconfiguration of hospital services in Ottawa-Carleton.

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

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 organizational histories, and nurturing the positive attributes of each organization.  It is necessary to ensure that the traditions of excellence of individual organizations become inherent components of the culture of newly created organizations.  The common link in health services is a commitment to provide the best possible service to those who need it.

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 system 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.  This is clearly evident when rehabilitation and long-term care services are examined.  

The system of rehabilitation and long-term care envisioned by the HSRC rebalances the services that are available in Ottawa-Carleton.  Expertise and resources are consolidated to achieve the benefits of critical mass, excess capacity is minimized to achieve financial savings and administrative efficiencies, and resources are redistributed to ensure services are closer to the people who need them.  The HSRC’s initial planning benchmarks for rehabilitation and long-term care were presented in its discussion paper Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies (July 1997).  The revised planning guidelines, on which the following final directions are based, are presented in the HSRC’s paper Change and Transition (April 1998).

In Ottawa-Carleton, the HSRC’s vision for rehabilitation services consolidates highly specialized regional services in designated facilities.  Generally, local long-term rehabilitation services are sited in regional facilities where these exist.  Otherwise, long-term rehabilitation programs are located in chronic care facilities or are co-located with local short-term programs in acute care facilities.  Rebalancing rehabilitation services results in these services being located closer to the population that needs them. 

Long-term care services cover a broad range, including chronic or complex continuing care hospitals, chronic or complex continuing care units in acute care hospitals, nursing homes, homes for the aged, supportive housing, long-term home care, attendant care and adult day care.  Complex continuing care beds have been decreased and consolidated in fewer facilities. Other long-term care resources have been increased to rebalance the long-term care system and better meet the needs of the population for these services.  Restructuring will result in:

· improved access within and beyond Ottawa-Carleton;

· rehabilitation and long-term care sectors that are structured to provide the right services in the right settings and well-positioned to meet increasing demands of population growth and changing demographics; and 

· a more affordable system that facilitates additional investments in other areas of health care, such as community-based services. 

It is critically important to recognize that the HSRC’s goal of creating a vigorous health services system is achievable only with reinvestments in community-based health services and high quality, accessible hospitals.  It is the view of the HSRC that appropriate community structures and support services must be put in place before inpatient acute, mental health and chronic care beds are closed.  The HSRC has identified areas of reinvestment in community-based services that are needed 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 is certain that the efforts of various hospitals and agencies to date respecting implementation are a good indication of the commitment and success that will follow during the implementation period.  In response to the HSRC’s August 1997 directions a number of things have occurred:

· The creation of the various networks and special purpose bodies to facilitate ongoing implementation and improvements to the quality of care and access to the full continuum of services.  These bodies include:

· the Restructuring Coordination Task Force;

· the French Language Services Network;

· the Child Health Network;

· the Academic Board; and

· the ongoing development of the Rehabilitation Network.

· The amalgamation of the Civic, General and Riverside hospitals to form The Ottawa Hospital with the participation of the Salvation Army Grace Hospital.

· Ongoing planning between the Salvation Army Grace and the Queensway-Carleton hospitals regarding the transfer of obstetrics to the latter and planning between the Grace and the Ottawa Hospital regarding the balance of services.

· Ongoing planning between the Queensway-Carleton the Ottawa hospitals regarding the transfer of diagnostic imaging/CT Scan services.

· Ongoing planning between the Hôpital Montfort and the Ottawa hospitals regarding the transfer of services between the institutions to fulfill their mandates in accordance with the directions.

· The planning for clinical services differentiation between sites at the Ottawa Hospital and the development of final capital estimates.

· The development of the Human Resources Plan.

· The facilitation of the development of the subsidiaries of the Ottawa Hospital relating to the Ottawa Heart Institute and the Rehabilitation Centre.

There are some aspects of the directions that have been awaiting further decisions of the Minister relating to mental health services.  In order for the Royal Ottawa Hospital to develop its new role as the regional provider of longer term mental health services it requires a decision relating to the Brockville Psychiatric Hospital.  Furthermore, the coordination of implementation relating to the reform of mental health services and enhancement of community services throughout the region requires that the Minister decide on the creation of a Mental Health Agency or an alternative structure that will facilitate restructuring and serve as a stepping stone to an integrated system.

The tireless efforts of scores of volunteers, health providers and health sector employees involved in the implementation processes are recognized by the HSRC and the public alike.  It is this local effort that is key to successful implementation to produce the best health care for the residents of Ottawa-Carleton and Eastern Ontario. 

Representations to the HSRC

In response to its second report on Ottawa-Carleton, the HSRC received representations from hospitals, health agencies and organizations, labour, other groups and individuals.  The representations provided additional data and information for consideration with respect to rehabilitation and complex continuing care services.  The time and thought that went into their development are indicative of the keen interest in health services restructuring in Ottawa-Carleton. 

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

· revision of benchmarks for rehabilitation and complex continuing care services;

· adjustment to the proportion of short-term beds to no more than 25% of local rehabilitation beds;

· the development of networks: rehabilitation networks in Ottawa-Carleton, provincial children’s rehabilitation and developmental network, provincial and local specialized geriatric networks, geriatric medicine and psychiatric services network, palliative care providers network;

· designation of transition to independent living spaces on a regional, not a local basis, to support the need for critical mass;

· co-location of  long term rehabilitation beds with regional rehab beds at the Rehabilitation Centre;

· reinvestment for the development of ambulatory rehabilitation services;

· incorporation of sub-acute care services  within the rehabilitation sector;

· provision of transitional/sub-acute care outside of acute care hospitals;

· responsibility of the Rehabilitation Network of Ottawa-Carleton  for developing and siting sub-acute beds;

· role for Regional Geriatric Advisory Committee (RGAC) in the siting of sub-acute beds;

· provision of adequate inpatient and sub-acute beds at Montfort to fulfill teaching mandate;

· recognition for specialized geriatric services, including definition and siting of geriatric rehabilitation and geriatric inpatient units; 

· recognition for role of Regional Geriatric Assessment Program;

· designation of regional resource centres and academic centres in fields of long-term care, palliative care and care of the elderly;

· recognition for the existence of multi-level facilities (combined nursing home and chronic care); and

· support for Salvation Army Grace Hospital’s application as a long-term care facility.

Overview of the Report

The HSRC report released in August 1997 presented directions for acute services and notices of intention for non-acute services to assist with hospital restructuring in Ottawa-Carleton.  This report presents the highlights of those intentions, a summary of principal issues raised in the representations, the HSRC’s deliberations, and supplements previous directions and advice based on additional data analyses, revised guidelines and 1996 population census data.  The reader is advised to refer to the HSRC’s first two Ottawa-Carleton reports released in February and August 1997 for additional information. 

The lead commissioner for this review is George Lund and Maureen Law is the accompanying commissioner.

SECTION I:  ACUTE CARE 

Operating Room Requirements

Highlights of the Directions – August 1997

A total of 77 operating rooms were sited in Ottawa-Carleton:

· 7 at the Children’s Hospital of Eastern Ontario

· 37 at Ottawa Hospital – Alta Vista site

· 24 at Ottawa Hospital – Carling site

· 6 at Queensway-Carleton

· 3 at Hôpital Montfort

HSRC DELIBERATIONS
The methodology used to estimate the total number of operating rooms was described in the February 1997 Ottawa Health Services Restructuring report.  The HSRC estimated that 77 operating rooms would be required by 2003.  Of these operating rooms, 7 were sited at the Children’s Hospital of Eastern Ontario, 37 at the Ottawa Hospital – Alta Vista site, 24 at the Ottawa Hospital – Carling site, 6 were sited at Queensway-Carleton Hospital and 3 were sited at the Hôpital Montfort.  

The HSRC wishes to clarify its earlier analysis of surgical program requirements which will have a bearing on the number and type of facilities required for the provision of surgical services to the Ottawa referral population to the year 2003.  In its earlier reports the HSRC had included medical ambulatory cases in the procedure times for determining operating room requirements.  This includes procedures such as endoscopies, which are normally conducted in a procedure room, and need not occupy operating room space which is significantly more expensive to build or renovate.  Procedure rooms, on the other hand, may be co-located with ambulatory clinics, for example, at a much lower cost.  When these medical procedure times are considered separately, and with growth factored in, the resulting analysis indicates that 61 operating rooms and 18 procedure rooms are required in Ottawa-Carleton by 2003.  According to HSRC methodology, using CIHI data for 1995/96, the siting of operating rooms and procedure rooms is as follows:

Table 1:  Operating and Procedure Room – Requirements and Allocation

Hospital
Operating Rooms (95/96)
Procedure Rooms (2003)
Operating Rooms (2003)

Children’s Hospital of Eastern Ontario
7
1
4

Hôpital Montfort
7
1
1

Ottawa Hospital – Carling site
24
7
23

Ottawa Hospital – Alta Vista site
16
6
28

Queensway-Carleton
4
3
5

Riverside Hospital
7
0
0

Salvation Army Grace Hospital
6
0
0

TOTAL
71
18
61

The HSRC understands that the capital planning process within these facilities is currently well underway and the HSRC has participated in this process.  The HSRC maintains all other directions respecting acute care activity allocations including the direction that tertiary services be concentrated at the Alta Vista site as expressed in the August 1997 report. 

Advanced Orthopaedics:  Joint Replacement Surgery

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

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

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

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

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

The cost of these procedures is estimated at $6000 to $8000 per joint replaced.  The estimates for the increase in spending due to initiatives to increase the rate of joint replacement are calculated using both cost estimates.  In Ottawa-Carleton, the increases in joint replacement procedures projected to accommodate target setting is $1.6 to $2.1 million to bring the community into line with the provincial median rates for these procedures.  Growth in these procedures had earlier been factored into the growth in acute care requirements including procedures.  At this point in time, reinvestments will include only the amount required to accommodate target setting.  

SECTION II:  MENTAL HEALTH  

Highlights of the Directions – August 1997

· Interim bed totals for acute mental health of 21 beds/100,000 population and long term mental health of 14 beds/100,000 for the year 2003.

· Acute mental health beds for Ottawa-Carleton, Prescott and Russell and half of Lanark Counties to be located in Ottawa.

· Long term mental health beds for Ottawa-Carleton, Renfrew, Prescott and Russell, Stormont, Dundas and Glengarry and half of Lanark Counties to be located in Ottawa.

· Close the Brockville Psychiatric Hospital.

· Move forensic psychiatry services from Brockville Psychiatric Hospital to Ottawa and Kingston.

· Site all child and adolescent mental health inpatient beds for the Eastern Ontario Health Planning region in Ottawa.

· Create a mental health agency for the Eastern Ontario Health Planning region.

HSRC Deliberations
Revised Sizing and Siting of Acute and Longer-Term Mental Health Inpatient Beds

New population information from the 1996 census has provided the Commission with the opportunity to update the mental health component of the inpatient resources in eastern Ontario. Using this new data the projected population in 2003 was determined and then age and sex weighted using past mental health utilization to arrive at a better estimate of future service needs.

In its August 1997 report the HSRC placed acute mental health beds for Prescott and Russell in Ottawa.  After receiving submissions from this area and further deliberations it was determined that approximately 65% of the residents of these counties seek care in Ottawa.  The remaining 35% of residents seek care in Hawkesbury.  On a county by county basis, 75% of Prescott residents seek care in Hawkesbury and 25% seek care in Ottawa.  Russell residents, on the other hand, seek care in Ottawa.  As a result, 5 of the 15 acute mental health beds will be relocated from Ottawa-Carleton to Hawkesbury and District General Hospital.  This decision will be further reviewed in the context of the Ministry of Health’s Rural and Northern Health Care Framework.  The population in the northern half of Lanark County will continue to receive their acute inpatient mental health care from Ottawa-Carleton hospitals.

The referral population for longer-term mental health services in Ottawa-Carleton has been revised to include the resident population of Ottawa-Carleton, Renfrew, Prescott and Russell, Stormont, Dundas and Glengarry and half of Lanark Counties.  It no longer includes the population of Leeds & Grenville as recommended by responses to the Frontenac, Lennox and Addington Health Services Restructuring Report.  

Table 2:  Sizing of Adult Acute and Longer-Term Mental Health Beds for 2003

Mental Health Beds
1995/1996
Directions-August 1997 (2003)
Revised-May 1998 (2003)

Acute Mental Health
332
168
151*

Longer Term Mental Health
0
138
129**

Total
332
306
280

* The resident population of Ottawa-Carleton, 65% of Prescott and Russell and half of Lanark Counties will receive their acute mental health treatment in Ottawa-Carleton.

** The resident population of Ottawa-Carleton, Renfrew, Prescott and Russell, Stormont, Dundas and Glengarry and half of Lanark Counties will receive their longer term mental health care in Ottawa-Carleton.
Forensic Beds

The August 1997 report left open the final decision regarding the siting of forensic beds which are being moved to Ottawa and Kingston as a result of the closure of the Brockville Psychiatric Hospital (BPH).  The Commission reiterates that the Minister of Health, in consultation with the appropriate authorities in the justice and correctional systems, has the responsibility to determine the number of beds and their site.

The Ministry of Health is currently examining the siting of forensic resources in the Eastern Region of Ontario with a particular focus on the distribution of resources between the Ottawa and Kingston centres.  The HSRC will not advise on the siting of inpatient programs in forensic psychiatry until the completion of the Ministry’s deliberations.  The HSRC has been assured that these deliberations are almost complete.

Therefore, the distribution of forensic beds outlined in the August 1997 report will be left unchanged with 15 beds being sited at the Royal Ottawa Hospital.  

Table 3:  Siting of Mental Health Inpatient Beds

Hospital
Acute Beds
Longer-Term Beds
Forensic Beds
Total

Queensway-Carleton Hospital
25
0
0
25

Hôpital Montfort
35*
20
0
55

Ottawa Hospital - Alta Vista Site
38
0
0
38

Ottawa Hospital - Carling Site
45
0
0
45

Royal Ottawa Health Care Group
8
109
15
132

Total Ottawa-Carleton
151
129
15
295

* includes 10 beds for Prescott & Russell
Child and Adolescent Mental Health Services

As indicated in Change and Transition, released April 27, 1998, child and adolescent mental health beds are not included in the acute or longer-term bed planning targets.  It was also acknowledged that the current method of delivering mental health services to children and adolescents is poorly co-ordinated.  In many communities there is a strong perception that children and adolescents with mental illness are currently under-served, particularly in terms of availability of inpatient beds. 

There are shared responsibilities among ministries, principally Health and Community and Social Services, for the provision of child and adolescent mental health services.  It is not surprising that many consumers and providers continue to call for better integration of currently funded services. 

Early in its mandate the HSRC adopted, as a basic planning principle, to co-locate child and adolescent mental health units in acute care settings that have both inpatient paediatrics and adult psychiatry.  In communities where specialized paediatric facilities exist, the HSRC has favoured the location paediatric mental health services at these facilities.  There is, however, a need for linkages between these programs, regional paediatric networks and regional Mental Health Authorities.  It is critical that hospital based acute mental health beds for the child and adolescent population be planned and organized as part of a local comprehensive system of children’s mental health services.  Hospitals should work with local Children’s Mental Health Centres that have overall responsibility in the community for the planning and delivery of children’s mental health services.
Currently, in Ottawa-Carleton there are officially 28 designated paediatric and adolescent mental health beds located at the Children’s Hospital of Eastern Ontario and the Royal Ottawa Hospital.  There are also a number of shadow beds; that is, acute beds for patients with mental health diagnoses. From the perspective of quality, both are excellent programs in child psychiatry.  Both organizations have worked together in the past to rationalize to a great extent the programs and services offered by each to avoid duplication and maximize critical mass of expertise.

Given the stated preference for co-location with other paediatric services the HSRC reinforces its decision to locate a significant proportion of inpatient resources and the lead responsibility for these services with the Children’s Hospital of Eastern Ontario.  Further planning may recommend that some resources be retained at the Royal Ottawa Hospital in keeping with its role as the lead inpatient provider of longer-term mental health and forensic services.  Unless the planning reveals further inpatient requirements which will be considered by the HSRC the size of the program in Ottawa-Carleton should be located in a single site to maximize critical mass. There were also representations made to the HSRC that suggested the following:

· access issues in outlying areas served by the Ottawa centre;

· tertiary nature of the programs and services in Ottawa-Carleton make these services  unique;

· need to introduce improved community based and residential services prior to reducing bed capacity; and

· stronger linkages between inpatient and community based services need to be developed.

In its June 1998 Frontenac, Lennox and Addington Health Services Restructuring Report the HSRC agreed that the service area to be covered for child and adolescent mental health for the Kingston Health Sciences Center is similar to the one used for longer-term mental health in Kingston.  Based on the guideline of 7 beds/100,000 population under the age of 17 years eight beds are required to 2003.  

All of these factors suggest that there needs to be further planning among the funding agencies and providers of services to ensure appropriate resources are assigned to inpatient child and adolescent mental health.  Access to Ottawa based tertiary resources for all areas served by these services must be improved.  The Child Health Network already operated by CHEO may be an excellent vehicle to improve access.  Linkages between the child and adolescent mental health services and other paediatric and mental health services must be strong. The HSRC is directing that the Children's Hospital of Eastern Ontario and the Royal Ottawa Hospital form a Joint Executive Committee to develop a plan to address the requirements noted above.  This plan should also address sizing of the child and adolescent mental health program based on HSRC guidelines and in light of the decision to locate 8 child and adolescent mental health beds in Kingston.  In addition options for siting child and adolescent mental health inpatient beds should be presented.  The plan is to be complete by no later than January 31, 1999 and submitted to both the Ministries of Health and Community and Social Services and to the HSRC.

Community-Based Mental Health Services

The HSRC supports the need to reinvest savings from institutional mental health in community-based mental health services.

To ensure that resources are reallocated in a logical and timely manner within the envelope of funds, the HSRC directs the establishment of a Mental Health Agency or an equivalent structure for the eastern planning region. The HSRC believes that existing agencies or structures could be designated to have the responsibilities the HSRC has outlined for the mental health agency.  The purpose of the agency will be to manage the implementation of the restructuring of mental health services in eastern Ontario.  The agency’s responsibilities would include:

· ensuring that quality mental health and addictions care receive appropriate priority throughout the service delivery system;

· setting service levels in response to needs-based planning;

· evaluating and monitoring outcomes, managing the mental health and addictions funding envelope, and reallocating funds within the envelope;

· improving co-ordination and access to care by linking providers in an organized network;

· ensuring that an appropriate number and mix of services are provided to support the shift from institutional to community-based care;

· ensuring that a continuum of care is in place to support the needs of children and adolescents with severe/ongoing treatment needs, and their families; and

· co-ordinating child and adolescent mental health and addiction services with all children’s mental health providers including the Child Health Network.

The agency must consider as its priority the needs of special populations including the homeless, severely mentally ill, those with substance abuse, and individuals in the forensic system. 

Although the HSRC supports maintaining protected funds for mental health, it believes that the current distribution of funds may not be equitable across all regions of the province.  Consequently some adjustments in the overall envelope of funds managed by the agency may be required.  In Ottawa-Carleton, $3.3 million will be reinvested for community-based mental health services.  This reinvestment represents the decrease in institutional mental health expenditures from 1995/96 to 2003.

The HSRC acknowledges the conflict between the direction to establish a regional agency and the development of integrated health systems.  The HSRC believes, however, that the restructuring of mental health and addiction services is an urgent matter, requiring the oversight and management of an independent body during the transition to an integrated health system. 

SECTION III:  REHABILITATION

Highlights of the Notices - August 1997

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

· ‘Long-term local’ rehabilitation services (average length of stay more than 10 days) and ‘regional’ rehabilitation (highly specialized programs) to be provided in regional facilities, where these are designated. 

· Principal planning region for short- and long-term local services to be Ottawa-Carleton and the principal planning region for regional rehabilitation to include the counties of Leeds and Grenville, Prescott and Russell, Renfrew, Stormont, Dundas and Glengarry and 50% of Lanark.

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

Principal Issues in the Representations 

The HSRC received representations on a wide range of rehabilitation issues.  Its deliberations and final directions are presented for the following:

· planning assumptions; and

· short-term rehabilitation services should be limited to only 25% of local rehabilitation beds.

The HSRC’s Deliberations

Since the August 1997 release of the second Ottawa-Carleton restructuring report and a discussion paper, Rebuilding Ontario’s Health System: Interim Planning Guidelines and Implementation Strategies, the HSRC has continued to refine its planning guidelines for determining the appropriate level of institution-based rehabilitation services to meet the needs of the population.  The HSRC’s report Change and Transition (April 1998) presents the results of the HSRC’s additional analyses and the revised planning benchmarks on which the final directions are based.  The following should be read in conjunction with the rehabilitation chapter in Change and Transition. 

Sizing of Rehabilitation Services

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

The HSRC conducted further analysis on its definitions of short- and long-term rehabilitation.  An analysis of the Canadian Institute for Health Information (CIHI) rehabilitation data determined that 25% of rehabilitation cases in 1995/96 had an average length of stay of 14 days or less.  Based on these data, the HSRC determined that, in general, 25% of local beds should be allocated to short-term rehabilitation, defined as having an average length of stay (ALOS) of 14 days or less.  This percentage may be adjusted in each region depending on the impact of patient volumes, critical mass, facility capacity and proximity of regional rehabilitation providers.  An analysis of these factors determined that in Ottawa-Carleton, 26% of local beds will be allocated to short-term rehabilitation.  The remaining local beds will be long-term rehabilitation, having an expected ALOS of more than 14 days. 

Since the August 1997 Ottawa-Carleton Health Services Restructuring report, the HSRC has analyzed referral patterns in a number of communities in southeastern Ontario.  Based on current utilization patterns, the HSRC concludes that the principal planning region for Ottawa-Carleton’s acute rehabilitation services will include Ottawa-Carleton and Prescott & Russell.  A broader population base is required for planning regional rehabilitation services.  This population base will no longer include Leeds & Grenville but will continue to include Ottawa-Carleton, Prescott and Russell, Stormont, Dundas and Glengarry, Renfrew, and half of Lanark.

As a result of revisions to the planning methodology and guidelines for rehabilitation services, there is a projected need for 48 local short-term rehabilitation beds in Ottawa-Carleton by 2003.  Local long-term and regional beds will amount to 180 beds and 12 additional transition to independent living beds will also be sited in Ottawa-Carleton. 

Table 4:  Rehabilitation Requirements for Ottawa-Carleton to 2003

Rehabilitation Service
Number of Beds

Local Rehabilitation


Short-Term


Longer-Term
48*

134**

Regional Rehabilitation
46

Transition to Independent Living
12

*   includes 5 beds for Prescott & Russell

** includes 13 beds for Prescott & Russell

Siting of Rehabilitation Services

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

· consolidating specialized regional services to fewer sites;

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

· siting short-term local services in acute care facilities.  

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

Siting short-term rehabilitation in acute care facilities reduces disruptions to patients and service providers because of fewer patient transfers, makes early intervention possible, and strengthens the focus on community integration. 

Table 5:  Siting of Local (Short- & Long-Term) and Regional Rehabilitation Beds


Current Beds
Proposed Beds  (by 2003)




HSRC Report

August 1997
HSRC Report

July 1998

Facility
Local Short Term 
Local LongTerm 
Regional
Local ShortTerm
Local Long Term 
Regional
Local ShortTerm 
Local Long Term 
Regional

The Rehabilitation Centre 
21
0
53
23
0
53
0
36
38

SCO – Saint-Vincent Pavilion
0
70
0
0
64
0
0
0
0

SCO – Élisabeth Bruyère Pavilion 
0
0
0
0
0
0
0
98
0

Ottawa Hospital - Carling site
0
0
0
27
0
0
33
0
0

Queensway-Carleton 
0
0
0
15
0
0
15
0
0

Children's Hospital of Eastern Ontario
0
0
0
0
0
0
0
0
8

Transition to Independent Living
0
0
0
--
9*
--
0
12*
--

Total
21
70
53
65
73
53
48
146
46

* To be located in the community

SECTION IV:  LONG-TERM CARE

Highlights of the Notices - August 1997

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

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

Principal Issues in the Representations

The HSRC considers long-term care to include chronic care or complex continuing care hospitals, complex continuing care units in acute care hospitals, nursing homes, homes for the aged, supportive housing, long-term home care, attendant care and adult day care.  This section should be read in conjunction with the HSRC’s discussion paper on long-term care services, which includes HSRC’s policy and planning guidelines.
 

The HSRC received representations on a wide range of long-term care issues in Ottawa-Carleton.  Its deliberations and final directions are presented for the following: 

· planning assumptions for complex continuing care;

· designation of regional resource centres in fields of long-term care, palliative, respite and care for the elderly;

· recognition for the existence of multi-level facilities (combined nursing home and complex continuing care); and

· support for Salvation Army Grace Hospital’s application as a long-term care facility.

The HSRC’s Deliberations

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

The HSRC confirms that the reduction of complex continuing care beds must be viewed in the context of rebalancing the long-term care system, with appropriate increases in other areas of the sector.  These include facility-based settings such as nursing homes and homes for the aged, and community-based settings such as supportive housing, long-term home care, attendant care and adult day care.  

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

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

beds in nursing homes and homes for the aged, and spaces in supportive housing, long-term home care, attendant care and adult day care.  Initially, the guideline was based on maintaining resources between the 25th and 75th percentile of actual utilization.  In the revised methodology, the guideline is based on average utilization.  As a result, Ottawa-Carleton will need an additional 1,749 spaces by 2003.  These are distributed as follows: 

· 1,142 long-term care beds in nursing homes or homes for the aged; and 

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

To help meet the need for long-term care services, the HSRC had encouraged both the Sisters of Charity of Ottawa and the Hôpital Montfort to make an application for the development of long term care services to the Minister of Health.  In its submissions the Salvation Army Grace Hospital has also expressed an interest in making an application to create a long-term care facility.  The HSRC supports this decision and will provide a direction for this facility to follow through with this intention.  The HSRC also supports the development of multi-level facilities such as the one being developed by the Sisters of Charity of Ottawa, a combined complex continuing care and nursing home facility as it facilitates the integration of health services delivery within the local community.

COMPLEX CONTINUING CARE

As a result of additional analysis, the revised planning guidelines for institution-based long-term care services are 8.23 beds per 1,000 population 75 years and older, to be allocated as follows:  7.62 beds for complex continuing care, 0.20 for respite and 0.41 for palliative care.  It must be noted that, although the HSRC guideline is described as the number of beds per 1,000 population 75 and older, this target in fact incorporates the long-term care needs of the population aged 19-74 as well.  

Based on the HSRC revised targets, 384 complex continuing care beds will be required in Ottawa-Carleton by 2003.  Of these beds, 22 are required for Prescott & Russell residents who seek care in Ottawa.  (The HSRC had proposed 326 beds in its August 1997 Ottawa-Carleton report using the previous methodology.)  Palliative and respite beds will not be specifically allocated to selected facilities.  Rather, it is expected that all hospitals that provide complex continuing care services will also provide respite and palliative care services according to the planning targets.  The HSRC acknowledges the existence of a 25-bed regional palliative resource at the Sisters of Charity of Ottawa.  The requirement for palliative beds in Ottawa-Carleton using the 0.41 beds per 1,000 population 75 years and older guideline amounts to 18 beds.  Within the 36 complex continuing care beds located at the Élisabeth Bruyère Pavilion, there are sufficient resources to accommodate this regional service.  In addition, we have considered the co-location of rehabilitation and palliative beds at the Élisabeth Bruyère Pavilion.  The HSRC agrees with the logic that both programs are similar in terms of resource intensity and will site these programs at the Élisabeth Bruyère Pavilion to improve clinical coherence.

The HSRC considered both clinical coherence and critical mass in its siting decision for complex continuing care services.  Complex continuing care patients must have access to hospital-based supports, technical resources and multidisciplinary expertise.  This places complex continuing care patients in the setting most appropriate for their needs, and consolidates the expertise necessary to meet their high care requirements.  To satisfy this requirement the size of the program must be considered.  A large complex continuing care program can generate sufficient critical mass to develop effective hospital supports and multidisciplinary expertise.  The distribution of clinical and therapeutic services over a larger caseload allows for the recruitment and retention of the necessary multi-disciplinary resources to support a full complex continuing care program.  The advantages of both a larger number of clinical staff and a greater array of therapeutic and medical expertise are:

· improved physician and nursing coverage on a twenty-four hour basis;

· opportunities for peer review are enhanced;

· improved opportunities for multi-disciplinary clinical team-building;

· better patient outcomes through the provision of a broader array of medical and therapeutic services;

· access to peer review is improved with a larger medical staff;

· staff education and development opportunities are improved; and

· lower per patient costs for medical and therapeutic services.

The following table shows the current and proposed distribution of complex continuing care beds in Ottawa-Carleton.

Table 6:  Current and Proposed Complex Continuing Care Beds in Ottawa-Carleton 

Facility
Bed Distribution
Proposed Distribution By 2003


(95/96)
August 1997
July 1998

Sisters of Charity of Ottawa:





Saint-Vincent Pavilion
440
326
348


Élisabeth Bruyère Pavilion 
225
0
36

Queensway-Carleton
27
0
0

Montfort
22
0
0

Total
714
326
384

SECTION V:  SUB-ACUTE CARE

Highlights of the Directions - August 1997

· Ottawa-Carleton to require 125 sub-acute beds by 2003

· Initial estimates of $197 per patient day leading to a yearly program cost of $9.0 million 

· Advice and representations on the most appropriate location for beds sought

Principle Issues in the Representations

There was little controversy regarding the need for this type of service which was met in the past within the acute care setting.  However, there remained some confusion over the definition of sub-acute care and some respondents were unclear of its distinction from short-term rehabilitation.  Some indicated that the definition could describe a wide range of patients, each with different costs and wondered if a more detailed description of the services needed by sub-acute care patients would strengthen the definition.  There was much response, both negative and positive, about the creation of another category of care.  Some thought that protection of this type of service would facilitate the transition to the community while others thought the funding would be better spent strengthening existing levels of services.

Some specific concerns related to the siting of sub-acute care included:

· suggestion that sub-acute be incorporated within the rehabilitation sector;

· the need to study the provision of transitional/sub-acute care outside of acute care hospitals;

· role for Rehabilitation Network of Ottawa-Carleton and Regional Geriatric Advisory Committee (RGAC) in siting sub-acute beds; and

· siting sub-acute care beds at the Hôpital Montfort to allow health professionals training in French to have access to patients across the full range of inpatient acuity.

The HSRC’s Deliberations

In its August 1997 report, the HSRC, using the methodology in Rebuilding Ontario’s Health System:  Interim Planning Guidelines and Implementation Strategies and Ministry of Finance population estimates, determined that there was a need for 125 sub-acute care beds in Ottawa-Carleton in 2003.  The Commission welcomed advice on the most appropriate location for these resources.

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

Cases were removed from sub-acute that were more appropriately classified as short-term rehabilitation.  This resulted in a lower planning guideline of 13 beds per 100,000 population. 

Capacity Requirements for Ottawa-Carleton

The revised capacity calculations for sub-acute beds are detailed in Change and Transition.  A large portion of ALC days are utilized by patients later discharged home who require additional therapy to stabilize their illness/disability and/or increase their function.  These patients meet the definition for sub-acute care.  Another large portion of sub-acute patients are those who were classified as chronic in the past but are neither classified as complex continuing care under the HSRC’s current definition nor rehabilitation patients.  Using these revised definitions there is a need for 13 sub-acute beds per 100,000 population.  However, this need is not uniform across the population.  Therefore, age weighting factors must be used when calculating the number of sub-acute beds needed by each region.

In sizing for sub-acute care resources in Ottawa-Carleton, the Commission included 65% of the population of Prescott & Russell.  As a result, using population projections to 2003 and adjusting the population for age using weighting factors it was determined that Ottawa-Carleton will require 117 sub-acute beds.

Siting Options

In its deliberations on the definition of and the planning guidelines for sub-acute care, the HSRC concluded that the most appropriate location for sub-acute care is in acute care hospitals.
   This will minimize transfers between facilities for the short stays envisaged for this type of service.  It will also maintain clinical continuity and access to hospital services.  

The HSRC heard from many groups in Ottawa-Carleton on the siting of these beds.  The Commission once again focused on its three principle guidelines of quality, accessibility and affordability when deliberating on this issue.  

Accessibility for these patients means maintaining proximity to care for the greatest number of patients possible.  Given the unique nature of the Ottawa community respecting the linguistic makeup of the population, consideration must be given to the provision of services in both languages.   

Clinical coherence for sub-acute care would suggest that acute care services and sub-acute services should, wherever possible, be co-located.  Other circumstances may influence the location of sub-acute care.  Locating sub-acute care with acute care avoids the need for transfers after the acute portion of care is completed and ensures that continuity of care is maintained.  Clinical coherence with hospital based programs ensures intermittent acute care requirements are met without the need for transfer or the duplication of infrastructure required by this type of service.  

High quality sub-acute care programs are best created where they can be fully integrated into the acute care services of the hospital.  Also, a minimum number of sub-acute beds is necessary to ensure that the program attains critical mass so that services such as health professionals can be used most efficiently.

Within academic health sciences centers the HSRC also considers the requirements related to the education of health service professionals and the maintenance and improvement of clinical research.

Given the concentration of the Francophone population in the east end of Ottawa and Prescott & Russell, the Hôpital Montfort requires sub-acute care beds to serve this population.  Additionally, they require this service to ensure they are available for training French language health care professionals within a French milieu.  In consideration of these two factors and further analysis of the costs related to the siting of services the Commission will site 22 sub-acute beds at the Hôpital Montfort.

The HSRC further considered the affordability of this program.  It was felt that patients would be best served by locating sub-acute programs at all hospitals.  The Ottawa Hospital Alta Vista site and the Queensway-Carleton Hospital (QCH) have limited space after the movements of programs outlined in August 1997 directions are completed.  The QCH can accommodate 15 sub-acute beds without the need for costly expansion.  The Alta Vista site has a higher caseload of patients that will require this type of service and can accommodate a greater number of beds within its present expansion plans.  Therefore, 35 sub-acute beds will be sited here.

The other two acute care sites, Ottawa Hospital Carling site and Hôpital Montfort, have excess capacity that could be used for sub-acute care.  As with the Alta Vista site, the Carling site of the Ottawa Hospital has a much larger caseload of patients that will require sub-acute resources.  As a result, 45 sub-acute beds will be sited here.

Table 7:  Proposed Distribution of Sub-Acute Beds in Ottawa-Carleton

Facility
Proposed Distribution 2003

Queensway-Carleton Hospital
15

Ottawa Hospital Carling site
45

Ottawa Hospital Alta Vista site
35

Hôpital Montfort  
22*

Total Sub-Acute Beds
117

* includes 7 beds for Prescott & Russell

The capital estimates for Ottawa-Carleton hospitals have been reassessed to include sub-acute capacity.  Capital and operating reinvestments for sub-acute care are presented in Section VII. 

 SECTION VI:  OTHER ISSUES

Human Resources

In its August report, the HSRC directed hospitals to develop, in conjunction with employee representatives, an Ottawa-Carleton-wide human resource plan to address the impact of the HSRC’s directions on hospital employees.  In March 1998, the Labour Adjustment Agreement was completed.  The HSRC believes that this agreement provides a firm foundation for addressing the impact of restructuring on hospital employees.  Since the agreement has been ratified, no further directions are being issued. 

PHYSICIAN FACT FINDER

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

Specialized Geriatrics

Representations to the HSRC noted that specialized geriatrics was not acknowledged in the deliberations on rehabilitation and long-term care.  This included the siting of geriatric rehabilitation and geriatric inpatient units and the role of Regional Geriatric Programs. 

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

The HSRC is aware that the Ministry of Health is in the process of evaluating Regional Geriatric Programs (RGPs) and services for the elderly.  RGPs were established by the Ministry in 1987. They are located in each of the five health science centres (Toronto, Hamilton, London, Kingston and Ottawa).  RGPs have four broad functions: clinical service, teaching and education, clinical research and consultation.  Each RGP has inpatient geriatric assessment beds, outpatient clinics, a day hospital and an outreach multi-disciplinary team.  There is inconsistency in the categorization and siting of beds in the geriatric assessment units.  

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

SECTION VII:  FINANCIAL IMPACT OF RESTRUCTURING

Capital Investment

The HSRC’s August notices outlined the capital costs required to achieve hospital restructuring in Ottawa-Carleton.  Representations from hospitals identified issues regarding space allocation and related funding.  The capital requirements for restructuring rehabilitation, mental health, chronic care and sub-acute care have been estimated. 

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

· Based on the analysis of each facility’s information and the TDHC analysis, each of the current sites is assessed to determine its functionality, physical state of the buildings and services, and expansion potential; 

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

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

The August 1997 Ottawa-Carleton report included capital reinvestments for acute care hospitals based on preliminary sizing for rehabilitation and complex continuing care services.  Sizing guidelines have been finalized and capital reinvestments have been recalculated, to reflect the revised guidelines and additional capacity for sub-acute care services.

Capital estimates (reinvestments) for each of Ottawa-Carleton’s facilities is outlined below: 

Table 8:  Capital Reinvestments for Ottawa-Carleton Hospitals


Capital Estimates

Hospital 
Aug 1997 HSRC Report
July 1998 HSRC Report

The Ottawa Hospital: Carling site
$8.9 million
$8.9 million

The Ottawa Hospital: Alta Vista site
$64.5 million
$64.5 million

Queensway-Carleton Hospital
$33.3 million
$25.8 million

Hôpital Montfort  
$2.0 million
$2.0 million

Royal Ottawa Hospital
$11.6 million
$11.6 million

Children's Hospital of Eastern Ont.
$7.8 million
$7.8 million

Sisters of Charity of Ottawa


Saint-Vincent Pavilion


Élisabeth Bruyère Pavilion 
$0 million

$0 million
$18.4 million

$1.0 million

Total
$128.1 million
$140.0 million

REINVESTMENT IN OTHER SERVICES

Home Care

Based on the revised methodology, it was determined that Ottawa-Carleton requires an investment of $8.8 million for home care following acute inpatient and same day surgery procedures.

Long Term Care

Based on the revised methodology, it was determined that Ottawa-Carleton requires an investment of $24.9 million for long-term care beds in nursing homes and homes for the aged, using a calculation of $59.72 per diem.  (This is the Ministry allocation and does not include co-payment expenses.)  A methodology has been developed to estimate the costs of the long-term care places that are not facility-based at $11,972 per place.  Using this costing approach, Ottawa-Carleton requires $7.3 million in reinvestments for long-term care places.

Sub-Acute Care

The planning guideline for sub-acute care was modified with cases removed that were more appropriately classified as short-term rehabilitation.  This resulted in a lower planning guideline of 13 beds per 100, 000 population.  This means that Ottawa-Carleton will require 117 sub-acute beds by 2003.  Revisions were made to the costing methodology for sub-acute with the conclusion that a small program and unit would incur costs of approximately $211 per day to provide sub-acute care.  Based on this cost, the additional annual investment required in Ottawa-Carleton is $8.1 million.

Joint Replacement

Projected volume increase of joint replacement procedures to accommodate target setting results in 91 additional hip replacements and 172 additional knee replacements.  The funding required for these additional procedures amounts to between $1.6 to $2.1 million.

Summary of Reinvestments

A summary of reinvestments is presented below in Table 9.

Table 9:  Reinvestment Summary


HSRC Report - August 1997
HSRC Report - July 1998

Community Mental Health 
$0
$3.3 million

Rehabilitation
$0
$11.9 million

Home Care
$5.0 million
$8.8 million

Long-Term Care Beds in Nursing Homes and Homes for the Aged
$18.9 million
$24.9 million

Long-Term Care Places (supportive housing, long-term home care, attendant care and adult day care)
tbd
$7.3 million

Sub-Acute Care
$9.0 million
$8.1 million

Joint Replacement
$0
$1.6 – 2.1 million

Total
$32.9 million
$65.9 – 66.4 million

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 HSRC costing methodology is included in the August 1997 Ottawa-Carleton report.  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. 

Acute Care Savings Estimates

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

Table 10:  Summary of Total Expenses and Savings


August 1997
July 1998

1995/96 Net Expenses *
$733,535,889
$781,896,197

Clinical efficiencies
($27,785,355)
($38,815,116)

Program transfers
($714,054)
($1,559,648)

Support services efficiencies
($13,844,755)
($15,846,825)

Administrative efficiencies
($23,128,010)
($21,670,514)

Site Closure
($3,444,202)
($3,444,202)

Change in selected expenses

($948,915)
($676,049)

Complex continuing care savings
($30,075,384)
($21,245,284)





TOTAL SAVINGS
($99,940,676)
($103,257,638)

REVISED EXPENSES
$633,595,213
$678,638,559

Summary of Total Costs and Savings

The 1995/96 net expenses for acute care, rehabilitation and complex continuing care totaled $781,896,197.  Total savings as a result of restructuring are $103, 257,638, which represents a savings of 13.2%.

The HSRC has advised the Minister of Health to reinvest these savings as outlined in Table 9 of this report.

SECTION VIII: SUMMARY OF DIRECTIONS

Siting of Clinical Activity

Acute Care – Operating Room Requirements

Operating rooms and procedure rooms required at the revised activity levels are determined for each of the Ottawa hospitals.  In total, 61 operating rooms and 18 procedure rooms will be allocated across the five sites.

Acute Care – Joint Replacement

Ottawa will receive an additional $1.6 – 2.1 million to support joint replacement surgery.

Adult Acute Mental Health 

Acute mental health services in Ottawa will serve the resident population of Ottawa-Carleton, 65% of Prescott & Russell and 50% of Lanark.  This results in an allocation of 151 beds.  These beds will be distributed across the four acute hospital sites and 8 crisis beds will be allocated to the Royal Ottawa Health Care Group.

Child and Adolescent Mental Health 

It was initially proposed that all child and adolescent mental health beds for the eastern Ontario planning region be located in Ottawa to enhance critical mass.  This decision is now being reconsidered as a result of concerns raised in a number of counties around accessibility of services.  In light of this decision, the HSRC has directed that a Joint Executive Committee be formed to address various issues for child and adolescent mental health in Ottawa-Carleton and that a plan be developed by January 31, 1999.

Long-Term Mental Health

Long-term mental health services in Ottawa will serve the populations of Ottawa-Carleton, Renfrew, Stormont, Dundas and Glengarry, Prescott and Russell, and 50% of Lanark.  This results in an allocation of 129 beds.  109 beds will be allocated to the Royal Ottawa Health Care Group and 20 beds to the Hôpital Montfort.

Rehabilitation

Local rehabilitation resources amount to 182 beds.  26%, i.e., 48 beds will be considered local short-term and located at acute care facilities – 33 at Ottawa Hospital–Carling site and 15 at Queensway-Carleton.  134 local long-term beds will be distributed between The Rehabilitation Centre and the Sisters of Charity of Ottawa – Élisabeth Bruyère Pavilion.  38 of the 46 regional rehabilitation beds will be sited at The Rehabilitation Centre and 8 will be sited at the Children’s Hospital of Eastern Ontario to support the paediatric rehabilitation program.  The siting of twelve community-based transition to independent living spaces needs to be determined.  The total reinvestment for rehabilitation amounts to $11.9 million.

Long Term Care

1,749 additional spaces will be required by Ottawa-Carleton by 2003.  These consist of 1,142 long-term care beds in nursing homes and homes for the aged; and 607 places in supportive housing, long-term home care, attendant care and adult day care.  The total reinvestment for long-term care amounts to $32.2 million.

Complex Continuing Care

384 complex continuing care beds will be required in Ottawa-Carleton by 2003.  This includes the allocation for palliative and respite care.  The requirement for these services for the Ottawa-Carleton community by 2003 are 18 and 9 beds for palliative and respite care respectively.  These beds have been allocated  to the two sites of the Sisters of Charity of Ottawa.

Sub-acute Care

117 beds have been allocated to Ottawa-Carleton based on their population requirements.  45 of these beds have been sited at the Ottawa Hospital – Alta Vista site, 35 beds will be located at the Carling site, 22 beds have been sited at the Hôpital Montfort and 15 beds will be located at Queensway-Carleton.  The total reinvestment for sub-acute care amounts to $8.1 million.

Summary of Clinical Services Changes

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

Table 11:  Summary of Changes in Actual Bed Numbers

Bed Category
(95/96)
(97/98)
February/97

(2003)
August/97

(2003)
July/98

(2003)

Acute
1777
1462
1118
1149
1149

Quebec Residents
120
120
75
75
75

Projected Growth*
--
--
177
234
234

Adult Acute Mental Health
310
308
125
168
151

Child & Adolescent Mental Health
28
28
28
25
**

Longer-term Mental Health
0
0
132
138
129

Forensics
28
28
43
15
15

Complex Continuing Care 
714
635
531
326
384

Local Rehabilitation
144
124
145
127
182

Regional Rehabilitation
--
--
--
53
46

Transition to Independent Living
--
--
--
9
12

Sub-Acute
--
--
143
125
117

Total
3121
2677
2517
2444
2494

Long Term Care Beds
3385
3385
--
4392
5134

Long Term Care Places
3978
3978
--
5610
4585

ICUs (included in acute)
77
73
77
92
92

Operating Rooms
71
71
65
77
61

Procedure Rooms
--
--
--
--
18

*
Estimate only for purposes of sizing physical plant

**
To be determined pending development of Child and Adolescent Mental Health Plan for Ottawa- Carleton
and surrounding areas

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

Table 12:  Summary of Bed Requirements for Ottawa-Carleton by Hospital

Ottawa Hospital – Alta Vista site


Acute
Mental Health
Rehabilitation
CCC
SAC
TOTAL



Acute
Long-Term
Local
Regional




95/96
444
45
0
0
0
0
0
489

97/98
363
39
0
0
0
0
0
502

Notices
536
40
0
0
0
0
0
402

Directions
564
45
0
0
0
0
0
609

Supplementary
564
38
0
0
0
0
35
637

Ottawa Hospital – Carling site


Acute
Mental Health
Rehabilitation
CCC
SAC
TOTAL



Acute
Long-Term
Local
Regional




95/96
660
40
0
0
0
0
0
700

97/98
485
40
0
0
0
0
0
525

Notices
549
45
0
--
0
0
0
594

Directions
547
54
0
27
0
0
0
628

Supplementary
547
45
0
33
0
0
45
670

Queensway-Carleton


Acute
Mental Health
Rehabilitation
CCC
SAC
TOTAL 



Acute
Long-Term
Local
Regional


(excludes LTC)

95/96
152
22
0
0
0
27
0
201

97/98
139
22
0
0
0
27
0
188

Notices
200
40
0
0
0
0
0
240

Directions
195
30
0
15
0
0
0
240

Supplementary
195
25
0
15
0
0
15
250

Montfort


Acute
Mental Health
Rehabilitation
CCC
SAC
TOTAL 



Acute
Long-Term
Local
Regional


(excludes LTC)

95/96
138
24
0
0
0
22
0
184

97/98
124
28
0
0
0
22
0
174

Notices
0
0
0
0
0
0
0
0

Directions
15
30
21
0
0
0
0
66

Supplementary
15
35
20
0
0
0
22
92

Royal Ottawa Health Care Group


Acute
Mental Health
Rehabilitation
CCC
SAC
TOTAL 



Acute
Long-Term
Local
Regional




95/96
0
179
0
74
0
0
0
253

97/98
0
179
0
74
0
0
0
253

Notices
0
43
132
74
0
0
0
249

Directions
0
9
117
21
53
0
0
200

Supplementary
0
8
109
36
38
0
0
191

Sisters of Charity of Ottawa – Saint-Vincent Pavilion


Acute
Mental Health
Rehabilitation
CCC
SAC
TOTAL 



Acute
Long-Term
Local
Regional




95/96
0
0
0
70
0
440
0
510

97/98
0
0
0
50
0
440
0
490

Notices
0
0
0
71
0
440
0
511

Directions
0
0
0
64
0
326
0
390

Supplementary
0
0
0
0
0
348
0
348

Sisters of Charity of Ottawa – Élisabeth Bruyère Pavilion 


Acute
Mental Health
Rehabilitation
CCC
SAC
TOTAL 



Acute
Long-Term
Local
Regional




95/96
0
0
0
0
0
225
0
225

97/98
0
0
0
0
0
146
0
146

Notices
0
0
0
0
0
91
0
91

Directions
0
0
0
0
0
0
0
0

Supplementary
0
0
0
0
98
36
0
134

Costs and Savings

The net expense budget for Ottawa-Carleton hospitals has been calculated to be $781,896,197.  A total savings of $103,257,638 will be achieved as a result of restructuring.  This amounts to 13.2% of total 1995/96 expenses.

Capital

Capital estimates for new construction, renovations, ancillary costs and site development, furnishings and equipment amount to $140 million, an increase of $11.9 million from the report of August 1997.

Reinvestment

A maximum of $7.3 million will be required for long-term care places, $24.9 million to operate additional long-term care beds, $8.1 million to operate 117 sub-acute care beds, and $8.8 million for home care to respond to the clinical utilization improvements in the hospitals.  Between $1.3 and $2.1 million will be reinvested for additional joint replacement surgery. An additional $11.9 million for rehabilitation, and $3.3 million in community mental health will also be required.  The total reinvestment for Ottawa Carleton amounts to between $65.6 and $66.4 million.

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

Conclusion

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

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

The task will not be an easy one.  The HSRC’s expectation is that the community will work together to bring about the changes necessary to create workable solutions to health care reform in Ottawa-Carleton.

APPENDIX:  CAPITAL ESTIMATES
Assumptions:

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

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

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

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

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

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

7. Renovation costs will be calculated as follows:



moderate level of renovations 


moderate
$100/sf



significant level of renovations


high
$150/sf



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



light renovations




light
$50/sf
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� Costs were identified by the Ontario Case Costing Project (OCCP) using 1995/96 data.


� Change and Transition, April 1998.


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


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


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


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

348

has been allocated to research even though the 

Additional Needed

-68

Facilities Profile states that some administration 

services are also located there.

Target Area

2)

The building is 

severely undersized

, i.e. the current 

   Acute

0

1,400

0

sf

bed area is approximately 640 bgsf compared to a

   Mental Health

0

1,100

0

sf

 target of 1,000 sf.

   Complex Continuing Care

348

1,000

348,000

sf

   Rehabilitation

0

1,100

0

sf

3)

The academic allocation has been reduced to reflect 

Total

348

348,000

sf

the small number of GFTs (25 sf per bed instead of 

GFT Offices

11

5,500

75 sf per bed.

Research Facilities

1,292

1,635

Academic Allocation

8,700

11,006

4)

An allowance has been included for renovations 

TOTAL

366,141

sf

to allow for on-unit improvements including  

wheelchair accessibility and dining rooms.  

Area Available

    Main Building

265,000

sf

     27 Cambridge

1,635

sf

Total

266,635

sf

Additional Area Required

99,506

sf

Focus of New Construction

Capacity

cgsf

bgsf

cost/bgsf

Total New

Support Space

10,000

12,650

Academic Facilities

8,375

10,594

Total

23,244

$160

$3,719,100

Focus of Renovation

Area (sf)

Renovation

(m,h,vh,l)

Cost/sf

Total Reno.

Reno IP units and some clin support

100,000

m

$100

$10,000,000

Total

$10,000,000

Total Construction Cost

$13,719,100

Ancillary Costs @ 23.2%

$3,182,831

Site Development Allowance

$1,000,000

Furnishings & Equipment Allowance (out of contract)

$500,000

TOTAL COST

$18,401,931
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_Ottawa

Hospital:

_Montfort Hospital

Program

Beds

Area/Bed

Area Required

Notes:

Beds

1)

Ambulatory Services/volumes will increase

   Available

252

 slightly (+2,474 visits).  This can be managed in existing

   Required

92

space; no renovation dollars have been allocated for this.

Additional Needed

-160

2)

Birthing volumes are expected to increase by 600.

Target Area

3)

As much Diagnostic/Therapeutic services as necessary

   Acute

15

1,400

21,000

sf

will be retained to support the clinical services.

   Longer Term Mental Health

20

1,100

22,000

sf

   Acute Mental Health

35

1,100

38,500

sf

4)

Longer Term Mental Health will occupy 1 floor with

   Sub-acute

22

1,000

22,000

sf

private and semi-private rooms and therapy and

   Long Term Care

0

0

sf

social space.

   Rehabilitation

0

1,100

0

sf

Total

92

103,500

sf

5)

Hotel services space in the basement will remain

as is and provide services as necessary to support the

Area Available

programs in the building.

   Building/Wing

351,980

sf

   Building/Wing

sf

6)

Site development allowance is for the creation of

Total

351,980

sf

an enclosed secure therapeutic garden for

 Acute and LT Mental Health patients.

Additional Area Required

-248,480

sf

7)

Under this scenario, a large proportion of this

Focus of New Construction

Capacity

cgsf

bgsf

cost/bgsf

Total New

building is unassigned & available for other uses.

   Other

0

0

Total

0

0

$0

Focus of Renovation

Area (sf)

Renovation

(m,h,vh,l)

Cost/sf

Total Reno.

Expansion of Brithing Facilities

3,000

vh

$180

$540,000

Create Longer Term MH Unit

10,000

l

$50

$500,000

Total

$1,040,000

Total Construction Cost

$1,040,000

Ancillary Costs @ 23.2%

$241,280

Site Development Allowance

$250,000

Furnishings & Equipment Allowance (out of contract)

$500,000

TOTAL COST

$2,031,280
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_Montfort Hospital







Program







Beds







Area/Bed







Area Required
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Beds







1)







Ambulatory Services/volumes will increase  







   Available







252







 slightly (+2,474 visits).  This can be managed in existing







   Required







92







space; no renovation dollars have been allocated for this.  







Additional Needed







-160







2)







Birthing volumes are expected to increase by 600. 







Target Area







3)







As much Diagnostic/Therapeutic services as necessary  







   Acute







15







1,400







21,000







sf







will be retained to support the clinical services.







   Longer Term Mental Health







20







1,100







22,000







sf







   Acute Mental Health







35







1,100







38,500







sf
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Longer Term Mental Health will occupy 1 floor with
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22
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22,000







sf







private and semi-private rooms and therapy and 







   Long Term Care







0







0







sf







social space.







   Rehabilitation







0







1,100







0







sf







Total







92







103,500







sf







5)







Hotel services space in the basement will remain







as is and provide services as necessary to support the 







Area Available







programs in the building.







   Building/Wing 







351,980
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   Building/Wing
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6)







Site development allowance is for the creation of 







Total







351,980
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an enclosed secure therapeutic garden for







 Acute and LT Mental Health patients.
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Under this scenario, a large proportion of this 
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cgsf
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cost/bgsf







Total New







building is unassigned & available for other uses. 







   Other







0







0







Total







0







0







$0







Focus of Renovation







Area (sf)







Renovation







(m,h,vh,l)







Cost/sf







Total Reno.







Expansion of Brithing Facilities







3,000







vh







$180







$540,000







Create Longer Term MH Unit







10,000







l







$50







$500,000







Total







$1,040,000







Total Construction Cost







$1,040,000







Ancillary Costs @ 23.2%







$241,280







Site Development Allowance







$250,000







Furnishings & Equipment Allowance (out of contract)







$500,000







TOTAL COST







$2,031,280
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City:







  







  Ottawa           







Hospital:  SCO - 







Élisabeth Bruyère Pavilion 







Program







Beds







Area/Bed







Area Required







    







Notes:







Beds







   Available







225







1)







The EB Pavilion has a "total departmental area of  







   Required







134







 273,000 sf". The bgsf was estimated on this basis 







Additional Needed







-91







 (includes 18,500 shelled-in space).







2)







It is assumed that some renovations will be required







Target Area







for the rehabilitation beds.  An allowance has been 







   Acute







0







1,400







0







sf







included.







   Mental Health







0







1,100







0







sf







   Complex Continuing Care







36







1,000







36,000







sf







   Rehabilitation







98







1,100







107,800







sf







Total







134







143,800







sf







TOTAL







143,800







sf







Area Available







    Main Building







345,345







sf







0







sf







Total







345,345







sf







Additional Area Required







-201,545







sf







Focus of New Construction







Capacity







cgsf







bgsf







cost/bgsf







Total New







Total







0







$160







$0







Focus of Renovation







Area (sf)







Renovation







(m,h,vh,l)







Cost/sf







Total Reno.







Allowance for renos for rehab 







8,700







m







$100







$870,000







Total







$870,000







Total Construction Cost







$870,000







Ancillary Costs @ 23.2%







$201,840







Site Development Allowance







$0







Furnishings & Equipment Allowance (out of contract)







$0







TOTAL COST







$1,071,840
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City:







  







  Ottawa          







Hospital: 







 







  Ottawa Hospital - Alta Vista site (Tertiary)







Program







Beds







Area/Bed







Area Required







   







 







Notes:







Beds







   Available







649







 1)







There are currently 43,817 Emergency Department 







   Required







637







visits.  This will increase to 92,065 visits (increase of 







Additional Needed







-12







48,248 visits).







2)







An additional 21 ORs will be needed (currently have 16).







Target Area







   Acute







564







1,400







789,600







sf







3)







Additional 25 critical care beds will be needed (currently







   Mental Health







38







1,100







41,800







sf







have 16).







   Sub-acute







35







1,000







35,000







sf







   Complex Continuing Care







0







1,000







0







sf







4)







Ambulat'y visits are increasing by 49,148 visits to







   Rehabilitation







0







1,100







0







sf







231,642.







Total







637







866,400







sf







Research Space (cgsf)







7,280







9,209







5)







Create additional parking (300 - 400 additional spaces).







Academic Allowance







47,775







60,435







GFT Facilities







242







121,000







6)







The Cancer clinic has been excluded from current bgsf







TOTAL







1,057,045







(21,600 sf).







Area Available







7)







 Birthing volumes are expected to increase by







   Building/Wing 







1,121,220







sf







approximately 940.







   Building/Wing







sf







Total







1,121,220







sf







8)







Even though the macro model identifies sufficient  







space, additional new construction is required 







Additional Area Required







-64,175







sf







because of the significant increase in high tech services







(critical care and surgical suite).







Focus of New Construction







Capacity







cgsf







bgsf







cost/bgsf







Total New







   Critical Care







Add'l 25 Beds







15,000







18,975







9)







Assumed that subacute beds could fit into existing 







   Surgical Suite







Add'l 12 ORs







42,000







53,130







capacity with little or no renovations.  No $s allocated 







   Lower Level Support 







57,000







72,105







for this.







Total







144,210







$187







$26,967,270







Focus of Renovation







Area (sf)







Renovation







(m,h,vh,l)







Cost/sf







Total Reno.







   Emergency (+48,248)







12,865







vh







$180







$2,315,700







   Ambulatory (+49,148)







12,285







m







$100







$1,228,500







   Day Surgery Unit (add'l)







10,500







h







$150







$1,575,000







   Expn of Birthing (5 LBRPs)







5,000







vh







$180







$900,000







   Add'l Diagnostic Modalities







10,000







vh







$180







$1,800,000







   Displaced Funcs (allowance)







50,000







m







$100







$5,000,000







Total







100,650







$12,819,200







Total Construction Cost







$39,786,470







Ancillary Costs @ 23.2%







$9,230,461







Site Development Allowance







$2,500,000







Furnishings & Equipment Allowance (out of contract)







$13,000,000







TOTAL COST







$64,516,931
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