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Report Highlights 

The goal of PPH restructuring is to create local systems of care that ensure access to a broad range of community-based and clinical service supports. The system should provide choices to persons with mental illnesses/disorders, allowing them to set and realize their personal goals, and acquire the skills and resources needed to achieve independence and well-being. 

General 

· The immediate priority for PPH communities is to identify practical ways  to facilitate ‘on the ground’ implementation of PPH reforms that will ensure the establishment of local, coordinated systems of care for persons with mental illnesses/disorders.
· Mental health bed targets are intended to serve as a catalyst (not an end point) for shifting the delivery of care to the community and, in so doing, bring about new approaches for supporting individuals who have relied primarily on hospital services for treatment and ongoing care. 

Local Implementation

The HSRC recommends that:

· The Minister of Health establish nine Mental Health Implementation Task Forces (MHITF) throughout the province. These interim, temporary structures should remain in place only until PPH restructuring is completed.

· MHITFs be vested with responsibility for overseeing PPH restructuring and making recommendations to the Ministry of Health regarding the allocation of  ‘transitional funds’ (available to implement restructuring), as well as funds that will be available for reallocation as a result of PPH reforms. 

· Nine Mental Health Implementation Task Forces should be established as follows: 

· North East (North Bay)

· North West  (Lakehead)

· Central West (Hamilton)

· Simcoe  (Penetanguishene)

· South West  (London/St. Thomas)

· Central East (Kingston)

· East (Brockville)

· Durham (Whitby)

· Toronto (Queen Street)

Transitional Reinvestment Requirements

The HSRC recommends that: 

· The allocation of ‘transitional funds’ be linked directly to the needs of the population (or sub-populations) currently being served by PPHs [based on an analysis of patient assessments].

· Pending savings from the closure of beds, there is a need for temporary additional investments. A total transitional reinvestment of between $63 and $87 million is required to achieve the divestment. These funds should be flowed incrementally over the first three years. The $63 to $87 million translates to approximately $55,000 to $77,000 per PPH bed closed. 
Labour Negotiations/Governance Transfer Agreements

The HSRC recommends that:

· The Ministry of Health and Management Board of Cabinet take a leadership role to ensure that there are supportive policies and a clear and reasonable framework within which receiving hospitals’ concerns [regarding human resources issues] can  be addressed.  

I.
Background and Objectives

The slow progress in implementing the necessary restructuring of provincial psychiatric hospitals (PPHs) in Ontario has been identified as a key barrier prohibiting progress of hospitals, as well as broader health system reform. There are concerns that the problems resulting from the de-institutionalization of individuals with mental illnesses/disorders in the early 1970s will be repeated. In addition, there is a need to ensure that monies saved from bed reductions are actually redirected to the development of essential community programs.

This document articulates the Health Services Restructuring Commission’s (HSRC) advice regarding specific strategies that will help to ensure that appropriate systems are in place and monitored when PPHs divest their patients and ambulatory care responsibilities to other community organizations (including public hospitals).
  It is not the Commission’s intention to duplicate the work under way at the Ministry of Health or to develop an overall strategy for reforming the provincial mental health system. Rather, the HSRC has developed some practical advice on specific measures required to facilitate the transition of individuals from PPH-based mental health facilities to community living.
 Our reasons for doing so are threefold:

i. To provide assurance to the community(ies) that the spectrum of mental health services (e.g., acute, long term, community) will be available and coordinated to provide for the needs of those with mental health problems.
ii. To increase the confidence of  the people of Ontario, providers, clients and their families, that ‘someone’ is on the ground at the local level -- with responsibility and authority -- to manage the transition from hospital-based to community-based  mental health services, in a manner that ensures timely coordination and integration of these services.

iii. To propose solutions to the fundamental barriers that are prohibiting reform of PPHs, including a strategy to rebalance spending and increase the proportion of total mental health funds spent on community services and supports.

Clarifying the roles, responsibilities and relationships of the key players at the provincial, regional and local levels is critical. By using what is known about best practices
 in mental health (see Figure 1) it is possible to define more clearly what the roles and responsibilities of the key players should be in a reformed mental health system. 

Figure 1:  Key Elements of Best Practice

At a provincial level

· Leadership which has an explicit and shared vision with all stakeholders for how the reformed system should be organized and what outcomes are desirable for people.

· A strategy that includes creating decentralized structures for managing local mental health care delivery.

· Monitoring responsibility (e.g., through allocations, standard setting, audits)

· Single, separate funding envelope that combines various funding streams.

· Legislation/ policy directives to preserve the mental health reform strategy and envelope

· Capacity to develop joint initiatives with other government departments.

At a regional and/or local level 

· A mental health authority in place that serves as a clear point of responsibility for managing mental health services to meet local needs.

· Control over a single, combined envelope for funding mental health care.

· Responsibility for planning, organizing, and monitoring services and supports, and dispensing funds.

· Uses clinical, administrative, and fiscal mechanisms to achieve more integrated delivery of care.
II.
Starting Assumptions

The HSRC has developed its advice with the above objectives in mind while also taking into consideration the following assumptions:

1. The proposed hospital bed targets are achievable once the appropriate community services and supports are in place to reduce reliance on institutional care (especially PPHs) and dramatically reduce the need for hospital-based treatment services.
 Further conceptual planning about mental health reform must continue at the provincial level in order to clarify future roles, responsibilities, and expectations of the various players. However, the immediate priority at the local level is to identify practical ways  to facilitate ‘on the ground’ implementation to ensure coordinated care for persons with mental illnesses/disorders across the continuum of care. This will also support the achievement of bed targets.

2. Up front transitional funding must be made available for the development of community mental health services to support downsizing of regional PPH facilities. This investment would be in addition to the current Ministry of Health expenditures on mental health.
3. Primary and secondary services should be decentralized to ensure accessibility. Only the specialized tertiary services should be consolidated in a ‘regional’ centre to ensure a ‘critical mass’ of patients and providers.
 

4. Provincial policies/guidelines are essential to ensure a level of consistency among the various regions, sharing of best practices, and the availability of a comprehensive range of mental health services in all regions of the province.

5. The Ministry of Health should assume the lead responsibility in initiating inter-ministerial coordination and collaboration among the ministries of Health, Municipal Affairs and Housing, Labour, Community and Social Services, Corrections and Education and Training  that must be involved in local/ regional/ provincial planning and the development of implementation plans. 

III.
Bed Targets: Benchmarks and Implications 

The proposed closures and/or transfer of services from PPHs will have an enormous impact on the delivery of mental health care in communities and in their immediate catchment areas where PPHs are currently located. 

In 1995/96 there were 2,900 mental health beds in PPHs
. The number of beds that will be available post -restructuring [2003] is estimated at 1,767 beds, resulting in a decrease of 1,133 beds (39 per cent decrease) (see Appendix 2).

The bed targets are intended to serve as a catalyst for shifting the delivery of care to the community and, in so doing, bring about new approaches for supporting individuals who have relied primarily on hospital services for treatment and ongoing care.  Therefore, achievement of the bed targets should not be seen as an end point, but rather as a strategy for achieving the overall goal of PPH divestment within the context of broader health system reform.
  

IV. Action Plan For Implementing Restructuring Of Hospital-Based Mental Health Care: Key Barriers And Proposed Strategies

In Ontario, the down-sizing of mental health beds and the commensurate shift in the locus of care to the community has been hampered by three key issues: 
  

i. Lack of local leadership to implement restructuring of PPHs,

ii. Uncertainty regarding the reinvestment/service strategy and the level and timing of ‘up front’ investment that will be available to facilitate restructuring of PPHs, and

iii. Difficulties in reaching agreement concerning labour mobility and adjustment plans [including related governance transfer agreements] at the local/regional level.

This section discusses each of these issues and puts forward possible strategies for addressing them. 

Issue 1:
Lack of local leadership with clear responsibility and accountability to effect local restructuring/reform efforts.  

Much of the HSRC’s advice regarding restructuring of Ontario’s mental health system has been grounded in the assumption that the Ministry of Health would move quickly to establish local ‘Mental Health Agencies’ as a vehicle for beginning to build the necessary community service infrastructure and capacity through a process of reallocation of ‘savings’ achieved from PPH closures/program transfers. 

The concept of  developing a local agency was first recommended in the HSRC’s Thunder Bay Restructuring Report (June 1996). Although the Ministry initially agreed to set up a ‘pilot agency’ in Thunder Bay, the initiative was worked on with very little conviction by the Ministry in the early days. Over the past year, the Ministry has insisted that it will set-up an infrastructure -- based on the concept of establishing Regional Ministry of Health offices -- that will provide the necessary coordination to make the transfer of services and resources from the Lakehead Psychiatric Hospital (and other PPHs) to the community a reality.  

The fact that ‘very little’ has happened over the last two and a half years to move the proposed PPH changes forward, has not only stalled the progress of mental health reform in all regions of the province, but has contributed greatly to the increased skepticism about mental health reform in general. In particular, there is a lack of confidence (among providers, individuals with mental illnesses/disorders and their families) that a Ministry-led process will be able to respond expeditiously to local circumstances.

The lack of a local structure with clear responsibility and accountability to effect and monitor the shift from inpatient to community-based services, and coordinate reinvestments continues to be a major barrier to reform.  The HSRC is convinced that identification of a ‘local leader’ is essential to:

· Heighten public confidence and local responsiveness in restructuring;

· Coordinate and expedite local resource for expediting local planning and implementation of PPH reforms and related community-system building;

· Protect the mental health envelope from erosion  and identify specific reinvestment priorities based on need for community-based services;

· Ensure that spending on mental health services follows individuals into the community during the process of de-institutionalization;

· Restrict various local agencies and hospitals from proceeding with their own independent planning and competing for new or transferred programs (and dollars).

Action Proposed  

The importance of identifying a local leader vested with responsibility and accountability to plan and implement real change at the local level has been supported in the best practice literature,

 and in the vast majority of submissions received by the HSRC. 

The HSRC is proposing that the Minister of Health establish nine Mental Health Implementation Task Forces (MHITF) in the province. These interim, temporary structures should remain in place only until PPH restructuring is completed. The concept of a local task force is similar to that of the mental health agency with one key difference: the task force will be charged with recommending to the Ministry priority areas for reinvestment, and will not itself hold, manage, or distribute an envelope of funds. However, the actual authority of the task force will depend on the degree to which the Ministry acts on its advice as well as the timelines associated with the Ministry’s response.

Evidence from other jurisdictions indicates that reform efforts are compromised if funding for hospital and community services are not, at a minimum, combined. However, in the interest of moving implementation forward at the local level, the HSRC’s strategy is that the MHITF be vested with responsibility for making recommendations on the allocation of “transitional funds” that will be made available to assist with restructuring, as well as funds that will be available for reallocation as a result of PPH reforms. Acting in an advisory, rather than a fund holding capacity, should expedite the process and alleviate any concerns regarding the regulatory/ legislative authority that would have been required if these local groups were granted  funding authority.

The proposed regions of responsibility for the nine MHITFs correspond to the HSRC-recommended catchment regions of existing PPHs (see Figure 2).

Figure 2:   Proposed Mental Health Implementation Task Force Regions

MHITF Territories
Counties/Regions included

North East

(North Bay)
Algoma, Cochrane,  Parry Sound, Sudbury, Timiskaming, Nipissing, Manitoulin

North West 

(Lakehead)
Thunder Bay, Kenora, Rainy River

Central West 

(Hamilton)
Niagara, Hamilton-Wentworth, Brant, Halton

Simcoe 

(Penetanguishene)
Simcoe, Muskoka, Dufferin

South West 

(London/St. Thomas)
Essex, Kent, Haldimand-Norfolk, Elgin, Bruce, Grey, Huron, Lambton, Middlesex, Oxford, Perth, Waterloo

Central East 

(Kingston)
Frontenac, Lennox & Addington, Hastings, Prince Edward, Lanark (50%), Leeds & Grenville

East 

(Brockville)
Renfrew, Lanark (50%), Prescott & Russell, Ottawa-Carleton

Durham 

(Whitby)
Northumberland, Haliburton, Peterborough, Victoria, Durham, York

Toronto

(Queen Street)
Peel, Toronto

The key characteristics of these task forces are outlined in Figure 3. 

Figure 3: Mental Health Implementation Task Force (MHITF): Key characteristics

1. Transitional (interim bodies, time-limited role).

2. Task-oriented.

3. Focus on divestment of services/ programs from PPHs.

4. Local/regional in orientation.

5. Accountable to the Ministry of Health and the population served.

6. Responsible for advising on the allocation priorities for transitional and reinvestment funding.

Process for Establishment and Membership of the MHITF

The HSRC recommends that the Minister of Health move quickly to establish local Mental Health Implementation Task Forces (MHITF) in areas where PPH reforms/ divestments are under way. These task forces should  be established as interim structures with clear lines of responsibility and accountability to deal with issues related to the transition and change in the mental health sector, particularly as affected by closure and/or restructuring of PPHs, in accordance with government guidelines and policy directions. 

Each MHITF should be:

· Governed by a committee, representative of all stakeholders, including people with mental health illnesses/disorders and family members. 

· Supported by a small skilled staff employed by the Task Force itself.

· Comprised of representatives from the following local groups/ organizations:

· 3 hospital representatives  [1 local PPH, 1 receiving hospital (if applicable), 1 local Schedule 1 representative]

· 3 people with mental health illnesses/disorders or family members

· 3 agency/association representatives (1 representative from local CMHA office; 2 from other mental health associations/agencies)

· 1 CCAC representative

· Regional Ministry of Health Coordinator (ex-officio, non-voting)

And mandated to undertake the following: 

1. To oversee and coordinate the reinvestment strategy to develop the community-based sector resulting from PPH divestment and/or transfer of programs/services. 

2. To ensure patient assessments (including inpatient and outpatient caseload) are carried out and the results used to:

· Identify required services and service levels with an immediate focus on supportive housing needs and case management 

· Advise on the transfer of services and funding from PPHs to appropriate community services.

3. To ensure that an adequate range and mix of inpatient, outpatient and community mental health services are in place and facilitate delivery of these programs at local hospitals or other community agencies/sites.

4.  To recommend where transitional funding and the reallocation of reinvestment funding (resulting from bed closures) should be allocated.

Issue 2: 
Clearly identify a reinvestment/service strategy (including initial reinvestment targets) that are required to facilitate local divestment of PPH services/beds.

The lack of a clear reinvestment/service strategy is a significant barrier to reforming the current system. What level of funding will be made available to facilitate the shift from inpatient to community-based services in each region affected by a closure and/or downsizing of the PPH during the transition period?
  What will the ‘restructured’ system look like? What are the priority areas for reinvestment?

Identifying the level of resources that will be available to support the transition (i.e., transitional funding) would assist local planning efforts and also help the Ministry of Health achieve greater population-based equity in its use of mental health resources.

Action Proposed
Based on the literature and consultations with mental health stakeholders, including providers and consumers, there is general agreement that the core services
 outlined in Figure 4 need to be in place at the community level to support individuals with mental illness. 

Figure 4: Core Services 


Case management
Assertive community treatment teams
Crisis response and emergency services
Community & housing supports

Inpatient and outpatient care
Vocational & educational services
Consumer self-help and consumer initiatives
Family self-help



Advocacy
Income support
Recreation
Links with GP/general health care system

While the set of core services is equally applicable in all regions/communities across the province, it is expected that the supply, configuration and sequencing of establishment/ reinvestment in these services will vary by community based on the characteristics of the population requiring these services (i.e., specific range and mix of supports to provide for the needs of specific sub-populations based on level of care requirements). In terms of immediate priority, however, the HSRC recommends that priority be given to reinvestment in supportive housing and case management at the early stages of implementation.

The HSRC continues to support the importance of linking allocation of resources to benchmarks based on the characteristics of the populations served (i.e., needs-based funding) in the medium to long term. There is no doubt that a needs-based approach to funding is ultimately the preferred method for determining future funding levels. However, for purposes of estimating transitional funding reinvestments required to expedite the closure of PPH beds and ensure that appropriate services are in place elsewhere in the community, the HSRC recommends that the allocation of “transitional funds” be linked directly to the needs of the population (or sub-populations) currently being served by PPHs based on an analysis of patients assessments. Once assessments have been completed, specific “service frameworks” (i.e., bundles of core services/programs) can be identified by the local task forces in consultation with providers, and then linked to levels of care or, more directly,  to sub-populations/target populations (e.g., psychogeriatric, forensic).
 

Figure 5 provides an example of the service framework that would be required to meet the needs of the psychogeriatric population. 

Figure 5:  Psychogeriatric Population – Service Framework 

· Inpatient Services

· Residential Care 

· Long term care (including secure residences)

· Supportive housing

· Community based services

· Outpatient treatment services (psychogeriatric assessment services medication clinics, support groups, day treatment programs) 

· Outreach  (psychogeriatric specific crisis response services)

· Other (educational services, respite care, care giver supports)


The HSRC recommends that transitional reinvestment dollars be tied to documentation that supports the needs of the community based on the results of the specific needs of the sub-population groups resulting from the levels of care assessment analysis for Lakehead Psychiatric Hospital in Thunder Bay (see Figure 6). 

Figure 6: 
Proportion of Level of Care by Inpatient Sub-population (LaPH)


Level of Care by Inpatient Sub-population

Levels of Care
Forensic*
Psycho-geriatric
Substance
General
TOTAL

1 General CM
0%
11%
25%
5%
10%

2 Intensive CM
0%
5%
5%
5%
4%

3 ACT, non residential
0%
16%
40%
27%
20%

4 Non-secure residential
0%
33%
10%
16%
21%

5 Secure residential
0%
19%
10%
27%
17%

6 Hospital inpatient
100%
16%
10%
19%
28%

* 
It is assumed that the legal status of Forensic inpatients will override assignments to level of care.  Therefore, all have been assumed as requiring inpatient care. 

Smaller percentage of elderly than expected

mental health resources?
Quantifying The Demand for Transitional Mental Health Reform Reinvestments

The recommended transitional reinvestments are intended to ensure sufficient funds are available in order to establish the appropriate type and quantity of community services prior to the closure of beds in PPHs. The HSRC focussed on three major core services, namely, supportive housing, Assertive Community Treatment (ACT)  and case management, to estimate the total ‘up front’ reinvestment requirements.  

A range of reinvestments was estimated (Figures 7 and 8).  The variation in the two methods is based on the number of patients each current PPH bed supports. A full description of the methodology used by the HSRC to estimate the reinvestments can be found in Appendix 3.

Figure 7:  Upper Estimate: Service volume and reinvestment requirements 

Requirements by Program


Operating Costs




Cost/Unit-Case
Total Costs

Supportive Housing & Related Services
        729 
units
 $         19,000 
 $     13,850,735 

Supportive Housing & External Supports
      2,538 
units
 $         12,000 
 $     30,454,763 

ACT
      1,745 
places
 $           8,000 
 $     13,957,385 

Intensive Case Mgmt
        406 
places
 $           4,025 
 $      1,634,317 

General Case Mgmt
      1,163 
places
 $           1,869 
 $      2,174,095 

Community Services Supporting Case Mgrmt



 $     25,000,000 

Total Services Req'd to Replace PPH Beds
      6,581 
Units/Places

 $     87,071,295 




Beds Replaced
               1,135 




Cost/Bed Repl'd
 $           76,716 

Note: Capital costs associated with construction of supportive housing units is not included in these costs. It is assumed that a significant portion of this stock will need to be constructed as new housing. 

Figure 8: Lower Estimate: Service volume and reinvestment requirements 

Requirements by Program


Operating Costs




Cost/Unit-Case
Total Costs

Supportive Housing & Related Services
        620 
 units 
 $           19,000 
 $     11,773,103 

Supportive Housing & External Supports
      1,374 
 units 
 $           12,000 
 $     16,482,926 

ACT
        977 
 places 
 $             8,000 
 $      7,815,722 

Intensive Case Mgmt
        203 
 places 
 $             4,025 
 $         817,158 

General Case Mgmt
        582 
 places 
 $             1,869 
 $      1,087,048 

Community Services Supporting Case Mgrmt



 $     25,000,000 

Total Services Req'd to Replace PPH Beds
      3,755 
Units/Places

 $     62,975,956 




 Beds Replaced 
               1,135 




Cost/Bed Repl'd 
 $           55,486 

Note: Capital costs associated with construction of supportive housing units is not included in these costs. It is assumed that a significant portion of this stock will need to be constructed as new housing. 

The upper estimate is based on the assumption of no recidivism. The lower limit is based on an assumption of 50 per cent recidivism for all patients (equivalent to 2 admissions a year per short stay patient), thereby resulting in fewer cases to be dealt with in terms of transfer of individuals to community-based services.
 Based on the HSRC’s estimates, a total transitional reinvestment of between $63 and $87 million is required. This reinvestment translates to approximately $55,000 to $77,000 per PPH bed closed.

Timing of Reinvestments and Implementation of Reforms

The HSRC is recommending that implementation schedules for divestment and/or downsizing of PPH services be planned over a four-year period.  During this period transitional reinvestment funding should be made available to each of the “Task Force Territories” to fund the required community services that must be in place prior to bed closures (Figure 9).

Figure 9: Staging of 4-Year Implementation Plan

Year 1
Year 2
Year 3
Year 4
Total

Beds Reductions
-
378
378
378
1,134

PPH Beds (year end)
2,900
2,522
2,145
1,767
1,767

Transitional community reinvestments* 
$21-29m
$21-29m
$21-29m
0
$63-87 m

· Based on HSRC methodology of $55,000 to $77,000 per PPH bed closed.

The HSRC recommends reducing the reliance on PPHs by first amending the admission policies for long-stay and selected short-stay patients. Reduction to the PPH funding should begin in the second year associated with bed closures. Given the current Ministry of Health policy that ‘protects’ the mental health envelope, savings resulting from PPH restructuring should be reinvested in the community in accordance with the recommendations made by the Task Forces.

Allocation of Funding by Mental Health Task Force Region

Since the recommended transitional reinvestments are directly associated with the reduction of beds at the PPHs, the HSRC has recommended allocation of the funding accordingly (see Figure 10). 

Implementing the tasks associated with the closure of PPH beds will require careful sequencing. The actual date of completion of patient transfers will depend on the time required to establish the Task Force(s), as well as the Task Force’s ability to work with existing staff at the PPHs and other key players in the community to:

· Develop an implementation schedule (within the upper limit of the Commission’s proposed timelines);

· Assess the needs of the current in-patients and out-patients and identify alternate placements to achieve bed reductions;

· Transfer existing inpatient and out-patient services, and further develop community services required to allow down-sizing and transfers;

· Complete building and renovation for the new acute and long term beds at the two local hospital sites;
· Develop labor adjustment plans and transfers.
Figure 10:  Change in PPHs due to Restructuring

PPH
Beds 95/96*
Decrease in Beds 2003
Lower 3-year investment ($55,000/bed)
Upper 3-year investment ($77,000/bed)







Brockville**
295
122
 $                    6.8 
 $                    9.4 

North Bay**
307
189
 $                  10.5 
 $                  14.5 

Lakehead
138
82
 $                    4.5 
 $                    6.3 

Whitby
287
124
 $                    6.9 
 $                    9.5 

Queen St.
442
38
 $                    2.1 
 $                    2.9 

London/ St. Thomas**
633
321
 $                  17.8 
 $                  24.6 

Hamilton**
211
22
 $                    1.2 
 $                    1.7 

Penetanguishene
291
83
 $                    4.6 
 $                    6.4 

Kingston**
296
152
 $                    8.4 
 $                  11.7 

Total
2900
1133
 $                  62.9 
 $                  86.9 

Source: Ministry of Health Mental Health Branch

** PPH reforms in these communities included redistribution of beds to neighbouring communities (see Appendix 2 for details).

Issue 3:  Addressing issues related to human resources 

The issues that dominate human resources discussions are highly complex involving multiple parties and interests. The two most significant issues concern:

1. Development of agreements concerning the transfer of governance and management of PPH’s from the provincial government (Management Board) to a public hospital.


2. Development of individual human resources plans in each community dealing with the impact of the PPH divestment/transfer on PPH employees and employees in the receiving public hospitals.

The discussions have involved the Ministry of Health, Management Board of Cabinet, several unions and public hospitals. In Thunder Bay, for example, the process has been under way for close to two years. In London/St.Thomas, Hamilton and Kingston discussions have been under way for well over a year, without clear resolution of the issues.
  

A significant problem is that without addressing the PPH related human resources issues, there will be no community-wide labour adjustment strategy for all affected public hospitals. The community-wide adjustment is important in order to facilitate the movement of programs and employees to public hospitals as directed by the HSRC.

The process has been frustrating for all involved. In fact, given the uncertainty that this has created and the lack of resolution regarding the transfer, management and human resources issues, some of the public hospitals have expressed a reluctance to be a receiving hospital. The lack of progress also creates additional uncertainty and frustration for staff, patients, and their families.

In addition, public hospitals have indicated that there are unanswered questions related to the ongoing “financial liability” resulting from their acceptance of the governance and  management of PPH beds. They have cited the lack of a clear framework for human resources issues as a key factor in the lack of progress

Action Proposed 

Unfortunately there is not a single answer to this issue.  However, the progress in moving forward in many communities is being held up as a result of disagreement on how best to proceed with the human resource issues. 

The Ministry of Health plays a dual role in this process: as the owner of the PPH’s, and as the Ministry responsible for public hospitals. 

The HSRC urges the Ministry of Health and Management Board of Cabinet to take a leadership role to ensure that there are supportive policies and a clear and reasonable framework within which receiving hospitals’ concerns [regarding human resources issues] can  be addressed.  The HSRC will continue to monitor the process and provide the necessary facilitation should there not be significant progress. In particular, the HSRC intends to consult directly with the parties, including representatives of Management Board, hospitals and the Ministry to determine the specific issues and how they could be resolved.

V.
Critical Path And Next Steps

The following section outlines some of the immediate priorities for the Ministry of Health and the Mental Health Implementation Task Forces that will help support implementation of PPH reforms over the next year. 

MINISTRY OF HEALTH

Timeline: March – June 30, 1999

Immediate (short-term) priorities 
Expected/measurable outcomes

1. Establish Local Mental Health Implementation Task Forces (MHITF)

· Clarify the boundaries of region/catchment area served by each Task Force

· Clarify mandate, roles and responsibilities of  the Task Force for each region.

· Appoint members to regional Task  Forces in nine regions 

· 2. Clarify roles and responsibilities of the Ministry of Health to:

· Identify current mental health funding levels for each region.

· Develop and implement a monitoring system

· Establish a provincial database of current patient caseloads (based on inpatient and outpatient community assessments).

3. Arrange for immediate assessment of all  residents in PPHs including:

· Inpatient caseload

· Outpatient caseload 

· Availability of and/or needs of families and caregivers. 

· 4. Clarify up front transitional funding support (timing and level of reinvestment) that will be available to each of the regions to support the costs associated with downsizing of PPHs and strengthening of community based services based on HSRC methodology.

· 5. Develop/clarify policy and planning expectations re: supportive housing requirements and how they will be met. 


· Increases local confidence and awareness that local group is on the ground vested with responsibility and authority for overseeing restructuring.

· Allow for quicker action of implementation agenda.

· Allow for attainment of a clear profile of the characteristics of the resident population (and needs) at each of the PPHs providing a platform from which local Agencies can determine current transitional requirements re: type and quantity of services required to serve sub-populations.

· Establish a provincial database of current population residing in PPHs and a baseline tool for ongoing monitoring and evaluation.



MINISTRY OF HEALTH 

Timeline: July 1 – Dec. 31, 1999

Medium Term Priorities 
Expected/measurable outcomes

1. Request development of service/reinvestment plans from regional Task Forces within three (3) months (expectation that regional MOH offices will work with local agencies in developing these plans).

2. MOH evaluation and response to Task Force reinvestment plans within one month of receipt.

3. Establish and articulate a clear process for  resolving human resource transitional issues based on experiences to date (i.e., negotiations in Thunder Bay, London).

4. Initiate inter-ministerial involvement at the provincial and regional levels.


Acknowledge importance of HR planning and labour adjustment policies in the process.

· Clarify process to be followed in labour negotiations/labour adjustment.



MENTAL HEALTH IMPLEMENTATION TASK FORCE

Timeline: July 1 – Dec. 31, 1999

Immediate (short-term) priorities 
Expected/measurable outcomes

1. To develop a service/reinvestment plan within the first three months to support PPH divestment/transfer of programs and services that:

· Provides an overview of the current inventory of programs/services in the community (using previous DHC mental health planning reports as starting point);

· Identifies/ratifies immediate local implementation priorities (re: transfer of PPH residents);

· Identifies a process for providing ongoing advice re: allocation/reallocation of funding/reinvestments to support transition;

· Recommends transitional funding in ‘priority areas’ based on local needs and circumstances.

2. Develop an implementation plan (re: staged approach for PPH bed closures) in conjunction with providers.

3. To submit service implementation plans to the Ministry of Health by October 18, 1999.

4. To review and incorporate Ministry of Health feedback by December 31, 1999.
· Provides a benchmark re: current system capacity/resources.

· Provides a clear understanding of patient profiles (i.e., characteristics and needs).

· Places responsibility on the community to identify priorities and recommend allocation/reallocation of resources.

· Initiates the development of a local database from which to monitor future progress and track changes/outcomes over time.



Appendix 1: Definitions

Acute mental health: Acute [adult] mental health is generally affiliated with acute general hospitals. Inpatient services include crisis and emergency intervention, assessment and short-term admission, treatment, and referral services. Interim planning guidelines identify a target of 21 beds per 100,000 population in 2003.

Child and adolescent mental health: Child and adolescent mental health is largely ambulatory-based except for specialized programs, which may be inpatient. Age group covered is 0 – 17 years inclusive.

Forensic mental health: Forensic mental health services refers to care provided to law offenders who are mentally ill. 

Long term mental health: Long term mental health includes psychiatric rehabilitation, specialized programs, psychogeriatric services. HSRC interim planning guidelines identify a target of 16 beds/100,000 population in 2000 and 14 beds/100,000 population in 2003.

Primary mental health care: The first level of contact which individuals with mental health problems make with the mental health system. It is the level which provides general support for life long living for most people with mental health problems. This level of care serves uncomplicated conditions in a community setting. For example, general practitioners and other mental health professionals in the community are involved in the identification of the illness, preliminary diagnosis, treatment, 24 hour crisis support, referral, patient and family education, stabilization and rehabilitation programs and case management. 

Secondary mental health care: More in-depth services for individuals with serious mental illness at certain stages in the course of their illness. For example, at this level a psychiatrist and a multidisciplinary team of other mental health professionals are involved in the detailed assessment of the patient, development of a treatment plan, monitoring mediation, managing disruptive behavior, designing rehabilitation programming, and assisting in community reintegration. Services may be provided in an outpatient ER department, day hospital or inpatient setting. An experienced, well qualified multi-disciplinary mental health system is required and facilities should include a secure unit. Ideally, a secondary level of care (a schedule 1 facility) should be available in each district/region.

Tertiary mental health care: Highly specialized care for seriously mental ill patients with highly complex needs which are treatment resistant, including individuals with dual diagnosis and those who are unmanageable at the district level. Specialized services include: further investigation, reassessments, development of an intensive treatment and rehabilitation plan, consultation and advice to the secondary and primary care services. As a region resource, tertiary level care also provides education and support to the mental health professionals and undertake clinical and applied research in the field of serious mental illness.  

Appendix 2:  Summary of HSRC Advice Regarding PPH Restructuring

In its initial work, the HSRC used the bed targets established by the Ministry of Health in its planning document Putting People First (1993). This document established a total mental health bed target of 30 beds/100,000 adult population. The Draft Multi Year Plan Mental Health Reform Document (February 1995) stated that of these 30 beds 18 beds/100,000 should be designated for acute care and 12 beds/100,000 for longer term care. While the HSRC continues to support the original planning rate of 30 beds per 100,000 (adult) population as the ‘ultimate’ planning target, to ensure that the pace of change is appropriate to achieve an orderly transition of restructuring of mental health services, the HSRC developed  interim planning guidelines to the years 2000 and 2003 as follows:

By 2000: 37 beds/100,000 [21 beds/100,000 (acute); 16 beds/100,000  (longer term)]

By 2003: 35 beds/100,000 [21 beds/100,000 (acute); 14 beds/100,000  (longer term)]

Application of the HSRC guidelines and other advice provided to the Minister of Health regarding restructuring of the beds currently sited in PPHs has resulted in the following ‘revised’ bed allocations (2003) and governance recommendations. 

Facility
Site/GovernanceRecommendation

St. Thomas/ London
Closure of site; transfer governance to existing public hospital corp.

Hamilton
Closure of site; transfer governance to existing public hospital corp.

Queen St.
Retains site(s); establish a new corp. based on amalgamation of four institutions 

Whitby
Retain site; establish a new public hospital board.

Brockville
Closure of site; transfer governance to existing public hospital corp.

Kingston
Retain site; transfer governance to existing public hospital corp. 

Lakehead
Closure of site; transfer governance to existing public hospital corp.

Penetanguishene*
[when benchmarks applied]

North Bay
Closure of site; establish new governance structure with Algoma Mental Health facility. 

TOTAL


* 
Has not undergone restructuring.

Table 2: Summary - Change in Provincial Psychiatric Hospitals and Bed Redistribution

PPH
Beds 95/96*
Beds Post Restructuring 2003
Redistributed Beds
Decrease in Beds 2003







Brockville
295
0
173
122

North Bay
307
87
31
189

Lakehead
138
56
0
82

Whitby
287
163
0
124

Queen St.
442
404
0
38

London/ St. Thomas
633
203
109
321

Hamilton
211
136
53
22

Penetanguishene
291
208
0
83

Kingston
296
104
40
152

Total
2900
1361
406
1133

Appendix 3: Transitional reinvestments to support mental health restructuring: description of methodology 

The recommended transitional reinvestments are intended to ensure sufficient funds are available in order to establish the appropriate type and quantity of community services prior to the closure of beds in provincial psychiatric hospitals (PPHs).  

Given the absence of complete level of care assessments of the entire PPH inpatient population in the province, the HSRC based its estimates on two sources of information:


1. The evaluation of the patients at Lakehead Psychiatric Hospital (LaPH) which provided insight on the general categories of services required to move patients from inpatient to community-based care; and


2. Provincial information
 on types of patients in PPH beds (long- or short-term) and the number of admissions per PPH bed.

Comprehensive Assessment Project: Lakehead Provincial Psychiatric Hospital (LaPH)

In response to the HSRC’s advice to the MoH to close Lakehead Provincial Psychiatric Hospital (LAPH, Thunder Bay) by March 31, 1999 a comprehensive assessment of individuals currently served by LaPH inpatient and outpatient programs and residents of the affiliated Westmount Behavior Management Unit was carried out.
 This assessment tool was used in combination with a level of care (LOC) template of client groupings which was developed in collaboration with a local Expert Panel.  The following six levels of care were defined
: 

Level 1: 
General CM -- Needs access to general case management and other generic community services and supports

Level 2: 
Intensive CM -- Needs more intensive level of case management and access to other generic community services and possibly specialized services and supports

Level 3: 
ACT, non-residential -- Needs Assertive Community Treatment

Level 4: 
Non-secure residential -- Requires non-secure residential
 care and may need case management and access to other generic community services and possibly specialized services and supports

Level 5: 
Secure residential -- Requires secure
 residential facility and may need case management and access to other generic community services and possibly specialized services and supports Level 6: Hospital inpatient – Requires hospital inpatient services.

An evaluation of the current LaPH inpatients revealed that the majority of inpatients could be maintained in the community given appropriate community supports.  Table 1 provides results of the level of care required by patients categorized into four sub-populations. 

Table 1: 
Proportion of Level of Care by Inpatient Sub-population


Level of Care by Inpatient Sub-population

Levels of Care
Forensic*
Psycho-geriatric
Substance
General
TOTAL

1 General CM
0%
11%
25%
5%
10%

2 Intensive CM
0%
5%
5%
5%
4%

3 ACT, non residential
0%
16%
40%
27%
20%

4 Non-secure residential
0%
33%
10%
16%
21%

5 Secure residential
0%
19%
10%
27%
17%

6 Hospital inpatient
100%
16%
10%
19%
28%

*
It is being assumed that the legal status of Forensic inpatients will override assignments to level of care.  Therefore, all have been assumed as requiring inpatient care.

The following general observations can be made regarding the analysis of the LaPH  inpatient population: 

· There is a smaller percentage of elderly persons occupying the beds than expected.

· A smaller percentage of elderly residents staying extended periods of time in PPH (>365 days). Suggests, elderly patients with dementia are not being admitted to (and are being discharged from) PPHs.
 
· Approximately 50 per cent of beds used for long-stay patients (stays of more than 365 days per year).

· There are approximately four episodes of care per bed in Lakehead PPHs. Thus, beds available for short-stay patients are used for 8 episodes of care each year. 

· If patients admitted from once to twice per year, each bed is supporting from 4 to 8 patients.

According to the Institute of Clinical Evaluative Sciences (ICES) practice pattern publication released in 1993 --  Patterns of Health Care in Ontario:

· Approximately 50 percent of current PPH beds are used by long-stay patients (defined as stays longer than 365 days per year);

· At LaPH, there are approximately four episodes of care for each bed.  

Based on the above information, the following assumptions were made:

· There are eight episodes of care per bed for short-stay patients; and,

· If patients are admitted once or twice per year, each PPH bed supports between 4 and 8 patients per year.

Additional assumptions underlying the HSRC’s reinvestment estimates

The HSRC’s estimates include the following assumptions:

1. Across the province, the number of beds in PPHs will be reduced by 1,133 beds, from 2,900 to 1,767 longer-term adult mental health beds.  This represents a reduction in beds of approximately 39 percent by 2003.

2. The LaPH inpatient population can be used as a proxy to reflect the general profile of the provincial PPH population.


3. Psychogeriatric patients staying longer than a year account for 18.9 per cent of the total patient days in PPHs. 


4. Other patients with a length of stay longer than a year account for 34.9 per cent of total patient days in PPHs.


5. Together elderly and other patients longer than one year account for 54 per cent of total patient days in PPHs. 


6. The estimated percentages of patients to be cared for in the community can be assessed by levels of care.


7. Percentages of required care can be applied in a way that achieve the HSRC target reduction in PPH beds for the province based on the planning target of 14 longer term mental health beds per 100,000 population.


8. It is assumed that 100 per cent of long-stay patients [to be cared for in the community] will require residential care.


9. The preferred form of residential care is supportive housing.


10. It is assumed that 75 per cent of short-stay patients [to be cared for in the community] will also require supportive housing and case management services.


11. All savings from the PPHs will be reinvested in community mental health services.

Costs of Community Services

The HSRC estimated the annual costs of core community services per client as follows:

Supportive housing & services
$19,000/year

Supportive housing alone
$12,000/year

ACT services
$ 8,000/year

Intensive case management
$ 4,000/year

General case management
$ 1,900/year

As well, it was assumed that $25 million per year would be required to fund additional community services to support patients who would otherwise reside in hospital (PPHs).

Estimates of the Types, Amount of Services and Transitional Funding Required 

The HSRC calculated a range of the required community service amounts and the associated reinvestments.  The element that varies between the upper and lower estimates is the number of short-stay patients each PPH beds supports.  For the upper estimate, each bed supports eight patients, which means there is no recidivism and each episode of care represents a distinct patient.  Thus, for the upper estimate, the number of places required in the community is eight times the number of beds being closed in the PPHs for short-stay patients.  In the lower estimate, each bed supports four patients, which implies there are two admissions per short-term patient per year.

Based on the HSRC’s estimates, a total transitional reinvestment of between $63 and $87 million is required.  This reinvestment translates to approximately $55,000 to $77,000 per PPH bed closed.

Table 2:   Upper Estimate: Service volume and reinvestment requirements based on 1 admission per short-term patient per year (no recidivism)

Requirements by Program


Operating Costs




Cost/Unit-Case
Total Costs

Supportive Housing & Related Services
        729 
units
 $         19,000 
 $     13,850,735 

Supportive Housing & External Supports
      2,538 
units
 $         12,000 
 $     30,454,763 

ACT
      1,745 
places
 $           8,000 
 $     13,957,385 

Intensive Case Mgmt
        406 
places
 $           4,025 
 $      1,634,317 

General Case Mgmt
      1,163 
places
 $           1,869 
 $      2,174,095 

Community Services Supporting Case Mgrmt



 $     25,000,000 

Total Services Req'd to Replace PPH Beds
      6,581 
Units/Places

 $     87,071,295 




Beds Replaced
               1,135 




Cost/Bed Repl'd
 $           76,716 

Note: capital costs associated with construction of supportive housing units is not included in these costs. It is assumed that a significant portion of this stock will need to be constructed as new housing. 

Table 3: Lower Estimate: Service volume and reinvestment requirements based on two admissions per short-term patient per year. 

Requirements by Program


Operating Costs




Cost/Unit-Case
Total Costs

Supportive Housing & Related Services
        620 
 units 
 $           19,000 
 $     11,773,103 

Supportive Housing & External Supports
      1,374 
 units 
 $           12,000 
 $     16,482,926 

ACT
        977 
 places 
 $             8,000 
 $      7,815,722 

Intensive Case Mgmt
        203 
 places 
 $             4,025 
 $         817,158 

General Case Mgmt
        582 
 places 
 $             1,869 
 $      1,087,048 

Community Services Supporting Case Mgrmt



 $     25,000,000 

Total Services Req'd to Replace PPH Beds
      3,755 
Units/Places
          
 $     62,975,956 




 Beds Replaced 
               1,135 




Cost/Bed Repl'd 
 $           55,486 

Note: capital costs associated with construction of supportive housing units is not included in these costs. It is assumed that a significant portion of this stock will need to be constructed as new housing. 

Results

· Cost of community care is estimated to be between $63 and 87 million 

· Cost of community services is between $55,000 and $77,000 per bed replaced with community care

· Current cost of a PPH bed is approximately $100,000 per year 
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� 	The HSRC continues to support the original planning rate of 30 beds/100,000 (adult) population as the “ultimate” planning target. However, to ensure that the pace of change is appropriate to achieve an orderly restructuring of mental health services, the HSRC proposed interim planning guidelines to the years 2000 and 2003 as follows: by 2000: 37 beds/100,000 (21 beds/100,000 acute; 16 beds/100,000 longer term); by 2003: 35 beds/100,000 (21 beds/100,000 acute; 14 beds/100,000 longer term). 


� 	This advice is based on feedback received from communities across the province who have commented on previous HSRC directives, feedback received from a number of round table discussions with stakeholders, as well as the HSRC’s review of the assessment of the patient population at the Lakehead Psychiatric Hospital in Thunder Bay (Clarke Consulting Group, November, 1998).


� 	Although best practices provide a useful guideline for systems planning and as general criteria for the assessment of performance, they are not detailed blueprints which can be immediately mapped onto a region or province, nor can the specify the quantities and interrelationships of the various components. However, with further specification to fit the particular circumstances in which the new ‘systems of care’ are being implemented, they provide the parameters within which a general direction and program of action can be developed. 


� 	Adopted from Review of Best Practices in Mental Health Reform: Section II: Mental Health System Reform Strategies, prepared for the Federal/Provincial/Territorial Advisory Network on Mental Health, 1997.


� 	The definitions of primary, secondary and tertiary (specialized) services as applicable to mental health are outlined in Appendix 1. 





� 	Outside of under serviced areas, 20 beds would be a minimal sized unit to justify a specialized multidisciplinary team and 24 hour nursing coverage. High quality tertiary care requires state of the art diagnosis and treatment with access to research and technological advances that is difficult to achieve without close affiliation with a health sciences centre. The latter also aids the recruitment of staff and the transfer of knowledge through consultation and education.


� Source: Ministry of Health, Mental Health Branch


� 	Additional information regarding the HSRC’s advice regarding PPH restructuring can be found in Appendix 2. 


� 	These recommendations were identified in a round table discussion hosted by the HSRC on November 13, 1998. 


� 	Review of Best Practices in Mental Health Reform. Section II: Mental health system reform strategies. 


� 	New Brunswick is an excellent example of a Canadian jurisdiction that successfully implemented their mental health reform system using the ‘agency’ concept. Known as the Provincial Mental Health Commission, the ground was given control over all mental health resources. From 1990 to 1995 spending on community services in New Brunswick increased from 12% to 46%, beds in psychiatric hospitals dropped from 695 to 360 and admissions declined from 1305 to 371. 


� 	Legislative rather than merely regulatory changes would be required to give the Minister this authority, in particular the authority to establish mental health agencies with power to manage and allocate funding. However, the Minister does have authority to establish advisory bodies in relation to mental health. With appropriate changes to regulations, it is also possible that powers could also be assigned to mental health agencies to determine the services that providers of mental health services should provide. 





� 	The recommended time frame for “transitional funding” ranged from six months to one year, depending on local planning capabilities.


� 	Certain essential, core services must be available in all communities to meet the needs of individuals with mental health illnesses/disorders. Establishing a range of core services helps to ensure that a continuum of care, treatment and support will be available to meet the needs of individuals and their families/caregivers.


� 	Some core services may include sub-components or specialist categories under each (e.g., psychogeriatric crisis response services).


� 	Specific needs (i.e., type and numbers) of these services can be identified based on the results of the levels of care assessment in each community.


� 	For the upper estimate, each bed supports eight patients, which means there is no recidivism and each episode of care represents a distinct patient.  Thus, for the upper estimate, the number of places required in the community is eight times the number of beds being closed in the PPHs for short-stay patients.  In the lower estimate, each bed supports four patients, which implies there are two admissions per short-term patient per year.





� 	In particular, the discussions have raised the following questions:  Whether or not the transfer of governance from a PPH to a public hospital is an amalgamation or a series of program transfers?  Whether seniority of all employees in PPHs and public hospitals should be consolidated at the time the governance is transferred?


Whether there is  endorsement of proposed ‘stand alone’ approach?


PPHs “stand alone” locations under governance of receiving hospitals


Seniority dovetailed only as programs transferred


Rights of PPH employees to follow their work.





� 	Institute for Clinical Evaluative Sciences in Ontario (1996). Patterns of Health Care in Ontario. 2nd Edition.


� 	Assessment and report prepared by the Clarke Institute Consulting Group. Assessments were undertaken using a standardized tool, the Colorado Client Assessment Record (CCAR).


� 	Goering P, Cochrane J, Durbin J et al. (1998). Comprehensive Assessment Project Lakehead Provincial. Psychiatric Project. (unpublished manuscript).


� 	A residential setting is a living situation that has on-site staffing.


� 	Secure residential refers to a locked or lockable facility which is capable of dealing with persons admitted involuntarily.


� 	Long term care facilities are likely providing this care without additional funds  which raises the question: Do LTC facilities have sufficient funds to  provide appropriate care for this sub-population?
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