Hamilton Health Sciences

Stage 1A Submission

Executive Summary

3

1.1.2 Current and Projected Activity

79

1. Service Delivery Model Report

7

Approach to Projected Workload

81

Data Sources

81

1.1. Master Program

9

Introduction

9

		

Background

9

		

Strategic Direction

		

HHS Facilities:

		

Current State Challenges

		

Context & Challenges

		

Alignment with MOHLTC and

		

HNHB LHIN Priorities

		

1.1.3 Service Delivery Model Options

103

		

Approach to Service Delivery

		

Options

105

		

Scope and Siting Options

108

17

1.2.

Human Resources Plan

113

22

		

Staffing Plan

115

		

Project Impact – Meeting the Need

		

for Additional Resources

1.3.

Preliminary Operating Cost

15

24

1.1.1 Present and Future Service

115

		

Delivery

27

		

Estimates for New Services

117

		

Our Approach

29

		

Changes in Model of Care

119

		

Program Parameters

37

		

Operating Cost Estimates

119

		

Scope and Model of Clinical Services

41

Appendices

121
123

		

A. Adult Regional Patient Care

45

		

A. Leading Practice Summary

		

B. Cancer Patient Care

59

		

B. Stakeholder Engagement Summary 147

		

C. Children’s and Women’s

		

C. Organizational Chart

171

		

Reproductive Health

64

		

D. Inventory of Services by Site

175

		

D. Community Patient Care

66

		

E. Full Time Equivalents (FTE) By Site 205

		

E. Community Surgical Care

71

		

Collaboration and Partnerships

75

July 2016

Hamilton Health Sciences Stage 1A Submission

Table Of Contents

Hamilton Health Sciences Stage 1A Submission

2

about the system to advocate for the
patient’s interests.

In April 2015, Hamilton Health Sciences (HHS)
embarked on a process to create a new
clinical services model – a long term vision
detailing what services the hospital will deliver and how it will deliver them. This visioning
process is essential for planning both services
and facilities over the next 10-20 years. HHS
has entitled this process Our Healthy Future
(OHF).

4. Navigating the System: Ensure the
HHS system is easy to understand and
navigate especially in times of crisis and
transition.
5.

Our Healthy Future was powered by five Patient-Centred Working Groups (PCWG), each
focused on a distinct patient population. The
PCWGs were assigned the task of creating a
viable, long-term service delivery model for
the following categories of care:

Based on the invaluable input of the 200
participants in the PCWGs and more than
600 community members, as well as data
analytics presented by Preyra Solutions
Group (PSG), this robust Clinical Visioning
process generated: 25 bold opportunities,
and 7 ‘building blocks’, which together
support the Triple Aim Framework, and
ultimately form the basis of the Our Healthy
Future clinical vision that has been developed
by Hamilton Health Sciences and is presented
in this summary report.

1. Adult Regional Patient Care
2. Child, Newborn & Maternal Care
3. Community Surgical Patient Care
4. Cancer Patient Care
5. Community Patient Care
Input from patients, families, and community
members was integral to the visioning process. Event-based, community listening sessions explored the community’s perspectives
on what they value most from their healthcare. Further input was obtained through
staff engagement events and online platforms
coupled with social media. As a result of HHS’
community engagement efforts, five themes
emerged early in the process and were presented to the PCWGs to inform and refine the
vision being developed. These themes were:
1.

High Quality Patient Experience: Create
a high quality experience for our patients
throughout their entire journey - from
preventive care, to hospitals, to follow
up in the community, and at every
transition point.

2.

Empowered Families and Caregivers:
Include patients and their family,
caregiver and others in the circle of care
as members of the healthcare team.

3.

Patient Advocates: Ensure that every
patient has someone knowledgeable

Respect: Create a service model where
no person feels invisible, inadequate,
unheard or undeserving of our care and
respect.

Fundamental to the achievement of the
vision is the adoption of a Population
Health approach by HHS. Clinicians,
physicians, and leaders within each PCWG
recognized that the urban population
served by HHS is unique in the Province
of Ontario, due to above average use of
hospital resources, a high rate of poverty,
and resulting inequalities related to the
social determinants of health among the
communities served by the organization.
Consistently throughout the clinical visioning
process, stakeholders and staff identified the
importance of defining and targeting patient
populations with customized strategies that
address barriers to accessing care and other
inequities. In addition, a range of predictive
models that combine healthcare and social
services were identified as crucial to meeting
the region’s patient needs over the next
20 years.
3
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The robust data analysis provided to the
visioning process by PSG showed that an
above average number of HHS patients
present with multiple co-morbidities
and would benefit from an approach to
intervention and follow-up that involves
tailored care designed to meet the unique
needs of individual patients. The PCWGs
recognized that in order to achieve
transformational change over the next
10-20 years, it will be critical to develop and
analyze health information and other forms
of ‘Big Data,’ and to be proactive identifying
people within the region most at risk of
disease or preventable hospitalization. HHS
must enable this proactive approach through
partnership with other community agencies,
as well as health and social service providers,
and also contribute to the development
and implementation of a strong shared
governance model among these partners
within the region served by HHS. Through
this work and the development of community
hubs and clinics, HHS’s clinical service
vision is to demonstrate a commitment
to integrated and seamless, coordinated
care that is offered in more places in the
community in order to produce better
patient outcomes.

Designing services that help patients manage
their own health more efficiently, such as
community programs (through a shared
governance model), condition-specific
technology (online, or tele-monitoring),
proactive outreach visits (in the urban
core, in particular) and better care planning
(such as enhanced palliative care pathways
coordinated with primary care), will support
a population health approach that optimizes
health and function within the home and
community. Critical enablers to improving
care, such as technology and education, were
highlighted through the PCWG discussions
and community engagement activities.
Through this process, HHS has set an
ambition to become a leader in population
health in partnership with other providers
and in concert with their tripartite mission:
clinical care, education, and research, with
patients and families at the centre of their
planning. HHS is committed to improving
the health of its population by becoming a
population health enterprise.

Siting Opportunities
Throughout the Our Healthy Future process,
it was clear that, in order to achieve this
vision, HHS would have to undergo key
physical changes. Specifically, HHS needs
to redevelop the Hamilton General Hospital
(HGH) and Juravinski Hospital and Cancer
Center (JHCC) sites, to replace aging
infrastructure and to allow the realignment
of post acute services from the St. Peter’s
Hospital (SPH); develop a new purpose-built
Children’s and Women’s Hospital on the
campus of the Hamilton General Hospital
(HGH); and transition some ambulatory
surgery activity to a redeveloped West
Lincoln Memorial Hospital.

This vision of the future for clinical services
at HHS was subsequently discussed and
refined with community service organizations
who provided their input and observations
at a series of focus group sessions and
at a Community Summit event held in
the spring of 2016. Numerous additional
staff engagement sessions were also held
throughout the winter and spring of 2016 to
discuss aspects of the vision outlined above.
Patients and families were at the forefront
of each discussion. The groups involved
recognized the importance of patient
activation through health coaching and
self-management. The transformational
changes being sought by HHS must continue
to involve input from, and meaningful
dialogue with, patients and families.

As part of the master programming process,
HHS identified opportunities to reduce the
number of large acute care hospital sites it
operates in Hamilton by relocating services
4

Health Centre (RJCHC). HHS also
anticipates significant efficiencies in
clinical support services (i.e., Pharmacy,
Diagnostic Services, and Lab) as some of
these services are currently duplicated
across four hospital sites and could be
offered more efficiently in a two-site
scenario.

The proposed strengthening of the HGH and
JHCC campuses is driven by a combination
of site-specific infrastructure issues and
opportunities for a more efficient service
delivery model in the future. These include:
•

Lack of infrastructure flexibility to
accommodate future needs, particularly
at the MUMC site. The MUMC site is
owned by McMaster University, and HHS
has a space sharing agreement with the
university. Given the ownership structure,
HHS has limited ability to expand or
redevelop the 45-year-old site to meet
future needs, particularly additional
space for the growing demands of the
McMaster Children’s Hospital (MCH).
Additionally, HHS is currently responsible
for all maintenance and infrastructure
renewal at the MUMC site, with costs
recovered from McMaster University
according to their respective space
utilization of the site.

•

Opportunities for clinical efficiencies.
By physically integrating care that is
currently offered at four sites into two
sites, in combination with new build
and redevelopment projects, HHS
anticipates there will be opportunities to
improve patient experience through the
continuum of care, and create clinical
and operational efficiencies. For example,
moving the Women’s Reproductive
Health program to a new build at the
HGH site would allow the program to
utilize the services of the HGH adult
Intensive Care Unit (ICU), instead of
the current model where a small and
relatively expensive Women’s ICU is
required at MUMC. Another example is
the benefit offered to pediatric patients
and their families with the co-location
of the Children’s Hospital on the same
campus as the Ron Joyce Children’s

•

Opportunities for non-clinical
efficiencies. HHS anticipates that
reducing the number of operating sites
would offer significant opportunities
for efficiencies in non-clinical functions
(e.g., administration, back office
functions, support services and utilities),
particularly at the MUMC and SPH sites.
If clinical services from SPH and MUMC
were moved to HGH and JHCC, the
administrative and support requirements
of these services could be met with
materially less administrative and support
space. HHS anticipates this would result
in substantial maintenance and life cycle
cost savings associated with providing
these services at two sites instead of the
four existing hospital sites in Hamilton.

Overall, through Our Healthy Future, key
stakeholders have been engaged in this
robust planning initiative in order to create
a foundation for a master facilities plan. In
other words, the form of the facilities will
follow the function of the design for care that
is outlined in the master program. Ultimately,
the goal is to plan exceptional care for
patients and families. Using community and
staff input, the opportunities identified by
the PCWGs, the clinical vision for HHS, and a
focus on population health, HHS will provide
the best care possible for all our patients.
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currently provided at McMaster University
Medical Centre (MUMC) and SPH to the HGH
and JHCC.
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1. Service Delivery Model Report
Introduction

The organization’s exceptional track record
of inquiry and innovation has earned HHS
recognition as one of the world’s leading
health science research organizations.

In the following section, we outline the
present and future service delivery model,
current and projected services and
associated volumes, operating principles,
major elements of the service and component
space requirements for Hamilton Health
Sciences. We will outline the future state
developments through the extensive work
that was conducted by the PCWGs.

HHS serves community healthcare needs in
Hamilton and West Niagara together with
providing tertiary and quaternary services to
the broader region. HHS regional programs
and facilities serve more than 2.3 million
residents in Hamilton and south central
Ontario. All told, HHS provides the most
comprehensive suite of health services in
Canada. HHS serves as a regional referral
centre for cardiovascular, stroke, burns,
trauma, neurosurgery, pediatrics, digestive
diseases, high-risk obstetrics, cancer,
orthopedics and rehabilitation services.

Background
HHS is the second largest hospital system
in Ontario and the largest employer in
the greater Hamilton region with a staff
of approximately 11, 000. As an academic
teaching hospital with more than 1,100 beds
and an affiliation with McMaster University
and Mohawk College, HHS provides
exemplary health care while advancing
excellence in education and health research.

HHS is a family of seven hospitals and facilities
serving more than 2.3 million residents of
Hamilton and south central Ontario.

McMaster Children’s Hospital
1200 Main St W, Hamilton ON
McMaster Children’s Hospital is a pediatric academic health science centre
serving the special and unique healthcare needs of children and youth using
a family-centred model of care.
Founded in 1988, Master Children’s Hospital (MCH) has rapidly become a
leader in pediatric evidence-based care, collaborative research and innovative
leading edge education. MCH is home to 165 acute care beds and 10 day beds,
80 subspecialty clinics, a Children’s Treatment Centre and one of the largest
and most impressive Neonatal Intensive Care Units in Canada. Each year MCH
has over 210,000 patient encounters in subspecialty clinics, diagnostic areas,
emergency department, inpatient wards and operating rooms.
MCH is home to the McMaster Children’s Hospital Research Collaborative.
Research holds the key to solving many of the physical and emotional
challenges facing our children today.

9
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McMaster University Medical Centre
1200 Main St W, Hamilton ON
Located on the campus of McMaster University, McMaster University
Medical Centre (MUMC) opened in 1972 as a state-of-the-art healthcare
facility and has been meeting the changing healthcare needs of our
community ever since.
McMaster University Medical Centre plays a major role in the provision of
healthcare services for Hamilton and the surrounding region of centralwest Ontario. MUMC is home to Adult Day Clinics (Medical and Surgical),
McMaster Children’s Hospital and the Women’s Reproductive Health and
Newborn Care program.

Juravinski Hospital and Cancer Centre
699 Concession St, Hamilton ON
The Juravinski Cancer Centre serves more than 1.7 million people in the
central west Ontario region and sees more than 7,000 new patients each
year. As a regional referral centre, the JCC collaborates and coordinates with
care providers in each patient’s home community. In September 2014, the
state-of-the-art CIBC Breast Assessment Centre opened at the JCC to provide
comprehensive, multidisciplinary and leading-edge care in the diagnosis of
breast cancer.
The centre operates on a philosophy that combines high quality, evidencebased treatment, compassionate care, education and research. Researchers at
the JCC, in partnership with McMaster University, are international leaders in
this field, making significant contributions to the growing body of knowledge
about cancer treatment and control around the world. As an academic health
sciences centre, the JCC is actively involved in educating and mentoring the
next generation of physicians, health professionals and researchers. Through
the Escarpment Cancer Research Institute (ECRI) - a joint HHS and McMaster
University research institute, cancer research is also conducted in the core
areas of translational research, clinical trials, and quality of health care/
knowledge translation by multidisciplinary teams.

10

Founded in 1848 as the first hospital in Hamilton, Hamilton General
Hospital has grown to become a leading healthcare provider, not only for
the downtown community of Hamilton, but for the entire South Central
Ontario region. With state-of-the-art facilities, the General is recognized as
a regional centre of excellence in cardiovascular care, neurosciences, trauma
and burn treatment.
Committed to the principles of patient- and family-centered care, Hamilton
General Hospital is a tertiary care centre serving people from Burlington to
Brantford and Niagara Falls to Guelph. The Hamilton General has one of the
province’s few Burn Units and an Integrated Stroke Unit caring for acute and
rehabilitation patients. Patients who require open-heart surgery or cardiac
catheterization are also served by the General’s innovative and integrated
approach to care.
The General is also home to leading edge research. Hamilton Health Sciences’
new David Braley Cardiac, Vascular and Stroke Research Institute is the new
home to the Population Health Research Institute (PHRI) and the Henderson
Research Centre, and will do wonders to enhance cardiovascular research.
The PHRI at the General conducts and co-ordinates international clinical trials
to improve the health of people in Hamilton and around the world.
The Regional Rehabilitation Centre, has 91 inpatient beds, providing care to
stroke, spinal cord injury, amputee, trauma, neuro behavioural and acquired
brain injury patients.

St. Peter’s Hospital
88 Maplewood Ave, Hamilton ON
St. Peter’s Hospital has specialized in enhancing the lives of seniors and those
with chronic illness since 1890.
A complex continuing care hospital, St. Peter’s provides inpatient, outpatient,
and community-based programs and services that focus on four pillars of
excellence: Dementia, Aging, Palliative Care and Rehabilitation.
Expert staff are committed to finding ways to minimize and manage the daily
effects of lifelong illness by getting to know the person behind the illness. A
high-touch, low-tech approach to caring ensures that the physical, mental,
emotional and spiritual needs of each patient are met every day.

11
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West Lincoln Memorial Hospital
169 Main St E, Grimsby ON
WLMH has been providing exceptional care and service to over 65,000
residents of West Niagara since 1946. WLMH officially became a site of
Hamilton Health Sciences in 2013 through amalgamation.
On average each year, staff and physicians at WLMH care for more than:
25,000 individuals who visit the Emergency Department, 2,900 patients who
are admitted to the hospital, and 1,000 babies and moms. In addition, WLMH
performs over 3,700 surgeries, of which 80 per cent are on an outpatient basis.
In partnership with McMaster University’s Michael G. DeGroote School of
Medicine located at Brock University, WLMH is also a teaching site for medical
students in Niagara.

Main Street West Urgent Care Centre
690 Main St W, Hamilton ON
The Urgent Care Centre is staffed by a team of specialized physicians and
nurses who are equipped to perform diagnostic tests such as x-rays and
ultrasounds. There are specialized and private treatment rooms for stitches,
fractures, and gynecology, and ear, nose and throat issues.
Walk-in patients will be served seven days a week between the hours of 9 a.m.
and 9 p.m.

12

The Regional Rehabilitation Centre consolidated rehabilitation and acquired
brain injury services located in 14 different buildings across the city into one
new facility at the Hamilton General Campus in 2009. The facility is tailored to
meet the needs of all rehabilitation patients. The physical environment is fully
accessible to wheelchair users, and incorporates such things as gardens and
transition apartments for practicing daily living skills.
It accommodates all ambulatory and outreach services and 91 inpatient beds.
There are a number of indoor and outdoor exercise and practice facilities, a
therapeutic pool and a full range of specialized consultative resources. The
centre is connected to the Hamilton General Hospital by a bridge to allow staff
and patients to move about easily. Significant landscaping of external therapy
spaces on each level of the building provides a pleasant, healing environment
for our patients.

Chedoke Site
555 Sanatorium Rd, Hamilton, ON
The Chedoke campus opened in 1906 as a Sanatorium for patients suffering
from Tuberculosis. Much has changed since then and today the site remains
home to only about 275 non-clinical support staff in programs such as Human
Resources and Finance. As these staff relocate to leased administrative space
off site in 2016, the future of the Chedoke site will continue to evolve with other
community partners.

13
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David Braley Cardiac, Vascular, and
Stroke Institute
300 Wellington St North, Hamilton ON
Hamilton’s role as one of the world’s leading centres in cardiac, vascular and
stroke research was amplified on March 11, 2010, with the grand opening of the
David Braley Cardiac, Vascular and Stroke Research Institute at the Hamilton
General Hospital site.
The Research Institute is a six-storey building comprised of 200,000 square feet
of research space, laboratories, meeting rooms, offices and breakout spaces. It
also houses Canada’s largest biobank, which stores more than 1.8 million tissue
and genetic research samples from approximately 250,000 participants globally.
The Research Institute brings together two world-renowned research teams
- the Population Health Research Institute (PHRI) and the Thrombosis and
Atherosclerosis Research Institute (TaARI). Working side-by-side for the first
time, these two teams will be able to share ideas and knowledge that will
improve the health of millions of people around the world.
PHRI and TaARI have international reputations for innovation and excellence.
PHRI conducts clinical trials in 83 countries, focusing on cardiovascular disease,
diabetes, obesity and the societal influences on health such as ethnicity and
geography. TaARI (formerly the Henderson Research Centre) made history
almost 30 years ago with the world’s first clinical trial demonstrating the
effectiveness of using aspirin to prevent stroke. Since then, TaARI has become an
international leader in research on vascular disease, specifically blood clots.

Ron Joyce Children’s Health Centre
325 Wellington St North, Hamilton ON
The Ron Joyce Children’s Health Centre is a new experience for children, youth,
families and the adults. Programs and healthcare teams are located in one
building, allowing everyone to work together to provide the best care possible.
This four storey outpatient centre is the first of its kind in Canada. We offer a
range of services to children, youth and adults in the region, many of whom are
dealing with life-long health issues.
The Ron Joyce Children’s Health Centre is home to:
• Autism Spectrum Disorder Program
• Child and Youth Mental Health Program
• Developmental Pediatrics and Rehabilitation Program
• Prosthetics and Orthotics

14

Strategic Direction
Patients Are The Heart of our Vision
Patients are at the heart of our vision for
clinical services.

HHS will also continue its evolution as an
integrated system for patients. Once a
patient is a member of our HHS family, they
will easily access services without having to
start all over again each time a new need
arises. HHS will have ongoing relationships
with patients in and out of hospital with a
view to promoting health and awareness and
helping patients better manage their health.

HHS is committed to continuing to transform
practices, processes, and systems to ensure
alignment with the needs and values of
patients. Community outreach reinforced the
need for continued laser focus on creating a
system that delivers high quality care and a
great patient experience.
That means empowering patients and their
families. It means ensuring patients feel they
always have a champion for their interests
throughout their whole care journey. It means
smooth passages for our patients as they
traverse the healthcare system. All of these
ideas are implicit in a commitment to provide
every patient with the respect and dignity
they deserve.

HHS will be the Canadian leader in delivering
evidence-based care. As a close affiliate of
McMaster University, a pioneer in evidencebased medicine, there is no better hospital
than HHS to lead the implementation of
this approach. Delivering on this will mean
a relentless and methodical approach by all
clinicians aimed at eliminating non-justified
clinical variation across all our services. It
will require a commitment to dynamically
developing standardized clinical practices
informed by excellence in knowledge
translation.

Looking ahead, the standard of care will be
to interact with patients and their families in
a collaborative fashion throughout all aspects
of their health journey – before, during, and
after their hospital visit. HHS will work with all
patients and their families/caregivers so they
understand and help design, the care path
that lies ahead for them.

A New Approach - Population Health
HHS will adopt a population health approach
to the provision of all its health services.
While the traditional hospital approach
is very much focused on the efficient
and effective delivery of health services
in response to community demand, a
population health approach seeks to manage
the demand for health services provided
by hospitals. This direction represents the
realization of HHS’ strategic objective to
partner with community-based health and
social service providers to ensure the right
care is being delivered in the right place at
the right time.

As HHS re-designs their service models,
they will include patients as key partners
in managing their own health, enabling
patients to do this through community
programs, outreach initiatives, education, and
technology that allow patients timely access
and real time information about their health
and their medical history.
HHS will continue down the road of
organizing its programs and services around
patient pathways as opposed to sites,
professional disciplines, or equipment. This
implies breaking down silos within HHS to
create a multidisciplinary and integrated
approach to providing care, where services
are organized around and brought to

While there is no one commonly accepted
definition of a population health approach,
15
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patients. Patient pathways within HHS will
therefore be managed by a team which is
comprised of providers from every part of
the care journey.
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for HHS purposes it is meant to convey
a coordinated and balanced manner of
providing health services to the community
having regard of the entire spectrum of
health system interventions - from prevention
and promotion to health protection,
diagnosis, treatment, rehabilitation,
recovery, and management. Implementing
this philosophy requires breaking down
silos between service providers within
HHS catchment and optimizing the use of
resources so that the greatest value possible
in health outcomes is achieved. With
hospitals being the most expensive provider
of services in the health system, it follows
that a population health approach will seek
to minimize, wherever appropriate, reliance
on hospital infrastructure.

This approach should also help to address
historic equity and health disparities in
vulnerable and marginalized populations.
Working with partners in the indigenous
communities, for example, is well aligned
with a more community-based approach to
providing health care services.
Dramatically expanding and enhancing the
population health approach over the next 10
to 20 years will require HHS to proactively
identify populations of people at risk and
to design community-based care models
tailored to their needs and enabled by the
resources and expertise resident at HHS. The
sophisticated and proactive identification of
individuals and populations at risk through
data analytics is an essential enabler that will
require development at HHS.

HHS is committed to changing the current
paradigm which sees the hospital as the
default provider of services. For example,
patients with high co-morbidities can often
become frequent users of hospital resources.
The presumption has been that the hospital
is the best or only place that can address
their complex healthcare issues. In fact,
in many cases for people who are frail, it
is clear that the hospital environment can
pose unnecessary risks. By diverting these
patients away from the hospital into a welldesigned, community-based care model
tailored to meet their unique needs, better
outcomes across the triple aim can be
achieved. The Integrated Comprehensive
Care pilot project currently underway at HHS
and throughout the LHIN is an early proof of
concept for this idea.

The identification of at-risk populations
must be coupled with shared governance
models with other providers including
primary care and community partners in
order to divert patients into alternative care
networks which can more economically and
effectively blanket patients with the services
they require. This will require cross-sectoral
advocacy for legislative amendments to
allow for the development of new and more
appropriate care models. These new care
models, which are currently difficult to find in
the community, should relieve hospitals from
their role as the default provider for those
people who require significant supports.

16

Juravinski Hospital and Cancer Center
(JHCC)

and Vascular Care, Neurosurgery, Burns,
Trauma and Stroke, the site has no further
room for growth of interventional technology.
The existing Emergency Department is
undersized relative to the increasing number

HHS made a pre-capital submission to the
MOHLTC in 2013 for Phase 2 of the original
capital project. Phase 1a & 1b already
completed in 2010 and 2011 respectively,
Phase 2 would focus on the replacement of
the aging E, F and M wings on the existing
campus. The site currently supports 230
existing inpatient beds in space where it is
impossible to meet modern infrastructure
code or accessibility compliance, and the
footprint is woefully inadequate from an
infection control and patient experience
perspective. From a facilities infrastructure
perspective it is not physically possible to
renovate these wings to meet current code
requirements for fire safety. Current physical
limitations at the JHCC include:
•

Inability to meet growing community
and cancer care inpatient demands

•

Extreme pressure on outpatient
clinic space

•

Extreme pressure accommodating
physician office space

•

Current Diagnostic Imaging demands
exceed the need

•

Extreme pressure/inability to
accommodate required space to
support our staff maintain a healthy
work life balance. For example,
insufficient employee health and
wellness centre space.

and complexity of patient visits. Current
physical space limitations at the HGH include:
•

Inability to meet growing community and
regional inpatient demands. This inhibits
the growing demand from a community
medicine and surgical perspective
especially in light of the high hospital
utilization for patients in the urban core
(population served by HGH).

•

Extreme pressure on outpatient
clinic space

•

Extreme pressure accommodating
physician office space

•

Extreme pressure for learning/teaching
space – this has come up in many
academic program reviews. Further, in
the OHF exercise Adult Regional care
envisioned a multidisciplinary, high
fidelity simulation centre to train our
next generation clinicians.

•

Current Diagnostic Imaging (DI)
demands exceed the need – e.g. to
move forward with endovascular stroke
treatment i.e. clot retrieval (known best
practice), another biplane angiography
machine is needed. There is no further
capacity for CT/MRI and other DI
technology. This is compounded by
the massive shift to minimally invasive
techniques that are largely utilized by
regional programs (TAVI, mitral clip,
LAA, neuromodulation techniques,
interventional neuro radiology (coiling
aneurysms), EVAR…)

•

Extreme pressure/inability to
accommodate required infrastructure
(including physical space) to support
our researchers. In the OHF exercise,

Hamilton General Hospital (HGH)
Similar to JHCC, the HGH site is a collection
of older facilities joined together. While there
has been significant redevelopment on the
campus over the last 10 years, there has been
no redevelopment to the HGH itself in over
30 years. As a regional center for Cardiac
17
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Adult Regional Care envisioned a
multidisciplinary research imaging centre,
which cannot be accommodated within
the existing physical space.
•

Extreme pressure/inability to
accommodate required space to
support our staff maintain a healthy
work life balance. For example,
insufficient employee health and
wellness centre space.

•

Current physical space does not meet
the needs of our high acuity community
and regional ED

•

Current physical space has been
maximized in our ICU – as a regional
centre, we currently could not accept
funding for another ICU bed if offered.

•

Current physical space does not allow us
to utilize our OR’s to accommodate both
open surgical procedures and minimally
invasive procedures (hybrid suites)

•

Current physical space limits the number
of private rooms needed for isolation

•

Continuous challenges with parking as
campus grows

McMaster Children’s Hospital is running out
of space to expand. The MUMC site also
includes Women’s Health, with the region’s
high risk obstetrical program and the largest
NICU in the province. Adult ambulatory
specialty clinics are also on site. Given the
site ownership structure, HHS has no ability
to expand and limited ability to redevelop
the site to meet future demands.

St. Peter’s Hospital
Serving the seniors community since
1890, the St. Peter’s site is a collection of
connected buildings built over different time
periods. The most recent redevelopment was
in 2006, when the provincial government
gave St. Peter’s the green light to replace
the hospital’s outdated South Wing which
housed the Behavioral Health Program. This
project involved the construction of a new
floor on the east wing of the hospital which
is called the Alexander Pavilion. The South
wing remains however, and is largely vacant
due to the aging and unsafe infrastructure.
Demolition of the south wing could make
way for future redevelopment on the site,
however this would be very challenging
given the residential neighbourhood
restrictions including building height, traffic
congestion and parking.

McMaster University Medical Center (MUMC)
and McMaster Children’s Hospital

The site also requires significant investment
in the facilities infrastructure. The aging
power plant requires replacement to meet
current code requirements in maintaining
safe patient care.

HHS shares the MUMC facility with the
university’s Faculty of Health Sciences. As
such, there is constant pressure on space
both with the growing demands of McMaster
Children’s Hospital but also from the
university’s Faculty of Health Sciences. The
building is owned by McMaster University
and the current facility infrastructure is
expensive to maintain and renovate, given
the large amount of asbestos encased in the
interstitial space.

As the Hamilton region population ages,
the need for seniors’ health care and care
for individuals requiring rehabilitative or
palliative services will also increase. The site
is limited in its capacity to expand inpatient,
ambulatory and palliative care services
for the growing seniors and frail elderly
population, given its residential location.

Serving a growing community of 2.3 million
and with significant growth in pediatrics
from Milton/Oakville/Burlington (LHIN 6),
18

The emerging vision for WLMH responds
to these themes. It strongly aligns with the
recent MOHLTC discussion paper, Patients
First, which foresees a reformed and
strengthened primary care system integrated
with hospital and community care. It also
aligns with HHS’ pursuit of a population
health approach as a way of managing
demand for acute care with greater
prevention and intervention strategies, while
addressing broad social and community
health issues.

West Lincoln Memorial Hospital (WLMH)
became part of Hamilton Health Sciences
in November 2013. Prior to the hospital’s
amalgamation with HHS, three previous
attempts to gain MOHLTC support for a
redeveloped WLMH were not successful.
This places the future of the hospital in
very serious jeopardy as the facilities are in
desperate need of replacement since the
existing infrastructure built in 1948 does
not lend itself to renovation. While a $5M
infrastructure grant from the MOHLTC is
helping to address critical infrastructure
systems, this is only a temporary solution.
There is a sense of urgency in the capital
redevelopment of WLMH.

Long-term planning for the WLMH site is
modeled around an integrated primary care
model in these program areas:

The site has significant operating challenges
in its emergency department and has
recently submitted a request for a CT to the
HNHB LHIN. Lack of access to appropriate
diagnostics is a barrier to patient flow and
quality care in the current environment.
WLMH has the potential to become a Center
of Excellence for Day Surgery by taking on
ambulatory surgery activity from other HHS
sites. WLMH can only do so however, with
the redevelopment of new operating and
procedure rooms.

Build a new hospital facility at WLMH

•

Receive care close to home

•

Maintain a connection between the
hospital and the community

•

Put a greater focus on seniors’ care

24 hour emergency care

•

Community surgery

•

Advanced diagnostics

•

Maternal and newborn program

•

Specialty ambulatory clinics

•

Healthy Aging and Seniors care

•

Teaching and Research

Integration of Primary Care, Community
and Hospital care, in a Community Hub
model and Partnership framework, is
foundational in the West Niagara Community,
where over 90 percent of physicians are
part of a Family Health team model. This is a
unique model where the Family Physician is
the navigator of care for their patients along
the continuum.

A community engagement exercise in
West Niagara in spring 2015 asked residents
to identify what is most important to them
in receiving health care. The top four
themes were:
•

•
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West Lincoln Memorial Hospital (WLMH)
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Facilities: Future State

of community-based programs, through
ongoing presence in community centres,
through creating virtual connections with
partners, which allow for instant and real
time access to HHS expertise. In this way,
whenever appropriate, patients can receive
more convenient care in a local setting
instead of having to attend at a hospital. In
this fashion, HHS can also ensure integrated,
seamless, and coordinated care that is closer
to home and will ultimately produce better
patient outcomes.

Based on the presenting issues raised from
current state facility status, HHS will gradually
transition to a new physical service delivery
model. Over the long run, HHS intends to
ultimately reduce the number of large and
expensive campuses it maintains while
increasing its presence in the community
with many points of access into their system.
These access points will take a variety of
forms – ambulatory clinics, community
centres, and even virtual teams and spaces.A
renewed and intimate connection with
primary care providers will be required.
This will allow for delivery closer to home
for patients and at the same time move
services that do not require the capitally
intense nature of hospital infrastructure
into less expensive spaces. HHS will locate
community-based clinics based on the needs
of the local population.

To benefit from economies of scale and
improved care, services which require capital
intense equipment, advanced technology,
specialized facilities and highly skilled
clinicians will be consolidated over time. HHS
will consider reducing major campuses to as
few as two sites.
HHS has already moved on the disposition
of its Chedoke site. Early intuition suggests
that our presence at McMaster University
Medical Centre and St. Peters also ought to
be evaluated in the context of significant
redevelopment at the Hamilton General
Hospital and the Juravinski Hospital –
preliminary analysis of these options is
underway. It is worth reiterating that this is
a 20-year outlook and therefore much can
change over that period of time, and a great
deal of due diligence will be needed before
any major facilities decisions are made.

This approach is consistent with the wellestablished trend of increasing care delivery
through ambulatory clinics but moves
those clinics from HHS hospitals into the
community.While community clinics may well
be owned and operated by HHS, they will
leverage capacity by transferring knowledge
and capacity to community partners when
feasible.
In collaboration with community partners,
HHS can assist in increasing the capacity
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Research and Innovation

HHS will continue its dedication to being a
nationally significant centre of excellence
in the provision of tertiary and quaternary
services. In this regard, HHS will seek to
develop shared governance frameworks with
partner hospitals in other communities to
deal with items such as quality, knowledge
transfer, and repatriation protocols. The
collaboration will maximize the capacity of
HHS partners to provide care in areas such as
cardiac care, stroke, neurosurgery, pediatrics
and cancer, while allowing for the most
appropriate use of tertiary care facilities.

Maintaining world class centres of excellence
will require an ongoing commitment to HHS’
academic mission. HHS status as a research
hospital is key to the sustained provision of
specialized care, which in many respects is
defined by the adoption and development
of leading global practices in acute care. In
addition, pairing research and development
with HHS teaching mission, both for HHS staff
and for the next generation of learners, must
be another key component for this approach.
The challenging fiscal environment in which
healthcare operates will require new models
for research and development. A sustained
commitment to staying current in technology
(information systems and equipment) will be
essential to properly maintain HHS’ role as
a nationally significant provider of tertiary
and quaternary services. In this regard, HHS
will look to create partnerships and strategic
alliances with industry in innovation. In this
sense, HHS will become an economic driver
for the community by becoming a centre
for ideas and opportunities to transform
healthcare delivery globally and spin off
commercial opportunities.

Deliberately identifying and distinguishing
regional services from community offerings
and providing them with their own place will
be necessary. In this regard, HHS will need
to consider the branding for each of the
regional services in order to accord them
their full due in public perception
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Our Regional Role

Context & Challenges
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The Provincial Context

care, rehabilitation services, etc. The PCWGs
and, in particular, the Community Patient
Care PCWG have recognized these changes
and through the opportunities developed
focused on strengthening partnerships with
key stakeholders, including a strong focus on
primary care.

The aging population and fiscal challenges
require changes to how health care is
delivered. To respond, the provincial
government released Ontario’s Action Plan
for Health Care. Of particular importance is
the Plan’s focus on integration, noting that
“if we are to meet the needs of a growing
population with multiple, complex and
chronic conditions, our health care system
must be even better coordinated, with
seamless levels of care.” (p. 12) The Ministry
of Health and Long-Term Care (MOHLTC)
continues to emphasize integration for better
quality, better access and better value. A
number of initiatives have been rolled out
provincially to incent integration between
health service providers such as new funding
models, Health Links (to better support
patients with complex conditions) and the
Home First initiative (to provide care in
the right place). Through the opportunities
developed by the PCWGs integration and
coordination for patients and their families
were at the forefront of each decision made,
as the groups recognized the importance of
this in delivering exceptional care.

In December 2015, the MOHLTC release
Patients First: A Proposal to Strengthen
Patient-Centred Health Care in Ontario, a
paper describing the next phase of Ontario’s
Action Plan for Health Care. It exemplifies
the commitment to put people and patients
at the centre of the system by focusing on
putting patients’ needs first and ensuring
the form of the system follows its function.
It builds on that commitment and sets the
framework for the next phase of healthcare
system transformation. The plan focuses on
four core proposals:

Furthermore, Health System Funding
Reform (HSFR) is creating an increasingly
challenging environment as hospital
reimbursement shifts from a significant
reliance on global budgets and allocations
to one where hospitals are reimbursed for
the amount (and eventually the quality) of
service provided. This has had the effect
of increasing (to a degree) the competitive
environment between hospitals for
patients, funding, capital and health human
resources. The new funding models will
benefit organizations that are able to adjust
their operations to achieve high quality,
efficient care and have established effective
partnerships with other providers in the
system, such as primary care, long-term

1.

More effective integration of services and
greater quality;

2.

Timely access to primary care, and
seamless links between primary care and
other services;

3.

More consistent and accessible home
and community care; and,

4. Stronger links between population and
public health and other health services.

Forces Disrupting Health Care in Canada
and Around the World
In addition, the following five disruptions will
impact the health of the people of Hamilton,
West Niagara and regional areas, and the
care they will need to receive in the next
10 – 20 years:
1.
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Our population is aging: The number
of Canadians over age 80 will double in
25 years;

3.

leading responses to this issue.

Chronic disease is on the rise: Patients
needs are becoming more complex;

Beyond these pan-Canadian demographic
issues, the population served by HHS
presents relatively unique demands that are
challenging current model of service delivery.
Significant portions of Hamilton’s population,
particularly people living in certain areas of
the lower city, consume hospital resources
at rates well above the provincial average.
These rates of use are strongly associated
with high poverty rates and a complex array
of other social determinants of health within
the communities served by HHS.

Data analytics opens new possibilities:
The predictive power of big data can
change the approach to healthcare;

4. The pace of technological change
continues to increase: New equipment
and techniques are both driving what is
possible for patients, but at a price;
5.

Patients are taking charge of their care:
The nature of the relationship with
patients is changing.

Finally, and as is evident from the public
consultations conducted by HHS for the

Moving Forward

Our Healthy Future process, patients’
expectations about the nature of service
they receive from the healthcare system
are changing. Patients want to actively
participate in decisions surrounding their
care and have their families/supports seen as
part of the care team. This requires changes
to our relationship with patients and their
families - change that is challenged by the
old paradigm where doctors and hospitals
have unquestioned authority over care
decisions and pathways.

HHS has embarked on the Our Healthy
Future initiative at a time of unprecedented
challenge to the healthcare system. In many
respects, there is a “perfect storm” facing
healthcare providers in Canada and abroad.
Demand for healthcare is changing
profoundly both in terms of the quantity
and nature of care. Aging population - the
number of Canadians older than age 80
will double in the next 25 years. Statistically
speaking, the demand for healthcare services
over the course of a person’s lifetime
increases significantly with age. Current
care system will quickly be overwhelmed
with demand in the absence of dramatic
expansion, or alternatively, a redesigned
approach to care.

At the same time as the nature and
quantum of demand for healthcare
changes, constraints around the provision of
healthcare are also seeing dramatic shifts.
Health System Funding Reform (HSFR)
is creating an increasingly challenging
environment as hospital reimbursement
moves from a significant reliance on global
budgets and allocations to one where
hospitals are reimbursed for the amount (and
eventually the quality) of service provided.
This has had the effect of increasing the
competitive environment between hospitals
for patients, funding, capital and health

Furthermore, as the population ages, chronic
disease is on the rise. Patients’ needs are
becoming more complex and increasingly
their care needs transcend any one
discipline, or any one provider. A hospital
system designed to deal with a patient’s
issues in linear or episodic fashion will not
meet the needs of its patients. Systems like
Health Links, which integrates healthcare,
community and social services and the
multi-disciplinary and integrated team-based
approach used at HHS for stroke care, are

human resources.
The Our Healthy Future clinical vision for
Hamilton Health Sciences is designed to
meet head on the challenges facing us over
the next decade and beyond.
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Alignment with MOHLTC and HNHB LHIN Priorities
Throughout the initial phase of Clinical
Visioning, HHS was thoughtful in reflecting
upon and integrating Ministry of Health and
Long Term Care (MOHLTC) and Hamilton
Niagara Haldimand Brant Local Health
Integration Network (HNHB LHIN) priorities
and focus. Going forward, it will be critical

for HHS leadership to perform regular checks
to ensure current and new MOHLTC and
HNHB LHIN priorities are integrated into
the evolving planning and implementation
process. Please see below for an overview of
current MOHLTC and HNHB priorities:

Patients First: A Proposal to Strengthen Patient-Centered Health Care in Ontario
December 2015
1.

More effective integration of services and
greater quality:

•

To make care more integrated and
responsive to local needs, make LHINs
responsible and accountable for all health
service planning and performance.

•

Identify smaller sub-regions as part of
each LHIN to be the focal point for local
planning and service management
and delivery.

•

2.

undertake health human resources
planning, and improve access to interprofessional teams for those who need it
most and link patients with primary care
services. The ministry would continue to
negotiate physician compensation and
primary care contracts.

In their expanded role, LHINs would be
responsible for working with providers
across the care continuum to improve
access to high-quality and consistent care,
and to make the system easier to navigate
– for all Ontarians. The LHIN sub-regions
would take the lead in integrating primary
care with home and community care.
Timely access to primary care, and
seamless links between primary care and
other services:

•

Bring the planning and monitoring of
primary care closer to the communities
where services are delivered. LHINs, in
partnership with local clinical leaders,
would take responsibility for primary care
planning and performance management.

•

The LHINs would work closely with
primary care providers to plan services,
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3.

More consistent and accessible home and
community care:

•

Strengthen accountability and integration
of home and community care. Transfer
direct responsibility for service
management and delivery from the
Community Care Access Centres (CCACs)
to the LHINs.

•

With this change, LHINs would govern
and manage the delivery of home and
community care, and the CCAC boards
would cease to exist. CCAC employees
providing support to clients would be
employed by the LHINs, and home care
services would be provided by current
service providers. This shift would create
an opportunity to integrate home and
community care into other services. For
example, home care coordinators may
be deployed into community settings,
such as community health centres, Family
Health Teams and hospitals.

4. Stronger links between population and
public health and other health services:

•

Integrate local population and public
health planning with other health services.
Formalize linkages between LHINs and
public health units.

•

The Medical Officer of Health for each
public health unit would work closely
with the LHINs to plan population health
services. LHINs would be responsible for
accountability agreements with public
health units, and ministry funding for
public health units would be transferred
to the LHINs for allocation to public

With the above four changes the
ministry would continue to play a
strong role in setting standards and
performance targets, which would help
ensure consistency across the province.
The LHINs would be responsible for
performance management, and for
preparing reports on quality and
performance that would be shared with
the public and providers.

HNHB LHIN Integrated Health Services Plan (2013 – 2016)
•

•

Dramatically improving the patient
experience by integrating service
delivery: develop a common commitment
to, and vision for an integrated service
delivery system; identify Community
Care Networks and Integrated Service
Delivery Zones across the LHIN; continue
to evolve strong LHIN-wide Clinical
Programs for priority populations and
specialty programs that adopt evidencebased practice and quality improvement
to deliver the best value for money; create
one Integrated Support Services System
for all providers across the LHIN; develop
strong partnerships at the network and
zone levels with public health, emergency
medical services (EMS), social services
and other providers as appropriate’
develop a phased implementation for
integrating service delivery at the network
and zone level.

accountability agreements; build the
capacity, leaders, physicians and frontline
staff in quality; leverage academic
expertise to support the adoption of
evidence-based practice and evaluate
the achievement of expected outcomes;
establish processes for sustaining
quality at the network, zone and LHINwide program levels using a balanced
scorecard approach; leverage the benefits
of Integrated Support Service Systems,
one system wide Decision Support
service, to enable LHIN-wide quality
improvements
•

Dramatically improving the patient
experience by becoming health system
commissioners: determine the actions
required to become a leader in health
system commissioning in Ontario and
Canada; ensure that the LHIN is aligned
with the provincial work on Quality-Based
Procedures; develop and implement a
communications plan related to QualityBased Procedures and Commissioning;
establish the collaborative structures and
partnerships required to drive quality and
value within HNHB.

Dramatically improving the patient
experience by embedding a culture of
quality throughout the system: develop
a common vision for and commitment
to quality; launch the Quality Guidance
Council to identify areas of focus and
incorporate common quality metrics into
25
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•

health units. Local boards of health would
continue to set budgets, and public
health services would be managed at the
municipal level.
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HNHB LHIN Principles for Strategic Planning
The 25 opportunities developed by the PCWGs align and promote the HNHB LHIN principles
for Strategic Planning, which are;
•

Improve the patient experience

•

Ensure alignment with a common vision and philosophy of care

•

Improve quality

•

Promote integration

•

Enable enhanced sustainability
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1. SERVICE DELIVERY MODEL REPORT

1.1.1 Present and Future
  Service Delivery
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MOHLTC Checklist (1.1.1.1-2, 1.1.2.1-2)

Our Approach
In December, 2014, HHS contracted Resource
Planning Group (RPG) as the lead consultant
of a group comprised of KPMG, Preyra
Solutions Group (PSG), MHPM, and DIALOG
to facilitate the development of the Stage 1A
proposal.

Our Healthy Future Project Goals

KPMG and PSG supported the development
of clinical visioning, facilitation, data analysis
and leading practice review. KPMG developed
the user group consultation process and
facilitated each of the groups through
Clinical Services Visioning. PSG provided
data analytics for each PCWG to support /
guide decision making based on current and
projected analysis. Collectively, each Patient
Centre Working Group analyzed two options
for future state consideration, which will be
described in the following section.

•

Consider how we might organize
community and regional care provided
by HHS for the next 10-20 years

•

Establish clear priorities for our clinical
services – what services will we/won’t
we be providing

The Our Healthy Future project leadership
team set the following goals to inform the
Clinical Visioning process:
Design the future of care at HHS.

Create a foundation for a master
facilities plan.
•

The form of our facilities will follow the
function of our design for care

Exceptional care for our patients
and families.
•
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Our north star is providing the best
care possible for our patients with the
resources we are given.
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1.1.1 Present and Future Service
Delivery
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Our Healthy Future Clinical Services
Visioning Roadmap

changes were layered onto the current
volumes to depict the demands that could
exist on HHS if HHS continues at a steady
state, with population and demographics the
only variables changing. Keynote speakers
included Janet Davidson, Deputy Minister of
Health, Alberta Health presented on national
insights and the impact of integrated
hospital systems and Malcolm Lowe-Lawri,
Executive Director, Health, Aging and Human
Services Sector, KPMG Australia and KPMG
Global Healthcare Centre of Excellence
presented on Global Insights on hospital
sustainability. Georgina Black, KPMG’s
National Health Lead led the visioning
session where participants were asked to
reflect and discuss the following question:
Taking into consideration both national
and global healthcare transformation, what
changes do you envision at HHS over the
next 10 to 20 years?

The Our Healthy Future clinical services
visioning process kicked off on April 14th
with an Orientation Session facilitated by
the Project Team and attended by PCWG
participants. The purpose of the session was
to introduce the goals and principles of Our
Healthy Future as well as an overview of the
planning process.
The Our Healthy Future Visioning Session
was held on April 28th 2015 providing a
forum for HHS Leadership, key stakeholders,
community partners, patient representatives,
and PCWG participants to gather and
imagine what the future of HHS could look
like in five, ten or twenty years. Health
utilization data was presented depicting
the current use of hospital resources from
a volume perspective. Projections based
on population growth and demographic

With over 100 participants providing
feedback, the following emerging themes
outlined the transformation changes that
were envisioned;
•

(care closer to home and ED avoidance
strategy)
•

Leveraging Technology: Technological
solutions for service and care delivery
30

Strengthening Partnerships: Break down
barriers between present practice silos e.g. our diagnostics to go to LTC facility

Streamlining Care: Hub and spoke model
(ThedaCare) - centralize procedures
(rehab outside) - societal expectations within and without of hospital

•

Capitalizing on Physician’s Role:
Physicians to rotate their practice
between different sites and within the
community

•

Leading Partnerships/ Research/
Industry: Partnerships - industry and
university (departments such as IT,
pharmacy, and engineering)

•

Enhancing Patient Centred Care:
‘Patient/family is the quarterback and
primary care is holding the playbook!’

As published by KPMG Global Centre of
Excellence, What Works: Staying Power
– Success stories in global healthcare,
patients are the solution, not the problem.
Demographic changes and changing
healthcare needs create the case for change
and in fact, patients are often the justification
for any healthcare transformation program.
The proposed approach for HHS’ clinical
visioning process was crafted to ensure
patients and families were at the centre of all
planning conversations and helped to inform
decision making.
With the patient and families front of
mind, five Patient Centred Working Groups
(PCWG) were established spanning the
breadth of programs provided at HHS.
In addition to the five PCWGs (listed
below), seven clinical support services were
identified as important areas to bring into
consideration when planning for the future
of HHS.

Engaging Key Stakeholders
The HHS Leadership Team committed to a
robust engagement strategy to ensure key
stakeholders contributed to the identification
of opportunities to inform HHS’s Clinical
Services Vision.
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1.

2.

3.

Children’s and Women’s Reproductive
Health: Led by Dr. Peter Fitzgerald, Vice
President, Women’s and Children’s Health
and President, McMaster Children’s
Hospital included Pediatrics, Obstetrics,
and Newborns; this PCWG elected to
form the following sub-groups:
•

Women’s Reproductive Health and
Newborns

•

Children’s Health

4. Adult Regional Patient Care: Led by
Teresa Smith, Vice President, Adult
Regional Programs, elected to form the
following sub-groups:

5.

Community Patient Care: Co-led by
Rebecca Repa, Vice President, Clinical
Support Services and Community
Surgery, and Dr. Barry Lumb, Physician
in Chief, included General Medicine
Programs, Complex Care programs,
Cardiac Medicine, inpatient Rehabilitation
and Palliative Care. These programs are
distributed across all HHS sites with
most programs residing at the Hamilton
General, West Lincoln Memorial Hospital,
or the Juravinski Hospital. This PCWG
elected not to form sub-groups.

•

Burns and Trauma

•

Neurosciences

•

Cardiac and Vascular (Cardiac
Surgery and Vascular Surgery
included)

Community Surgical Care: Co-led by
Dr. Michael Stacy, Surgeon in Chief and
Kirsten Krull, Inter-Professional Practice
and Chief Nursing Executive. The
Community Surgical Care PCWG included
General Surgery and Day Surgery
Programs located at all of the HHS sites
with the exception of St. Peter’s Hospital.
The Community Surgical Care PCWG
elected to form the following sub-group:
•

Pre and Post Surgery

Close to 200 HHS staff, physicians, and
community partners were members
of one of the PCWGs or sub-groups.
Groups were formed to include an
Executive Lead, a Physician Lead, 1 – 3
Clinical Program Representatives, a
Research Representative, an Academic
Representative, an Inter-professional Chief
Representative, Representatives from Clinical
Support Services (Diagnostic Imagining,
Laboratory, Pharmacy, Peri-Operative,
Emergency Department and Critical care), a
representative from Quality and Performance,
front line staff and for some groups, an HHS
patient or family member.

Cancer Patient Care: Led by Dr. Ralph
Meyer, Vice President Oncology &
Palliative Care, and Regional Vice
President, Cancer Care Ontario included
the Medical and Surgical Oncology in
addition to Radiation and Systemic
Therapy Programs. This PCWG did not
elect to form sub-groups, however, did
have one group that engaged their
Patient and Family Advisory Group.
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It has also been an opportunity to engage
our own family of staff and physicians – all
experts in their own right who care deeply
about the future direction of Hamilton
Health Sciences. Please see Appendix B.:
Stakeholder Engagement Summary for a
fulsome description of external and internal
engagement activities and the outcomes
of each.

As of June 2016, more than 2,000 people
have provided input to Hamilton Health
Sciences’ 20-year visioning initiative, through
events and processes that were both
physical and virtual, from large public events
to small group conversations, and also online
through the Our Healthy Future website.
Hamilton Health Sciences has intentionally
and continuously sought the involvement of
both internal and external stakeholders since
March 2015.

Moving forward, this multi-platform
approach, including face-to-face meetings,
paid and earned media, social media, video,
newsletters, signage and online tools will
continue to be used to engage internal and
external stakeholders in future stages of the
Capital Planning Process.

The strategically designed series of
engagement processes has helped Hamilton
Health Sciences establish important planning
principles and broadened our understanding
of issues and opportunities. Furthermore, the
Our Heathy Future stakeholder engagement
process has enabled Hamilton Health
Sciences to demonstrate our organization’s
sincere commitment to an open and inclusive
relationship with the communities we serve.

The images that follow describe the
stakeholder engagement that has formed
the robust foundation of and will continue to
inform Our Healthy Future.
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Community Engagement
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Our Healthy Future Governance

within the context of the project charter and
project plan.

The governance model overseeing the
entire initiative included a Clinical Planning
Advisory Team, Clinical Planning Steering
Committee, Clinical Planning Working Group
and the Patient Centred Working Groups.
Participation in Our Healthy Future included
providing subject matter expertise, as
required, participating in decision making,
reviewing programming decisions, and
providing information and feedback.

The Project Management Team / Consultant
team was contracted to provide the project
delivery framework and assist in the
development of both the clinical vision and
programmatic requirements of the service
delivery model for all sites and services.
Critical to the success of Our Healthy
Future were the Patient Centred Working
Groups. These groups were responsible
for working with all parties to develop
and test the proposed clinical delivery
model that supports the organization’s
strategic plan and the programming and
planning principles identified in support
of the delivery of healthcare service in
the future. These teams included both
internal and external stakeholders. Terms of
reference were developed for each of the
aforementioned committees and teams.

Project leadership and direction was
provided by the Clinical Planning Steering
Committee. Key programming and planning
decisions, strategies and framework were
made by this group. Issues that impacted
the project’s schedule, scope and/or budget
were discussed and programming issues and
required solutions that were identified were
escalated to this group as required.
The Patient Centred Working Groups were
made up of clinical, academic and research
representatives (clinical and support service)
and the consultant team. Their role was to
provide evidence and background to the
programming study and to formulate the
vision for the new service delivery model

These overall roles and responsibilities
allowed for the maximum level of support
for the hospital and provided the greatest
opportunity for knowledge transfer. The
governance model is represented graphically,
below.

36

Option 1: Status Quo of Current Model

and partnership with stakeholders in order
to pursue a robust and all-encompassing
population health approach that will
improve the health and wellbeing of the
population. As mentioned earlier in this
report, patients are the heart of the vision
and HHS is dedicated to the continuous
pursue of meaningful engagement of
patient and families. Further, partnering
and collaborating with other health service
providers will be critical as HHS moves
forward in shaping the future of health care
in this region. In addition, it was recognized
that in order for HHS to consider the
gradually reduction of the number of large
and expansive campuses, service must be
delivered different and in partnership with
community partners in order to build the
community capacity in order to ensure that
patients receive care closer to home.

Early in the Our Healthy Future process,
Patient-Centred Working Groups were
formed and brought together diverse groups
of HHS stakeholders. These interdisciplinary
immediately began challenging the status
quo and formulating innovative ideas and
approaches to provide better patient care
at HHS. The groups recognized that in
order to support a path to better care, the
status quo option was not viable, based
on the increased complexity of patient
population, advancement in technology,
the importance of developing capacity
within the community and the aging
infrastructure of several of the hospital sites.
The development and exploration of the
opportunities so thoughtfully and carefully
developed by each group with the support
of leading practice and robust analysis and
projections, address the foremost challenges
to providing effective and efficient health
care in our region: population growth, aging,
increased hospital service use, rates of health
conditions, and the social determinants of
health. These factors are described in more
detail later in this report.

Overall, as the status quo will not support
the future challenges to the healthcare
system with the patient at the centre, HHS
has chosen to pursue the further exploration
and distillation of the opportunities identified
by the PCWGs and to work to develop a new
service delivery model that will meet the
needs of the patient of the future.

As an organization, the teams understood
that success depends on the collaboration
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Model of Care

guiding the organization to a population
health approach for further planning and
implementation activities. Below, each of
the seven overarching themes are presented
along with several examples pulled from the
detailed opportunities listed below:

An analysis of the detailed opportunities,
steps, and outcomes put forward by each
of the five Patient-Centred Working Groups
(PCWGs) revealed seven overarching themes

1. Design a system that is built with and for patients and families
Make the needs and values of our patients and families the focal point of our planning
Examples from PCWGs:
•
•

•

Virtual rounds and family meetings for
patients and families
Mom/baby dyad must remain together
whenever possible

Establish a tailored approach to identify
and address the unique needs, values,
and preferences of individual patients
and their families and those at high risk
for poor outcomesindividual patients and
their families and those at high risk for
poor outcomes

2. Re-imagine partnerships to develop networks of care: serve patients and
families as one, integrated and coordinate system
•

•

Innovative processes co-designed
with patients, families, and community
partners to address priority needs
for improved health, providing timely
access to healthcare and social services
throughout the continuum.
Develop shared care models, shared care
plans, and care-pathways to strengthen
the system through interprofessional and
inter-agency relationships and navigation
support – examples LiveWell, HealthLinks

•

•
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Develop community based clinics,
operated by interprofessional teams,
aligning resources, collaborative
partnerships, and leveraging technology
In partnership, develop programs and
services to provide care to the Hamilton
Urban Core populations.

Connect networks to other networks and to
people. Provide staff with the clinical tools
they need.

•

Examples from PCWGs:
•

Patient portal to manage own health care
including: access to health information,
tools for self-management, contact with
care providers, coordination of services,
appointment scheduling prescription
management.

•

Virtual service delivery practices and
technology i.e. E-appointments and
consultations, Skype, Tele-Health, TeleRehabilitation, Tele-Assessments, TeleMonitoring, E-follow-up, and remote
monitoring.
Development of a fully integrated
electronic health record with real time
clinical information to evaluate and
improve patient care.

4. Invigorate the innovative spirit at HHS
Pioneer new technologies and partnerships

•

Develop collective, inter-professional
intelligence

•

Examples from PCWGs:
•

Think Global. Massive databases,
genomics, artificial intelligence, and
linkages with Laboratory Information
Systems will drive treatment at the
local level.

Further explore applications of nano and
stem cell science, precision medicine,
hybrid operating suites
Seek partnerships to explore software
and technological innovations supporting
home-based and community-based
healthcare delivery

Driveresearch
research forward
adoption
of of
new
practices
andand
5.5.Drive
forwardand
andexpedite
expeditethe
the
adoption
new
practices
treatments
treatments
•

Support our staff and scientists with the
resources they need to excel

•

Examples from PCWGs:
•

Establish a research and innovation
centre for all disciplines that brings
together clinicians, industry, business
development, academics, regulatory
leaders, etc.
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Become a beta test centre for new
technologies.
Be the best at implementing best
practice – Knowledge Translation.
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3. Exploit leading-edge information technology
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6. Harness the power and promise of education
Pursue and share knowledge with and for
our patients, families, staff, and partners
Examples from PCWGs:
•

•

•

Create Simulation and Learning Centres
that are built to support every learner
in all services and interprofessional
education.
Support self-care for patients and
families with standardized care pathways,

best practice guidelines, an up to
date website, and access to their own
electronic medical record.
Facilitate shared learning and academic
opportunities (e.g. Rounds to be
attended by all/shared learnings from
different lens or perspective – utilize
Skype for rounds).

7. Be a magnet organization for healthcare’s best and brightest
Create a progressive, innovative, invigorating, and healthy work environment
Pursue and share knowledge with and for
our patients, families, staff, and partners

•

Examples from PCWGs:
•
•

•

Create a community of problem solvers
(Green Belts and QI Business System).
Support front line clinicians with access
to remote technology, state of the art
tools and equipment to provide quality
of care.
Optimize the roles and scope of all health
professionals.
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Develop a comprehensive Health Human
Resource strategy in collaboration with
academic partners.

In the Future State, the long term demands
associated with patients requiring treatment
at the Cancer Centre will likely lead to a need
for more capacity that will include extended
hours of service. Please note that, at this
point in planning, no changes in hours of
service are assumed for the other services.

Please see Appendix D for a copy of HHS’
organizational chart as of June 25, 2016.
Hours of Operation
Please see Appendix E for a detailed
inventory of hours of operation by services
by site.

Scope and Model of Clinical Services
An overview of services by site is presented below. Please see Appendix E for a detailed
breakdown of clinical, diagnostic and therapeutic, and research services by site.
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Research and Education

A. Adult Regional Patient Care

•

Create regional care stimulation and
learning centre

•

Discover and implement leading edge,
best clinical practice

•

Train and inspire the next generation of
scientists and clinicians

During the clinical visioning phase of
planning, Adult Regional Patient Centred
Working Group was subdivided and analyzed
at an overarching level and at three specific
levels: Neurosciences, Burns and Trauma,
and Cardiac and Vascular. Overall, several
priorities emerged including integration at
multiple levels, fulfilling the HHS Mission
(Care, Research, and Education), and a focus
on specific enablers including technology
and ‘our people’. The following are the
overarching themes developed for the
Adult Regional PCWG based on the three
subgroups.

Technology
•

Virtual service delivery practices and
technology. Example: E-appointments
and consultations, Skype, Tele-Health,
Tele-Rehabilitation, Tele-Assessments,
Tele-Monitoring, E-Follow-Up

•

Seek partnerships to explore software
and technological innovations supporting
home-based and community-based
healthcare delivery

Integration
•

Within regional programs themselves.
Example: avoid admissions through
prevention and ambulatory strategies

•

Within Hamilton Health Sciences.
Example: integration of Acute Care and
Rehabilitation

•

With traditional healthcare partners.
Example: hub and spoke model and
regional networks

•

With non-traditional healthcare partners
– population health perspective.
Example: for high risk patients: case
management, navigation, and services
including both clinical and non-clinical.

Attract and Retain the Best Expertise

Innovation and Implementation of Best
Practices

•

Achieved through the creation of healthy
and stimulating working environments,
i.e., support front line clinicians and
optimize roles and scope of teams

•

Explore new roles e.g., multidisciplinary
interventionists

•

Explore concept and requirements of
becoming a “magnet hospital” and
implement program as appropriate

•

Develop a comprehensive Health Human
Resource strategy in collaboration with
academic partners

•

ECMO (Extracorporeal Membrane
Oxygenation)

In support of the above vision, the
Adult Regional Care PCWG developed
the following five opportunities for HHS:

•

Mitral Valve Clip

1.

•

LVAD (Left Ventricular Assist Device)

•

Stroke Embolectomy

•

Deep Brain Stimulation, Surgical Epilepsy
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Lead in building integrated and
coordinated systems and networks to
ensure that high quality, patient and
family Centred Adult Regional Care is
delivered in the right care environment.
This will be done in partnership with
primary/secondary/tertiary care

Hamilton Health Sciences Stage 1A Submission

FUTURE STATE MODEL OF CARE

stakeholders, patients, providers and
funders
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2.

3.

of scientists and clinicians through an
investment and focus in research and
education

Discover, advance and implement clinical
Best Practices which is an obligation of a
tertiary and quaternary care centre

4. Embrace and lead technological
advancements

In collaboration with our academic
partners and professional associations,
educate and inspire the next generation

5.

46

Attract and retain the best expertise to
develop, implement and sustain HHS
Adult Regional Care

Neurosciences

The main data findings summarized below were presented by PSG to the Neurosciences
group during the PCWG process and informed the development of the future state vision and
opportunities which follow.
1.

The HHS population has high admission rates for Adult Regional Neurosciences care
Actual to expected ratios of inpatient days, admissions and length of stay
for Adult Regional Neurosciences

			

Inpatient 			

ALC LOS

Inpatient

Inpatient

Days per

ALC

ALC

per ALC

Days

Admissions

Admission

Days

Patients

Patient

1.15

1.13

0.95

0.87

0.72

1.15

HHS
Neurosciences

Adult regional neurosciences program
had 15 percent more inpatient days than
expected at Ontario’s age standardized 50th
percentile. Put differently, HHS used roughly
13 more beds than expected at the provincial
median, and 28 more beds than expected at
the provincial 25th percentile.

These findings imply that strategies to
reduce the use of HHS neurosciences
resources should prioritize avoiding
admissions ahead of reducing length of
stay. For example, HHS should examine
opportunities to increase primary and
secondary prevention initiatives.

Once admitted, HHS’ neuroscience patients
had 5 percent shorter lengths of stay and 13
percent fewer ALC days than expected.
2.

Social Determinants of Health matter for planning HHS Neurosciences services
and resources
Actual and expected HHS Neurosciences inpatient resource use by socio-economic and
cultural (SEC) risk group
Actual / Expected at 50th PCTL
		

Inpatient

Inpatient

Inpatient

Days per

Days

Admissions

Admission

SEC risk: Low

1.10

1.08

0.99

SEC risk: High

1.56

1.52

0.91

HHS Neurosciences

1.15

1.13

0.95

Program

2013/14 data; expected measures are age adjusted

This table shows HHS resource use relative to expected at the provincial age-adjusted 50th
percentile. In the table’s last row, we see that HHS total neurosciences inpatient days were 15
percent higher than expected.
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The table also shows actual to expected
ratios by socio-economic and cultural risk
group. HHS’ high risk populations have
1.56 times the expected inpatient days for
neurosciences while the low risk populations
have 1.10 times the expected. The SEC index
is a community-based measure of morbidity
risk that includes income, housing stability,
3.

and the proportion of the population that:
lives alone; are single, widowed, or divorced;
are recent immigrants; and self-identify as
visible minorities.
These findings imply a need to target HHS’s
high risk communities with improvement
initiatives.

HHS Neurosciences inpatients had less than expected ICU use
Actual and expected ICU days, 2013/14
ICU Days
Adult Regional

		

Actual-

Actual /

Program

Actual

Expected

Expected

Expected

Neurosciences

3,608

4,340

-732

0.83

This table shows actual and expected ICU
days by HHS adult regional neurosciences
patients. Expected is the teaching hospital
average ICU days, controlling for age and
case mix using the HIG method1. Together,

HHS’ neurosciences patients had 17 percent,
or 732, fewer days in the intensive care
unit. This corresponds to roughly 3 fewer
ICU beds at the 75 percent occupancy rate
planning standard.

4. Reducing admission rates over time could have important implications for future
Neurosciences resources
Future HHS Neurosciences inpatient days under three forecast scenarios

1

HIG is the HBAM inpatient grouper which is an adaptation of CIHI CMG+ case mix grouper.
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For example, the simple demographic
forecast implies a need for roughly 67 new
neurosciences beds over the next 20 years.
However, scenario 3 shows that if HHS
neurosciences achieved today’s provincial
average admission rate for it would need only
37 new beds.
Future State Vision: To be recognized as an
international renowned Neurosciences Centre
of Excellence with clinical Best Practice driven
by advanced research academics care enabled
by state of the art technology and diagnostics
and best patient and family experience.

These scenarios are shown in part to
demonstrate how sensitive future resource
estimates are to planning assumptions.

Integration
• Vertical internal
• Vertical external
• Horizontal

Leading Edge
changes in Best
Practice
Technology
Leading Practices
Robotics

Evidence Based
Patient & Family
Vision:
To be recognized as
an international renowned
Neurosciences Centre of
Excellence with clinical Best
Practices driven by advanced
research academics care
enabled by state of the art
technology and diagnostics
and the best patient and
family experiences.

People Resource
investment
Health
Competencies
Professional
Development
Competitive
Compensation

Quality
Evaluation
Outcome
Indicators

In support of the above vision, the
Neurosciences PCWG developed the
following four opportunities for HHS:
1.

Academia Research & Education
Residency
Partnerships with
Colleges & Universitiy
Industry Partnerships

Technology

Advance leading edge changes in
best practice bringing technology to
patients and families; enabling effective
integration and knowledge translation;
and attracting the best expertise to
develop, implement and sustain the HHS
Neurosciences Centre of Excellence

2.

Invest in People

3.

Establish integrated and comprehensive
neurosciences care / services across the
continuum

4. Develop infrastructure to support
leading edge changes in best practices in
neurosciences
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This exhibit shows neurosciences inpatient
days under three scenarios: 1) simple
demographic forecast where resources
increase with population growth and aging;
2) demographic forecast reduced by 1 percent
per year for miscellaneous efficiency
improvements; and, 3) demographic forecast
with age standardized admissions per capita
falling gradually to the 2013/14 provincial
average over the next 10 years.

Burns and Trauma

Hamilton Health Sciences Stage 1A Submission

Main Data Findings
The main data findings summarized below were presented by PSG to the Burns and Trauma
group during the PCWG process and informed the development of the future state vision and
opportunities which follow below.
1. The HHS population has high admission rates for Adult Regional Trauma care
Actual to expected ratios of inpatient days, admissions
and length of stay for Adult Regional Burns and Trauma

			
Adult Regional
Inpatient
Inpatient

Inpatient 			

ALC LOS

Days per

ALC

ALC

per ALC

Days

Admissions

Admission

Days

Patients

Patient

Trauma

1.21

1.24

0.96

1.06

1.05

0.99

Burns

1.31

1.09

1.05

0.84

0.18

6.64

Program

Adult regional Trauma program had 21
percent more inpatient days than expected at
Ontario’s age standardized 50th percentile.
Put differently, HHS used roughly 14 more beds
than expected at the provincial median, and
24 more beds than expected at the provincial
25th percentile. Once admitted, HHS’ trauma
patients had 4 percent shorter lengths of stay
and 6 percent more ALC days than expected.

less reliable because the program is highly
specialized and relatively small. Of HHS
roughly 90 adult burn admissions, only 27
were from the local Hamilton population;
the remainder were for residents of 24 other
subLHINs. Population based estimates of
hospital use for small programs can be
unreliable due to small counts. For example, a
subLHIN with 3 burn admissions can appear
to have 50 percent higher hospital use if the
expected was 2 admissions.

The table shows the same statistics for
HHS’ Burns program, but these results are

2. Social Determinants of Health matter for planning HHS Trauma services and resources
Actual and expected HHS Trauma inpatient resource use by
socio-economic and cultural (SEC) risk

			

Inpatient 			

ALC LOS

Inpatient

Inpatient

Days per

ALC

ALC

per ALC

Days

Admissions

Admission

Days

Patients

Patient

SEC risk: Low

1.14

1.20

0.96

1.01

0.99

1.08

SEC risk: High

1.49

1.57

1.01

1.25

1.36

0.97

HHS Trauma Total

1.21

1.24

0.96

1.06

1.05

0.99

HHS Trauma
Program

This table shows HHS Trauma program
resource use relative to expected at the
provincial age-adjusted 50th percentile. In

the table’s last row, we see that HHS total
trauma inpatient days were 21 percent higher
than expected.
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HHS high risk populations have 57 percent
more admissions than expected while
the low risk populations have 20 percent
more. HHS trauma patients from high risk
communities were also more likely to have
ALC days.
These findings imply a need to examine
opportunities to reduce the risk of trauma in
HHS’s high risk communities.

3. HHS Trauma inpatients had more than expected ICU use
Actual and expected ICU days, 2013/14
		
Adult Regional 		

ICU Days			 ICU Admissions			ICU Days per ICU Admission
Actual Actual /		
Actual Actual /			
Actual Actual /

Program

Actual

Expected

Expected

Trauma

3,964

270

1.07

Actual Expected
685

This table shows actual and expected ICU
days by HHS trauma patients. Expected
is the teaching hospital average ICU days,
controlling for age and case mix using
the HIG method2. Together, HHS’ trauma

Actual

1.17

5.8

Expected Expected
-191

0.95

in the intensive care unit. This corresponds
to roughly 1 more ICU bed at the 75 percent
occupancy rate planning standard. HHS
trauma patients were 17 more likely to be
admitted to the ICU but had on average 5
percent fewer days in the ICU once admitted.

patients had 7 percent, or 270, more days

2

100

Expected

HIG is the HBAM inpatient grouper which is an adaptation of CIHI CMG+ case mix grouper.
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The SEC index is a community-based
measure of morbidity risk that includes
income, housing stability, and the proportion
of the population that: lives alone; are single,
widowed, or divorced; are recent immigrants;
and self-identify as visible minorities. The
table also shows actual to expected ratios by
SEC risk group. HHS’ high risk populations
have 1.49 times the expected inpatient days
for trauma while the low risk populations
have 1.14 times the expected.

4. HHS could reduce inpatient burn admissions if patients’ local hospitals admitted ‘minor’
burn cases

Hamilton Health Sciences Stage 1A Submission

HHS catchment population and market share for <10% body surface burns, 2013/14
Burn Admissions, <10% of Body Surface Involved
Catchment:

Regional Volume
to HHS

Region (subLHIN)

Hamilton Outer Core
Hamilton Urban Core
Haldimand and Norfolk
Urban Waterloo & Rural Waterloo South
Urban Guelph
West Niagara
Essex
Rural Wellington
Brant and Brantford
Burlington
South Niagara
Rural Waterloo
New Credit and Six Nations
North Niagara
Glanbrook
Dundas
Other Regions
Total, Province

13
9
7
4
3
4
1
3
3
3
1
1
1
2
1
2
6
64

Market Share:

Regional Share of
Total to HHS

Regional Volume
to Any Hospital

HHS Share of
Total in Region

20%
14%
11%
6%
5%
6%
2%
5%
5%
5%
2%
2%
2%
3%
2%
3%
9%
100%

16
14
11
11
5
5
11
3
5
6
1
1
1
8
1
2
434
545

81%
64%
64%
36%
60%
80%
9%
100%
60%
50%
100%
100%
100%
25%
100%
100%
1%
12%

Data Source: DAD 2013/14

SubLHINs where HHS had less than 65%
market share for low body coverage burns
are highlighted in the table. HHS had 29

admissions from these subLHINs. These
might be avoided if local hospitals had the
capacity to care low intensity burn patients.

5. HHS Burns and Trauma programs are expected to grow more slowly than the HHS Adult
Regional program average
Demographic forecast of HHS burn and trauma beds
Simple Demographic Forecast

Burns and Trauma

Estimated		
			
Beds				
New Beds
2013/14*
5 years
10 years
20 years
in 20 Years

20 year
Forecast
Growth

Burns

4

4

4

5

1

31%

Trauma Only, ISS < 12

5

6

6

7

2

36%

Trauma Only, ISS > 15

16

18

20

24

7

43%

Trauma Only, ISS 12 to 15

2

3

3

3

1

31%

Burns and Trauma Total

27

31

33

39

11

44%

Adult Regional Total

308

342

381

472

164

53%

HHS Acute IP Total

1,001

1,085

1,188

1,454

453

45%

*based on IP days and 90% occupancy
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In support of the above vision, the Burns and
Trauma PCWG developed the following four
opportunities for HHS:

Future State Vision: World Leaders in Best
Practice, Education and Research for the care
of Burns and Trauma … Positive patient and
family experience achieved through timely
access to quality care across the continuum,
leading to maximum recovery.

1.

Develop a regional Rehabilitation
Collaborative Model for Burns and Trauma
(vertical integration). See description below.

2.

Burns and Trauma education, research, and
publications

3.

In collaboration with regional and
provincial partners, standardize burns and
trauma care through the development of
patient and family-Centred policies and
procedures

4.

Innovation and state of the art technology,
devices, and equipment with delivery of
cutting edge patient care

Future State: New Service Delivery Model For Acquired Brain Injury Program
The Acquired Brain injury (ABI) Program
at Hamilton Health Sciences’ Regional
Rehabilitation Centre serves the rehabilitation
needs of adults with acquired brain injuries
and their families. The program provides
specialized care to provincial, regional and
local patients and spans the spectrum of
service including: inpatient rehabilitation units,
outpatient clinics, community outreach and
consultative services.

Neurobehavioural Unit can be lengthy.
This issue is compounded by a significant
lack of resources and discharge options
throughout the province. A portion of
the individuals who are treated on the
Neurobehavioural Unit will require long
term specialized support while others
could remain in the community with
enhanced outreach services. Additional
challenges related to addictions and lack
of resources in this area remain prominent.
The FY 15/16 YTD February data points
to a need for an additional 4.5 beds to
support this patient population and to
improve wait times for patient access to
these services. We know that in order to
better serve this patient population will
require enhanced Neuropsychology and
Behavioral Therapy Human Resources.

There are currently 30 inpatient ABI beds at
the Regional Rehabilitation Centre comprised
of 3 sub-programs serving both regional and
provincial patients.
The Neurobehavioural Program is a 12
bed provincial program responding to
the needs of individuals with ABI who
display challenging behavioural and/or
mental health issues. This program treats
the most complex patients in the province
who’s behavioural and mental health
issues prevent them from participating
in conventional rehabilitation programs.
Due to the complexity of this patient
population, wait lists for admission to the

The Slow-to-Recover Program is a 6 bed
provincial program which treats individuals
who have experienced a severe acquired
brain injury and are unable to access
services in their home communities.
Individuals in this program must be
medically stable, have a GCS of less than
53
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The trauma program is expected to need
10 additional beds over the next 20 years
based on population growth. The burns
and trauma programs are expected to grow
more slowly than the adult regional average,
since the average age of burns and trauma
patients is less than that of the neurosciences,
cardiac, and vascular programs. HHS’s senior
populations are growing much faster than the
younger populations.
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9/15, be able to respond to specific stimuli
such as pain, speech, visual tracking
and purposeful movements and have a
sitting tolerance of at least 2 hours per
day. Due to the complexity of this patient
population, current challenges include
suitable discharge environments as well
as complications while waiting rehab i.e.
increased tone, skin and wound care,
etc. Current FY 15/16 YTD February data
indicates that a 1 bed increase is required
to support this patient population and to
improve wait times. Looking to the future,
this patient population may be served in a
specialized Long Term Care environment
with the support of a specialized ABI team.

brain injuries. Referrals are typically
received from both the HNHB and
Waterloo Wellington LHINs as well as
directly from the acute units at the
Hamilton General Hospital. Substantial
work has already been completed to
improve access to these beds and flow
between the HGH and rehabilitation
has been quite successful in this subpopulation. Current challenges remain;
however, with respect to patients not
rehab ready due to medical instability,
patients who may be transient with no
fixed discharge plan, ALC patients who
exhibit a level of behaviour which may
preclude them from a viable discharge
environment, as well as a growing number
of seniors whose cognitive issues prevent
them from receiving support in a geriatric
facility. Current FY 15/16 YTD February
data indicates a 1 bed increase is required
to support the patient population and to
improve access and wait times.

The Community Reintegration Unit is an 18
bed program which assists individuals with
ABI to develop a level of independence
sufficient for re-integration into the
community.
Functional life skills training are provided
for individuals with moderate acquired
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Access to the Neurobehavioural and
Slow-to-Recover Program is impacted
by complexity of patient and lack of
suitable discharge options and support
throughout the province



Co-morbid conditions such as mental
health and addictions present significant
challenges for these patients with
respect to treatment and long term
discharge options



Suitable housing and support living
environments for individuals with ABI
contribute to ALC rates impacting our
ability to flow patients



Individuals requiring medical stability and
awaiting rehab are at risk for increased
tone, spasticity, deconditioning as well as
increased agitation and behaviour



Community hospitals do not have the
expertise or capacity to successfully
manage complex brain injured individuals



Individuals who may be transient or lack
community support present challenges
with respect to suitable discharge
environments



It is anticipated that a growing number
of seniors with cognitive and behavioural
issues will require support. There
currently lacks sufficient support in this
area



Potential impacts related to changes in
the auto insurance legislation will place
additional pressures on the publically
funded ABI Programs in the province

and timely transition into the community.
In addition to this support, a specialized
interdisciplinary team may be developed
to respond to the needs of individuals
with ABI across the spectrum of care.
This team would consist of Occupational
Therapy, Physiotherapy, Behaviour
Therapy, and Rehabilitation Therapy
with physician consultation as well as
consultation from Psychology. The team
would also consist of a Community
Intervention Coordinator to ensure
efficient case management.
This team would be able to assess
and provide recommendations and
support to patients and their teams at
the HGH as well as those in community
hospitals in the HNHB and Waterloo
Wellington LHINs. Treatment would
focus on increasing levels of functioning,
maintaining skin integrity, ensuring
that complications related to tone and
spasticity are addressed while also
addressing any cognitive/behavioural
concerns. This team would focus
on increasing patient readiness for
rehabilitation or providing sufficient
support so that specialized rehab would
not be necessary.
In addition, the team would focus on
transitioning patients into the community,
building capacity upon discharge with
community partners while ensuring
that gains obtained during rehab are
generalized.
2.

To address these gaps the following changes
to the Model of Care and strengthening
partnerships are required;
1.

Enhanced Outreach Support – the
development of the transitional outreach
program has been a valuable tool to
ensure that patients receive functional
55

Formalized Partnerships with Addictions/
Mental Health/Housing – Clinical best
practice in ABI indicates that concurrent
treatment with co-morbid conditions
such as addictions is essential to ensure
that patients can maximize benefit from
rehab and sustain gains. Formalized
partnerships will ensure that patients with
ABI have access and can benefit from
these other services. Emphasis must be
placed on cross-training and education so
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Summary of Gaps in Current State

4. Transitional Step Down - Consideration
may be given towards an integration
between acute neurosurgery and ABI
Rehab for medically complex rehab
patients. A transitional step down
model of care would by co-managed
by neurosurgeons and ABI physicians
on the ABI Rehab Unit. This integrated
model would have the potential to
better flow patients from acute, allow
patients to participate earlier in rehab
as their medical issues resolve while also
increasing the rehab nursing capacity in
order to safely manage these individuals.

Hamilton Health Sciences Stage 1A Submission

that each organization and program feel
comfortable and supported in meeting
the needs of these individuals.
3.

Increased Neuropsychological Support
– the opportunity for early cognitive
screening and recommendations provides
patients with much needed direction
that will shorten or avoid hospital
admissions, and increase the likelihood of
an individual’s ability to return to work,
school, driving as well as their ability to
return to meaningful roles in their lives.
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HHS is committed to ensuring the right
care is delivered to the right patient in the
right place. In this context, the Regional
Adult Care portfolio have identified the
need to transition patients requiring Long
Term Ventilation from critical care to a more
appropriate setting such as Rehabilitation.

home. However, there will remain those
patients who are not able to be weaned from
ventilation and will require the extensive
training and support to safely transition to
their home destination on ventilation.
In both these scenarios, it is recognized that
the ICU environment is not ideal for this
kind of “transitional” care. Based on this
and a review of the volumes over the last
3 years (both HGH and JHC), we propose
a 5 bed (4 beds at 80% occupancy = 5
beds) transitional unit be established in
the Rehab Center to consolidate care and
accommodate these patient populations.
In addition, it would address the inevitable
growth within our Rehab program as we
begin to provide more of the rehabilitative
services for many of our ventilated patients
such as Trauma, Burns and CNS disorders.

Long Term Ventilation (LTV) is defined
as mechanical ventilation (both invasive
and non-invasive) that extends beyond 21
days. Patients requiring LTV have a range
of diagnosis from Post Trauma injury
to degenerative disorders such as ALS.
The needs of patients requiring ongoing
ventilation are highly complex and at this
point services/support in the community
are lacking. Therefore, it is crucial to wean
patients from ventilation as early as possible
in an environment that allows them and
their families to adjust to their transition

All Ventilation Days Bed Equivalents (Includes: Invasive Mechanical, Non Invasive
Mechanical, Supplementary Ventilation)
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New Service Delivery Model: Future State for Utilization and Management of
Long Term Ventilated Beds
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Cardiac and Vascular
Future State Vision: The ‘Hamilton Cardiac and Vascular Institute’ – the leading
cardiac and vascular center in Canada providing world class care.
•

The cardiac vascular centre should be fully integrated with partners within
HHS and the community

•

The centre should be accessible and understood by the community

In support of the above vision, the Cardiac
and Vascular PCWG developed the following
four opportunities for HHS:
1.

Integrate cardiac, vascular medicine,
and surgery into a single cardiovascular
program

2.

Integrate into a central core of services
aligned with other centres of excellence

3.

To integrate with partner hospitals, where
HHS provides tertiary and quaternary
level of care to higher risk patients,
while the primary and secondary care
is provided by partner hospitals in the
community

4. To proactively manage high-risk patients’
care at home
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B. Cancer Patient Care

The main data findings summarized below were presented by PSG to the Cancer group during
the PCWG process and informed the development of the future state vision and opportunities
which follow below.
1. The HHS local population has lower health status than the HNHB LHIN and Ontario
Averages
City of Hamilton Resident Characteristics, relative to HNHB LHIN and Ontario averages3
Ratio of Hamilton to:

		
Characteristics
Topic
Well-being
Health
Conditions
Health
Behaviours

Effectiveness

City of Hamilton
Health Unit

HNHB LHIN
Average

Ontario
Average

Perceived health; very good or excellent (%)

58

0.98

0.96

Overweight or obese (%)

60

1.01

1.15

Diabetes (%)

7.5

1.00

1.14

Injury hospitalization (rate)

485

1.00

1.19

Lung cancer incidence (rate)

57

1.03

1.16

Current smoker; daily (%)

17

1.00

1.19

Heavy drinking (%)

20.1

1.01

1.21

Ambulatory care sensitive conditions (rate)

330

1.09

1.23

Potentially avoidable mortality (rate)

199

1.01

1.15

Avoidable mortality from preventable causes (rate)

127

1.00

1.17

Avoidable mortality from treatable causes (rate)

73

1.01

1.11

Deaths

Premature mortality (rate)

277

1.02

1.16

Living/Working
Conditions

Low income (%)

18

1.34

1.26

Children <18 living in low income families (%)

23

1.37

1.33

Rates are per 100,000 population

2. The HHS population has the provincial average inpatient hospital resource use for Cancer Care
Actual and expected use of hospital resources, by SEC group
Socio-Economic and
Cultural Risk Group

Total		
Inpatient
Inpatient
Days
Admissions

Inpatient 			
Days per		 ALC
Admission		 Patients

ALC Days
per ALC
Patient

Low Risk (SEC 1&2)
High Risk (SEC 3&4)

0.97
1.34

0.90
1.13

1.19		
1.31		

1.74
2.04

0.78
1.18

All HHS Population

1.03

0.94

1.23		

1.87

0.88

This table shows HHS resource use relative to
expected at the provincial age-adjusted 50th
percentile. In the table’s last row, we see
that HHS total Cancer Care inpatient days
were 3 percent higher than expected, due to
6 percent fewer admissions than expected
3

and 23 percent longer lengths of stay per
admission. Overall admission rates to HHS for
cancer care are less than expected, but once
admitted, HHS cancer patients stay longer
than expected and are more likely to have
ALC days.

Statistics Canada. 2013. Health Profile. Statistics Canada Catalogue no. 82-228-XWE. Ottawa. Released December 12 2013.
http://www12.statcan.gc.ca/health-sante/82-228/index.cfm?Lang=E
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Main Data Findings
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The table also shows actual to expected
ratios by socio-economic and cultural (SEC)
risk group. The SEC index is a communitybased measure of morbidity risk that
includes income, housing stability, and the
proportion of the population that: lives

alone; are single, widowed, or divorced; are
recent immigrants; and self-identify as visible
minorities. HHS’ high risk populations have
34 more Cancer Care inpatient days than
expected while the low risk populations had
3 percent less than expected the expected.

A Focus on Six Cancer Sites
Overall admission rates for the six cancer
sites are less than expected in the HNHB
LHIN, but vary by site and subLHIN

In this section, we examine hospital use for
the following six cancer sites:
1.
2.
3.
4.
5.
6.

Breast
Colon
Gynecologic
Hematologic
Lung

This table shows actual and expected acute
inpatient admissions for each of the six
cancer sites by HNHB subLHIN. The high HHS
market share subLHINs are bolded. Three

Prostate

years of admissions are included to increase
the sample size.
Breast

HNHB subLHIN
Ancaster

Colon

Gynecologic

Hematologic

Lung

Prostate

Admits

A/E

Admits

A/E

Admits

A/E

Admits

A/E

Admits

A/E

Admits

A/E

26

0.90

50

0.91

26

0.82

48

0.84

30

0.52

60

1.46

Brant and Brantford

137

1.19

190

0.87

122

0.97

190

0.86

276

1.12

141

0.90

Burlington

228

1.44

308

1.00

141

0.86

291

0.96

303

0.89

217

1.00

Dundas

23

0.76

49

1.03

21

0.79

34

0.72

56

0.95

23

0.66

East Niagara

101

0.97

201

0.96

125

1.11

188

0.92

290

1.24

128

0.89

Flamborough

38

1.22

55

0.96

27

0.76

46

0.76

59

0.97

48

1.08

Glanbrook

10

0.55

51

1.48

25

1.18

45

1.24

44

1.16

30

1.11

Haldimand and
Norfolk

87

1.00

204

1.23

89

0.95

122

0.73

187

1.00

129

1.08

Hamilton Outer Core

185

0.91

378

0.95

179

0.81

356

0.91

447

1.03

204

0.75

Hamilton Urban Core

63

0.70

179

1.05

78

0.79

162

0.96

263

1.26

73

0.69

North Niagara

144

0.92

303

0.97

138

0.81

248

0.80

324

0.93

188

0.84

South Niagara

121

1.38

183

1.03

90

0.97

123

0.73

189

0.98

103

0.84

Stoney Creek

55

1.01

107

1.06

43

0.70

96

0.92

110

0.95

78

1.05

West Niagara
HNHB Total

56

1.10

100

1.03

55

0.98

91

0.93

102

0.99

66

0.90

1,274

1.05

2,358

1.00

1,159

0.88

2,040

0.87

2,680

1.02

1,488

0.90

source: DAD 2011/12, 2012/13, 2013/14

The HNHB population has higher inpatient
admission rates for breast and lung cancers,
and lower rates for colon, gynaecologic,
hematologic and prostate cancer.

which is 26 percent higher than the
provincial average. Admission rates in the
Urban and Outer Cores for all other cancers
except Colon are less than expected. Shown
in the table below, the combined admission
rate for the six cancer sites in the Urban and
Outer Cores is 7 percent less than expected.

The Hamilton Urban Core has the LHIN’s
highest admission rate for Lung cancer,
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Actual to Expected Admissions by Cancer Site in the Hamilton Urban and
Outer Cores, by SEC risk group
Colon

Admits

A/E

Admits

Low

167

0.90

High

81

0.75

248

0.84

All

Gynaecologic

Hematologic

A/E

Admits

A/E

Admits

368

1.05

181

0.88

189

0.87

76

0.67

557

0.98

257

0.81

The table’s above last column shows that
the low risk population has 2 percent fewer
cancer admissions than expected while the
high risk population has 16 percent fewer
cancer admissions than expected. This is
an interesting finding since it is the only

Lung

A/E

Admits

373

1.04

145

0.72

518

0.92

Prostate
A/E

Admits

408

1.12

302

1.09

710

1.11

All

A/E

Admits

196

0.76

1,693

0.98

81

0.67

874

0.84

277

0.73

2,567

0.93

HHS activity reviewed through the SEC lens
that shows less use among the high risk
population than the low risk population.
More analysis is needed to understand this
phenomenon.

Adult admission rates for the six cancer sites and socio-economic and cultural risk

The combined admission rates for the six
cancer sites are generally low across the HHS
communities; all HHS communities except

the Urban Core and Glanbrook are at or
below the 25th percentile.
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A/E

Hamilton Health Sciences Stage 1A Submission

Breast
SEC Risk Group
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Lung cancer admission rates and socio-economic and cultural risk

Admission rates for lung cancer are near or above the provincial 75th percentile in Dundas,
Glanbrook, and the Urban Core.
Future State Vision
Provide seamless, integrated care along the
continuum, where patients and families are
partners. Demonstrated through excellence
in knowledge transfer, knowledge generation,
and a culture for innovation and value.
In support of the above vision, the Cancer
Patient Care PCWG developed the following
five opportunities for HHS:
1.

2.

3.

Establish a patient-Centred and led care
delivery model
o

Patient and family activation

o

Understanding of patient values
and goals

o

Patient and family education

o

Supportive tools and methodologies

Develop new integrated models of care
across the continuum
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o

Integrate cancer care with community
/ primary care

o

Systematize pathway processes
and navigation

o

New tools to assess needs and assist
provider actions

o

Interprofessional role and team
development and coordination

Conduct research that has high scientific
and health systems-related return on
investment
o

Within research continuum, seek
opportunities for excellence

o

Ensure excellence within clinical and
health services research

o

Integrate evidence generation and
evidence application

o

Develop research strategies for
novel therapeutics

o

Molecular medicine: risk, diagnostics,
therapeutics

o

Diagnostic imaging: functional and
therapeutic interventions

o

Electronic systems: records,
communication, tools

o

Linkages with patient / family
Centredness

5.
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Develop strategies to address inequity
o

Systematize processes to recognize,
assess, and record disparities

o

Patient and population levels

o

Roles of community partnerships

o

Distinct issues associated with
prevention and screening

Hamilton Health Sciences Stage 1A Submission

4. Leaders in technological advancements,
improving the health of our current
patients and population at large
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C. Children’s and Women’s Reproductive Health
Building for the Future

The Children’s Health sub-PCWG identified
the following future state vision and key
supporting elements.

•

Future State Vision

Assess the space and resource
requirements of our rapidly growing
children’s hospital:

World renowned leaders in Children’s Health,
through effective partnerships, integrated
community connections providing a
seamless service delivery.

• Opportunities for shared resources /
infrastructure with other programs /
facilities
• Room to grow – purpose-built space

Beyond Our Walls
•

•

In support of the above vision and change,
the Children’s Health sub-PCWG developed
the following three opportunities for HHS:

Influence the determinants of health and
be advocates:
• Health Literacy:
 Obesity prevention and physical
literacy
 Immunization
 Smoking avoidance – cessation

1.

For the McMaster Children’s Hospital to
shape care beyond our walls through the
development of evidence-based practice
across the care continuum (home care
and community hospitals)

Develop and lead implementation of
evidence-based, standardized practices
across the system:

2.

Develop a focused / specialized practice
for child and youth service provision
model of care

• Streamlined and seamless – care when
kids need it, where they need it
• Develop networks of care across the
system
• Specialized pediatric home care
services with community partners

3.

Develop a network of care for children
and youth

The Women’s Reproductive Health subPCWG identified the following guiding
principles to support the future state vision
(below):

Raising The Bar
•

•

•

Address Gaps in Care: Child and Youth
Mental Health Program becomes a
Centre of Excellence

Care should occur in home and
community – care where people live;

•

Develop programs in rehabilitation,
palliative care, respite care, regional
coordination of chronic complex care,
and further specialization of care
provision.

Care must be standardized, evidencebased, responsive, planned with
community partners, and include
prenatal care; and,

•

Mothers and babies must remain
together whenever possible.
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Further, this PCWG discussed the hub and
spoke model and emphasize that HHS, as
a hub, will continue to provide high-risk
obstetrics, while matching appropriate
resources to level of acuity. In parallel, HHS
will build community (spoke) capacity by
playing an active leadership role in sharing
expertise, enhancing inter-professional
relationships, and optimizing midwives’
scope of practice.

In support of the above vision and change,
the Women’s Reproductive Health subPCWG developed the following three
opportunities for HHS:

It will be crucial to partner with community
services to provide more community-based
and home-based care, for example, alternate
housing for mothers who need prenatal
monitoring and home phototherapy and IV
antibiotics. Developing a satellite prenatal/
postnatal care clinic in the Hamilton urban
core would be a model based on socioeconomic factors and would promote early
prevention and detection of high risk factors.
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1.

Lead, support and influence stakeholders
in promoting a comprehensive
preconception care model (healthy living
and lifestyle) particularly focused on
high-risk populations that is grounded in
the best available evidence

2.

For HHS Maternal Fetal Medicine (MFM)
to develop an outreach service with
community partners and clinics.

3.

Continue to centralize high risk activity
to Hamilton Health Sciences – Level III
Centre, while matching appropriate
resources to level of acuity for low and
med OB, ensuring that mom and baby
dyad remain together.
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Future State Vision

D. Community Patient Care
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Main Data Findings
The main data findings summarized below were presented by PSG to the Community Patient
Care group during the PCWG process and informed the development of the future state vision
and opportunities which follow below.
1. The HHS local population has lower health status and higher risk factors than the HNHB
and Ontario Averages
City of Hamilton Resident Characteristics, relative to HNHB and Ontario averages4

Ratio of Hamilton to:
		
Characteristics
Topic
Well-being
Health
Conditions

Health
Behaviours

Effectiveness

City of Hamilton
Health Unit

HNHB LHIN
Average

Ontario
Average

Perceived health; very good or excellent (%)

58

0.98

0.96

Overweight or obese (%)

60

1.01

1.15

Diabetes (%)

7.5

1.00

1.14

Injury hospitalization (rate)

485

1.00

1.19

Lung cancer incidence (rate)

57

1.03

1.16

Current smoker; daily (%)

17

1.00

1.19

Heavy drinking (%)

20.1

1.01

1.21

Ambulatory care sensitive conditions (rate)

330

1.09

1.23

Potentially avoidable mortality (rate)

199

1.01

1.15

Avoidable mortality from preventable causes (rate)

127

1.00

1.17

Avoidable mortality from treatable causes (rate)

73

1.01

1.11

Deaths

Premature mortality (rate)

277

1.02

1.16

Living/Working
Conditions

Low income (%)

18

1.34

1.26

Children <18 living in low income families (%)

23

1.37

1.33

Rates are per 100,000 population

2. The HHS population are high users of inpatient hospital resources
Actual and expected use of hospital resources, by SEC group
Community Patient Care 			

Actual / Expected at 50th PCTL

Total		
Socio-Economic and

Inpatient

Inpatient

Cultural Risk Group

Days

Admissions

Inpatient 			

ALC LOS

Days per		

per ALC

ALC

Admission		 Patients

Patient

Low Risk (SEC 1&2)

1.15

1.09

1.08		

1.20

1.23

High Risk (SEC 3&4)

1.91

1.60

1.15		

1.46

1.18

All HHS Population

1.28

1.20

1.10		

1.28

1.18

Statistics Canada. 2013. Health Profile. Statistics Canada Catalogue no. 82-228-XWE. Ottawa. Released December 12 2013.
http://www12.statcan.gc.ca/health-sante/82-228/index.cfm?Lang=E
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includes income, housing stability, and the
proportion of the population that: lives
alone; are single, widowed, or divorced; are
recent immigrants; and self-identify as visible
minorities. HHS’ high risk populations have
1.91 times the expected inpatient days for
Community Patient Care while the low risk
populations have 1.15 times the expected.

The table also shows actual to expected
ratios by socio-economic and cultural (SEC)
risk group. The SEC index is a communitybased measure of morbidity risk that

These findings imply a need to target HHS’s
high risk communities and population
segments with improvement initiatives.

3. Geography and socio-economic and cultural risk factor are important dimensions for
planning HHS services
This exhibit shows age-standardized
‘prevention sensitive admissions’ per 100,000
adult population by Ontario planning
region (subLHIN) against the proportion
of the region’s population in the highest
SEC risk groups. We defined prevention
sensitive admissions using the US Agency for
Healthcare Research and Quality’s (AHRQ)
Prevention Quality Indicators (PQIs)5 for

Uncontrolled diabetes without
complications

3.

Diabetes with lower-extremity
amputation

4. COPD

chronic conditions, which include:
1.

2.

Diabetes: with short- or long-term
complications;

5.

Asthma

6.

Hypertension

7.

Heart failure

8.

Angina without a cardiac procedure

Hospital use for ambulatory care sensitive chronic conditions and SEC risk

5

Available at: http://www.qualityindicators.ahrq.gov/modules/PQI_TechSpec.aspx
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This table shows HHS resource use relative to
expected at the provincial age-adjusted 50th
percentile. In the table’s last row, we see that
HHS total Community Patient Care inpatient
days were 28, percent higher than expected,
due to 20 percent more admissions than
expected and 10 percent longer lengths of
stay per admission.
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There is wide variation across Ontario and
across the HHS communities. Hamilton Urban
Core has Ontario’s highest use for the AHRQ
chronic conditions. Other HHS communities,
including Ancaster, West Niagara, Dundas,
and Burlington have very low hospital use

for these conditions. Since the AHRQ PQIs
‘provide insight into the community health
care system or services outside the hospital
setting’ these results can identify where
community resources need to be improved
or better coordinated.

4. Efforts to reduce admission rates and length of stay could have important implications for
future HHS resources
Future HHS Community Patient Care days under three forecast scenarios

This exhibit shows Community Patient Care
inpatient days under three scenarios:
•

Scenario 1: simple demographic forecast
where resources increase with population
growth and aging

•

Scenario 2: demographic forecast with
age standardized inpatient days per
capita falling to the 2013/14 provincial
median over the next 10 years

•

Scenario 3: demographic forecast with
age standardized inpatient days per
capita falling to the 2013/14 provincial
75th percentile over the next 10 years

These scenarios are shown to demonstrate
the importance of planning assumptions for
future resource estimates. For example, the
simple demographic forecast implies a need
for roughly 215 new adult Community Patient
Care beds over the next 20 years. However,
scenario 3 shows that if HHS achieved
today’s provincial median rate for, it would
need only about 90 new beds, and none over
the next 10 years.
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Reducing Health Disparities requires a broad focus6

This exhibit demonstrates that improving
health and reducing health disparities
requires improving the social and economic
circumstances of the HHS population, in
addition to improving the organization and
delivery of health services.

o Early intervention and treatment
o Self-management
o Access to services
•

Primary Care, the reform of which is
coming to Ontario which presents an
opportunity for HHS to lead:
o Family physicians want to reintegrated
with specialist colleagues
o Create effective collaboration and
partnerships – daily community

•

Care providers work together for optimal
patient and family experience and
outcomes

•

Planning includes all Community Partners

•

Social Determinants of Health are
addressed, especially in Hamilton’s highneed urban core

Future State Vision
The future state of community patient care
at HHS is defined as a sustainable, integrated,
patient- and family- Centred care system
for the communities of Hamilton and West
Niagara. Further, this PCWG identified the
following essential elements of an integrated
system:
•

6

Patient- and Family- Centred
o Empowerment
o Prevention
o Early detection

http://www.commissiononhealth.org/PDF/ObstaclesToHealth-Report.pdf

69

Hamilton Health Sciences Stage 1A Submission

5. Improving outcomes for the HHS population will involve multiple health and social service
providers and economic development
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•

Redesign the process of inpatient care

Empowerment

•

Effective use of technology
o Patient tells his/her story only once
o Eliminate duplication
o Enable transitions that are safe
o Medication safety

•

•

Engage and support patients and
families in health coaching and selfmanagement

Building Connectivity

Shared governance: imaging designing
a new system with our partners,
community agencies, patients, and
their families
o Create a shared vision
o Define the role of HHS and other
hospitals
o LHIN and Hamilton and West Niagara
structures for integration
o Need shared leadership platforms
o Our opportunity to help lead this
provincial initiative
o Provide services where people need
them – Hamilton, urban core, outer
core, Dundas
o A central access point for a range of
needed health and social services,
along with culture, recreational, and
green spaces to nourish community life

•

Connecting physicians and other
specialty services

•

Shared care plans

•

Standardized end-of-life care

•

Coordinated, integrated access

Looking Inward

In order to support the future state vision for
community patient care, making real change
will require:

•

We only admit patients who need acute
level of care

•

Admitted patients are streamed to the
right location with the right level of care

•

We have the safest, high quality
medication system

•

We maximize the skill set and scope of
practice of all health care providers

•

Rethink traditional care models

In support of the above vision and change,
the Community Patient Care PCWG
developed the following three opportunities
for HHS:

Population Health Focus
•

Enhanced local and regional patient
population analyses

1.

Develop coordinated and integrated
access

•

Identify and focus on at-risk and rising
risk population segments

2.

Develop new models of care

3.

Develop a population health focus
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The Community Surgical Care PCWG identified opportunities for surgical disciplines that do
not serve a regional function. More specifically, that includes general surgery, gynecology, oral
surgery and dental surgery, orthopedics, otolaryngology, plastics, and urology.
Main Data Findings
The main data findings summarized below were presented by PSG to the Community Surgical
Care group during the PCWG process and informed the development of the future state vision
and opportunities which follow below.
1. Some HHS communities have very high hospital use for community surgical care
Age standardized inpatient days per capita for community surgical care by subLHIN, 2013/14

Hamilton urban core, Hamilton outer core,
Dundas, Glanbrook, and Stoney Creek are
all at or above the 75th percentile rate of

inpatient days per capita. These findings imply
that there is a potential to reduce community
surgical care resource use over time.

2. Social Determinants of Health matter for planning Community Surgical Care
Actual and expected HHS community surgical care resource use
		
Actual / Expected at 50th PCTL
Total				
ALC LOS
Socio-Economic and Cultural Risk
Inpatient
Inpatient
Inpatient
ALC
per ALC
Group
Days
Admissions Days per Admission Patients Patient
Low Risk (SEC 1&2)

1.25

1.11

1.20

2.00

0.81

High Risk (SEC 3&4)

1.92

1.62

1.18

2.28

0.94

All HHS Population

1.36

1.18

1.21

2.04

0.81
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E. Community Surgical Care
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This table shows HHS resource use relative to
expected at the provincial age-adjusted 50th
percentile. In the table’s last row, we see that
HHS total community surgical care inpatient
days were 36 percent higher than expected.
This was a combination of 18 percent more
admissions than expected and 21 percent
longer length of stay per admission. HHS
community surgical care patients are twice
as likely to have ALC days. Strategies to

reduce admission rates over time may be
different from those aimed at reducing LOS
per admission.
The table also shows actual to expected ratios
by socio-economic and cultural risk group.
HHS’ high risk populations have 92 percent
more inpatient days than expected while the
low risk population have 25 percent more days
than expected.

3. HHS Community Surgical Care patients had higher than expected ICU use
Actual and expected ICU days, 2013/14
			

ICU Days

			

Actual -

Actual /

Procedure Group

Actual

Expected

Expected

Expected

Total Community Surgical Care

3,367

2,217

1,150

1.5

SEC Risk Group: Low

2,358

1,643

715

1.4

SEC Risk Group: High

1,009

574

435

1.8

This table shows actual and expected
ICU use by the community patient care
population. Expected is the provincial
average ICU days, controlling for age and
procedure. HHS had 50 per cent more ICU
days than expected, or 1,150 more days. This

is roughly four beds at the planning standard
75 per cent occupancy rate. Not shown
in the table, HHS’s higher than expected
ICU days are due to higher than expected
ICU admissions and not due to longer ICU
lengths of stay.
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4. The high use of HHS resources for Community Surgical Care has important implications
for planning

Future State Vision

This exhibit shows community surgical
care inpatient days under three forecast
scenarios: 1) simple demographic forecast
where resources increase with population
growth and aging; 2) demographic forecast
with a 1 percent ‘efficiency’ improvement
per year; and, 3) demographic forecast with
length of stay per admission falling gradually
to the 25th percentile over the next 10 years.

By being leaders in surgical care, we create
exceptional patient-centred experiences
throughout the surgical continuum of care.
The basis of our success is our abilities to
have informed and engaged patients who
understand their conditions or disease,
who are offered choices that align with
their goals, and are partners with their
caregivers in the management of their
surgical experience. We aspire to leverage
the strengths and opportunities with our
community partners. We are renowned
globally for our innovative approaches and
practices and commitment to continuously
improve and innovate and therefore attract
the best and brightest people in the surgical
field. We use our resources to pursue
excellence, integration, innovation in surgery.
Our surgical industry partners are valued

These scenarios are shown in part to
demonstrate how sensitive future resource
estimates are to planning assumptions.
For example, the simple demographic
forecast implies a need for roughly 67 new
Community Surgical Care beds over the next
20 years. However, scenario 3 shows that if
HHS could achieve the 25th percentile LOS
per admission, it could manage with no new
beds for the next 20 years.
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Future HHS Community Surgical Care inpatient days under three forecast scenarios
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for their research and innovation interests
and their investments into HHS that align
with our capacity to produce new ways of
practicing and delivering quality and costeffective surgical care.

•

 Use “big data” to understand
population needs and values
 Predictive modelling, genetics,
disruptive technologies

In order to support the above vision, the
following are necessary:
•

Data-driven decision making

 Partner with ‘experts’ in population
health methodology and precision
medicine

Developing a framework for what HHS
does – versus what is directed out to the
community and region

•

Support research and innovation

•

Collaborating and building stronger
connections with community partners

 Create a surgical research and
innovation centre – beta test centre

•

Focus on enhancing the patient journey

 Host innovation forum bringing
together industry, business, clinical,
academic, and regulatory leaders

 Standardizing the process for referral
and booking

 Support inter-professional culture of
inquiry

 Pre-op and post-op in the community
 Maximize non-surgical interventions
•

In support of the above vision and change, the
Community Surgical Care PCWG developed
the following six opportunities for HHS:

Hamilton/West Niagara discussion and
LHIN-wide forum to plan locally and
regionally:

1.

Collaborate and build stronger
connections with community partners
to plan surgical services locally and
regionally

2.

Focus on enhancing the patient’s care
journey

3.

Develop education outreach to achieve
higher quality of care

 Build capacity and expertise in
community hospitals
 Identify opportunities to shift services
to the community
•

Patient-Centred community clinics
 Assessment for surgery using
standardized criteria

4. Develop patient-Centred community
clinics for greater effectiveness and
efficiency

 Integrate with medicine and other
advanced practice professionals
 Collaborative governance
•

OHF_Stage1_inside pages.indd 74

5.

Develop infrastructure and processes
to support surgical care research and
innovation

6.

Clinical, infrastructure, and capital
technology decisions are data-driven,
and based upon patient priorities without
our communities

Educational outreach to enhance quality
 Mobile HHS staff teams working with
community partners – train the trainer
 Library of patent education materials
 Self-care, standardized care
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Collaboration and Partnerships
As identified above, the Adult Regional
Care group underscored the importance
of collaboration with traditional and nontraditional healthcare partners in order to
build an integrated and

In addition, collaborating with nontraditional healthcare partners will be crucial
to supporting a focus implementing a
population health strategy that proactively
manages socioeconomic determinants of
health and focuses on high risk and rising risk
populations. Specific activities may include:

coordinated system of adult regional care.
Horizontal integration with traditional health
care partners (e.g. including SJHH, other
HNHB LHIN partners and key stakeholders
from other referring LHIN’s) through formal
agreements will be critical to ensuring that
HHS delivers tertiary care and maximizes the
capability of referring hospitals to ensure
care is delivered close to home. Potential
areas of foci include:

•

Develop risk factor (not diseases)
identification system;

•

For High Risk Patients - Case
Management, Navigation, Comprehensive
wraparound services to address clinical,
psychosocial issues and non-clinical
issues, (transportation, housing, social
services, education);

•

Further development of Regional Trauma
Network (including Burns);

•

•

Explore Neurosurgical partnership with
WW LHIN and continued outreach
support to HHS, SJHH and HNHB LHIN
partners;

Activate patients and create multiple
access points (hospital at home, mobile
care, virtual care); and,

•

For low risk patients – create convenient
access points (mobile apps, portals, retail
clinics).

•

Explore the development of Regional
Neurology Program;

•

Develop Regional Stroke Embolectomy
Program;

•

Explore feasibility of Specialized Regional

Lastly, HHS will continue to collaborate
with academic partners and professional
associations in order to educate and inspire
the next generational of scientists and
clinicians through an investment and focus in
research and education.

Orthopedic Program (Shoulders, Elbows,
Ankles +/- synergy with Hips/Knees);
and,
•

Explore/Develop Regional Cardiology
Clinics (e.g. Arrhythmia) +/- remote
monitoring
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Neurosciences
Collaboration and in-depth planning with
academic partners, community providers,
regional stakeholders, and industry has
been identified as necessary to support the
future state vision of neurosciences. Specific
opportunities identified at this stage in
planning include:
•

Develop better integrated academic
partnerships;

•

Consider developing external vertical
integrated services in order to effectively
transition patients to the next level of
care and support, i.e., CCAC, Primary
care;

•

Develop horizontal Integration with
formal agreements to integrate
Neuroscience service provision with
other stakeholders in the region;

•

Conduct in depth planning and analysis
on impact of change for HHS and impact

on capacity and resources for external
partners, including impact to finances
and human resources; and,
•

Seek partnerships with industry to
explore software and technological
innovations supporting home based and
community based healthcare delivery
as well as hospital based services.
Areas of interest include but are not
limited to; advancement in robotics to
improve quality of life for patients and
improvements in surgical and rehab
technology; adopting and refining
minimally invasive practices in Neuro;
applications of nano and stem cell
science to healthcare interventions; and
surgical management of epilepsy and
some movement disorders and anorexia
i.e. Deep brain stimulation.

•

Interdisciplinary teams involved from
prevention to post discharges through
knowledge translation;

•

Develop regional and provincial capacity
across the continuum;

•

Partner with other hospitals and
community agencies to develop care
paths through continuum of care; and,

•

Seek Industry partnerships to support
innovation and state of the art
technology, devices and equipment.

Burns and Trauma
Partnership with key local and provincial
stakeholders and industry leaders have been
identified as being crucial to developing
a regional model and continue to pursue
innovation and education, research, and
publications. Specific opportunities identified
at this stage in planning include:
•

•

Identify partners and resources
currently available to develop a regional
rehabilitation collaborative model for
burns and trauma (vertical integration);
Identify partnerships to pursue burns
and trauma education, research, and
publications;
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Collaborating with community hospitals and
care providers has been identified as being
critical to ensure that the right care is being
delivered in the right place and that high
risk are collaboratively managed at home.
Specific activities identified in this stage of
planning include:
•

providers to support a model of care
where HHS provides tertiary and
quaternary level care while primary and
secondary care is provided by partner
hospitals in the community; and,
•

Determine accountability to relationships
or service agreements with partner

Develop links between all care providers
in order to proactively manage high-risk
patients’ care at home.

Cancer Care
As identified above, HHS will develop
new integrated models of care across the
continuum by, for example, expanding nurseled and/or needs-led models of care, mobilecross sector models and roles, and integrating
programs for prevention and follow-up /
survivorship with links to community providers.
Further, collaborating with community partners
will be necessary to develop a comprehensive
program of support for patients’ care providers
at home through successful knowledge
transfer to primary and community care
providers. It will also be important to develop

stronger links between cancer centres in
the region to improve integrated care and
decrease multiple patient visits. HHS will
also actively engage with providers in the
community in order to collaboratively improve
accessibility to healthcare and screening within
the HNHB LHIN. Also, HHS will collaborate
with primary care providers, public health,
community medical leads, community centre
leads, and community development workers
to promote the acquisition of a primary care
provide with a focus on health promotion in
the urban core community.

Children’s and Women’s Health
In order to support patient-Centred care in
both children’s and women’s reproductive
health, it has been identified as being
crucial for HHS to collaborate closely with
community providers in order to enable the
delivery of care as close to home as possible
for women and children. For example, it
will require developing relationships with
community hospitals and local pediatric
providers to provide ambulatory clinics in
the community. HHS must take an active
leadership role with community partners,
including but not limited to public health,
school systems, fertility clinics, etc., with

the goal of improving health and quality
of life for babies and families. This means
working collaboratively to develop shared
care models and carepaths to strengthen
the system through inter-professional
relationships. HHS will develop outreach
services for prenatal care, intra and post
natal care and pre-conception through
education, enabling patients and family
advocacy and navigation through the
system. In addition, HHS will enhance
ambulatory care offerings in community
based sites, through educating sonographers
and reporting physicians about newer
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ultrasound techniques, etc., in order to
ensure community sonography is improved,
which will minimize the need for patients
to travel.

align on a vision, build capacity, transfer
knowledge, standardize care, develop
and implement education and prevention
strategies, and engage patients and families
in their care journey.

Overall, this will involve the collaboration
with community providers in order to

Community Patient Care
In order to support the future state vision for
community patient care, collaboration with
other providers will be critical to support
a patient-Centred model of care. Specific
activities that require in-depth integration and
partnership include:
•

Meeting with partners (e.g. St. Joseph’s,
primary care, mental health providers,
CCAC, community services, etc. to
determine how Health Links work to date
can be leveraged and to develop a shared
vision

•

Develop a Provider / Specific Inventory
Database

•

Develop a patient registry

•

Establish City-Wide Central Intake and
Assessment for service needs for all
providers/professionals including specialty
services

•

Establish a direct line from primary care to
specialist and vice versa

•

Develop coordinated shared care plan and
system navigation with standard discharge
planning for complex healthcare users

•

Develop a standardized end of life program
across HHS and within the community

•

Redesign processes of patient care, with
the patient at the centre rather than the
institution:

•

Engage the community and other partners
in developing new models of care

•

Develop a population health focus and
vision with our partners

Community Surgical Care
As identified above, effective collaboration will
be critical to support the future state vision
for community surgical care. Specifically, this
means collaborating and building stronger
connections with community partners to plan
surgical services locally and regionally. HHS
will work with community partners in order to
focus on streamlining and enhancing patient
care journeys. Activities will also include
engaging primary care offices and community
agencies on concepts such as the support
of self-care, preventative care, standardized
care through best practice guidelines and

care pathways, and treatment options that
go hand-in-hand with providing patients with
information that supports their decisionmaking. Additional examples of collaboration
include HHS mobile teams working with
community partners to provide seamless
education to patients and caregivers (i.e.
YMCA In Motion model) and developing an
approach to governance and accountability
with community partners. The development
of patient-Centred community clinics will also
necessarily involve certain partners including,
for example, primary care.
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1. SERVICE DELIVERY MODEL REPORT

1.1.2 Current and
   Projected Activity
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1.1.2 Current and Projected Activity
Approach to Projected Workload
Our approach to projecting future HHS
services was designed to make the best
use of hospital and population data and
to incorporate the strategic and clinical
perspectives of the Patient Centred Working
Groups and HHS executives.

Since the baseline forecasts do not anticipate
improvement in the HHS resource use over
time, including improvements associated
with current and emerging Ministry, LHIN,
and HHS initiatives aimed at improving
health and reducing hospital use, we worked
with the PCWGs to identify and quantify
improvement opportunities. Our opportunity
analyses focused on four main objectives:

As part of our work, we examined the HHS
population’s hospital service needs, now
and in the future, under current and better
practice. We began with future service
forecasts that accounted for expected
population growth and aging, but assumed
no changes in disease prevalence, treatment
intensity, modalities of care, or market share.
We refer to these simple demographic
forecasts as the baseline forecasts. Our
baseline forecast methodology is consistent
with the HBAM forecasting method since it
recognizes regional differences in hospital
use intensity but assumes no changes in age
standardized services rates over time.

1.

Reduce admissions and ED visits by
improving population health

2.

Reduce admissions and ED visits by
making better use of community services

3.

Reduce admissions by increasing
substitution of ambulatory for
inpatient care

4. Reduce acute and ALC lengths of stay
We reviewed the findings with the PCWGs
and adjusted the baseline forecasts at the
advice of the working groups and project
steering committee

Data Sources
This exercise was data intensive. We obtained and organized all the clinical administrative
databases, the HHS MIS data, HHS internal activity data, the most current population
estimates and projections, and Statistics Canada Census 2011 data.
Database

Care Type

Years

Discharge Abstract Database

Acute inpatient

2012/13 to 2014/15

National Ambulatory Care
Classification System

ED, day surgery, select clinics

2012/13 to 2014/15

National Rehabilitation
Reporting System

Inpatient Rehabilitation

2012/13 to 2014/15

Continuing Care Reporting System

Complex Care

2012/13 to 2014/15

MIS

Clinics, Support Services

2012/13 to 2014/15

Statistics Canada: Census			
Ontario Ministry of Finance 		
population projections		

2011

2013/14 to 2034/35
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HHS Market Share of HNHB Hospital Activity

vascular, neurosciences, burns, and trauma)
discharges by Dundas subLHIN residents.
An insight from this table is that HHS market
share varies substantially by PCWG program.
Among Dundas residents, HHS had 90
percent of Children’s program discharges but
only 45 percent of Community Surgical Care
discharges.

We started by examining where HNHB
residents receive inpatient hospital services.
The table below shows HHS’s share of each
subLHIN’s total discharges. In the table,
we organize discharges by Patient Centred
Working Group. For example, HHS had 63
percent of all Adult Regional (cardiac and

HHS Acute Inpatient Market Share of HNHB Discharges, 2013/14
HHS Market Share, 2013/14
HNHB
SubLHIN

Adult
Regional
Patient
Care

Cancer
Patient
Care

Children’s
Care

Community
Patient
Care

Community
Surgical
Care

Women’s
Care

Complex
Care & IP
Rehab

Dundas

63%

62%

90%

64%

45%

62%

77%

Ancaster

66%

55%

86%

63%

45%

47%

74%

Hamilton Outer Core

66%

57%

72%

54%

45%

42%

81%

Glanbrook

64%

52%

65%

49%

42%

38%

82%

West Niagara

65%

58%

73%

66%

46%

76%

50%

Hamilton Urban Core

60%

54%

67%

51%

46%

40%

75%

Stoney Creek

59%

52%

52%

40%

39%

38%

81%

Flamborough

47%

35%

64%

35%

23%

25%

39%

New Credit and Six Nations

30%

20%

26%

12%

27%

25%

32%

Haldimand and Norfolk

26%

12%

15%

7%

18%

20%

16%

Burlington

26%

13%

27%

10%

10%

12%

6%

Brant and Brantford

22%

11%

15%

6%

11%

11%

2%

North Niagara

20%

8%

10%

5%

8%

14%

2%

South Niagara

20%

10%

5%

3%

8%

9%

2%

East Niagara

18%

7%

5%

2%

6%

5%

1%

The next table shows where HNHB subLHIN
residents had acute inpatient care. For
example, HHS had 64 percent of Hamilton
Urban Core’s discharges and St. Joseph’s

Health Care had 32 percent. Also shown in
the table, HHS had 5 percent of Ontario’s
total discharges.
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HHS
Total

St.
Other All Other
Joseph’s
HNHB
Ontario
Health
Providers Hospitals
Care

Hamilton Outer Core

22%

34%

2%

6%

0%

64%

32%

1%

2%

Hamilton Urban Core

31%

19%

1%

6%

0%

58%

39%

1%

2%

Stoney Creek

27%

25%

2%

6%

3%

63%

30%

3%

5%

West Niagara

12%

8%

1%

6%

40%

67%

8%

19%

5%

Dundas

28%

27%

2%

7%

0%

63%

33%

1%

2%

Ancaster

20%

35%

3%

7%

0%

65%

28%

2%

5%

Glanbrook

17%

35%

3%

10%

1%

66%

27%

3%

4%

Flamborough

16%

12%

2%

8%

0%

38%

15%

27%

20%

Rest of HNHB

6%

3%

1%

4%

0%

14%

4%

73%

8%

Ontario Total

2%

2%

0%

1%

0%

5%

2%

5%

88%

The HNHB LHIN Population

population is expected to increase by 24
percent while the West Niagara population is
expected to increase by 3 percent. The LHIN
average 10-year growth rate is 8 percent.

Population growth rates vary substantially
across the HNHB LHIN. Shown in the next
table, over the next 10 years, the Burlington

Total Population
Actual
HNHB SubLHIN

Forecast

10-year
increase

2013

2018

2023

2033

Hamilton Outer Core

244,646

254,372

264,915

288,259

8%

Burlington

189,479

211,276

235,620

290,146

24%

North Niagara

170,365

173,454

177,183

185,293

4%

Brant and Brantford

141,686

146,878

152,907

165,043

8%

East Niagara

116,548

118,355

120,760

125,903

4%

Hamilton Urban Core

103,839

108,075

112,202

120,680

8%

Haldimand and Norfolk

97,160

96,528

96,589

96,414

-1%

South Niagara

95,001

96,687

98,774

103,041

4%

Stoney Creek

68,104

70,945

73,958

79,897

9%

West Niagara

63,437

64,036

65,162

67,719

3%

Flamborough

41,744

43,215

44,990

48,596

8%

Ancaster

38,097

39,474

41,039

44,490

8%

Dundas

25,981

27,191

28,534

31,523

10%

Glanbrook

23,175

24,381

25,728

27,792

11%

1,419,261

1,474,866

1,538,360

1,674,797

8%

Total
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In addition to population growth, aging is an
important factor to incorporate into health
service planning. The table below shows
population growth by subLHIN and age
group. The number of 65 to 84 year olds in

the HNHB LHIN is expected to increase by
39 percent over the next 10 years. At the
subLHIN level, expected growth varies from
34 percent in West Niagara to 50 percent in
Burlington.

HNHB LHIN population growth rates by age group
Actual

SubLHIN

2013/14

10-year forecast growth

2013

0-14

15-64

65-84

85+

0-14

15-64

65-84

85+

Hamilton Outer Core

244,646

38,098

166,331

33,755

6,462

7%

2%

39%

28%

Burlington

189,479

31,052

125,440

28,508

4,480

14%

20%

50%

68%

North Niagara

170,365

24,085

111,671

29,510

5,100

0%

-4%

34%

30%

Brant and Brantford

141,686

24,637

94,593

19,353

3,103

4%

0%

46%

35%

East Niagara

116,548

17,010

77,084

19,262

3,192

0%

-4%

34%

31%

Hamilton Urban Core

103,839

15,170

73,426

12,960

2,283

7%

2%

40%

29%

Haldimand and Norfolk

97,160

14,666

64,162

16,057

2,275

-3%

-11%

39%

39%

South Niagara

95,001

13,675

62,046

16,642

2,638

-1%

-4%

33%

30%

Stoney Creek

68,104

10,972

46,596

9,029

1,507

7%

2%

40%

28%

West Niagara

63,437

11,002

41,356

9,565

1,513

0%

-5%

34%

32%

Flamborough

41,744

7,458

28,204

5,360

722

7%

1%

40%

32%

Ancaster

38,097

6,792

25,515

4,887

903

7%

1%

39%

28%

Dundas

25,981

3,718

16,735

4,510

1,018

7%

2%

38%

27%

Glanbrook

23,175

4,164

14,964

3,683

364

8%

5%

40%

23%

1,419,261

222,499

948,123

213,079

35,560

5%

1%

39%

35%

Total
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age standardized acute inpatient days by
subLHIN in 2013/14. Age standardization
accounts for differences in the ages of each
subLHIN’s population. Each point in the
exhibit is a subLHIN and the vertical axis
shows the standardized inpatient days per
100,000 people.

As part of our analysis to find opportunities
to make the best use of HHS resources
now and in the future, we examined age
standardized rates of hospital use by
subLHIN. In the exhibit below, we show

Some HHS populations are high users of hospital care

The subLHINs where HHS has a high market
share are labelled. The two horizontal
lines show the provincial 25th and 75th
percentiles. Three HHS subLHINs, Hamilton
Urban Core, Hamilton Outer Core, and
Dundas have rates above the 75th percentile.
Hamilton Urban Core has Ontario’s 6th
highest rate of inpatient days per capita (the
James Bay subLHIN has Ontario’s highest
rate and is not shown in the exhibit).

observed regional variation in hospital use
intensity, including:
1.

Population morbidity

2.

Access to primary care, communitybased care, and hospital-based
ambulatory care

3.

Historical variations in the endowment
of inpatient hospital resources

We did not attempt to quanity the
contribution of each factor to the high
rates of service use seen in some HHS
communities. However, we did uncover
evidence to suggest that population
morbidity is the single most important
factor explaining high hospital service use.

In contrast, Ancaster, Flamborough, and
West Niagara have rates at or near the 25th
percentile. The rates in these subLHINs are
roughly half of the Urban Hamilton Core rate.
Many population and health system
characteristics can be associated with the
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Hospital service use by the HHS populations
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We summarize the two most compelling
findings which imply that the high service
use in Hamilton is more likely associated
with population morbidity than with health
system characteristics.

about the City of Hamilton population
reveals higher rates of health conditions,
risky behaviours, and other characteristics
associated with a higher need for hospital
services than the HNHB and provincial
average populations.

First, a compilation of population health
statistics produced by Statistics Canada

City of Hamilton Resident Characteristics, relative to HNHB and Ontario averages7
Ratio of Hamilton to:
		
Characteristics
Topic

Health
Conditions

City of Hamilton
Health Unit
60

1.01

1.15

Diabetes (%)

7.5

1.00

1.14
1.26

High blood pressure (%)
Lung cancer incidence (rate)

Effectiveness

Ontario
Average

Overweight or obese (%)

Injury hospitalization (rate)
Health
Behaviours

HNHB LHIN
Average

Current smoker; daily (%)

22

1.09

485

1.00

1.19

57

1.03

1.16

17

1.00

1.19

Heavy drinking (%)

20.1

1.01

1.21

Ambulatory care sensitive conditions (rate)

330

1.09

1.23

Potentially avoidable mortality (rate)

199

1.01

1.15

Avoidable mortality from preventable causes (rate)

127

1.00

1.17

Avoidable mortality from treatable causes (rate)

73

1.01

1.11

Deaths

Premature mortality (rate)

277

1.02

1.16

Living / Working
Conditions

Low income (%)

18

1.34

1.26

Children <18 living in low income families (%)

23

1.37

1.33

Rates are per 100,000 population

For example, the table above shows that
City of Hamilton residents are 26 percent
more likely to have high blood pressure than
the provincial average population. The low

7

income population was 34 percent higher
than the HNHB LHIN average and 37 percent
higher than the provincial average.

Statistics Canada. 2013. Health Profile. Statistics Canada Catalogue no. 82-228-XWE. Ottawa. Released December 12 2013.
http://www12.statcan.gc.ca/health-sante/82-228/index.cfm?Lang=E
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4. The proportion of dwellings that are
not owned
5. The proportion of the population who:
a. Live alone
b. Are single/divorced/widowed
c. Moved during the past 5 years
d. Are recent immigrants
e. Self identify as a visible minority
The SEC index has four levels of increasing
morbidity risk from 1 to 4.

1. Income
2. Average number of persons per
dwelling
3. The proportion of dwellings that are
apartment buildings
HHS neighbourhoods by SEC Index
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Second, HHS’s high morbidity
risk neighbourhoods have worse
health outcomes than the lower risk
neighbourhoods. We applied the PSG SocioEconomic and Cultural Index (SEC index) to
measure the morbidity risk of the the HHS
populations. The SEC index is an adaptation
of the Ontario Marginalization Index and
is based on the following neighbourhood
characteristics:

Hamilton Health Sciences Stage 1A Submission

The individual SEC risk components vary
substantially across the HNHB LHIN and
across HHS’s catchment populations. In the
next table, we summarize the component
measures of the SEC index by HNHB
subLHIN. Low SES is a defined as the
population living in a neighbourhood where
the average income is below the 20th
percentile neighbourhood income. Ethnic

concentration is a combined measure of
the proportion of the population that are
recent immigrants and the proportion who
self-identify as a visible minority. Instability
is a combined measure of the other SEC
variables listed earlier.
HHS’s highest market share subLHINs are
highlighted in the table.

Risk Factors by HNHB subLHIN
Ontario Marginalization
Index Factor Rank
(1=most instable, or highest
ethnic concentration)

Population

SubLHIN

Total

Percentage
Low SES

SES Ratio Relative to
Provincial Average

Instability

Ethnic
concentration

Hamilton Urban Core

103,729

74%

4.1

6

22

Brantford

102,627

25%

1.4

38

97

St. Catharines

135,898

25%

1.4

21

87

Niagara Falls

85,631

24%

1.4

35

76

244,378

24%

1.3

60

26

Welland

52,297

23%

1.3

32

102

Fort Erie

30,917

19%

1.0

42

72

Norfolk

51,200

18%

1.0

91

118

Port Colborne

19,039

16%

0.9

36

80

Thorold

18,505

14%

0.8

53

64

Haldimand

45,960

12%

0.7

107

107

Dundas

25,982

6%

0.3

50

61

Grimsby

26,089

4%

0.2

82

69

68,151

3%

0.2

115

53

Burlington

189,479

3%

0.2

117

106

Brant

39,059

3%

0.1

106

105

Lincoln

23,142

2%

0.1

81

68

Flamborough

41,744

2%

0.1

113

94

Niagara on the Lake

15,962

0%

0.0

57

57

Pelham

17,108

0%

0.0

74

66

Wainfleet

6,557

0%

0.0

52

49

West Lincoln

14,205

0%

0.0

79

52

Glanbrook

23,458

0%

0.0

94

78

Ancaster

38,141

0%

0.0

108

47

1,419,261

19%

1.02

Hamilton Outer Core

Stoney Creek

HNHB Total
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the US Agency for Healthcare Research
and Quality’s (AHRQ) Prevention Quality
Indicators (PQIs)8 for chronic conditions,
which include:
1. 		 Diabetes: with short- or long-term
complications
2. Uncontrolled diabetes without
complications
3. Diabetes with lower-extremity
amputation
4. COPD
5. Asthma
6. Hypertension
7. 		 Heart failure
8. Angina without a cardiac procedure

We next examined the correlation between
population morbidity risk, measured using
the SEC Index, and hospital admissions for
prevention sensitive conditions. We defined
prevention sensitive admissions using

SEC Risk and Prevention Sensitive Condition Hospitalization Rates by Ontario subLHIN

The Hamilton Urban Core has the second
highest percentage of its population living
in a high SEC risk neighbourhood. It also
has Ontario’s highest standardized rate of
admissions for prevention sensitive chronic
conditions. The exhibit also highest the

8

variation in both SEC risk and hospital
use across the HHS populations. These
findings imply that patient geography and
socio-economic and cultural risk factors
are important dimensions for planning
HHS services.

Available at: http://www.qualityindicators.ahrq.gov/modules/PQI_TechSpec.aspx
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Seventy four percent of Hamilton Urban
Core’s population is classified as low SES,
which is: 1) the highest in the HNHB LHIN;
2) second highest in Ontario (Addington,
N&C Frontenac is 80 percent); and,
3) 4.1 times higher than the provincial
average. The Hamilton Urban Core was
Ontario’s 6th most instable community
and had the province’s 22nd highest ethnic
concentration.

Hamilton Health Sciences Stage 1A Submission

The table below shows HHS resource use
relative to expected at the provincial ageadjusted 50th percentile. In the table’s last
row, we see that HHS’s inpatient days for the
Community Patient Care population were

28 percent higher than expected, due to
20 percent more admissions than expected
and 10 percent longer lengths of stay per
admission.

Actual and expected hospital resource use, by SEC group
Community Patient Care

SEC Risk Group

Actual / Expected at 50th Percentile Age Standardized Rate
Total
Inpatient
Days

Inpatient
Admissions

Inpatient
Days per
Admission

ALC
Patients

ALC LOS
per ALC
Patient

Low Risk (SEC 1&2)		

1.15

1.09

1.08

1.20

1.23

High Risk (SEC 3&4)		

1.91

1.60

1.15

1.46

1.18

Community Patient Care Population

1.28

1.20

1.10

1.28

1.18

The implications of morbidity risk among
the HHS populations for clinical service
and capital planning are evident when we
stratify the above table by SEC risk. HHS’
high risk populations have 1.91 times the
expected inpatient days for Community
Patient Care while the low risk populations
have only 1.15 times the expected. The
outcome with the biggest relative difference
between the high and low risk populations
is inpatient admissions. Residents of the low
risk neighbourhoods have an admission rate
only 9 percent higher than the provincial
median admission rate while high risk
neighbourhoods had a rate 60 percent higher.

HHS’s high risk community residents are
also much more likely to have ALC days:
compared to the provincial median, high risk
neighbourhood residents are 46 percent more
likely to have at least one ALC day during
their hospitalization compared to 20 percent
for low risk neighourhood residents.
For all Patient Centred Working Groups, we
found similar patterns of the differences in
hospital use intensity between low and high
risk neighbourhoods.
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Projections by Clinical Service Area
We prepared five inpatient service forecast
scenarios to review with the patient centred
working groups. All scenarios account for
growth and aging of the HHS population.

5. Admissions capped, Acute LOS
capped to peer average, ALC reduced
to 10%: All subLHINs served by HHS
have no higher than 75 percentile
age standardized admission rate;
Acute length of stay no higher than
average of peers; All programs share
proportional reduction in ALC to
achieve corporate rate of 10 percent
ALC days.

1. Simple demographic forecast:
accounts for expected population
growth and aging only
2. Admissions capped at 75th
percentile: All subLHINs served by
HHS have no higher than provincial
age standardized 75th percentile
hospital admission rate

Occupancy rate assumptions
In all scenarios, future beds are planned at
the HNHB LHIN target occupancy rates:

3. HHS corporate ALC days reduced to
10 percent: All programs share
proportional reduction in ALC to
achieve corporate rate of 10 percent
ALC days

•
•
•
•
•

4. Acute LOS capped to peer average;
ALC reduced to 10%: Acute length of
stay no higher than average of peers;
All programs share proportional
reduction in ALC to achieve corporate
rate of 10 percent ALC days

Medical: 85 percent
Surgical: 90 percent
Critical Care, NICU, SCU: 70 percent
Obstetrics: 75 percent
Pediatrics: 70 percent

In the next table, we show each forecast
scenario for the Community Patient Care
PCWG. Highlighted in red are the PCWG’s
preferred forecasts which were chosen for
this submission.

Forecast scenarios for Community Patient Care
Total Beds in:
Fewer new
beds compared
to 20-year
20 years
demographic
forecast

2014/15
Actual
Beds*

5 years

10 years

1. Simple demographic Forecast			

267

370

416

530

0

2. Admissions capped at provincial 75th percentile		

267

335

377

485

45

3. HHS ALC days reduced to 10%			

267

344

384

478

51

4. Acute LOS capped to peer average, ALC at 10%		

267

328

366

456

73

5. Admissions capped, Acute LOS capped to peer average,
ALC at 10%			

267

298

333

423

106

Forecast Scenario

*includes critical care beds
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Inpatient Services
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Each PCWG reviewed the forecast scenarios,
along with other relevant analysis, including
for example: recent trends; acute and ALC
length of stay performance; standardized
hospitalization rates; and market share. The

PCWGs then selected their preferred scenario
for each 5, 10, and 20 year planning horizon.
The table below shows the planning scenarios
selected by the PWCGs.

PCWG Forecast Scenarios

Patient Centred Working Group

Population
Growth and
Aging

Community Patient Care			
Community Surgical Care			
Cancer Patient Care			

Acute Length
of Stay
Reduction

ALC Length
of Stay
Reduction

•			
•			
•			

•
•
•

•
•
•

•		
•		
•		

•
•
•

•
•
•

•
•
•

•			
•		 •

•
•

•
•

Market Share
Changes

Standardized
Admission
Rate
Reduction

•
•

Adult Regional Care
Cardiac and Vascular		
Neurosciences		
Burns and Trauma		
Women’s and Children’s Care
Women’s Care		
Children’s Care		

Some PCWG’s anticipated changes in
program offerings and market share over
time. For example, starting in 2019/20:

4.

Neurosciences added 2 beds to
accommodate patients receiving its new
endovascular clot retrieval intervention

1.

Adult Regional added 5 rehabilitation
beds for a weaning / ventilation unit

5.

2.

Adult Regional added 2 rehabilitation
beds for Burns

Neurosciences added 7 beds to
accommodate the transfer of St. Joseph
Healthcare Hamilton’s stroke program

6.

Children’s Care added 15 beds for
anticipated increases in primary/
secondary and tertiary market share in the
HNHB, Mississauga Halton, and Waterloo
Wellington LHINs

3.

Adult Regional added 4 rehabilitation
beds for Acquired Brain Injury
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Forecast bed summary by PCWG
PCWG

Adult Regional

Cancer Patient Care

Community Patient Care

Community Surgical Care

Women’s and Children’s Care

2014/15
Actual
Beds

PCWG subgroup

2019/20

2024/25

2034/35

Burns and Trauma

20

22

24

28

Cardiac and Vascular

62

74

82

100

Critical Care

60

71

77

90

Inpatient Rehabilitation

74

90

98

113

Neurosciences

66

83

91

110

Cancer Patient Care

93

123

132

153

Acute

243

317

336

397

Complex Care

194

206

232

297

Critical Care

29

35

39

42

Inpatient Rehabilitation

92

110

125

158

Community Surgical Care

99

122

124

148

Children’s

102

121

137

147

Children’s Critical Care

12

13

14

15

Level 1 Nursery*

25

25

26

26

Level 2/3 Nursery*

60

73

77

79

Women’s

54

47

47

48

1,200

1,435

1,557

1,845

HHS Total Beds*
*bassinets not included in bed count
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In the table below, we show the forecast beds and bassinets by PCWG. In 2034/35, HHS
anticipates a need for 1,845 beds.

Hamilton Health Sciences Stage 1A Submission

Inpatient bed growth components
The table below shows how occupancy rate
and market share changes affect the planned
2034/35 beds. In the table, we isolate the

incremental beds associated with occupancy
rate adjustments, anticipated market share
adjustments and HHS’ new programs.
20-year percent growth comparisons

PCWG

PCWG subgroup

Growth
occupancy
Stage 1A
excluding
2014/15
Growth from
AND market 1% per year
Submission
occupancy
Actual Beds
today’s beds
share
‘efficiency’
2034/35
changes
changes improvement
Growth
excluding

Burns and Trauma
Adult Regional

Cancer Patient Care

Community
Patient Care

20

28

Cardiac and Vascular

62

Critical Care

60

39%

30%

100

61%

43%

43%

44%

90

50%

39%

39%

35%

74

113

52%

43%

20%

42%

Neurosciences

66

110

65%

49%

33%

44%

Cancer Patient Care

93

153

65%

39%

39%

36%

Acute

247

402

63%

31%

31%

51%

Complex Care

194

297

53%

62%

62%

51%

Critical Care

29

42

46%

106%

106%

107%

Inpatient Rehabilitation

92

158

72%

62%

62%

52%

99

148

49%

13%

13%

44%

102

147

44%

37%

21%

9%

Children’s Critical Care

12

15

28%

35%

35%

9%

Level 1 Nursery*

25

26

6%

3%

3%

8%

Level 2/3 Nursery*

60

79

31%

4%

4%

10%

Women’s

54

48

-11%

-4%

-4%

1%

1,200

1,845

54%

38%

34%

42%

645

460

407

503

Children’s

HHS Total Beds*
New Beds

39%

Inpatient Rehabilitation

Community Surgical Care Community Surgical Care

Women’s and
Children’s Care

39%

			

*bassinets not included in bed count

This plan anticipates a need for 645 new
beds in 2034/35, which is a 54 percent
increase from HHS’s 2014/15 actual beds.
Not shown separately in the table, 185 of the
new beds are associated with the occupancy
rate adjustments (645 - 460) and 53 new
beds are associated with HHS planned new
programs and market share increases
(460 - 407).

HHS anticipates a need for 407 new beds,
or a 34 percent increase over the 2014/15
actual beds.
In past hospital capital planning exercises,
a common planning scenario has been to
consider a one percent per year reduction
in hospital use relative to the simple
demographic forecast. This scenario is
shown in the table’s last column and results
in an increase of 503 beds in 2034/35, or a
42 percent increase in beds.

After accounting for the incremental beds
associated with occupancy rate corrections,
market share increases and new programs,
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Emergency department and urgent care centre visits

Actual to expected emergency department visits by site and CTAS, 2013/14
CTAS
1&2

CTAS
3

CTAS
4&5

Total

Hamilton General Hospital

1.01

1.34

0.89

1.15

Juravinski Hospital

0.94

1.21

0.82

1.05

McMaster University Medical Centre

1.09

1.11

1.06

1.09

West End Urgent Care

0.92

1.15

0.85

0.94

West Lincoln Memorial Hospital

0.80

0.94

1.15

1.03

HHS Total

0.98

1.19

0.95

1.06

HHS Site

Data Sources: NACRS 2013/14, Stats Canada

HHS had 6 percent more ED visits than
expected at the provincial age-standardized
visits per capita. West Lincoln Memorial
Hospital had 15 percent more CTAS 4&5
visits than expected.

75th percentile at WLMH and the West End
Urgent Care Centre, and reduced to the 50th
percentile at Hamilton General Hospital and
the Juravinski Hospital and Cancer Centre.
We used a different approach to forecast
MUMC’s ED visits. As shown in the table on
the next page, MUMC’s pediatric ED market
share has increased monotonically over the
past five years; a trend which HHS expects to
continue.

The table below shows the methods we
used to forecast future ED visits. For all sites
except MUMC, CTAS 1, 2, and 3 visits are
forecast at the rate of population growth and
aging. CTAS 4 and 5 visits are reduced to the
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Our emergency department forecasts were made by examining actual and age-standardized
expected visits by CTAS group and site.

Urgent Care and Emergency Department Visits, forecast method summary

Hamilton Health Sciences Stage 1A Submission

HHS Site

CTAS 1&2

CTAS 3

CTAS 4&5

2014/15
Actual

2024/25

2019/20

2034/35

HGH

12,017		

JHH

7,843

MUMC

6,640		 Demographic and Market Share Changes

WLMH

1,785

UCC

1,899

Demographic

HGH

26,793		

JHH

23,905

MUMC

19,041		

WLMH

6,989

UCC

10,632

HGH

7,308

JHH

7,976

MUMC

18,225		 Demographic and Market Share Changes

WLMH

12,324

UCC

17,833

Demographic

75th percentile

Demographic

50th percentile

75th percentile

Demographic

75th percentile

Change in MUMC Share of Pediatric ED Visits, 2009/10 to 2014/15

Share of Regional Pediatric ED Visits
HNHB SubLHIN

2009/10

2010/11

2011/12

2012/13

2013/14

2014/15

Hamilton Outer Core

32%

37%

51%

53%

56%

58%

Hamilton Urban Core

27%

31%

46%

49%

52%

56%

Burlington

7%

9%

17%

21%

26%

32%

Stoney Creek

18%

23%

34%

36%

41%

44%

Ancaster

60%

63%

63%

65%

69%

71%

Brant and Brantford

3%

5%

7%

11%

13%

14%

Glanbrook

28%

33%

47%

52%

57%

62%

Flamborough

37%

39%

48%

53%

59%

64%

Haldimand and Norfolk

4%

5%

8%

10%

11%

12%

Dundas

79%

80%

64%

64%

66%

68%

West Niagara

7%

9%

13%

15%

18%

18%

New Credit and Six Nations

6%

7%

13%

20%

23%

25%

North Niagara

1%

2%

3%

4%

4%

4%

South Niagara

1%

1%

2%

2%

2%

2%

East Niagara

1%

1%

2%

2%

2%

2%

HNHB Total

13%

15%

23%

25%

28%

30%
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Summary of future ED visits by site

2014/15
Actual

5 Years

10 Years

20 Years

20-year
Increase

Hamilton General Hospital

46,117

49,074

51,931

56,149

22%

Juravinski Hospital

39,724

42,458

45,206

49,929

26%

McMaster University Medical Centre

43,906

50,380

54,005

63,449

45%

West Lincoln Memorial Hospital

21,098

21,691

21,176

22,830

8%

West End Urgent Care

30,364

31,468

32,405

35,169

16%

HHSC Total

181,209

195,071

204,723

227,526

26%

The exhibit below shows recent increases in MUMC’s ED visits and demonstrates that the
simple demographic forecast will likely substantially underestimate future ED visits.

MUMC Paediatric ED Visits (Thousands)

70

Actual

60

Forecast

50

40

30

20

10
2009

2015

2019

2024

2034

Year
Recent Trend

Demographic Forecast

Market Share Adjusted Forecast

Projections
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Forecast Visits

Hamilton Health Sciences Stage 1A Submission

Day surgery
Our day surgery forecasts increase volumes
at the rate of population growth and aging.
We also add one day surgery procedure for
every reduced inpatient surgical admission.

This method ensures that the overall rate of
surgeries provided to the HHS population is
constant over time, but increases ambulatory
for inpatient substitution increases over time.

Forecast day surgeries by site
Day Surgeries
Diverted from
Inpatient

HHS Site

2014/15
Actual

2019/20

2024/25

2034/35

Hamilton General Hospital

3,003

3,178

3,392

3,690

45

23%

Juravinski Hospital

2,485

2,667

2,956

3,277

114

32%

McMaster University Medical Centre

2,084

2,107

2,161

2,293

0

10%

West Lincoln Memorial Hospital

3,095

3,271

3,479

3,760

18

21%

HHSC Total

10,667

11,223

11,988

13,021

177

22%
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20-Year
Growth

The following exhibits show the 2014/15
and the projected future clinic visits by site.
The last row of the HGH, JHCC, and WLMH
tables show “Medical visits diverted from
inpatient care”. These are medical clinic
visits which our plan assumes will substitute
for future inpatient care. For every planned

diverted admission, we added four clinic
visits per year. While our assumed four to
one substitution rate is not empirical, it
recognizes a need to increase ambulatory
activity to reduce inpatient resource use
and PCWG participants agreed that it was
reasonable.

Hamilton General Hospital
Clinic

2014/15

2019/20

2024/25

2034/35

20-year
growth

Bariatric Clinic		

1,953

2,158

2,377

2,848

46%

Burn & Scar Control		

1,188

1,269

1,351

1,520

28%

Cardiac Ambulatory Care		

25,426

28,192

31,287

37,611

48%

Cardiac Health and Rehabilitation/Lipid Clinic

7,873

8,729

9,688

11,646

48%

ENT Clinic		

3,935

4,348

4,790

5,737

46%

Hand Clinic		

5,134

5,672

6,250

7,486

46%

Hyperbaric		

82

91

100

120

46%

Medical/Surgical Clinic		

17,296

19,109

21,054

25,219

46%

Neuroscience Ambulatory Care		

14,106

15,405

16,822

19,084

35%

Orthopaedic & Fracture Clinic		

16,901

18,110

19,385

21,697

28%

Respirology Clinic		

22

24

27

32

46%

RR Acquired Brain Injury		

1,556

1,631

1,699

1,831

18%

RR Amputee Medical Day Care		

3,634

4,010

4,432

5,185

43%

RR Clinic		

14,643

16,417

18,412

22,422

53%

RR Prosthetic & Orthotics		

7,652

8,444

9,333

10,917

43%

RR Rehabilitation Therapy (attendances)		

15,168

17,056

19,198

23,455

55%

Thrombosis Clinic		

3,533

3,903

4,301

5,151

46%

257

814

12,379

154,569

170,506

201,962

Medical Visits diverted from inpatient care			
HGH Total		

140,102

99

44%
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Ambulatory Clinics

Juravinski Hospital and Cancer Centre
2014/15
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Clinic

2019/20

2024/25

2034/35

20-year
growth

Ambulance Care

1,719

1,931

2,169

2,674

56%

Colposcopy/Urodynamics Clinic

7,008

7,804

8,660

10,700

53%

JCC Cancer Clinics A-G

100,002

109,458

119,917

141,219

41%

JCC Systemic Treatment Suite

34,636

38,298

42,348

48,938

41%

Medical & Surgical Clinics - 0A/3B

25,912

28,857

32,021

39,563

53%

Oncology Day Services

10,151

11,320

12,571

15,108

49%

Orthopaedic & Fracture Clinic

12,231

13,823

15,562

18,709

53%

Regional Joint Assessment Service

2,830

3,198

3,601

4,329

53%

506

564

625

773

53%

Surgical Centre

5,487

6,067

6,709

7,753

41%

Thrombosis Clinic

3,410

3,798

4,214

5,206

53%

539

1,383

12,707

225,657

249,781

307,679

51%

2034/35

20-year
growth

Sexual Medicine Clinic

Medical Visits diverted from inpatient care		
JHCC Total

203,892

McMaster University Medical Centre
Clinic
Adult Clinics (Boris)

2014/15

2019/20

2024/25

30,346

33,521

36,931

44,224

46%

Adult Neurosurgery Clinic

8,173

8,925

9,747

11,058

35%

Child & Youth Mental Health

4,198

4,159

4,279

4,565

9%

Child Advocacy and Assessment Program

829

821

845

902

9%

Cystic Fibrosis

236

238

247

264

12%

Digestive Disease Clinic

13,488

13,575

14,102

15,096

12%

Eating Disorders Clinic

3,714

3,699

3,813

4,095

10%

Eating Disorders Day Hospital

805

802

826

888

10%

ENT Clinic

10,884

10,954

11,379

12,182

12%

Fracture Clinic

19,598

19,725

20,489

21,935

12%

Maternal Fetal Medicine Clinic

12,912

12,995

12,913

13,326

3%

Medical Day Care

4,206

4,233

4,397

4,707

12%

Neurology Clinic

1,468

1,477

1,535

1,643

12%

Neuromuscular Clinic

564

568

590

631

12%

Ophthalmology Clinic

15,895

15,998

16,618

17,790

12%

Pediatric Medical Day Care

1,731

1,742

1,810

1,937

12%

Pediatric Outpatient Clinics

60,424

60,814

63,173

67,628

12%

6,777

6,821

7,085

7,585

12%

20,943

21,271

21,860

23,119

10%

781

793

815

862

10%

Special Immunology Services

7,605

7,654

7,951

8,512

12%

Womens Reproductive Health Clinic

11,675

11,858

12,186

12,888

10%

237,252

242,643

253,591

275,836

16%

Pain Clinic
Pre-Operative Clinic
Sexual Assault & Domestic Violence Clinic

MUMC Total

100

2014/15

Clinic

2019/20

2024/25

2034/35

20-year
growth

Autism Spectrum Disorders

11,229

11,302

11,740

12,568

12%

Child & Youth Mental Health Program

8,467

8,522

8,852

9,476

12%

Developmental Pediatrics & Rehabilitation

28,365

28,872

30,140

31,787

12%

Prosthetics & Orthotics

7,652

7,701

8,000

8,564

12%

RJCHC Total

55,713

56,396

58,732

62,395

12%

2034/35

20-year
growth

St. Peter’s Hospital
Clinic

2014/15

2019/20

2024/25

Centre for Healthy Aging

8,513

9,406

10,363

12,413

46%

Chiropody

1,435

1,585

1,747

2,092

46%

SPH Total

9,948

10,991

12,110

14,505

46%

2034/35

20-year
growth

West Lincoln Memorial Hospital
Clinic

2014/15

2019/20

2024/25

Colposcopy Clinic (examinations)

536

521

500

488

-9%

ENT Clinic

709

786

872

1,073

51%

Geriatric Assessment Clinic

652

723

802

987

51%

Mental Health

5,159

5,721

6,346

7,809

51%

Obstetrics & Gynaecology Clinic

1,448

1,408

1,352

1,318

-9%

Ontario Breast Screening Clinic

2,417

2,680

2,973

3,658

51%

Palliative Care

10,218

11,994

13,705

18,011

76%

Pre-Operative Clinic

821

910

1,010

1,243

51%

Urology Clinic

1,116

1,238

1,373

1,689

51%

0

5,238

7,935

25,981

34,171

44,212

92%

2034/35

20-year
growth

918,968

37%

Medical Visits diverted from inpatient care		
WLMH Total

23,076

Hamilton Health Sciences Centre Total
Clinic
HHS Ambulatory Clinic Total

2014/15
669,983
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2019/20
716,495

2024/25
779,705
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1.1.3 Service Delivery Model Options
Approach to Service Delivery Options
an expanded West Lincoln Memorial
Hospital ambulatory capacity. This
recommendation will take pressure
off the very busy operating rooms
in Hamilton with complex, inpatient
surgeries and puts less complex
day surgery in a more appropriate
ambulatory environment at WLMH. By
allocating similar types of procedures
in the same location, it will streamlining
process, enhancing quality and safety,

The scope of and model of clinical services
included in this report is a summary of the
scope of services at the present time and
in the future but does not reflect possible
changes related to siting discussions and
business case work currently underway.
These include:
•

•

•

Development of a new Children and
Women’s Hospital on the campus of
the Hamilton General Hospital site, with
separation of children’s and women’s
reproductive health services from other
adult programs. This recommendation
was derived from the Women and
Children’s Patient Centre Working
Groups to address the ongoing growth
in volumes at the McMaster Children’s
hospital, which is being hindered by the
space constraints in the current facility.
The MUMC site is owned by McMaster
University, and HHS has a space sharing
agreement with McMaster. Given the
ownership structure, HHS has limited
ability to expand, or redevelop, the 45
year old site to meet future volume and
service growth needs.

decreasing inventory across multiple
sites and allow the development of a
Centre of Excellence for Day Surgery.

A closer alignment of acute children’s
programs, especially mental health
services, with children’s developmental
programs. This recommendation will
align with the co-location of a new
Children and Women’s Hospital (acute
care) on the Hamilton General Hospital
campus, next to the new Ron Joyce
Children’s Health center (children’s
developmental, autism and mental health
services).
Relocating a substantial portion of day
surgery activity from the large acute
sites in Hamilton, i.e., Hamilton General
Hospital and Juravinski Hospital to
105

•

Realignment of complex care, palliative
and rehabilitation/restorative care to
enhance the patient experience through
the continuum of care. By allocating
these programs from the St. Peter’s
Hospital site to the Hamilton General
Hospital and Juravinski Hospital sites, it
enhances the patient experience through
their healthcare journey. It improves
transitions of care for both patients, their
families and the healthcare providers, as
patient flow is enhanced and there is less
need for patient transport between sites.

•

As a result of site changes and aligning
laboratory service delivery model,
HRLMP will see changes in current
service, through the following changes.
There will be no need for a CORE
laboratory space in the Children and
Women’s building site, as service will be
accommodated at the Hamilton General
Hospital site. Transfusion Medicine, will
be handled through the TM lab at the
Hamilton General Hospital. Molecular
Hematology will be moved to the
Juravinski Hospital and Cancer Centre.
Electron Microscopy will be transitioned
out of the McMaster University Medical

Hamilton Health Sciences Stage 1A Submission
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Centre site, with consideration to be
given to the continuation of the service,
as this is a shared clinical/research lab.
Genetics, the technical laboratory will
be relocated to St. Joseph’s Hamilton
Hospital.

community facilitating collaboration
and integration for patients and
family members.

The net result of these proposed changes
which are planned to occur in the 10-year
horizon are:
1. The development of a free-standing
Children and Women’s Hospital on the
Hamilton General Campus.
2. To vacate the McMaster University
Medical Centre site over the next
10-12 years. As a new Children and
Women’s Hospital is built; and the
Hamilton General and Juravinski
Hospitals are redeveloped; HHS will
transition the current services offered
at MUMC site between the 2 sites. This
will permit the current MUMC facility
to be transitioned back to the Faculty
of Health Sciences, McMaster University,
who own the site for future growth in
academic and research activities.
3. Redistributing existing beds at
St. Peter’s Hospital to the Hamilton
General Hospital and Juravinski
Hospital and Cancer Centre to achieve
clinical synergies, enhance patient
flow by offering services at the same
site across the continuum of care,
improving transitions of care and
decreasing unwarranted transportation
for patients, families and health
providers. This will permit consolidation
of services across two (2) campuses
instead of the current three (3).

5. Aligning clinical synergies by
redistributing the current adult nonreproductive health outpatient
activities currently being performed
at McMaster University Medical Centre
to the Hamilton General Hospital and
Jurvanski Hospital and Cancer Centre.
For clinics that can be safely transitioned into the community, HHS will
work with community partners to
transition or develop clinics that meet
the populations’ needs to promote a
population health approach in areas
such as the Hamilton Urban Core.

West Lincoln Memorial Hospital
WLMH must continue to provide access
to seamless care for the residents of West
Niagara. The redeveloped site would function
to provide comprehensive care and when
necessary, smooth transitions to and from
tertiary and quaternary care.
A Population Health Framework would
encompass the additional needs of the
community through partnerships. These
needs may include but are not limited to,
community living destinations, transportation,
volunteerism, a Compassionate Community
Model, wellness, and a community partner’s
hub for community agencies.
As a hospital, the redeveloped WLMH of the
future will contain four anchor programs:
1. Emergency Care – 24 hour, 7 day a
week Emergency Care, staffed by
a rosters of ED Family Physicians. It is
anticipated that the Emergency
Department will be supplemented by
a short stay/observational unit used
to defer admission and to allow for
rapid diagnosis and short term inter
ventions. Patients will either be

4. Based on the redistribution of services
from St. Peter’s Hospital, the site will
be repurposed for other community
health related activities and health/
wellness partners. The repurposing will
allow for other health providers to
offer services in the Hamilton
106

2. Maternal and Newborn Program –
WLMH is designated a Level 1b centre
for Maternal Care and a Level 1
program for Newborn Care. This
program will continue to care for low
acuity births in a well population with
the oversight of Obstetricians, Family
Physicians and Midwives. Where the
mother or baby’s needs exceed the
level 1b designation, we will continue to
partner with level 2 and level 3 hospitals
to facilitate seamless, shared cared
models. This program is central to the
pride the community feels for WLMH
and forms a critical element of the
culture today. Although not a growth
component for the community, it is felt
to be a corner stone in the Integrated
Primary Care model.
3. Community Surgery Program – WLMH
will have an innovative model of
providing ambulatory surgical care,
serving West Niagara and Hamilton
residents. The community told us that
they wanted care close to home where
possible; pre/post care in their
community, and effective transitions
to surgical care that are not available
at the site. We are envisioning four
Ambulatory Surgical Suites and two
Procedure Rooms for the future.

WLMH site will consolidate low acuity,
same day surgery in the areas of
Gynecology, Urology, General Surgery
and Endoscopy serving as a HHS
integrated comprehensive Community
Surgical Program. This facility will be
of considerable benefit both to the
community and to the larger HHS
system allowing for increased volume,
quality, and patient experience in
ambulatory surgical procedures.
4. Community Medicine Program – HHS
107

has the opportunity to implement a
Population Health model in the West
Niagara community, with the
foundation of the Primary Care model
that exists today. Although early days
in the planning, the group endorses
some key elements:
a) Focus on care for Healthy Aging
and Seniors Care
    • Demographic data for West Niagara
  shows that the overall  population is
  expected to increase by seven per
  cent over the next 20 years.
    Highlights include:
    • The population aged 20-59 is
       expected to shrink by nine per cent
    • The population 85+ is expected to
increase by 102 per cent
    • Overall, the growth in West Niagara
is only for the population age 60+
b) Relationship Centred Care focusing
     on Patient and Family Experience
c) Primary Care led integrated care
d) General Internal Medicine and
     Medical Subspecialty Clinics
     General Medicine Rapid Assessment,
Cardiology and Neurology)
e) Advanced Diagnostics such as:
     (Examples - CT, Cardiology and
     Neurology)
f) Medical Day Care: including blood
     transfusions, specialty drug infusions
and therapeutic procedures
g) Community Volunteer Coordination
Centre
h) Partnerships with Community Care
Agencies
i) Mobile services for supporting
Primary Care in the home setting

Hamilton Health Sciences Stage 1A Submission

transferred to the appropriate HHS
facility for admission or discharged at
the end of their short stay.

Scope and Siting Options
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Option Evaluation
Criteria

Objectives

Scenario 1 – Status Quo

Scenario 2 – Proposed Model

1.1. Access to care
Impacts on access
to care for residents
in the service
territory

Hamilton, West Niagara
and Regional residents
should be able to
receive timely and
appropriate healthcare
services to achieve the
best possible health
outcomes, regardless of
where they live.

− No changes expected as
HHS will keep the same
four sites

− Overall no significant impact on access
to care
− Potential impact from move from MUMC
for those living in close proximity, but
offset by increased access for those near
the HGH and JHCC sites

1.2. Patient
experience
Impacts on the
experiences of
patients and
families

HHS’s goal is to provide
an excellent patient and
family experience every
time.

− Overall quality of care to
remain unchanged.
− Some improvements
as HHS renovates and
redevelops the existing
sites according to the
master plan.

− Overall same improvements as Status Quo
due to renovations/redevelopment
− Additionally, likely significant improvements
due to improved clinical adjacencies, including:
− Improvements from new Children and
Women’s hospital adjacent to a full service
acute adult hospital
− Patient flow and continuum of care with
the relocation of SPH services to the HGH
and JH sites

1.3. Efficiency and
Effectiveness
Impacts on
efficiency and
effectiveness of
clinical operations

Healthcare providers should − Constraints on clinical
continually look for ways to
adjacencies and continuum
reduce waste, and provide
of care due to division of
care that is in the most
activities between existing
appropriate setting (match
four sites.
resource to care needs).

1. Patients

− Potential improvements to efficiency,
effectiveness and patient flow from more
functional clinical adjacencies.
− Consolidation of ICU services for women with
other adult ICU services at the same site

2. People
2.1. Health and
safety
Impact on working
conditions for HHS
staff and provision
of a safe and secure
environment for
patients, families
and visitors

HHS operates a safe,
secure and healthy work
environment for the
benefit of patients and
their families, staff and
visitors.

− Asbestos issues at MUMC
− After moving from MUMC, no longer
site continue to create
managing significant asbestos abatement.
issues during maintenance
− Bring existing spaces up to modern
and repair work, as well as
standards.
significant expense.
− By building new space at two existing
− Redevelopment and
large sites and WLMH, HHS is expected to
renovation of existing HHS
help ensure limited infrastructure funding
sites will continue to improve
is available to maintain the safety and
the safety and security of
security of our hospital environments
working conditions assuming
available infrastructure
funding to maintain

2.2. Human
resources
Impacts on staff
resource allocation

Human resources are
allocated efficiently
across all sites,
making the best use
of individual skills and
expertise relative to
patient, program and
site needs.

− Resource allocation to
− Potential impacts to resource allocation due
continue based on program
to efficiencies in clinical and support service
and site needs.
functions following a consolidation to two
sites, in areas such as:
− Resource allocation unlikely
o Materials management
to be significantly impacted
o Plant operation and maintenance
by future renovation of
o Utilities
existing sites
o Patient transport
o Nutrition services
o Customer support services
o Security
o Parking
o Lab and diagnostic services
o Medical day dare
o Ambulatory clinics
o Operating and procedure rooms
o Medical device reprocessing
− Impacts could be in the form of reduced
resource needs or reallocation of resources
from their current functions.
− Potential decrease in staff and management
resources due to both clinical and support
service efficiencies as a result of consolidation.
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Objectives

Scenario 1 – Status Quo

Scenario 2 – Proposed Model

3. Research Innovation and Learning
3.1. Research
Impacts on research
at HHS

HHS is a high performing
research hospital.
The research informs
improvements and
innovations to care across
the system through
supportive partnerships
with McMaster University
and others.

− Potential for negative
impact on researchers at
MUMC due to future change
in site to accommodate
clinical requirements (less
space available for research
activity based on increasing
demand for clinical space).

− Potential disruption/distraction during
transition from MUMC to new building.
− Anticipated greater opportunity for
clinical research may be found upon clinical
program consolidation allowing for more
collaboration between front line providers,
patients and researchers.

3.2. Education
Impacts on
education at HHS

HHS strives to create
excellent learning
environments with our
academic partners. The
education mission trains
the next generation of
healthcare professionals
and opens opportunities
for students to pursue
their career ambitions.

− Potential disruptions
from eventual changes to
address space constraints
at MUMC (i.e., having to
reconfigure the site or
move certain elements to
other sites)

− Education mission and relationship with
McMaster University is expected to remain
unchanged.

4.1. Dispersal and
divestment of
activities
Impacts on ability
to disperse and/
or divest certain
activities

Dispersal of less complicated care to alternative
settings such as (scheduled) ambulatory and
urgent care centres; such
settings may offer greater
accessibility and more
efficient and effective operations. Divestment of activities through transfer of
programs with or without
their associated physical
facilities; this might include
low risk surgery to outlying
community hospitals or
specific program transfers

− Keeping the existing four
large sites could limit
HHS’ ability to disperse
or divest some activities
to the community, given
the financial burden of
maintaining many sites.

− Building new space at two existing large
sites and WLMH could help drive some
dispersal or divestment of activities as HHS
implements a master program based on
two sites instead of four.
− Allows the organization to continue focus
on Tertiary care and divest/disperse
services that are better aligned with
community care. This is aligned with the
Triple Aim Framework, as it produces care
at a lower cost to the system and places
care more into the community.

4.2. Efficiency of
non-clinical
support
functions
Impacts on the
efficiency of support
services such as:
administration, finance,
nutrition services,
facilities management,
utilities, housekeeping,
retail, volunteer
resources, etc.

Non-clinical functions
are delivered in the
most efficient manner
possible, given the
organization needs
and the physical
infrastructure
constraints.

− No expected improvements
to efficiency due to
hospital site configuration –
efficiencies would be driven
by organizational change,
not infrastructure
− Management attention split
across four independent
sites

− Expect efficiencies due to operating two
acute sites instead of four. These potential
efficiencies include (among others):
o Plant operation and maintenance
o Materials management
o Utilities
o Patient transport
o Customer support and nutrition services
o Parking
o Security services
− Further details on the financial impacts are
included in the financial analysis section.

4.3. Environmental
sustainability
Impacts on
environmental
footprint,
including energy
usage, waste,
transportation, etc.

The organization
should seek to minimize
(where possible) the
environmental impact of
hospital operations.

− Environmental footprint
− Environmental footprint eventually based on
based on operating four
operating two independent hospital sites.
independent hospital sites
Potential efficiencies due to:
− Currently require significant
o Potential for reduced transportation
transportation between sites
between sites (patients, staff, visitors
and supplies).
− Utilities and consumable for
four sites
o Reduction of physicians travelling
between sites when on call.
o Reduction of management travelling
between sites.
o Potential for reduced utility costs at
two sites rather than four sites.

4. Sustainability
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Criteria

Criteria

Objectives

Scenario 1 – Status Quo

Scenario 2 – Proposed Model

4.4. Business
relationships
Impacts on suppliers
and other commercial
partners of HHS

Suppliers and other
commercial partners
are treated in a fair
and equitable manner,
within the best interests
of the organization.

− Relationships would
continue according to
status quo operating
model, with changes
driven primarily by
patient volumes and
HHS procurement and
contracting policies.

− Potential impact on suppliers and other
partners due to a consolidation and
changing needs from third parties.
Expect to improve vendor efficiency and
effectiveness consolidate deliveries to two
sites instead of four sites

4.5. Hospital partners
St. Joseph’s Hospital
Hamilton, Joseph Brant
Memorial Hospital,
Niagara Health System,
Brant Community
Healthcare, Norfolk
General Hospital and
LHINs 3 and 6 partner
hospitals

HHS continues to
collaborate with
hospital partners in
order to effectively
serve the needs of the
region.

− No change to current
partners due to
infrastructure decisions.

− Building new space at two existing
large sites and WLMH will allow for a
more streamlined referral approach and
continuum of care for patients

4.6. Community
partners
Examples:
CCAC
City of Hamilton Public
Health Thrive St.
Elizabeth’s Long term
care YMCA McMaster
University
Mohawk College

HHS continues to
collaborate with
community partners
in order to effectively
serve the needs of the
region.

− Anticipate minimal
− Impact on community due to transition
change from a community
from SPH and MUMC sites.
perspective as HHS would
− Consolidating services would improve
continue to operate in all
patient flow, patient experience and
the same sites as present.
continuum of care within sites.
− Expect that HHS would
− Impacts on McMaster University due to
interact with and contribute
move from MUMC site, potentially include:
to the strategic plan.
o Assume all maintenance responsibilities
and costs
o Redevelop or repurpose the building for
academic, research or other uses.
o Greater flexibility to organize and expand
university services within MUMC
− Expanded footprint at both HGH and JHCC
sites, additional construction activities and
land use. Potential to add retail and other
services for the community.

4.7. HHS Foundations
Impacts to the HHS
foundation

HHS continues to
work with the HHS
Foundation to support
fundraising that enables
the delivery of care.

− HHS Foundation fundraising − Expect an additional fundraising requirement
(local share), especially for new Children
(local share) would be
and Women’s hospital. Potential impact
required according to
to fundraising capabilities due to any
required capital expansion
community opposition to closing SPH and
and redevelopment work at
or moving from MUMC.
four sites.
− Potentially fewer competing priorities with
fewer sites and newer facilities require
reduced investment during preliminary
years of operation.

4.8. Ministry of Health
and Long Term
Care

Future program and
infrastructure changes
are aligned with
MOHLTC strategy.

− MOHLTC would need to
provide ongoing capital
funding to support
the renovation or new
construction at four sites.

− MOHLTC would be consolidating funding
for new construction at two sites instead of
four, including the development of a new
Children and Women’s Hospital.

Hamilton Niagara
Haldimand Brant
(HNHB) Local Health
Integration Network
(LIHN)

Future program and
infrastructure changes
are aligned with LIHN
strategy.

− No impact expected to
current relationship or
funding.

− Opportunities to provide efficient and
effective patient care across the continuum
are aligned with the MOH and HNHB LHIN
Strategy.
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Criteria

Objectives

Scenario 1 – Status Quo

Scenario 2 – Proposed Model

5.1. Timing for
expansion/
renovation and
redevelopment
projects
Impacts on the
timing of completing
required renovation
and re-development
projects

Infrastructure project are
completed on a schedule
that meets the demands
on HHS patients and
programs.

− Timing is largely driven
by MOHLTC approval and
funding process
− In status quo there are
fewer new-build projects
however more renovation
projects which all have
lead time for planning and
securing MOHLTC funding.

− Timing is largely driven by MOHLTC
approval and funding process
− Potentially a long lead time to additional
major new build projects, especially the
new Children and Women’s Hospital at the
HGH site.

5.2. Implementation
complexity
Impacts on the
complexity of
implementing
expansion/
renovation and
re-development
projects

Infrastructure projects
are implemented in a
manner that minimizes
disruptions to hospital
operations and patient
care.

− HHS will carry out a
series of new build,
re-development, and
demolition projects over
the planning horizon
at existing sites while
maintaining operations.
Requires extensive phasing
and additional cost to
maintain operations
through construction.
− Implementation is further
complicated due to
activities being dispersed
across four different sites,
limiting the ability to
coordinate works.

− Expect less impact to existing operations of
Women’s and Children’s programs at MUMC
when building a new greenfield hospital at
HGH.
− Same impact for programs transferring from
SPH as there would be limited impact to
current operations until it was time to move
into new space at HGH or JHCC sites
− Clinical operations impact through
construction at HGH and JH sites, but would
also have this in the status quo scenario

5.3. Flexibility to
meet changing
demands
Impacts on the
ability of site
infrastructure to
accommodate
changing program
needs

Infrastructure enables
the accommodation
of changing program
needs with minimal
disruption to operations
and optimized capital
expenditures.

− HHS must work within
existing infrastructure
constraints in order to
meet changing needs. For
example, at MUMC HHS
has very limited ability
to expand or redevelop
the facility given they do
not own and control the
land or the building. This
likely materially limits the
flexibility regarding a new
Women and Children’s
facility.

− Additional flexibility is possible through
design and implementation of new projects
at HGH and JHCC.

5.4. Facilities
maintenance
complexity
Impacts on the
complexity of
regular facilities
maintenance
activities

Facilities maintenance is
conducted as safely and
efficiently as possible

− MUMC currently has added
complexity due to asbestos
management and sharing
the facility with McMaster
University. HHS would
continue to be responsible
for delivering all building
maintenance with status quo
cost sharing formula in place.
− Health Investment Renewal
Fund from MOHLTC provides
$6 million/year in funding
currently for facilities
maintenance activities
based on a building scoring.
Currently, HHS has a $300
million backlog.
− Generally, maintenance
activities are complicated
by the requirement to
maintain four independent
hospital sites, potentially
limiting opportunities for
coordinating activities and
resulting in duplication of
trades across many sites.

− Eliminate complexity of asbestos abatement
at MUMC.
− Eliminate management of entire MUMC site
including portion used by university.
− Generally, maintenance activities are less
complicated due to a reduction to two
independent hospital sites and ability to
consolidate tradesmen.
− Funds from Health Investment Renewal
Fund would no longer be required,
removing the $300 million backlog
− Fewer self-funded ad-hoc projects in
the short term, reducing impact on the
Foundation
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5. Sustainability - Infrastructure

Criteria

Objectives

Scenario 1 – Status Quo

Scenario 2 – Proposed Model
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5. Sustainability - Infrastructure
5.5. Lifecycle
complexity
Impacts on the
complexity of
major lifecycle
requirements

Infrastructure
lifecycle planning
and maintenance are
conducted as efficiently
as possible, with
minimal complexity
and distraction of
management.

− Generally, lifecycle
activities are complicated
by the requirement
to maintain critical
structures and systems
at four independent
hospital sites, potentially
limiting opportunities for
coordinating activities.

− Potential for reduced lifecycle complexity
for planning and coordinating lifecycle
projects at two sites instead of four.

5.6. Real estate
Impacts on real
estate holdings

Real estate holdings are
optimized to current and
future program needs.

− MUMC site is not owned by
HHS, limiting HHS’ ability to
optimize use of that piece
of real estate.
− HHS must manage four
separate real estate sites
(three owned, one leased).

− Eventually two fewer properties to manage,
remaining properties completely owned by
HHS.
− Potential monetization of SPH land holding
to help fund other projects.
− Potential need to acquire lands at HGH and
JHCC.
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  Plan
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1.2. Human Resources Plan
Staffing Plan

Project Impact – Meeting the Need
for Additional Resources

The Hamilton Health Sciences 2014/2015
Fiscal year had a combined fulltime equivalent (FTE) staff of 9,500.
Administrative Services projections include a
relative increase required to ensure support
as other category FTE’s increase. Categories
include aggregated projected FTEs for 5, 10
and 20 years respectively with the exception
of Research and Retail Services which remain
constant. A detailed breakdown of FTEs by
site is included in Appendix E.

As volume increases occur in hospitaloperated programs over the 20 year planning
horizon, additional staff resources will be
negotiated as part of the Health Service
Providers funding request. New program
requests are not anticipated as part of this
submission over the 5 year horizon.
HHS will continue to review options for service
delivery redesign, staff mix changes, and new
models of care in partnership with local Health
Service Providers. Each of these may impact
the staffing projections. The intent is to ensure
that the right care is provided in the right
place by the lowest cost provider.

Staffing Projection by Category
Actual FTE
Category

14/15 FTE

Projected Aggregated FTE
5 Years

10 Years

1,270

1,337

1,502

1,834

232

262

333

534

1,424

1,573

1,931

2,860

63

66

71

84

2,524

2,695

3,074

4,041

Outpatient & Emergency Services

942

1,008

1,173

1,608

Research

558

558

558

558

Retail Services

105

105

105

105

Support Services

2,352

2,626

3,239

4,960

Grand Total

9,471

10,229

11,987

16,586

Administrative Services
Clinical Services
Diagnostic & Therapeutic Services
Education
Inpatient Services

20 Years

Note: Administrative Services include General Administration, Finance, Human Resources,
Volunteer Resources, Privacy, Policy, Procurement, and ICT.
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MOHLTC Checklist (1.3)

Changes in Model of Care
In this section, we present preliminary future
operating cost estimates. We obtained
2014/15 expenses by care type from HHS
OCDM and MIS Trial Balance data. We
forecast future expenses by multiplying
the expenses in each care type by the
corresponding projected increase in activity.

Shown in the table below, our preliminary
estimates imply that that HHS operating
costs will increase by 34 percent over the
twenty years.

HHS Operating Cost Estimate by Care Type
Increase over 2014/15
HHS Expenses
2019/20

HHS Expenses
2024/25

HHS Expenses
2034/35

$583,841,626

$670,850,108

Care Type

HHS Expenses
2014/15

Acute Inpatient

$511,205,862

$545,450,440

Day surgery

$65,573,650

$68,568,626

$72,902,271

$79,050,358

5%

11%

21%

Complex Care

$40,425,182

$45,593,552

$51,542,243

$64,840,343

13%

28%

60%

Emergency Department

$50,047,796

$52,372,000

$54,803,374

$59,458,077

5%

10%

19%

Inpatient Rehabilitation

$39,465,045

$41,366,582

$45,514,068

$54,966,600

5%

15%

39%

Other

$228,857,608

$247,850,552

$271,128,974

$325,696,052

8%

18%

42%

Total

$935,575,142

$1,001,201,751

$1,079,732,556

$1,254,861,539

7%

15%

34%

2019/20 2024/25 2034/35
7%

14%

31%

Operating Cost Estimates
In the next table, we compare future
operating costs under the two planning
scenarios based on KPMG Business Case
- HHS Site options. Scenario 1 is the status
quo with all sites being used similarly in the
Fiscal Year

future. Scenario 2 involves the repurposing
of St. Peter’s hospital and the current MUMC
site, with a new Children and Women’s
Hospital located on the Hamilton General
campus.

2014/15

2019/20

2024/25

2034/35

Scenario 1 - Status Quo

$935,575,142

$1,001,201,751

$1,079,732,556

$1,254,861,539

Scenario 2 - Consolidation

$935,575,142

$1,001,201,751

$1,082,004,132

$1,244,410,749

$0

$0

($2,271,576)

$10,450,790

Operating Cost Savings Associated
with Scenario 2

Scenario 2 results in an estimated $10.5M
savings in operational costs relative to the
Scenario 1 estimate. These potential savings

are associated with reducing expenses
in Power and Utilities expenses, Other
Operating and Maintenance expenses.
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A. Leading Practice Summary
leading practices for Adult Regional Patient
Care. These sources include KPMG’s own
experience, global thought leadership and
external sources (where identified).

Provided to PCWG:
The purpose of this summary is to highlight
and identify high-level leading practices
themes for the purpose of assisting in the
identification of potential opportunities.
The themes that have been identified in this
document are from several sources and are
meant to provide Working Group members
with a broad view of the themes related to

Adult Regional Patient Care will be divided
into three subgroups – Cardiac and Vascular,
Neurosciences, and Burns and Trauma. The
leading practices for all three subgroups are
included in this document.

The below tables summarizes leading practices themes for Adult Regional Patient Care –
Cardiac and Vascular Subgroup.
Adult Regional Patient Care – Cardiac and Vascular
Leading Practice Themes
Systematizing
• The Canadian Heart Health Strategy and Action Plan released in February 2009, describes a continuum of
comprehensive care for cardiovascular disease patients in Canada. Cardiac rehabilitation (CR) is identified as
Inpatient Referral
a core component of such care, serving as a critical vehicle for the implementation of cardiovascular disease
to Cardiac
(CVD) prevention strategies and the reduction of CVD risk. CR is a comprehensive, outpatient, chronicRehabilitation9
disease management program designed to enhance and maintain cardiovascular health through the delivery
of individualized, but integrated inter-professional care.
• Peer-reviewed scientific evidence, including randomized controlled trials (RCTs), rigorous systematic reviews
and meta-analyses have consistently established that the delivery of CR, following initial treatment of a
cardiac condition, further reduces mortality by approximately 25%.
• Despite the proven benefits of CR, only an average of 34% of eligible patients are referred, and 20%
ultimately enroll. This runs counter to evidence-based clinical practice guidelines which recommend CR as
the standard of care in the management of CVD. Based on the evidence, it is strongly suggested that to
increase CR enrollment, a combination of systematic and liaison referral strategies be implemented for all
inpatient units serving patient groups that have been shown to benefit from CR. Indeed, CR enrollment rates
above 70% can be reached. If these referral strategies could be implemented on a broader scale, this could
potentially translate into significant public health benefits.
Comprehensive
Preventive
Cardiology10

• The Preventive Cardiology program at the University of Wisconsin encompasses the following services:
preventive cardiology clinics, which include lipid, hypertension, nutrition and risk reduction clinics; inpatient
and outpatient cardiac rehabilitation; pulmonary rehabilitation, risk factor and vascular screening programs,
exercise stress testing, exercise prescription and counseling, smoking cessation, stress management and
several other clinical, research and educational programs. The highly skilled Preventive Cardiology team
includes six physicians, three nurses, over ten clinical exercise physiologists, four dietitians, a psychologist
and clinical support staff. Each year, this team of experts assists thousands of patients per year.
• Cardiac, pulmonary, and vascular rehabilitation are comprehensive programs that include rehabilitation,
exercise, monitoring, risk factor assessment and management, education and counseling.
• Programs use a case management approach to focus efforts on helping patients reach their clinical
and functional goals. Behavior change strategies are emphasized. The programs work closely with each
patient’s doctors, to help ensure the best outcomes and their long-term health. The programs offer support
in clinical management, diagnostic testing, and efforts to maximize the patient’s physical, psychological
and spiritual health. The inpatient program assists hospitalized patients recovering from heart or vascular
disease; the outpatient program focuses on optimizing health and reducing risk. Preventive Cardiology staff
assists patients in maintaining and continuing long-term recovery. The staff also provides clinical nutrition
intervention and exercise prescription. Psychological evaluation is a standard component of the patient
assessment. A psychologist and counselor offer individualized and group programs to enhance health
outcomes and screen for significant anxiety or depression. A comprehensive stress management program
recently became affiliated with the UW Mind-Body Institute.
• The Program offers comprehensive evaluations for families with histories of premature cardiovascular disease
and stroke and is closely affiliated with the University of Wisconsin Health and Fitness Center, which offers
many programs and classes to assist those who wish to improve their health and fitness.

9

http://www.ccn.on.ca/ccn_public/UploadFiles/files/CACR-CCS_Position_Statement_EN.pdf
http://www2.medicine.wisc.edu/home/cardiology/prevention2

10
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Leading Practice Themes
Improved
CommunityWide Health
Promotion11

Community-Wide Cardiovascular Disease Prevention Programs, Maine, USA
Description:
• Community-wide programs targeting hypertension, cholesterol, and smoking, as well as diet and physical
activity, have been sponsored in Franklin, a rural county in the state of Maine, by various community
organizations and local hospitals and physicians over the last 40 years.
Results:
• The sustained, community-wide programs targeting cardiovascular risk factors and behavior changes
to improve a Maine county’s population health were associated with reductions in hospitalization and
mortality rates over 40 years, compared with the rest of the state. Further studies are needed to assess the
generalizability of such programs to other US county populations, especially rural ones, and to other parts of
the world.

The Best of
Clinical Pathway
Redesign12

Driving up quality and productivity in cardiac surgery
• Eight NHS Trusts, supported by their local cardiac networks, participated in a national project as
demonstration sites from 2008 to 2010 testing out new approaches to care and improvement to frontline
patient services. The work with the project sites addressed key efficiency measures seen as constraining
the management of smooth patient flows, including pre-admission provision, referral management services,
scheduling and discharge and postoperative care management.
• Lessons drawn from this work suggest that quality improvement to cardiac surgery services requires smarter
working, a data driven approach to understanding processes, the enhancement of staff roles and a shared
overview of the patients’ experience across referring providers and the tertiary centre.
• An example of a new pathway for cardiac surgery that was developed featured:
− Pre-assessment of all elective cardiac surgery patients
− A theatre scheduling policy which included improving notice to patients of their date for surgery
− Regular monitoring of theatre cancellations to reduce non-clinical cancellations
− Implementation of the use of electronic referrals for non-elective cases
− Implementation of admission on the day as normal practice
− Recruiting two additional staff – a pre-assessment nurse and a cardiothoracic nurse practitioner (While
these new posts required funding, the project overall was cost neutral due to the savings gained by each
workstream)
The improvements have seen an overall boost to productivity – theatre scheduling, increased pre-assessment and
admission on the day, and reduced cancellations and length of stay have all contributed towards the increase

Concentrating
Specialist
Services into
Centres of
Excellence5,6

National Health Services, UK
Description:
• Changes in the location of care reflect evidence on the relationship between volumes of care and outcomes
in some specialist services. Examples include vascular surgery, where the mortality rate is lower in highvolume hospitals than low-volume, carotid surgery, and pediatric heart surgery13.
• The National Health Service (NHS) has recognized this and plans to cut the number of hospitals undertaking
these surgical procedures to improve outcomes.
Results:
• There are also benefits from concentrating specialist stroke services in fewer hospitals, as has been shown in
London, where an estimated 400 lives will be saved each year following the development of eight hyperacute stroke units.14

Community-Wide Cardiovascular Disease Prevention Programs and Health Outcomes in a Rural County, Burgess et al., (2015)
NHS Improvement, “The best of clinical pathway redesign, Practical examples delivering benefits to patients”; 2011
13
Review of Vascular Services Key Messages from the Literature, Public Health Wales
14
London’s Hyperacute Stroke Units Improve Outcomes and Lower Costs, Harvard Business Review
11

12
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Adult Regional Patient Care – Cardiac and Vascular
Leading Practice Themes
MultiFit, Kaiser Permanente
Description:
• Kaiser Permanente pioneered an intensive case management (level three) program for cardiac rehabilitation
program called Multifit for patients with advanced heart disease, such as those recovering from a heart attack
or heart surgery.
• Nurse case managers provide telephonic education and support for up to six months to help patients make
lifestyle changes and reduce their risk of future cardiac events. Aided by the EHR and a patient registry, the
Colorado region enhanced the program by adding a telephonic cardiac medication management service
provided by clinical pharmacy specialists, with ongoing follow-up until patients achieve treatment goals and
can be transferred to primary care for maintenance.
Results:
• Results for patients participating in the Colorado program included the following: Cholesterol screening
increased from 55 percent to 97 percent of patients, while cholesterol control has almost tripled from 26
percent to 73 percent of patients. The Colorado plan ranked first among health plans nationally in 2007 on a
measure of cholesterol screening for patients with cardiovascular conditions. Relative risk of death declined
by 89 percent among those enrolled in the program within 90 days of a cardiac event, and by 76 percent for
those with any contact with the program.
• An estimated 260 major cardiac events and 135 deaths have been avoided per year because of these
improvements.15

The below tables summarizes leading practices themes for Adult Regional Patient Care –
Neurosciences subgroup.
Adult Regional Patient Care - Neurosciences
Leading Practice Themes
Emergency
Emergency Multidisciplinary Unit, Abingdon Community Hospital
Department and Description:
Inpatient Hospital
• In order to prevent bed-blocking and reduce hospital visits, Abingdon Community Hospital established an
Avoidance16
Emergency Multidisciplinary Unit (EMU). As an alternative to the emergency department, patients can be
referred to the EMU by a general practitioner (GP), a community nurse or an ambulance paramedic. Patients with
history of a stroke or heart attack are not a part of this program, which is available from 8am-8pm on weekdays
and 10am-4pm on weekends. The EMU has specialized physicians, GPs, nurses and various workers who quickly
assess a patient and provide a speedy diagnosis, as well as a “hospital at home” nursing team to provide support
to patients sent home to recover.
Results:
• Instead of 100% transported to the emergency department, 65% of patients assessed were able to stay in their
own home and 17% required acute hospital care
• This new innovation of “interface medicine” has plans of national expansion to free space in other acute hospitals
CommunityBased Care to
Prevent Hospital
Admissions

Acute Demand Management System, Canterbury, New Zealand
Description:
• The Acute Demand Management System in Canterbury, New Zealand is aimed at preventing hospital admission.
It provides both a means for general practice to give patients support so that they do not need to go to hospital,
and a means for the hospital to discharge patients from the emergency department, or from medical and surgical
admission wards, without the need for a hospital stay.
• The program allows for the observation and follow-up of unwell patients without them having to pay repeat
consultation fees. It also allows home visits for the elderly unwell, and, for example observation of a child with
gastroenteritis, while teaching their care givers how to look after them. GPs can call on ADMS for patients who
may need observation or some tests rather than an admission. In the hospelecital, two nurses seek to ‘pull’
patients out of the emergency department to prevent an admission whose treatment could be delivered at home.
• ADMS is a short-term programme - typically three to 5 days. Elements include a specific programme for COPD
which was introduced after it was found that, once patients with COPD reached the ED, they had very high
admission rates. In this case, patients are given care plans and something as simple as a fridge magnet which has
their normal oxygen saturation and exercise tolerance on it.
Results:
• Ambulance services know what is ‘normal’ for a patient, so that - supported by telephone access to a respiratory
physician - it can decide whether the patient needs to go to the ED, or to the 24-hour surgery for observation, or
can be handled in the community by the GP or by acute demand management. In the winter of 2012, Canterbury
estimates that some 40% of COPD patients who would previously have been taken to the ED were diverted to
other forms of care.17

15

16
17

Case Study: Kaiser Permanente – Bridging the Quality Divide with Integrated Practice, Group Accountability, and Health
Information Technology, The Commonwealth Fund
Health Service Delivery Innovation Awards, University of Oxford
The Quest for Integrated Health and Social Care: A Case Study in Canterbury, New Zealand, The Kind’s Fund
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Leading Practice Themes
The Best of
Clinical Pathway
Redesign18

Focusing on Prevention and Best Practice
• NHS Improvement has been involved in a national program to reduce the number of strokes caused by AF. The
work aligns to the national QIPP agenda through improving the quality of care, preventing the risk of stroke, and
increasing productivity via reducing the costs associated with stroke.
• The program has a number of aims including achieving greater use of a risk management tool called Guidance
on Risk Assessment for Stroke Prevention in Atrial Fibrillation (GRASP-AF) in primary care to help reduce the
number of preventable strokes (the tool was originally developed in the West Yorkshire Cardiac Network).
GRASP-AF identifies all patients on the existing GP AF register and performs a risk assessment using CHADS2 to
identify whether they are on the correct treatment and support the use of anticoagulant drugs such as warfarin.
Ultimately the program was initiated to reduce overall stroke mortality.

The below tables summarizes leading practices themes for Adult Regional Patient Care –
Burns and Trauma Subgroup.
Adult Regional Patient Care – Burns and Trauma
Leading Practice Themes
Comprehensive
Team Approach
to Burn Care19

Burn Teams and Burn Centres: Comprehensive Team Approach to Burn Care
Description:
• The complexity of the management of severe burn injuries have led to the development of regional burn centers
across 43 US states.
• Centralization of burn services is expected to provide an opportunity for more focused basic, translational, and
clinical science research in the field.
• Centralized Burn Teams composed of Burn Surgeons, Nurses, Anesthesiologists, Respiratory Therapists,
Occupational Therapists, Physical Therapists, and Psychosocial Experts have been created in 128 US sites.
Results:
• Organized burn teams can lead to improvements in survival rates and quality of life for burn patients.
• Burn centers have led to decreased lengths of hospital stay from 11 days to 7 days. Mortality rates of burn victims
have also decreased since the use of Burn Centers.
• Morality in Burns has continued to decline, such that 50% of patients were expected to survive 90-95% TBSA
burns.
• Quality of life is also believed to have greatly improved as a result of Centralized Burn Centres.

Guidelines for
the Management
of Major Burn
Trauma20

Provincial Clinical Practice Guidelines for the Management of Major Burn Trauma, BC Fire Fighter Department
Description:
• A multidisciplinary working group has developed guidelines based on a literature review and an audit of
major burn resuscitation at the BC Professional Fire Fighter’s Burn, Plastic and Trauma Unit.
• To address the challenges faced by the medical personnel caring for burn patients in different settings, a
multidisciplinary group of physicians collaborated in 2010 to systematically review burn resuscitation.
• Guidelines were created in response to burn specialists reporting an increase subset of patients suffering
significant morbidity and mortality related to over-resuscitation with fluids.
Results:
• The results of this review and audit were used to develop the Adult Major Burns Clinical Practice Guidelines
now available to practitioners throughout BC.
• These guidelines include best practice protocols and serve as a resource for the resuscitation of adult
major burn patients in preshospital, rural, and tertiary care settings.
Standardized guidelines and algorithms on fluid resuscitation were used to prevent over-resuscitation, decrease
mortality rates, and organ damage later in the patient’s care.

21st Century Burn
Care Teams

Department of Plastic and Reconstructive Surgery, Guy’s and Thomas’ Hospital, London, UK
Description:
• The 21st Century Burn Care Team epitomises integrated multidisciplinary care.
• This model looks to encompass the physical, psychological and social needs of burn and trauma victims,
with the ultimate aim being to return the patient to the optimal level of physical and psychological health.

NHS Improvement, “The best of clinical pathway redesign, Practical examples delivering benefits to patients”; 2011
US National Library of Medicine, 2009
20
http://www.bcmj.org/sites/default/files/BCMJ_54_Vol9_burn.pdf
18

19
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The below tables summarizes leading practices themes for Models of Care
Leading Practice Themes: Models of Care
Over the next five years, the NHS will do far better at organizing and simplifying the system. This will mean:
• Helping patients get the right care, at the right time, in the right place, making more appropriate use of primary
care, community mental health teams, ambulance services and community pharmacies, as well as the 379
urgent care centres throughout the country. This will partly be achieved by evening and weekend access to GPs
or nurses working from community bases equipped to provide a much greater range of tests and treatments;
ambulance services empowered to make more decisions, treating patients and making referrals in a more flexible
way; and far greater use of pharmacists.
• Developing networks of linked hospitals that ensure patients with the most serious needs get to specialist
emergency centres – drawing on the success of major trauma centres, which have saved 30% more of the lives of
the worst injured.
• Ensuring that hospital patients have access to seven day services where this makes a clinical difference to
outcomes.
• Proper funding and integration of mental health crisis services, including liaison psychiatry.
• A strengthened clinical triage and advice service that links the system together and helps patients navigate it
successfully.
• New ways of measuring the quality of the urgent and emergency services; new funding arrangements; and new
responses to the workforce requirements that will make these new networks possible.
New care model – specialized care (1 example)
• In some services there is a compelling case for greater concentration of care. In these services there is
a strong relationship between the number of patients and the quality of care, derived from the greater
experience these more practiced clinicians have, access to costly specialized facilities and equipment,
and the greater standardization of care that tends to occur. For example, consolidating 32 stroke units to
8 specialist ones in London achieved a 17% reduction in 30-day mortality and a 7% reduction in patient
length of stay.
• The evidence suggests that similar benefits could be had for most specialized surgery, and some cancer
and other services. For example, in Denmark reducing by two thirds the number of hospitals that perform
colorectal cancer surgery has improved post-operative mortality after 2 years by 62%. In Germany, the
highest volume centres that treat prostate cancer have substantially fewer complications. The South
West London Elective Orthopedic Centre achieves lower post-operative complication rates than do many
hospitals which operate on fewer patients.

21

http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/
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Provided to PCWG:

and are meant to provide Patient Centred
Working Group and Sub-Group members
with a broad view of the themes related to
leading practices for Children’s and Women’s
Reproductive Health. These sources include
KPMG’s own experience, global thought
leadership and external sources (where
identified).

The purpose of this summary is to highlight
and identify high-level leading practices
themes for the purpose of assisting in the
identification of potential opportunities.
The themes that have been identified in
this document are from several sources

The below tables summarizes leading practices themes for Children’s and Women’s
Reproductive Health.
Children’s and Women’s Reproductive Health
Leading Practice Themes
MORE Program• Across Canada, many maternal child programs are participating in Salus Global’s Managing Obstetrical Risk
Leading Practice22
Efficiently (MOREOB) Program. This is a comprehensive performance improvement program that creates
a culture of patient safety in obstetrical units. Founded on High Reliability Organization principles, the
MOREOB Program integrates professional practice standards and guidelines with current and evolving safety
concepts, principles and tools. The results are sustainable, proven and measurable -- a decade of experience
and more than 13,000 participants confirm it.
• Key elements of the MORE program include:
• Developing effective teamwork and communication.
• Eliminating the culture of blame.
• Embracing learning, knowledge sharing and evaluation.
• Promoting inter-professional collaboration with trust and respect.
• Increasing emphasis on preventive care
• Focus on family centred care
• Increased use of technology
• Increased use of safe home care
• Range of birthing options – patient choice
• Centre of Excellence or Institute approach to facilitate inter-disciplinary approach to care focused on
patient needs and related services (public health)
• Cross sector planning and funding for maternal child – e.g. pilot in Quebec targets young pregnant
women; consult includes assessment of housing, education, etc; prescriptions can include smoking
cessation, voucher for vitamins, paid prescription for iron supplements
• Regionalization of intensive care
• Strengthened ambulatory care system
• Shorter hospital stays
• Advanced Practice roles
• Empowerment of consumers
• Provincial level business analytics to support provider, planners, researchers – in Ontario Born has a
mandate to be the authoritative source of data.
• Ontario is increasing its capacity to plan and deliver maternal-child services through the Better Outcomes
Registry & Network Ontario (BORN Ontario - previously the Ontario Perinatal Surveillance System - OPSS),
and focusing on managing transitions in care between providers and sectors
Keeping
childbirth
dynamic
and natural
programme23

22
23

• NHS Scotland issued the “Keeping childbirth dynamic and natural programme” to facilitate ongoing risk
assessment in the community and to ensure evidence-based care by the appropriate professional for all
women accessing maternity care across Scotland. The ethos of the programme is that birth is a natural
process and unnecessary intervention should be avoided, shifting to midwife-lead birth or home birth for
normal pregnancies.

http://moreob.com/
http://www.maternal-and-early-years.org.uk/the-keeping-childbirth-natural-and-dynamic-kcnd-programme
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Leading Practice Themes
Maternity Matters • The UK launched an initiative called Maternity Matters. The initiative focuses on helping women and their
– Choice24
partners choose what is right for them. Encouraging and enabling self-referral to maternity services.
Engaging with families who are least likely to access maternity care, aiming for equality of outcome for all
maternity users and improve the families’ experience of maternity care.
• To do this, the following actions were taken:
• Established a vision and engaged the team
• Developed the role of the midwife while ensuring the appropriate case load in addition to optimizing the
role of Maternity Support Worker
• Enhanced the capabilities and confidence of other midwives and changed working practices to included
home births, water births etc.
• Moved into Children’s centres (in some instances)
• A survey showed an outstanding improvement in: mothers’ satisfaction from 70% in 2007 – 2008 to 91% in
2008-2009.
• Maternity Matters has made a significant difference to the maternity services available. It has given pregnant
women enhanced choice and widened access to current facilities, as well as providing novel services that
have improved maternity care in the area and I have noticed a high level of patient satisfaction since the
scheme has been implemented.
Midwifery care
model 26

• The impact of skill mix, for example the introduction of Maternity Support Workers (MSWs), has the potential
to release midwifery time and improve outcomes for women and babies e.g. improved breastfeeding rates.
Promoting effective skill mix within the maternity team will be key.
• For example, Bexley Care trust in the UK has implemented recommendations and has experienced steady
increases in home delivery and midwife-led births.

Midwifery care
model 26

• Some models of midwife-led care provide a service through a team of midwives sharing a caseload, often
called ’team’ midwifery. Another model is ’caseload midwifery’, where the aim is to offer greater continuity
of caregiver throughout the episode of care. Caseload midwifery aims to ensure that the woman receives all
her care from one midwife or her/his practice partner. All models of midwife-led care are provided in a multidisciplinary network of consultation and referral with other care providers. By contrast, medical-led models
of care are where an obstetrician or family physician is primarily responsible for care. In shared-care models,
responsibility is shared between different healthcare professionals.
• A review was conducted by the World Health Organization of midwife-led care and covered midwives
providing care antenatally, during labour and postnatally. This was compared with models of medical-led care
and shared care, and identified 11 trials, involving 12,276 women.
• Midwife-led care was associated with several benefits for mothers and babies, and had no identified adverse
effects. The main benefits were a reduction in the use of regional analgesia, with fewer episiotomies or
instrumental births. Midwife-led care also increased the woman’s chance of being cared for in labour by
a midwife she had got to know, and the chance of feeling in control during labour, having a spontaneous
vaginal birth and initiating breastfeeding. However, there was no difference in caesarean birthrates.
• Women who were randomised to receive midwife-led care were less likely to lose their baby before 24 weeks’
gestation, although there were no differences in the risk of losing the baby after 24 weeks, or overall. In
addition, babies of women who were randomised to receive midwife-led care were more likely to have a
shorter length of hospital stay.
• The review concluded that most women should be offered midwife-led models of care, although caution
should be exercised in applying this advice to women with substantial medical or obstetric complications.

Decreasing
NarcoticRelated Adverse
Drug Events
in Children’s
Hospitals27

• Narcotic-related adverse drug events are the most common form of adverse drug events in hospitalized
children.
• The purpose of the project was to implement large-scale improvement to rates of narcotic-related adverse
drug events through use of best practice guidelines.
• Guidelines anticipated to have a high degree of impact included the following:
• Control for medication errors of omission: the routine proactive use of laxatives and stool softeners
should be used when narcotics are prescribed to help reduce/avoid constipation.
• Control for medication errors: limit overrides of automated medication dispensing devices.
• Control for medication withdrawal: Adoption of a standardized weaning protocol.
• Control for communication errors: Adoption of a standard medication reconciliation process to address
medication errors at the time of transfer.
• Narcotic-related ADE rates decreased 67% between the baseline and post-implementation time frames.

Maternity Matters NHS Department of Health, 2007.
Ibid.
26
http://apps.who.int/rhl/reviews/CD004667.pdf
27
http://pediatrics.aappublications.org/content/122/4/e861.long
24
25
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Children’s and Women’s Reproductive Health

Adventure Series
Program28

• The Children’s Hospital of Pittsburgh is a 296-bed facility that had 13,804 inpatient stays, more than a million
outpatient visits, and roughly 77,000 ED visits in 2012. In the Department of Radiology, wait times for scans
were high as many appointments were cancelled when children were too anxious to remain still for the
scan. Through the Adventure Series Program rooms were designed with themes that employ multisensory
distractions, including music, videos, and aromatherapy, to calm and distract children who were undergoing
MRI or CT scans. After testing in a CT scan room in 2005, the program was implemented department-wide in
9 radiology rooms in 2009.
• Department wide use of sedation was reduced by nearly 20% in the first year of the program
• The 16-18 day delay to schedule an outpatient CT scan was eliminated

• ED care and flow can be improved by implementing best practices at several steps in the workflow.
Best Practices
for Improving
• Several points of impact can reduce time spent in the emergency department, improve pediatric patient
Flow and Care of
safety, and promote effective, efficient, timely, and patient centered care.
Pediatric Patients
•
Strategies
for improvement ED patient flow include:
in the
•
Implementing
LEAN methodology: involve those providing value-added steps in every level of process
Emergency
design and modification (“bottom up” management)
Department29
• Optimizing Emergency care pathways: Utilizing the 5-level triage system
• Implementing innovative Staffing Models: The use of nurse practitioners and physician assistants in
lower-acuity settings during peak hours has been found to be particularly effective at alleviating the
stress that higher-volume, lower acuity patients have on the system.
• Optimizing staffing patterns and “fast tracking”: computer modelling of patient flow during peak seasons
can be used to successfully predict the effects of physician staffing patterns on patient throughput in a
pediatric ED
• ED to Observation Units or Inpatient transition: Observation units have been shown to reduce ED
crowding by decreasing inpatient admissions and length of ED stay, improving efficiency, and increasing
rates of patient and staff satisfaction. The types of patients best served in these units include those with
asthma, croup, gastroenteritis, dehydration, abdominal pain or poisoning. A hybrid unit can be
successfully crated by sharing or combining resources with general pediatric inpatient or other pediatric
outpatient services.
The Children’s
Hospital of
Philadelphia
(CHOP), Network
Strategy 30

• CHOP focused on expanding their network throughout Philadelphia and surrounding areas. They
developed a very effective ‘Hub and Spoke’ model to ensure patients across a large geographical area
received treatment close to home while having the primary care physicians who operated out of the
‘spoke’ also conduct work at the ‘Hub.’ This decreased cost of treatment as services would start off at the
primary care level before being escalated to the main acute care campus/setting.
• The main campus in Philadelphia centered around a 460-bed hospital devoted primarily to complex
inpatient care and staffed by over 600 full and part time physicians and over 1,800 nurses.
• CHOP admitted 25,700 patients annually, with an average length of stay of 5 days. The Wood Pediatric
Ambulatory Care Center, adjacent to the main hospital, housed outpatient specialty clinical services. The
18-bed Children’s Seashore House provided rehabilitation and chronic disease care for 1,400 patients per
year. CHOP provided care in all pediatric medical specialties and was the only Level-1 pediatric trauma
center in the region.
• Many pediatric conditions required prolonged care. With nurse visits, equipment, and adequate training of
the patient and caregiver, these services could frequently be provided in the home. In the 1980s physicians
at CHOP had spurred the development of pediatric home care by introducing a program to provide home
care to special needs children. Later, managed care encouraged this growth, identifying the home as a
more economical location for care. Home care remained a growing segment in 2009. Often, home care
patients required multiple services including nursing, education, pharmaceuticals, nutrition assistance, and
home medical equipment, and coordinating the often large number of different service providers could be
difficult.

Agency for Healthcare Research & Quality, 2014
American Academy of Pediatrics, Jan 2015
30
Harvard Business School, March 2011
28

29
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National Models
of Care for
Pediatrics
Healthcare in
Ireland31

• The new Children’s Hospital in Ireland will be the core component of an integrated healthcare system for
Irelands Children and families.
• The network will apply the following fundamental principles:
• Care will be provided as close to the child’s home as possible, depending on their clinical needs
• Care will be provided within the network at the appropriate level, in order to use resources efficiently
• Where clinically appropriate, ambulatory care will be provided in preference to inpatient care

Facilities and
Equipment
recommended
by the American
Academy of
Pediatrics32

• The American Academy of Pediatrics published a policy paper in 1998 recommending the facilities,
equipment and support services that should be available in hospitals that care for children from birth to
18 years old:
Facilities
• Single/double rooms that comply with
guidelines for infection prevention and can
accommodate parents’ overnight stays.

• Air, oxygen, suction equipment, and
electrical outlets at each bed, with access to
the hospital emergency power system.

• Placement of beds to allow for observation
by nursing staff.

• General site safety such as covered
electrical outlets, appropriate window locks
and door latches, etc.

• Age-appropriate furniture and cribs/beds
that comply with safety guidelines.
• Designated area for child life activities.

• Treatment room for patient assessment and
procedures.

Equipment
Some of the following equipment will also be used to care for adult patients:
• Resuscitation cart containing readily
accessible, easily identifiable, necessary
weight- or length-appropriate emergency
drugs and resuscitation equipment with
easily readable lists of pediatric drug
dosages
• Defibrillator designed for pediatric use with
paddles for infants and children and easily
readable chart with joule dosages
• Scales and stadiometer for infants/children
• Thermometers and blood pressure
measuring device with cuffs appropriate for
all infants/ children
• Cardiorespiratory monitors

• Papoose board for immobilization of
infants/toddlers
• Backboard for cardiopulmonary
resuscitation
• Portable lamps for emergency bedside
procedures
• Motor-driven nebulizers and electric suction
machines (if no suction wall units are
available)
• Twenty-four hour access to
electrocardiograph machine
• Intravenous, phlebotomy, and lumbar
puncture trays designed for children
• Wheelchairs, crutches, slings, and splints for
all infants/children

• Pulse oximeters
Support Services

All of the following should be available 24 hours a day, with fast response times:
• X-ray imaging for thoracic, abdominal,
skull, and orthopedic studies (computed
tomography if possible)
• Lab testing for hematology, blood
chemistry, and blood gas studies from
small volume blood samples, and basic
microbiology and blood banking services
(toxicologic and drug levels testing if
possible)

31
32

• Age- and size-appropriate pharmacy
services
• Information about drug interaction and
drug dosing
• Child life services; social work services;
and respiratory, physical, occupational, and
speech therapies as needed

National Pediatric Hospital Development Board
http://pediatrics.aappublications.org/content/101/6/1089.full?sid=a84b1237-7d1e-40da-a155-394576bb811f

132

Provided to PCWG:

document are from several sources and are
meant to provide Working Group members
with a broad view of the themes related to
leading practices for Community Patient
Care. These sources include KPMG’s own
experience, global thought leadership and
external sources (where identified).

The purpose of this summary is to highlight
and identify high-level leading practices
themes for the purpose of assisting in the
identification of potential opportunities.
The themes that have been identified in this

The below tables summarizes leading practices themes for Community Patient Care.

Community Patient Care
Leading Practice Themes
Utilizing Chronic
Disease Health
Coaches33

Techniker Krankenkasse, Germany
Description:
• TK is the second largest statutory health insurance fund in Germany with approximately 7.3 million
customers. Demographic changes and a rise in the number of customers with chronic diseases prompted
TK to develop TK Health Coach to improve patient self-management and avoid hospital admissions. Trained
Health Coaches begin by calling patients once a week, to motivate them to adopt healthier behaviours, and
the frequency of calls decreases to once a month after a period of time. The system streamlines follow-up
care and case management and creates multidisciplinary pathways to plan for specific conditions, such as
heart disease and diabetes.
Results:
• Age-adjusted mortality rate reduced from 5.95% to 2.04%
• €1.9 billion in savings in 2007 alone
• Improved trans-sector coordination of health care services

Improving SelfManagement
of Chronic
Diseases34

National Health Services, UK
Description:
• To reduce the use of acute care resources by patients living with chronic disease, NHS provides a free
self-management program to patients. EPP was piloted between 2001 and 2004 and adopted by the
system between 2004 and 2007. Developed and licensed from Stanford University, the EPP consists of 6
consecutive 2-hour weekly in-person sessions that teach patients with different chronic conditions how
to manage their treatment. The program is run by two trained tutors, who have experience living with a
long-term health condition, and covers topics such as dealing with pain, healthy eating, and relaxation
techniques. Patient confidence, self-efficacy, and empowerment are the focus of the program.
Results:
• General practitioner consultations decreased by 7%
• Outpatient visits decreased by 10%
• Emergency department visits decreased by 16%
• Physiotherapy use decreased by 9%
• Annual health care cost savings of £1800/patient

33
34

Staying Power: Success Stories in Global Healthcare, KPMG
Expert Patients Programme, Community Interest Company
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Readmission
Reduction
through Risk
Identification35

Hospital Admission Risk Program, Victoria Department of Health
Description:
• The Hospital Admission Risk Program (HARP) was designed to manage people living with chronic disease
and/or complex needs who frequently use hospitals or are at risk of hospitalization.
• The key objectives of HARP are to improve patient outcomes, provide integrated seamless care within and
across hospital and community sectors, reduce avoidable hospital admissions and emergency department
presentations, and ensure equitable access to health care. HARP was expanded into rural Victoria (20072010), specifically to provide care to older people; HARP Better Care of Older People (HARP BCOP).
Results:
Initial evaluation of the pilot (2004-05) demonstrated the following results within a 12 month period:
• 35% reduction in emergency department attendances
• 52% reduction in emergency admissions
• 41% fewer days in hospital.
HARP BCOP clients experienced a:
• 64% reduction in hospital separations
• 55 % reduction in the number of ED presentations
• 39% reduction in the number of clients presenting to the emergency department (ED) following discharge
from HARP BCOP.

Individualized
Care Plans
to Prevent
Emergency
Department
Visits36

Medical Management Program for Frequent Emergency Department Visitors, Lakeland Regional Medical
Centre
Description:
• Lakeland Regional Medical Centre is a non-profit medical centre with 851 beds. Frequent visitors of its
emergency department (ED) often present with chronic conditions and lack appropriate follow-up care.
To reduce the number of ED visits, Lakeland Regional Medical Centre provides individualized care plans
for these frequent visitors. A multidisciplinary team, staffed with 2 physicians (to approve the plan), 2
pharmacists (to provide care plan recommendations and to explain the plan to the patient) and 1 nurse
manager (to identify frequent visitors and keep electronic medical records up to date), develops care plans
for frequent visitors who have had ED visits 6 months prior. Care plans are entered into patient’s electronic
medical records and offered for free during subsequent visits.
Results:
• 6-12 months after the program was initiated the average number of ED visits for frequent visitors
decreased.
• Total number of ED visits by frequent visitors decreased by 43%
• from 3.22 to 0.7 per month
• Estimated saving of $208,380 (comparing 6 months before and after program)

Integrated
Approach to
Diabetes Care

The Joslin Diabetes Center, Boston USA37
Description:
• The Joslin Diabetes Center in Boston is a leader center for diabetes care, clinician training and research.
Typical care structure for diabetes is fragmented, disconnected and not wrapped around the patient.
Results:
The Joslin brought diabetes care under a single roof: point-of-care lab services, endocrinology/nephrology, renal
care, diabetes education, physiotherapy and mental health
• After integration, patients were treated with a specialized, integrated team that spanned all services.
Rather than needing to go to multiple providers for different types of care, patients were able to receive
all the treatment they needed in a single place, from a single team and charged a single, bundled price.
CCACs are working towards providing a similar structure of care for diabetic patients.

35
36
37

http://www.health.vic.gov.au/harp/downloads/improvingcare.pdf
Urgent Matters, 2013
(Re)Aligning the Stars: Design Thinking for Health Systems, Collaborative for Health Sector Strategy
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Niagara West
Shared Care
Model38

• The Niagara West Shared Care model is a comprehensive, population based model for palliative care
patients. The purpose of the model is to improve the quality of end-of-life care through the implementation
of a shared care model that integrates primary care services with specialized palliative care services. The
model focuses on continuity of care, provides seamless care, and reduces the need for patient transitions in
care. Palliative/end-of-life clinical care is provided with an emphasis on the primary care role: what the family
doctor and beside nurses provide. Consultative palliative care is provided by an expert palliative care consult
team that works with the primary care team. Together they provide shared care to patients in a variety of
care settings - private homes, retirement homes, long term care facilities, hospices, hospitals, etc.
• Family doctors and primary care nurses are key for the primary care aspect of the model. They receive
support from the palliative care team of consultant specialists, consisting of palliative care clinicians (e.g.,
palliative care physician, palliative care nurse, psychospiritual clinician and bereavement counsellor) and a
dedicated home care manager. A key component of the model has been the introduction of a Palliative Care
Nurse Clinician as an overall system and patient navigator.

Chapter three
– What will the
future look like?
New models
of care. NHS
England- 2015
http://www.
england.nhs.
uk/ourwork/
futurenhs/
5yfv-ch3/

Over the next five years, the NHS will do far better at organizing and simplifying the system. This will mean:
• Helping patients get the right care, at the right time, in the right place, making more appropriate use of
primary care, community mental health teams, ambulance services and community pharmacies, as well as
the 379 urgent care centres throughout the country. This will partly be achieved by evening and weekend
access to GPs or nurses working from community bases equipped to provide a much greater range of tests
and treatments; ambulance services empowered to make more decisions, treating patients and making
referrals in a more flexible way; and far greater use of pharmacists.
• Developing networks of linked hospitals that ensure patients with the most serious needs get to specialist
emergency centres – drawing on the success of major trauma centres, which have saved 30% more of the
lives of the worst injured.
• Ensuring that hospital patients have access to seven day services where this makes a clinical difference to
outcomes.
• Proper funding and integration of mental health crisis services, including liaison psychiatry.
• A strengthened clinical triage and advice service that links the system together and helps patients navigate
it successfully.
• New ways of measuring the quality of the urgent and emergency services; new funding arrangements; and
new responses to the workforce requirements that will make these new networks possible.
New care model – specialized care (1 example)
• In some services there is a compelling case for greater concentration of care. In these services there is
a strong relationship between the number of patients and the quality of care, derived from the greater
experience these more practiced clinicians have, access to costly specialized facilities and equipment,
and the greater standardization of care that tends to occur. For example, consolidating 32 stroke units to
8 specialist ones in London achieved a 17% reduction in 30-day mortality and a 7% reduction in patient
length of stay.
• The evidence suggests that similar benefits could be had for most specialized surgery, and some cancer
and other services. For example, in Denmark reducing by two thirds the number of hospitals that perform
colorectal cancer surgery has improved post-operative mortality after 2 years by 62%. In Germany, the
highest volume centres that treat prostate cancer have substantially fewer complications. The South
West London Elective Orthopedic Centre achieves lower post-operative complication rates than do many
hospitals which operate on fewer patients.

CommunityBased Care to
Prevent Hospital
Admissions

Acute Demand Management System, Canterbury, New Zealand
Description:
• The Acute Demand Management System in Canterbury, New Zealand is aimed at preventing hospital
admission. It provides both a means for general practice to give patients support so that they do not need
to go to hospital, and a means for the hospital to discharge patients from the emergency department, or
from medical and surgical admission wards, without the need for a hospital stay.
• The program allows for the observation and follow-up of unwell patients without them having to pay
repeat consultation fees. It also allows home visits for the elderly unwell, and, for example observation of
a child with gastroenteritis, while teaching their care givers how to look after them. GPs can call on ADMS
for patients who may need observation or some tests rather than an admission. In the hospelecital, two
nurses seek to ‘pull’ patients out of the emergency department to prevent an admission whose treatment
could be delivered at home.
• ADMS is a short-term programme - typically three to 5 days. Elements include a specific programme for
COPD which was introduced after it was found that, once patients with COPD reached the ED, they had
very high admission rates. In this case, patients are given care plans and something as simple as a fridge
magnet which has their normal oxygen

38

http://www.cancerview.ca/idc/groups/public/documents/webcontent/hhr_repo_niagara_west.pdf
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CommunityBased Care to
Prevent Hospital
Admissions

Acute Demand Management System, Canterbury, New Zealand
Description:
• The Acute Demand Management System in Canterbury, New Zealand is aimed at preventing hospital admission.
It provides both a means for general practice to give patients support so that they do not need to go to hospital,
and a means for the hospital to discharge patients from the emergency department, or from medical and surgical
admission wards, without the need for a hospital stay.
• The program allows for the observation and follow-up of unwell patients without them having to pay repeat
consultation fees. It also allows home visits for the elderly unwell, and, for example observation of a child with
gastroenteritis, while teaching their care givers how to look after them. GPs can call on ADMS for patients who
may need observation or some tests rather than an admission. In the hospelecital, two nurses seek to ‘pull’
patients out of the emergency department to prevent an admission whose treatment could be delivered at home.
• ADMS is a short-term programme - typically three to 5 days. Elements include a specific programme for COPD
which was introduced after it was found that, once patients with COPD reached the ED, they had very high
admission rates. In this case, patients are given care plans and something as simple as a fridge magnet which has
their normal oxygen saturation and exercise tolerance on it.
Results:
• Ambulance services know what is ‘normal’ for a patient, so that - supported by telephone access to a respiratory
physician - it can decide whether the patient needs to go to the ED, or to the 24-hour surgery for observation, or
can be handled in the community by the GP or by acute demand management. In the winter of 2012, Canterbury
estimates that some 40% of COPD patients who would previously have been taken to the ED were diverted to
other forms of care.39

Emergency Multidisciplinary Unit, Abingdon Community Hospital
Emergency
Department and Description:
Inpatient Hospital • In order to prevent bed-blocking and reduce hospital visits, Abingdon Community Hospital established an
Avoidance40
Emergency Multidisciplinary Unit (EMU). As an alternative to the emergency department, patients can be
referred to the EMU by a general practitioner (GP), a community nurse or an ambulance paramedic. Patients with
history of a stroke or heart attack are not a part of this program, which is available from 8am-8pm on weekdays
and 10am-4pm on weekends. The EMU has specialized physicians, GPs, nurses and various workers who quickly
assess a patient and provide a speedy diagnosis, as well as a “hospital at home” nursing team to provide support
to patients sent home to recover.
Results:
• Instead of 100% transported to the emergency department, 65% of patients assessed were able to stay in their
own home and 17% required acute hospital care
• This new innovation of “interface medicine” has plans of national expansion to free space in other acute hospitals
Online SelfManagement of
Chronic Diseases

Online Chronic Disease Self-Management Program, British Columbia Ministry of Health
Results:
• The Online Chronic Disease Self-Management Program (CDSMP) is an online workshop developed by Stanford
University that teaches participants about healthier ways to live, gain confidence and motivation to manage their
health, and feel more positive about their lives. The interactive workshops take place weekly for 6 weeks and are
led by two trained online facilitators, many of which have chronic conditions themselves. Participants set their
own goals and make a step-by-step action plan to help them feel better and start doing the things they want
to do again. Specialized workshops are also available for people with chronic pain, arthritis, diabetes, who are
aboriginal or require services in another language.
Description:
• In a study of a similar program (although not online) patients with diabetes participated in either traditional
diabetes education or the Stanford CDSMP and although both groups had reductions in weight and HbA1C after
6 months, patients in the CDSMP had statistically significantly greater changes than the education group in selfrated health, communication with doctor and 2 subscales of the Diabetes Empowerment Scale41
• The Stanford CDSMP program has been implemented in many provinces in Canada, although it is not yet
available online42
Self-Management Program in South Australia, South Australia Department of Health
Description:
• The South Australia Department of Health offers a 6-week self-management program to improve health and
reduce hospital visits for patients living with chronic disease. This program includes interactive online selfmanagement instructions, tools, and discussion groups43. Discussions are facilitated by 2 peers trained by
Stanford and a South Australian Department of Health Coach.
Results:
• 4 health indicators (such as disability and pain) and 6 health behaviors (such as exercise) improved significantly
• Number of hospital visits decreased significantly

The Quest for Integrated Health and Social Care: A Case Study in Canterbury, New Zealand, The Kind’s Fund
Health Service Delivery Innovation Awards, University of Oxford
41
BC Self Management, Online Chronic Disease Program
42
Health Council of Canada, Stanford Chronic Disease Self Management Program
43
The South Australia Health Chronic Disease Self-Management Internet Trial, 2013
39

40
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The below tables summarizes leading practices themes for Urgent and Ambulatory Care.
Urgent and Ambulatory Care

Shifting Care
Settings Away
from the
Emergency
Department

National Health Services, UK
Description:
• There is a high demand for emergency services, but in many cases patients unnecessarily go to the ED for
care due to inability to access urgent care clinics or GPs. NHS has identified important practices that can
improve delivery and access to care, including: Out of Hours service for primary care and a coordinated
system for Urgent and Emergent care. The King’s Fund outlines key features for this system: increasing
standards of primary care to enable more services to be delivered, more effective use of community health
services, ensuring these services are available 24/7, and making senior medical coverage available (by
shifting resources from hospitals).44
• To improve after-hours access NHS ensures that a GP is always available from 6:30pm to 8am weekdays
and all day weekends and holidays. The organization providing the service varies in different areas and can
include: GPs working in A&E departments or minor injuries units (MIUs), teams of healthcare professionals
working in primary care centres, A&E departments, and NHS walk-in centres.
• Additional Strategies to Shift Settings of Care:
o The UK General Physician 999 Service GPs are part of ambulance responses during peak hours. Ambulance
crews can contact a GP to treat the patient at home if assessment at an emergency room is unnecessary.
o Some UK hospitals offer Emergency Multidisciplinary Units with specialized physicians, GPs, and nurses
who quickly assess and diagnose the patient and provide a “hospital at home” nursing team to provide
support to patients sent home to recover.
o NHS 111 replaced the general NHS Directory to transform the delivery of urgent and emergent care by
providing the “right service, first time”. Early indicators show that patient satisfaction is greatly increased,
but have yet to show overall improved patient experience or decrease use of urgent and emergent care
services45

Pre-Hospital
Emergency Care

Advanced Care at the Scene, Sweden and France46
Description:
• In Sweden, a registered nurse with specialist training to deliver advanced care at the scene is present in all
emergency ambulances.
• In France, some response units are staffed by qualified physician, a nurse and/or an emergency medical
technician. The physician may conduct a full set of observations, examinations and interventions on the site
and may decide to admit the patient directly to hospital, bypassing the emergency department.
• England is in the process of administering pre-hospital care to treat patients at home rather than at the
hospital
Results:
• In 2011-2012, 21.3% of patients were treated at home (1,809,300 patients) and did not require transport to
hospital
• Relatively high number of patients (~64%) still being transported to hospital; significant variation in
geography suggests further improvement could be seen with standardized approaches

Increasing Patient National Health Services, UK47
Satisfaction
Description:
in Emergency
• Introduced a survey to measure how patients felt about their experiences in the emergency department
Departments
after realizing poor patient satisfaction indicators. The key measure was whether the patient would
recommend the department to friends and family
• Before introduction, findings highlighted that 30 trusts performed consistently above average, with
Foundation and Teaching Hospitals being positively correlated with performance. Six trusts in England,
located in London, were consistently poor performers
Results:
• 25% of emergency departments achieved the required response rate of 15%, which actually represented a
large improvement
• Found that 89% of patients were likely or extremely like to recommend the department
• Still found wide variation based in responses and response rates

Transforming our Health Care System: Ten Priorities for Commissioners, The King’s Fund
Urgent and Emergent Care Report Part 1, National Health Services
46
Urgent and Emergent Care Report Part 1, National Health Services
47
Urgent and Emergent Care Report Part 1, National Health Services
44
45
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Individualized
Care Plans
to Prevent
Emergency
Department
Visits48

Medical Management Program for Frequent Emergency Department Visitors, Lakeland Regional Medical
Centre
Description:
• Lakeland Regional Medical Centre is a non-profit medical centre with 851 beds. Frequent visitors of its
emergency department (ED) often present with chronic conditions and lack appropriate follow-up care.
To reduce the number of ED visits, Lakeland Regional Medical Centre provides individualized care plans
for these frequent visitors. A multidisciplinary team, staffed with 2 physicians (to approve the plan), 2
pharmacists (to provide care plan recommendations and to explain the plan to the patient) and 1 nurse
manager (to identify frequent visitors and keep electronic medical records up to date), develops care plans
for frequent visitors who have had ED visits 6 months prior. Care plans are entered into patient’s electronic
medical records and offered for free during subsequent visits.
Results:
• 6-12 months after the program was initiated the average number of ED visits for frequent visitors decreased
Total number of ED visits by frequent visitors decreased by 43%
• from 3.22 to 0.7 per month
• Estimated saving of $208,380 (comparing 6 months before and after program)

Target Patient
Transitions
to Reduce
Readmission49

Ohio Hospital Association, USA
Description:
• The Institute for Healthcare Improvement launched STAAR in 2009 as an integrated approach to reduce
avoidable rehospitalizations. To date it has been implemented in Massachusetts, Michigan, and Washington.
The Ohio Hospital Association ran a pilot of the program to assess its effectiveness. The program involves
four major steps: 1) Perform an enhanced assessment of post-hospital needs; 2) Provide effective teaching
and facilitate enhanced learning; 3) Provide real-time handover communication; 4) Ensure timely posthospital care follow-up. The STAAR program is focused on customizing the discharge process for the
patient and all family caregivers. The next clinical care provider(s) receive real-time critical information
on the patient and for high risk patients a clinician calls the patient’s emergency contact to discuss the
patient’s status and plan of care.
Results:
• The Ohio Hospital Association implemented the program in 18 of its 167 hospitals3
• 30-day readmissions for patients with heart failure were reduced by 18.37% compared to hospitals that did
not implement STAAR

Improve Access
with After Hours
Care50

Netherlands Health Care System, Netherlands
Description:
• To reduce emergency department (ED) visits, after-hours care (weekends and 5pm to 8am on weekdays)
in the Netherlands is organized in large-scale primary care physician cooperatives in which 40 to 250
general practitioners (GPs) take care of patient populations ranging from 100,000 to 500,0001. The use
of cooperatives allows for 24-hour care with reduced physician workloads compared to the earlier system
of small rotation groups. After-hours GPs carry out telephone consultations, supervise triage assistants,
see patients and perform home visits (via chauffeured cars that are fully equipped with infusion drips and
defibrillators).
Results:
• ED visits were reduced by 9%

Hospital
Avoidance with
Ambulatory Care

George Eliot Hospital, UK
Description:
• To reduce the number of patients requiring a stay in hospital, the Ambulatory Care Unit supports patients
who would normally be treated as inpatients to be treated as outpatients. The unit can accommodate
up to 4 patients and allows them to undergo routine investigations, observation, or treatment, such as
receiving intravenous antibiotics. Staff from the unit also work with community teams to ensure an overall
plan of care is in place for each patient.
Results:
• 1,050 bed days saved in the first 8 months51

Urgent Matters, 2013
Institute for Healthcare Improvement, Targeting Patient Transitions to Reduce Readmissions
50
Strengthening Health Systems Through Innovation: Lessons Learned, Richard Ivey School of Business
51
Health Service Awards, Health Service Journal
48

49
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iCare/Ideal Transition Home, Vancouver Coastal Health
Description:
• Consisting of 13 hospitals and serving over 1 million people in British Columbia, Vancouver Coastal Health
experiences high demand for acute care services and Emergency Department congestion. To address
these challenges, the iCARE and Ideal Transitions Home model was developed to identify potential barriers
to a patient’s discharge within 48 hours of admission. The care plan includes contacting community
partners and the patients’ family doctor, and providing the patient with hospital stay, any follow-up tests/
appointments, contact information for community health providers, and any signs or symptoms of their
condition. An appointment with their family physician within 48-72 hours of discharge is also arranged4a
comprehensive, easy to understand report52.
Results53:
• Reduced length of stay resulted in equivalent of 38.5 beds saved per day
• Readmissions reduced by 4.1%
• 87% of family physicians surveyed recommended the methodology
• Other improvements included better assessment upon admission, early detection of risk patients, and
more targeted planning and increased engagement with providers, all leading to improved patient
satisfaction
Healthcare 3.0:
Unlocking the
value of big data

• Technology is revolutionizing healthcare and KPMG is at the forefront of delivery services. The question the
industry needs to answer is how to drive this innovation. While much of the change is driven by healthcare
organizations themselves, innovators and disruptors are setting the pace. To keep pace with these
changes, and demonstrate our leadership capabilities in Health IT services we have created this inaugural
newsmagazine.
This series of 10 articles from KPMG International discusses how the proper adoption of technology can create
a more sustainable model of healthcare which delivers better outcomes while reducing costs. Questions our
clients and prospects want to answers to:
• How safe is your data? With 40 percent of healthcare organizations having been targeted by cyber
criminals, the industry needs to put data protection at the heart of its business
• Transforming patient care with big data. Healthcare providers could use big data to deliver better
outcomes at a lower cost – if they could distill the insights they need in a given time, setting and context.
• Turning big data into small, valuable insights. Advanced data analytics can facilitate radical change in
the healthcare sector.
• Treating chronic conditions with technology. Next-generation technology could make a big difference to
the treatment of chronic conditions, enabling services to be better targeted – and empowering patients.
• The power of gamification. Already a US$15bn industry, applied gaming can transform medical training
and engage the public in medical advances.

52
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3M Canada Company. 3M Health Awards
Vancouver Coastal Health, 2013
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Provided to PCWG:

document are from several sources and are
meant to provide Working Group members
with a broad view of the themes related to
leading practices for Community Surgical
Care. These sources include KPMG’s own
experience, global thought leadership and
external sources (where identified).

The purpose of this summary is to highlight
and identify high-level leading practices
themes for the purpose of assisting in the
identification of potential opportunities.
The themes that have been identified in this

The below tables summarizes leading practices themes for Community Surgical Care.

Community Surgical Care
Leading Practice Themes
Regional Central
Intake54

Orthopedic Central Intake Project, Eastern Health, Newfoundland and Labrador
Description:
• Eastern Health is the largest integrated health organization in Newfoundland and Labrador and serves
a regional population of more than 300,000. To reduce wait times, Eastern Health offers a coordinated,
streamlined approach for receiving referrals. Permitting new patient referrals to be booked with the next
available surgeon, instead of the traditional system of referring to a specific surgeon, improved access and
reduced wait times. Patients and physicians can still refer to a specific surgeon, with the understanding that
the initial wait for consultation may be longer.
Results:
• Average wait times from primary care referral to surgical consult was reduced by 72% for high priority and
45% for routine referrals at a pilot clinic

Multidisciplinary Tampere University Hospital, Finland55
Centres / Centres
Description:
of Excellence
• Tampere University Hospital is the second largest medical centre in Finland and has a catchment area of
1.2 million1. To reduce waste and improve care quality, the Tampere University Hospital is increasing the
number of multidisciplinary centres. These centres provide all specialty services needed by patients with
a specific condition and serve as an alternative to a patient moving from one department to the next to
receive appropriate care. For example, the heart centre has a team consisting of cardiologists, cardiac and
thoracic surgeons, anesthesiologists, and specialist nurses that provide a complete spectrum of care. To
maximize efficiencies these centres can become the hub for a type of care for a larger region. For example,
orthopedic services from five hospitals were moved to the orthopedic centre at the University Hospital at
Tampere.
Results:
At the orthopaedic centre:
• Productivity and throughput increased
• Costs decreased
• Complications rates are lower (1%) compared to the average rate of complications in hospitals in Finland
(10%)
Bundled Pricing
for Services

Hip and Knee Replacement Bundle Price, Sweden56
Description:
• In Stockholm, Sweden, a bundled price is now being offered for total hip and knee replacements that
helps integrate service and makes patient navigation easier. Examples of services bundled are the preop evaluation, all physician/staff fees, lab tests, up to 6 days of inpatient rehab, prosthesis, etc. Provider
participation is voluntary.
Results:
• Allows for a unified referral and reporting process
• Preliminary results suggest increased provider productivity, more satisfied patients, the potential for
improved patient outcomes and fewer complications

54
55
56

Health Care in Canada, 2012, Canadian institute of Health Information
State Funded Patient Hotels, The Guardian
Value-Based Healthcare Delivery, Harvard Business School Healthcare Club
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Leading Practice Themes
Outpatient
Surgery as the
New Norm

National Health Services, UK
Description:
• As technologies continue to improve, increasing amounts of inpatient procedures are now being done
as day cases throughout the NHS, which has been shown to promote quicker recovery, better outcomes,
and reduced wait times due to better utilization. A senior consultant (typically a surgeon or anaesthetist)
oversees the day surgery unit to ensure the right expertise is in place and that policies are adhered to.
Results:
• A 2012 audit of NHS’ Day Surgery service identified key components and leading practices for this service.
The pre-operative assessment is a two-way process to aid medical evaluation and optimization prior to
surgery and prepare the patient for the surgery. For discharge it is recommended that a procedure specific
written discharge policy be developed that highlights expected outcomes, possible complications and
contacts for support. To ensure proper administration of anaesthetics best practice guidelines have been
developed for the day surgery pathway. 57

Integrated
Operations

BCB Medical ImplantDB, Finland
Description:
• Finland’s BCB ImplantDB has integrated operations of regional hospital and health centre services to
better track treatment outcomes for orthopaedists, hospitals, and the entire specialized-care area. This
allows for all hospitals in the network to provide transparent monitoring of surgery, quality monitoring and
reporting for fee-for-service surgery, and uniform quality of follow-up.
Results:
• For example, the treatment of artificial joint patients is documented and monitored in the ImplantDB
system, which is integrated into the hospital’s core systems and operating theatre. This technology
compiles information directly into standardized forms that are saved into hospital EMRs, allowing for
hospitals to have consistent documentation at all stages of the treatment pathway. This facilitates the
ability to compare treatments and results over time.58

Integrated Care
Supported by
Interoperability
of Electronic
Systems59

• Worcestershire Health Economy has developed a new automated approach to support the electronic
communication of clinical information into the GP clinical systems. This means paperwork can be
completed online and shared between teams across care settings.
• Every week hundreds of patients are discharged and for some, a comprehensive package of continuing
care is essential. Worcestershire has developed an integrated electronic solution that makes the process of
completing all the associated paperwork much easier at the acute trust, by integrating the production of
clinical information into the operational systems and with primary care.
• The information can then be passed to community, social care teams, patients and carers alike. The
solution allows staff to complete continuing care paperwork electronically and share it with relevant parties
via secure messaging. The solution was developed by the acute trust and GPs working in partnership,
ensuring the workload/productivity benefits are achieved by all organizations involved.

Use of Surgical
Hospitalist
Model to
Enhance Access
to Emergency
Surgical
Consultations60

University of California, San Francisco
• To manage inadequate surgical on-call coverage and lack of access to acute surgical care in emergency
departments (EDs), the University of California, San Francisco Medical Center moved to a surgical
hospitalist model.
USA Department of Health and Human Services
• Surgical hospitalists rotate through key shifts: a single surgeon is on call from Monday through Friday 6am
to 6pm, and separate surgeons are available weekday evenings and weekends. Surgeons do not schedule
elective clinics or procedures during their on-call period, and hand off responsibility of care to the next
hospitalist surgeon after their on-call period ends. Backup surgeons (typically from the pool of hospitalists)
are always available.
• Findings one year after implementation demonstrate:
• Faster response times: time to consult averaged 16 minutes. 80 percent of consults occurred within 30
minutes and 85 percent occurred within 45 minutes, as compared to targets of a 30-minute maximum
response time for consultations on weekdays and 45 minutes on weekends.
• Provider perception of enhanced care: survey findings suggest that ED physicians credit the program
with a shorter ED length of stay, improved patient satisfaction, improved professionalism and resident
supervision and better quality of care.
• Increased consults: number of requested consults increased 190 percent
• Improved safety and efficiency: anecdotal reports suggest that surgical hospitalists contribute to
patient safety by assisting emergency surgeons interoperatively. This model is also thought to increase
hospital and operating room efficiency and decrease the on-call burden for surgical subspecialists.
Surgical hospitalists can perform emergency surgeries during unexpected surgical windows caused by
cancellations and shorter-than-expected procedures, further increasing surgical suite efficiency.

Day Surgery – Teat Day Surgery as the Norm, NHS
http://www.bcbmedical.com/bcbimplantdb
59
http://www.connectingforhealth.nhs.uk/systemsandservices/interop
60
http://www.innovations.ahrq.gov/content.aspx?id=1697
57

58
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Healthcare 3.0:
Unlocking the
value of big data

• Technology is revolutionizing healthcare and KPMG is at the forefront of delivery services. The question
the industry needs to answer is how to drive this innovation. While much of the change is driven by
healthcare organizations themselves, innovators and disruptors are setting the pace. To keep pace with these
changes, and demonstrate our leadership capabilities in Health IT services we have created this inaugural
newsmagazine.
This series of 10 articles from KPMG International discusses how the proper adoption of technology can create a more sustainable model of healthcare which delivers better outcomes while reducing costs. Questions
our clients and prospects want to answers to:
• How safe is your data? With 40 percent of healthcare organizations having been targeted by cyber
criminals, the industry needs to put data protection at the heart of its business
• Transforming patient care with big data. Healthcare providers could use big data to deliver better
outcomes at a lower cost – if they could distill the insights they need in a given time, setting and context.
• Turning big data into small, valuable insights. Advanced data analytics can facilitate radical change in
the healthcare sector.
• Treating chronic conditions with technology. Next-generation technology could make a big difference to
the treatment of chronic conditions, enabling services to be better targeted – and empowering patients.
• The power of gamification. Already a US$15bn industry, applied gaming can transform medical training
and engage the public in medical advances.
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Cancer
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Please note that, as this program is under the jurisdiction of Cancer Care Ontario, all planning
and development of the future state references the larger system plan.

Hamilton Health Sciences Stage 1A Submission

146

B. Stakeholder Engagement
Summary

147

Hamilton Health Sciences Stage 1A Submission

APPENDICES

Hamilton Health Sciences Stage 1A Submission

148

B. Stakeholder Engagement Summary
visioning process, by inviting them to serve
as members of the Clinical Planning Advisory
Council, Clinical Planning Steering Committee
and Patient-Centred Working Groups.

As of June 2016, more than 2,000 people
have provided input to Hamilton Health
Sciences’ 20-year visioning initiative, through
events and processes that were both physical
and virtual, from large public events to
small group conversations, and also online
through the Our Healthy Future website.
Hamilton Health Sciences has intentionally
and continuously sought the involvement of
both internal and external stakeholders since
March 2015 (Attachment 1).

Launch of Our Healthy Future
The Our Healthy Future planning process
was launched in March 2015 with a widelyadvertised Community Conversations
engagement initiative. Members of the public
were invited to share their stories and identify
what they value most from their healthcare.
Ten sessions were held throughout the
greater Hamilton and West Niagara regions,
with a total of 400 people attending. Each
session was professionally facilitated and
recorded, with Hamilton Health Sciences
leaders and board members attending as
listeners.

The strategically designed series of
engagement processes has helped Hamilton
Health Sciences establish important planning
principles and broadened our understanding
of issues and opportunities. Furthermore, the
Our Heathy Future stakeholder engagement
process has enabled Hamilton Health
Sciences to demonstrate our organization’s
sincere commitment to an open and inclusive
relationship with the communities we serve.
It has also been an opportunity to engage
our own family of staff and physicians – all
experts in their own right who care deeply
about the future direction of Hamilton Health
Sciences.

Hamilton Health Sciences also conducted
community outreach during this time –
setting up a booth and survey materials
at the Beasley Community Fair, Hamilton
Farmers’ Market on Saturdays, and the
Bump, Baby and Toddler Expo resulting in
200 surveys being completed. In addition,
presentations were made to regional town
councils in West Niagara (Lincoln, Grimsby
and West Lincoln).

Moving forward, this multi-platform
approach, including face-to-face meetings,
paid and earned media, social media, video,
newsletters, signage and online tools will
continue to be used to engage internal and
external stakeholders in future stages of the
Capital Planning Process.

A dedicated website, OurHealthyFuture.ca
was launched at the same time, with a
conversation tool that allowed respondents
to chat with each other and share ideas
or comments. Approximately 250 people
registered and provided input using the site.

External Engagement

Results of public engagement

Participation in project governance and
committees

In total, 254 recommendations were
made, which were grouped into 31 broad
categories. From there, Hamilton Health
Sciences invited community partners to

Hamilton Health Sciences formally involved
health and community partners in the clinical
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a half-day synthesis workshop where the
engagement results were presented and
synthesized in to themes for use in the
visioning process.

The Challenge Questions were used as a
touchstone by the staff, physicians and
external partners who made up the PatientCentred Working Groups; the questions
kept the community voice present in every
discussion as recommendations were
developed for the vision of HHS clinical
services.

Participants representing 12 local
organizations confirmed that the community
input resonated with their own experiences
and noted that better collaboration among
everyone involved in health care would help
to address the issues raised.

Further, the five themes became central
to all internal and external discussions and
presentations about clinical visioning from
that point forward. A Progress Report was
published in late summer 2015 to summarize
the engagement process thus far and show
how the outcomes were integrated with Our
Healthy Future planning (Attachment 2).

The 31 categories were synthesized at
the workshop into five high-level themes
summarizing what people value most:
Quality Experience, Inclusion of Family and
Caregivers, Patient Advocates, Navigating
the System and Feeling Respected.

An op-ed article by Rob MacIsaac was
published in The Hamilton Spectator in late
September 2015 to share the five themes
(Attachment 3).

Integrating the themes into the visioning
process
The five themes were re-stated as Challenge
Questions for the Patient Centred Working
Groups to consider:

Community Conversations, Phase 2
Throughout the late fall of 2015 and 2016,
Hamilton Health Sciences held nine focus
groups with community-based health
and social service organizations. These
small group conversations allowed for
more in-depth discussion on the themes
heard from the general public. It was also
an opportunity to explore the emerging
concept of population health as a key part
of the long-term vision and how Hamilton
Health Sciences can enhance shared-care
partnerships.

Quality Experience – How might we ensure
that patients ensure a quality experience
throughout their journey and at every
transition point, from preventive care to
hospitals, to follow up in the community?
Inclusion of Families and Caregivers –
How might we reimagine the role of the
healthcare team to include the patients and
their family, caregivers and others in the
circle of care?
Patient Advocates – How might we
ensure that every patient has someone
knowledgeable and supported to understand
and advocate for the patient’s well-being?

Focus groups were organized with
AbleLiving, Catholic Family Services,
Hamilton Hive, North Hamilton and Hamilton
Urban Community Health Centres, YMCA of
Hamilton/Burlington/Brantford, Centre de
Santé Communautaire, Immigrants Working
Centre, Hamilton Roundtable for Poverty

Navigating the System – How might we
ensure our HHS system is easy to navigate
even in times of crisis and transition?

Reduction and YWCA Hamilton. Each focus
group had six to 10 participants and was
professionally facilitated and recorded.

Feeling Respected – How might we create
a service model where no person feels
invisible, inadequate, unheard or undeserving
of our care and respect?
150

Broadening the scope of community
engagement

• Strong appreciation for quality care
– Hamilton Health Sciences received
high marks for its level of expertise
and knowledge.
• Bring services into the community
– Hamilton Health Sciences should
bring its people/expertise into the
community to provide care.
• Be a good partner – Collaborating,
referring and involving agencies in
discharge planning and being part of
local planning tables needs to be part
of the population health approach.
• Improve communication – The request
for better communication varied from
asking for more complete website
information to translation services for
non-English-speaking patients.
• Be knowledgeable and open –
Hamilton Health Sciences will need
to be fully informed on the entire
network of systems and supports at
the community level, and open to
collaboration at all levels.
• Show respect – For a health system
user, feeling respected can mean they
are addressed by name, their privacy
is honoured and care providers are
empathetic. Community partners
said respect is shown when Hamilton
Health Sciences recognizes and treats
them as experts in their specific area
of service.
• Keep the conversation going –
All groups said they hoped the
conversation with HHS was not an
isolated event but the start of a more
regular dialogue.
A Progress Report was published to report
on the focus groups and update the planning
process and was distributed both internally
and externally (Attachment 4). An op-ed
article by Rob MacIsaac was published in the
Hamilton Spectator on reimagining hospital
care (Attachment 5).

The themes from the focus groups validated
the preliminary vision elements arising from
the ongoing Our Healthy Future planning
process – namely, using a population
health approach to prevent and reduce the
impact of chronic disease, bringing health
services into the community and reducing
dependency on acute-care sites.
To further test our thinking, a larger and
more in-depth engagement opportunity was
planned with a broader group of community
organizations and local leaders – the Our
Healthy Future Summit.
Hamilton Health Sciences hosted community
leaders and health organizations from
Hamilton and West Niagara at a day-long
engagement event on March 1. This was an
opportunity to share and gather input on
the draft 20-year vision and to discuss the
opportunities for future collaborative efforts
to achieve the vision (Attachment 6).
Three key elements of the long-range vision
were presented and discussed: patients
as partners; population health; and a new
clinical service delivery model. Participants
also built prototype health systems using
specific patient scenarios.
The approximately 70 attendees included
senior leaders from police and EMS services,
community health and social service
organizations, long-term care homes, public
health, neighbourhood development, the
YMCA and YWCA, Hamilton Community
Foundation, the Hamilton Spectator,
McMaster University, St. Joseph’s Hospital,
the HNHB LHIN and housing and transit
organizations. The event was professionally
facilitated and recorded. The response from
participants to the vision and to the summit
itself was overwhelmingly positive. Many
attendees noted in follow-up comments
that the event was an important step in cocreating a more collaborative health system.
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Local media were invited to the event and
there was significant coverage, both on the
day itself and in the week following the event
(Attachment 7).

Follow-up municipal council presentations
took place throughout late winter/spring
2016: March 7 in Lincoln, April 4 in Grimsby
and May 24 in West Lincoln. A series of
advertisements explaining the vision for the
WLMH site are running late spring through
summer in local newspapers (Attachment 10).

A printed Vision Summary was distributed
at the summit and is available at
OurHealthyFuture.ca (Attachment 8). A
video on the local Health Links program as
an example of population health was shown
at the summit.

Faces of Our Healthy Future
A storytelling initiative was launched in
late February called Faces of Our Healthy
Future (#FacesofOHF). Supported by a
social media campaign, Faces of Our Healthy
Future curates health care stories, system
commentary and advice for Hamilton Health
Sciences from staff, local citizens and health
partners (Attachment 11). A total of 128,203
impressions and 230,619 engagements have
resulted to date. Forty people participated in
the campaign.

A presentation and discussion with Hamilton
City Council on the 20-year vision occurred
on March 23. A follow up discussion
dedicated to Our Healthy Future took place
May 24 with Hamilton City Council. It was
attended by local media and resulted in
follow-up coverage.
The third progress report will be published as a
12-page supplement to The Hamilton Spectator
on June 25. It outlines the vision and process
for capital planning (Attachment 9).

Aboriginal Engagement
A half-day engagement workshop took
place June 14, co-hosted by Hamilton Health
Sciences, de dwa da dehs nye>s Aboriginal
Health Centre and the Hamilton Regional
Indian Centre. This event titled “Partners in
Health” included representatives from all
three organizations plus the HNHB LHIN,
provincial Aboriginal health committees and
other members of the Indigenous Health
Network. The purpose of the event was to
share information, build knowledge and
identify barriers and opportunities to closer
partnerships. (Attachment 12)

West Niagara Engagement
In West Niagara, a series of meetings –
with the West Lincoln Memorial Hospital
Community Advisory Council, as well as an
informal group of community influencers,
and an additional two public sessions – took
place in January, February and March to
share the emerging vision for West Lincoln
Memorial Hospital and to gather feedback.
A community meeting held in Grimsby on
March 3 was the largest of these events, with
approximately 250 people in attendance
to hear the proposed service plan for West
Lincoln Memorial Hospital. Rob MacIsaac
presented the proposed model of care
and took questions from the audience.
Discussion stations were set up for each of
the proposed clinical directions, plus stations
for planning and leadership. Attendees could
meet directly with HHS staff and/or share
their comments and questions on blank
posters set up in each area.

Internal Engagement
Patient-Centred Working Groups
Approximately 115 Hamilton Health Sciences
staff and 85 medical staff, plus community
partners, were formally involved in Our
Healthy Future through Patient-Centred
Working Groups (PCWGs) and sub-groups.
Between May and October 2015, the five
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Each group was introduced to the concept
of clinical visioning with a presentation that
included a summary of healthcare trends
around the world, in Ontario and at Hamilton
Health Sciences. Each group went through an
exercise which included story telling, pulling
out themes from the stories and making
recommendations. The recommendations
were synthesized and fed into the planning
process. Staff was encouraged to fill out
recommendation sheets or register for the
OurHealthyFuture.ca site.

In October, the five groups came together
at a Future State Summit, where all
recommendations were shared and the
emerging concept of population health was
discussed as a key driver of clinical visioning.
The milestone of the Future State Summit
marked the completion of detailed research
and analysis conducted by the PCWGs.

Throughout the summer of 2015, additional
sessions were held, inviting front line staff to
review the draft recommendations created
by the Patient-Centred Working Groups.
Staff was given an overview of the Our
Healthy Future initiative by the Project Lead
and then asked to comment on what excited
them and what was missing from the draft
recommendations.

Seven themes emerged from the work of the
PCWGs:
• Empower patients and families
• Reimagine partnerships with other
healthcare providers
• Integrate IT systems
• Invigorate the innovative spirit at
Hamilton Health Sciences
• Apply global research locally
• Harness the promise and power of
education
• Be a magnet organization for health
care’s best and brightest people

Elements that participants found exciting
included a greater focus on:
• Patient-centred care and patient
education
• Early intervention strategies
• Research leadership
• Partnerships with other health
providers
• Integration within the health system
• The right patient receiving the right
service

Although the mandate of the PatientCentred Working Groups was complete
by October, each group’s lead members
remained involved as part of the Clinical
Planning Steering Committee, a group that
– among other responsibilities – provides
oversight and strategic advice to the Public
Relations team in planning engagement
activities.

Participants wanted to see more focus on:
• Resources for conducting research
• Solving or reducing ALC (alternate
level of care) dilemma
• Support for families and patients
making end-of-life decisions
• Discharge communication and
follow-up plans

In West Niagara, a task force of physicians
affiliated with WLMH continued to work
directly on the future community medicine
model throughout the winter of 2016.
Staff

This feedback from staff was another source
of input during a crucial time, when the
clinical services vision was emerging and
starting to take shape.

Staff engagement in the form of focus
groups took place in the spring of 2015.
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PCWGs met regularly to review current and
predictive utilization data and health services
trends, and develop recommendations for
(1) women’s and children’s health, (2) cancer
care, (3) regional adult programs, (4) surgery
and (5) community-based care.
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Multi-platform internal communication

List of attachments:

In January 2016, an intensive campaign of
face-to-face communications with staff
and medical staff began. Town hall-style
meetings were hosted at all sites by Rob
MacIsaac and Brenda Flaherty. Presentations
were also made at events such as the
Medical Staff Association dinner meeting in
January.

1 Timeline of all engagement activities
2 Progress Report Summer 2015
3 Op-ed, Hamilton Spectator,
September 2015
4 Progress Report Winter 2016
5 Op ed, Hamilton Spectator, February
2016
6 Photo from Summit
7 Summit-related media coverage
8 Vision Summary
9 Supplement, Hamilton Spectator,
June 2016
10 WLMH Advertisement
11 Faces of OHF
12 Photo from Aboriginal Engagement
Session
13 OHF newsletter

A Our Healthy Future webinar for all leaders
across HHS was held on January 20. Hosted
by Rob MacIsaac and Brenda Flaherty, the
webinar provided important context to
leaders prior to the Town Hall series, so
they would be prepared to have informative
conversations with staff.
The Our Healthy Future newsletter
(Attachment 11) is distributed approximately
every two weeks to internal and
external audiences and posted on the
OurHealthyFuture.ca website. A staff intranet
for Our Healthy Future was launched in
February 2016. All major publications,
including the Progress Reports and the
Vision Summary, are also emailed to
everyone at HHS and hard copies distributed
upon request.

1- Timeline of Engagement Activities

Our Healthy Future Stakeholder
Engagement Timeline
April 2015
Community Conversation – Flamborough
Family YMCA
Community Outreach – Beasley Community
Fair

A Leadership Summit took place on May
10, 2016 and mirrored the external summit
in style and format. Approximately 350
Hamilton Health Sciences staff members in
leadership positions were in attendance.

Community Outreach – Hamilton Farmer’s
Market
Community Conversation – Bennetto
Elementary School

A town hall-style meeting was held in
early June with St. Peter’s Hospital staff to
discuss the long-term siting of programs and
services located at St. Peter’s.

Community Conversation – Sherwood
Branch, Hamilton Public Library
Community Conversation – Stoney Creek
Council Chambers

In mid-June, the Patient-Centred Working
Groups reconvened for an interactive
presentation on the clinical services vision
captured in the Stage 1A submission.

Patient-Centred Working Group Visioning
Session
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August 2015

Staff Outreach – McMaster University Medical
Centre

Progress Report (Summer 2015) released
Staff Conversation – St. Peter’s Hospital

Staff Outreach – Juravinski Hospital
Staff Outreach – Hamilton General Hospital

Staff Conversation – Hamilton General
Hospital

Staff Outreach – Chedoke Hospital

Staff Conversation – Juravinski Hospital

Staff Outreach – St. Peter’s Hospital

September 2015

Community Conversation – Grimsby Seniors
Centre

CEO op-ed published in The Hamilton
Spectator

Synthesis Workshop

Staff Conversation – Juravinski Cancer
Center

Patient-Centred Working Group Workshop
#1 – Current State and Visioning

Staff Conversation – McMaster University
Medical Centre

Patient-Centred Working Group Sub-group
Workshop #1 – Current State and Visioning

Staff Conversation – West Lincoln Memorial
Hospital

June 2015

Patient-Centred Working Group Workshop
#4 – Recommendations

Presentation to Insider Engagement Expert
Group – Juravinski Hospital

Patient-Centred Working Group Sub-group
Workshop #4 – Recommendations

Presentation to Insider Engagement Expert
Group – Hamilton General Hospital

October 2015

Presentation to Insider Engagement Expert
Group – McMaster University Medical Centre

Future State Consensus Summit
Focus Group – AbleLiving

Presentation to Insider Engagement Expert
Group – St. Peter’s Hospital

Focus Group – Catholic Family Services

Presentation to Insider Engagement Expert
Group – Chedoke Hospital

Focus Group – Hamilton Hive
Presentation at Board Retreat

Patient-Centred Working Group Workshop
#2 – Opportunity Identification

November 2015

Patient-Centred Working Group Sub-group
Workshop #2 – Opportunity Identification

Focus Group – North Hamilton & Hamilton
Urban Core Community Health Centres

July 2015

December 2015

Patient-Centred Working Group Workshop
#3 – Future State Identification

Focus Group – YMCA of Hamilton/
Burlington/Brantford

Patient-Centred Working Group Sub-group
Workshop #3 – Future State Identification
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January 2016

April 2016

Focus Group – Centre de Santé
Communautaire

Town Council Presentation – Grimsby
WLMH Community Info Session (Smithville)

Focus Group – Immigrants Working Centre

Presentation at Patient Advisory Council,
McMaster Children’s Hospital

Focus Group – Hamilton Roundtable for
Poverty Reduction

Presentation at Professional Association of
Residents of Ontario

Focus Group – YWCA Hamilton

May 2016

Staff Town Hall – McMaster University
Medical Centre

Hamilton Health Sciences Leadership Forum
(half day devoted to Our Healthy Future)

Staff Town Hall – Hamilton General Hospital
February 2016

Presentation at special General Issues
Committee (City of Hamilton)

CEO op-ed published in The Hamilton
Spectator

Town Council Presentation – Town of West
Lincoln

Staff Town Hall – Juravinski Hospital

June 2016

Progress Report (Winter 2016) released

Partners in Health Engagement Session (cohosted with Hamilton Regional Indian Centre
and De dwa da dehs nye>s Aboriginal Health
Centre)

West Niagara Community Workshop
Staff Town Hall – St. Peter’s Hospital
Staff Town Hall – Juravinski Cancer Center

Patient-Centered Working Group update

March 2016

Progress Report published in the Hamilton
Spectator

Our Healthy Future Summit
Clinical Vision Summary released
West Niagara Community Session
Town Council Presentation – Town of Lincoln
Presentation at General Issues Committee
(City of Hamilton)
Staff Town Hall – Chedoke Hospital
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2 – Cover of Progress Report, Summer 2015

3 – Rob MacIsaac’s Opinion Editorial, September 2015
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THE HEALTH-CARE EXPERIENCE

The vital role of respect and advocacy
HHS working hard to connect with health providers so people never feel lost

ROB MACISAAC

What do people value most when
they use our system of health care?
Earlier this year Hamilton Health
Sciences (HHS) challenged community members to answer that question.
In community auditoriums, libraries, school gymnasiums and other
meeting rooms around the region, I
and other HHS staff, plus members
of our board of directors, sat at tables
and listened to the people we serve.
Additional comments came in
through surveys we handed out at the
Farmers Market and at community
events, and through a designated website (www.ourhealthyfuture.ca).
Before I share what we heard, I
want to thank all the people who
provided their impressions and opinions, and particularly those who took
the time to join us at the community
conversation events. They dug in for
a solid couple of hours tackling some
tough questions.
After 10 such sessions we had
some 254 recommendations, which
were eventually boiled down to five
big themes focussing on the quality
of their care — including family and
caregivers as part of our patients’ journeys, providing patient advocates, ensuring that using the health system is
easy, and feeling respected.
You might say that Hamilton Health
Sciences has just received its marching orders.
One thing we heard loud and clear
was that it’s challenging for people to
transition between different types of
care. Moving between hospital and
community-based care, for instance,
isn’t as easy as it should be.
There can be gaps that leave pa-

tients or their families trying to figure
out what happens next.
People can find it confusing to navigate the many programs and clinics
within our hospital system and to understand how they work together.
We have already taken some concrete steps to improve the situation.
We have begun to better organize
Hamilton Health Sciences to ensure
all our patients have smooth passage
through and between our programs.
We are also working hard to better
connect with community-based health
providers so that people never feel lost
while moving between services, nor
believe that going to the emergency
department is the only way to access
care.
Thinking beyond our walls is a major theme for us at HHS.
We are a huge acute care hospital
system, one of the biggest in Canada,
but we shouldn’t be a fortress. Our
thinking shouldn’t start when people
arrive at the Emergency Room.
We want to play a role in making
our communities healthier, and avoid
the need, wherever possible, for people to come to our ER for care. In part,
that means working with our partners
to create better community-based systems and supports especially for elder
care and for people with chronic diseases.
Community members also told
us that patients need an advocate —
someone to act as a guide and interpreter to an increasingly complex
health system.
It might be a family member or it
might be a designated hospital staff
person.
Whoever it is, they should be involved in care planning whether the
patient is in or out of hospital. It’s a
good example of the need for a health
system that is organized around our
patients’ entire journey. Again, we are
already working with service providers across the city to make this happen
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for our patients.
The “Community Conversations”
exercise that began last spring was the
first step in an intensive planning process called Our Healthy Future. We’re
looking ahead to the next five, 10 and
20 years to understand what clinical
services we should provide, and how
we should provide them, in order to
help create a healthy future for the
communities we serve.
These are big goals, and figuring it
all out is a complex process.
As my dad liked to say, the answer
isn’t in the back of the book.
We have engaged over 200 HHS
staff and physicians to think about
these issues. They have been working
very hard for the past few months on
Our Healthy Future planning groups.
They’re studying demographic and
socioeconomic trends, analyzing
evolving health care needs and using
our community’s input to develop recommendations for future clinical service priorities.
By mid-2016, we hope to have a
high-level plan for the services we’ll
provide in the future and the facilities
we’ll need to deliver them.
For more information about
our planning process and how to
get involved, please go to www.
OurHealthyFuture.ca. We recently
published a progress report about our
Community Conversations and it’s
available online or by calling the public relations department at 905-5212100, extension 73869.
It’s an exciting time at Hamilton
Health Sciences and I’m looking forward to continuing the conversation
with the patients, families and communities we serve.
Rob MacIsaac is president
and CEO of Hamilton Health
Sciences.
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5 – Rob MacIsaac’s Opinion Editorial, February 2016

Imagining a healthier future at Hamilton Health Sciences
Rob MacIsaac
Hamilton Spectator | Feb 02, 2016

I’ve worked in public service for a long time, and I’ve noticed that too often our
systems are designed around the needs of the people who run them, not the
needs of the people who use them. At Hamilton Health Sciences, we want to
change that. We’re reimagining the way our hospital system is designed, based
on the needs of the people we serve. This initiative is called Our Healthy Future,
and it’s our biggest planning effort in decades.
We’re putting everything on the table for discussion. We are looking at all our
services and all our facilities. We want to create a bold vision for the care we’ll
provide over the next 20 years. Our planning process began in March 2015 and
will wrap up in June 2016. Along the way we’ve asked questions, studied data,
analyzed trends and challenged ourselves to imagine a healthier future for the
communities we serve.

HHS president Rob MacIsaac says he and his staff see a
future where patients and their families play a larger role
in determining the care they will receive.

As part of the process, we talked to hundreds of people who use the health system, and to local health and social
service organizations serving people at the community level. Now we have arrived at the point where we’re starting
to draw conclusions about the kind of hospital system we need to build and how it should integrate into the broader
health system.
We see a future where our patients and their families play a larger role in determining the care they will receive. We envision smooth transitions between one type of care and another so that patients and their families don’t feel overwhelmed,
confused or frustrated. We see better communication and stronger collaboration with community partners.
We intend to increasingly invest in better managing and even preventing illness and disease, especially for the community’s most vulnerable populations. Rather than waiting until people show up at the hospital, we will bolster community-based care and wellness programs that help people avoid the need for hospital care. This population
health approach is particularly important in Hamilton, which has among the highest rates of urban hospital use of any
city in Ontario.
One strong suggestion we’re hearing from community-based health partners, and from the general public, is to expand
our services beyond hospital walls, bringing them closer to the people we serve. We see a future where people can receive much of their health care in convenient community locations.
That said, there will always be patients for whom there’s no substitute for the acute care provided at a hospital. Our
regional programs for cancer, cardiac care, stroke, trauma and burns are good examples of programs we will enhance and
grow. We will also maintain and expand the care provided by our McMaster Children’s Hospital. While these services are
located in and serve the people of Hamilton, they also serve a much broader region of some 2.3 million people. People
travel from as far as Thunder Bay to receive care from HHS.
These changes go hand-in-hand with our role as one of Canada’s preeminent research and teaching hospitals. We will
continue attracting the most talented health-care practitioners to our community to continuously improve our care using
the best medical science. Our efforts in research and development will also need to extend to innovations in technology
because it will be such an important enabler of our vision.
We think we can supercharge our work in technology innovation through collaborations with the private sector — be
it local entrepreneurs or technology companies. And by doing so, we intend to make Hamilton Health Sciences an even
more important player in helping power a strong local economy as new businesses spring up to sell our innovations to
the world.
We’re not done planning yet, but our vision is starting to take shape. It’s a vision inspired by our workforce, our partners
and the communities we serve — and central to it is a health-care system that puts the patient first.
To provide your comment or question about Our Healthy Future, please go to www.ourhealthyfuture.ca
Rob MacIsaac is President and CEO of Hamilton Health Sciences
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Local hospitals call for action as province considers health care reform
Joanna Frketich
Hamilton Spectator

The province needs to move faster on health care reform says the head of Hamilton Health
Sciences.
“We at Hamilton Health Sciences are saying we cannot wait,” said CEO Rob MacIsaac at a
summit of community leaders March 1 to “road-test” the hospital’s vision for the next 20
years.
“We are going to need to take some risks going forward,” he said. “We will have to make
smart judgments about where we can beg for forgiveness instead of asking for permission
on some of these things.”
MacIsaac told about 70 city leaders, community organizations and hospital staff at the Hamilton Convention Centre that “incremental change will not be sufficient.” But the system has Rob MacIsaac, president of Hamilton Health Sciences.
too many barriers to allow HHS to transform how it provides care.
“We as a hospital and as a community need to continue to advocate and press the province to let us do the things we need to do,” he said.
“It’s an extraordinarily constrained system today. There are so many regulations and so few degrees of freedom to actually innovate. We’re
going to need to try to push the envelope.”
He says the province “has a real role to play in terms of health care reform going forward.” But so far the Ministry of Health’s action plan called
Patients First is lacking in clear and concrete changes.
“Quite frankly it’s not easy to understand exactly what the proposal is in terms of the way it is written,” said MacIsaac. “If it doesn’t happen
there, how can we make it happen ourselves?”
St. Joseph’s Health System is raising questions about whether the current leadership at the Local Health Integration Network has the skills
required to bring about the provincial changes and take on the added responsibility of a locally driven health system.
“The significant increase in mandate for the LHINs will require expanded skill set for both the Board and the management team to deliver on
the goals of reform,” states a report providing feedback on the plan. “This may require a shift to skills based boards for LHINs.”
St. Joseph’s also raises concern about LHINs funding, planning and delivering community care under the government proposal. The report is
also on behalf of St. Joseph’s Home Care.
“If LHINs deliver direct care … the numerous actual and perceived conflicts of interest will undermine their ability to manage the performance
of providers,” states the report.
Feedback provided to the LHIN by St. Joseph’s and HHS show Patients First is creating a bit of showdown over which hospital network will
lead the proposed changes in this area.
“We believe we are well-positioned to lead and support the proposed initiatives,” states a letter from MacIsaac to the Local Health Integration
Network dated Feb. 29. “HHS has much to offer in terms of leadership, using our strength as a research hospital and care provider, community
collaborator, health care administrator, leader in system thinking, health informatics and technology.”
The response provided by St. Joseph’s and the Niagara Health System advocates for bundled care to be the guiding approach. The new way
of delivering care created by St. Joseph’s is already being tested in parts of the province.
“There is now strong evidence about the benefits of this approach for patients,” states the report.
Both St. Josephs’ and HHS agree the plan needs to avoid adding layers of bureaucracy into the health system as it undertakes reform.
“Do not impede innovation and performance by telling organizations how to deliver services,” states the St. Joseph’s report.
Both hospital networks also say that “encounter based” health care needs to end.
“HHS believes we must to the greatest extent possible reduce the transactional nature of health care,” states MacIsaac. “We must avoid planning paradigms that reinforce episodic patient care and instead seek to develop lasting relationships between care providers and the people
they serve.”
In addition, St. Joseph’s wants to see “academically rigorous and transparent” accountability for all organizations including family doctors and
the ministry itself.
One of the biggest issues affecting Joseph Brant is that public health and LHIN boundaries do not align. The Burlington hospital is part of the
Hamilton Niagara Haldimand Brant LHIN, while the rest of Halton is not.
“JBH recommends that Burlington be designated as a Sub-LHIN region within the LHIN boundaries,” states feedback provided by CEO Eric
Vandewall.
Moving forward with meaningful change now is crucial said MacIsaac at the summit because hospitals are currently failing at breaking down
the silos of the health care system.
“If we are operating at or above capacity, which is frequently the case; If we’ve got high rates of ALC (blocked beds) which we do; If we’ve got
extraordinary per capita emergency department visits which we do, those are all signs to me that we are failing at integration.”
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HAMILTON GENERAL HOSPITAL
Hours of Operation

1

INPATIENT SERVICES

N/A

Burn Treatment Unit
Cardiac Surgery
Cardiology & Medicine/Cardiac Step Down
Express Medicine
Medicine
Neurosurgery
Stroke Unit/Medicine/Neurosciences/EMU
Orthopaedics/Spine
General Surgery & Trauma
Vascular Surgery & Medicine
Coronary Care Unit
Intensive/Critical Care - Neuro/Trauma/Vasc
RR Acquired Brain Injury
RR Spinal Cord/Amputee
RR Stroke Rehabilitation
2

OUTPATIENT & EMERGENCY SERVICES

M-F 8-4 (apply to all ambulatory clinics)

Bariatric Clinic
Burn & Scar Control
Cardiac Ambulatory Care
Cardiac Ambulatory Care
Heart Function Clinic
Cardiac Pacemaker Clinic
Cardiac Health and Rehabilitation
Cardiac Rehabilitation
Cardiac Lipid Clinic
Day Procedures Unit
Emergency Department

24x7

ENT Clinic
Hand Clinic
Hyperbaric
Medical/Surgical Clinic
Multi-User Clinic - Infectious Diseases
Multi-User Clinic - Medicine
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Multi-User Clinic - Plastics
Multi-User Clinic - Vascular

DIAGN

Neuroscience Ambulatory Care
Orthopaedic & Fracture Clinic
Respirology Clinic
Same Day Surgery
Thrombosis Clinic
RR Acquired Brain Injury
RR Amputee Medical Day Care
RR Prosthetic & Orthotics
RR Clinic
Rehabilitation Clinic
MS Physiotherapy Clinic
Neuropsychology
RR Rehabilitation Therapy
3

DIAGNOSTIC & THERAPEUTIC SERVICES
Cardiac Arrhythmia Unit

M-F 8 am - 8 pm

Cardiac Arrhythmia Unit/Autonomic Laboratory
Diagnostic Imaging

as above
24x7

Diagnostic Imaging - Fluoro/Angio/Interventional
Diagnostic Imaging - CT Scanning
Diagnostic Imaging - Neuroradiography
Diagnostic Imaging - Mammography
Diagnostic Imaging - MRI
Diagnostic Imaging - X-Ray
Diagnostic Imaging - Ultrasound
Endoscopy

M-F 8 am - 3 pm

Heart Investigation Unit

24x7

Diagnostic Catheterisation
Therapeutic Intervention
Hamilton Regional Laboratory Medicine Program
24x7 service
Laboratory Services - Clin Chemistry/Immunol
Laboratory Services - Core Laboratory
Laboratory Services - Anatomic/Surgical Pathology
Laboratory Services - Microbiology
Laboratory Services - Morgue/Autopsy/Forensics
Laboratory Services - Offices
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Hours of Operation

Laboratory Services - Transfusion Medicine
Medical Diagnostic Unit

M-F 8 - 4

Medical Diagnostic Unit - ECG
Medical Diagnostic Unit - Echocardiography
Medical Diagnostic Unit - EEG/EMG/EVP
Medical Diagnostic Unit - Exercise Testing
Medical Diagnostic Unit - Holter
Medical Diagnostic Unit - PFT
Nuclear Medicine

24x7

Diagnostic Imaging - NM
Diagnostic Imaging - NM/Cardiac
Operating Department

Assuming this is the Operating rooms,
scheduled surgery 8-4;
emergency surgery 24x7

Specimen Collection
4

This collection center has closed

SUPPORT SERVICES
Admitting/Registration

M-F 7-3

Biomedical Engineering

24x7 service

Customer Support Services

24x7 service

Engineering Services

24x7 service

Nutrition Services

6 am - 7 pm every day

Health Records

M-F 8-4 pm

Logistics

24x7 service

MDRD

24x7 service

Pharmacy

24x7 service

Pharmacy (Cardiac)

24x7 service

Pharmacy (ICU)

24x7 service

RR Family Resource Centre

24x7

Social Work

M-F 8-4 pm; on call after hours
& weekends

Spiritual Care
5

24x7 oncall

ADMINISTRATIVE SERVICES
Administration

M-F 8-5

Audiovisual Services

M-F 8-4

Boardroom

N/A

Capital Development

M-F 8-4

CCAC

7 days per week 8-4

Employee Health Services

M-F 8-4
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Hours of Operation

Foundation

M-F 9-5

HITS

M-F 8-4

Infection Prevention & Control

M-F 8-4; on call in off hours
and weekends

Lobby Services

N/A

Medical & Program Offices

M-F 8-4

Meeting Rooms

N/A

RR Medical & Program Offices

M-F 8-4

Security Services

24x7

Sleep Rooms

24x7

Staff Facilities

24x7

Storage

N/A

Volunteers
6

M-F 8-4

EDUCATION

N/A

Auditorium
Clinical Practice & Education
Residents Facilities
7

RETAIL SERVICES
Credit Union

M-F 8-4

Food Services

24x7

Gift Shop

M-Sun 8 - 8

Retail Pharmacy

8

M-Sun 8-5

Storage

N/A

RESEARCH

N/A

Clinical Research
CRCTL Biobank
DBRI PHRI
DBRI Shared
DBRI TaARI
DBRI TaARI Animal Facility
Research
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Workload

Units

F13/14
Workload

Units

F14/15
Workload

Units

INPATIENT SERVICES
Acquired Brain Injury Rehabilitation
ABI - Neurobehavioural Unit (B3N)
ABI - Community Reintegration
& Slow To Recover Unit (B3S)

4,456

patient days

4,249

patient days

4,348

patient days

6,314

patient days

6,470

patient days

6,429

patient days

ABI - Slow to Recover Unit
(see Above with B3S)		

patient days		

patient days		

patient days

Amputee Rehabilitation IPU
(see below with Spinal Cord Injury)		

patient days		

patient days		

patient days

Cardiac Arrythmia Inpatient Unit

283

patient days

337

patient days

315

patient days

Cardiac Step Down Unit

1,055

patient days

1,067

patient days

1,016

patient days

Cardiac Surgery Inpatient Unit

11,903

patient days

12,009

patient days

10,994

patient days

Cardiology & Medicine Inpatient Unit

9,537

patient days

9,659

patient days

10,294

patient days

Clinical Neurosciences Inpatient Unit

10,080

patient days

9,417

patient days

9,237

patient days

Coronary Care Unit

4,399

patient days

4,691

patient days

4,337

patient days

Critical Care Unit

4,929

patient days

4,873

patient days

4,972

patient days

Express Inpatient Unit

1,108

patient days

682

patient days

400

patient days

Geriatric & Complex Medicine IPU
(located at Juravinski Hospital)

n/a

patient days

n/a

patient days

n/a

patient days

Intensive Care Unit - Neuro & Trauma

9,579

patient days

9,716

patient days

9,577

patient days

Medicine Inpatient Unit

12,330

patient days

12,370

patient days

12,693

patient days

Medicine Inpatient Unit

9,403

patient days

9,490

patient days

12,643

patient days

Neurosurgery Inpatient Unit

11,795

patient days

11,633

patient days

11,144

patient days

Orthopaedics Inpatient Unit

12,190

patient days

12,017

patient days

9,501

patient days

Rehab Spinal Cord Injury /
Amputee Rehab IPU (B2S)

7,990

patient days

8,296

patient days

6,060

patient days

Neurosurgery Inpatient Unit

11,315

patient days

11,538

patient days

10,520

patient days

Stroke Rehabilitation Inpatient Unit (B2N)

9,987

patient days

10,146

patient days

9,557

patient days

Trauma Inpatient Unit

2,881

patient days

2,936

patient days

2,446

patient days

Vascular Surgery & Medicine Inpatient Unit

5,166

patient days

5,694

patient days

10,440

patient days

EMU (Epilepsy Monitoring Unit)			
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OUTPATIENT & EMERGENCY SERVICES
Acquired Brain Injury (Rehabilitation)

1,483

visits

1,641

visits

1,556

visits

Acquired Brain Injury (Rehab-Outreach)

3,373

visits

4,049

visits

3,812

visits

Adult Wheelchair & Seating Clinic
(in with Rehab Clinics-RRC)

n/a

visits

n/a

visits

n/a

visits

Amputee Medical Day Clinic (opened FY14-15) n/a

visits

n/a

visits

3,634

visits

Autism Spectrum Disorders

n/a

visits

n/a

visits

n/a

visits

Bariatric Clinic

6,291

visits

4,928

visits

1,953

visits

Burn & Scar Control

877

visits

974

visits

1,188

visits

8,528

visits

18,147

visits

19,062

visits

data not available visits

12,184

visits

2,449

visits

Cardiac Ambulatory Care
Cardiac Health and Rehabilitation
Child & Youth Mental Health Program

n/a

visits

n/a

visits

n/a

visits

Developmental Pediatrics & Rehabilitation

n/a

visits

n/a

visits

n/a

visits
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Workload

Units

F13/14

F14/15

Workload

Units

Workload

Units

Emergency Department

43,914

visits

44,218

visits

46,117

visits

ENT Clinic

4,053

visits

4,157

visits

3,935

visits

Hand Clinic

5,290

visits

5,429

visits

5,134

visits

Heart Function Clinic

2,145

visits

1,997

visits

2,081

visits

Hyperbaric

56

visits

71

visits

82

visits

Lipid Clinic

2,144

visits

2,054

visits

1,697

visits

66

visits

212

visits

2,505

visits

Multi-User Clinic - Infectious Diseases

1,334

visits

1,128

visits

1,278

visits

Multi-User Clinic - Medicine

2,619

visits

2,855

visits

2,879

visits

Multi-User Clinic - Plastics

1,918

visits

2,272

visits

1,935

visits

Multi-User Clinic - Vascular

9,702

visits

11,103

visits

11,204

visits

Neuroscience Ambulatory Care

9,833

visits

10,804

visits

14,106

visits

378

visits

464

visits

539

visits

14,715

visits

16,426

visits

16,901

visits

n/a

visits

n/a

visits

n/a

visits

Pacemaker Clinic

4,100

visits

4,199

visits

4,283

visits

Pain Management

10,944

visits

8,821

visits

6,777

visits

Prosthetics & Orthotics
*Moving to Ron Joyce Centre in 2015*

7,455

visits

8,218

visits

7,652

visits

MS Physiotherapy Clinic
Multi-User Clinic

Neuropsychology (Rehabilitation)
Orthopaedic & Fracture Clinic
Orthotics (in with Prosethics & Orthotics)

Rehabilitation Clinics at the
Regional Rehab Centre						
11,517
attendances
14,705
attendances
15,168
9,305
visits
10,311
visits
11,599

visits
attendances
visits

Same Day Surgery

1,486

cases

1,733

cases

1,982

cases

Thrombosis Clinic

2,789

visits

3,242

visits

3,533

visits

Diagnostic Imaging Angio/Interventional

11,658

examinations

10,975

examinations

10,314 examinations

Diagnostic Imaging - CT Scanning

21,186

examinations

22,642

examinations

23,547 examinations

Diagnostic Imaging - IVR

2,330

examinations

2,290

examinations

2,406

examinations

804

examinations

729

examinations

593

examinations

Diagnostic Imaging - MRI

12,650

examinations

14,308

examinations

Diagnostic Imaging - NM

998

examinations

1,180

examinations

1,161

examinations

Diagnostic Imaging - NM/Cardiac

9,998

examinations

10,598

examinations

12,164

examinations

Diagnostic Imaging - Xray

95,103

examinations

98,461

examinations

98,514 examinations

Diagnostic Imaging - Ultrasound
examinations

21,589

examinations

24,006

examinations

24,328

Endoscopy Medical Day Procedures Unit

2,850

procedures

2,578

procedures

2,587

procedures

Heart Investigation Unit

10,275

procedures

9,540

procedures

8,887

procedures

6,500

procedures

DIAGNOSTIC & THERAPEUTIC SERVICES
Diagnostic Imaging

Diagnostic Imaging - Mammography

Cardiac Cath					
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Workload

F13/14

Units

Workload

Units

PCI					

F14/15
Workload

Units

2,387

procedures

Laboratory Services
Laboratory Services - Bacteriology

67,320

tests

72,207

tests

69,177

tests

Laboratory Services Clin Chemistry/Immunol

14,852

tests

9,161

tests

9,437

tests

Laboratory Services - Core Laboratory

546,191

tests

533,615

tests

508,917

tests

Laboratory Services - Forensics/Morgue		

tests		

tests		

tests

Laboratory Services - Surgical Pathology

tests

tests

tests

9,573

10,284

9,851

Medical Diagnostic Unit		 Data not avail for 12/13
Medical Diagnostic Unit - ECG		

examinations

59,210

examinations

80,076 examinations

Medical Diagnostic Unit - Echocardiography		

examinations

12,194

examinations

13,082 examinations

Medical Diagnostic Unit - EEG/EMG/EVP		

examinations

4,438

examinations

5,144

examinations

Medical Diagnostic Unit - Exercise Testing		

examinations

2,322

examinations

2,468

examinations

Medical Diagnostic Unit - Holter		

examinations

4,216

examinations

4,662

examinations

Medical Diagnostic Unit - PFT		

examinations

1,717

examinations

1,874

examinations

335

procedures

307

procedures

300

procedures

8,950

procedures

9,058

procedures

9,113

procedures

Autonomic Lab
Operating Department

Psychology (see neuropsych above)		
Specimen Collection

Data not avail
for 12/13

Vascular Access Service?		

visits		

visits		

visits

tests

tests

tests

5,630

procedures		

5,550

procedures		

procedures

7West Assessment and Procedure Room

60

visits

262

visits

404

visit

Respirology Clinic

n/a

visits

n/a

visits

22

visits

Data not avail
for 12/13

visits

1,802

visits

1,617

visits

Ablation					

412

procedures

Diagnostic EPS					

454

procedures

ICD Devices					

453

procedures

Pacemakers					

474

procedures

Cardioversions					

168

procedures

Watchman Devices					

13

procedures

Extractions					

28

procedures

Leads					

39

procedures

Recordings					

44

procedures

Test/Study					

71

procedures

Other					

17

procedures

STC Clinic
Electrophysiology Lab (Arrhythmia Unit)
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JURAVINSKI HOSPITAL AND CANCER CENTRE
Hours of Operation

Hamilton Health Sciences Stage 1A Submission

1

INPATIENT SERVICES

N/A

Alternate Level of Care Inpatient Unit
Express Inpatient Unit
Haematology/Palliative Care
Medicine/Internal Medicine (incl CTU)
Oncology & GI Medicine
Orthopaedics
Surgical Oncology/Surgery
Intensive Care Unit
Cardiac and Intensive Care Unit
Complex Medical Rehabilitation
Muscuo-Skeletal Rehabilitation
2

OUTPATIENT & EMERGENCY SERVICES
Ambulance Care

M-F 8-4

Colposcopy/Urodynamics Clinic

M-F 8-4

Emergency Department

24x7

Medical & Surgical Clinics - 0A/3B

M-F 8-4

Oncology Day Services

M-F 7-8; Sat-Sun 9-3

Orthopaedic & Fracture Clinic

M-F 8-4

Regional Joint Assessment Service

M-F 8-4

Same Day Surgery

M-F 7-7

Sexual Medicine Clinic

M-F 8-4 plus oncall for after hours

Surgical Centre

M-F 8-4

Thrombosis Clinic

M-F 8-4

JCC Cancer Clinics A-G

M-F 9-5

JCC Systemic Treatment Suite
3

M-F 8-5:30

DIAGNOSTIC & THERAPEUTIC SERVICES
Breast Assessment Unit

M-F 9-5

Diagnostic Imaging

24x7 service

Diagnostic Imaging - CT Scanning
Diagnostic Imaging - IVR
Diagnostic Imaging - Mammography
Diagnostic Imaging - MRI
Diagnostic Imaging - X-Ray
Diagnostic Imaging - Ultrasound
Endoscopy Unit

M-F 8-4

Hamilton Regional Laboratory Medicine Program
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24x7 service
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Hours of Operation

Anatomic/Surgical Pathology
Special Haematology
Transfusion Medicine/Stem Cell
Medical Diagnostic Unit

M-F 8-4

Medical Diagnostic Unit - ECG
Medical Diagnostic Unit - Echocardiography
Medical Diagnostic Unit - Exercise Testing
Medical Diagnostic Unit - Holter
Medical Diagnostic Unit - PFT
Nuclear Medicine

M-F 8-4

Diagnostic Imaging - NM/Gamma Camera
Diagnostic Imaging - NM/Bone Densitometry
Diagnostic Imaging - NM/Cardiac
Operating Department

Operating rooms scheduled care
M-F 8-4; emergency 24x7

Specimen Collection

M-F 8-4

JCC Radiation Therapy/Brachytherapy

M-F 8-5

Superficial/Orthovoltage
High Energy (LINAC/Cyberknife)
JCC Brachytherapy
JCC Brachytherapy Treatment Planning MRI
JCC Specimen Collection
4

M-F 8-4

SUPPORT SERVICES
Admitting/Registration

M-F 8-4

Biomedical Engineering

24/7 service

Cancer Lodge

24x7

Customer Support Services

24x7

Engineering Services

24x7

Nutrition Services

6 am - 7 pm everyday

Health Records

M-F 8-4

Logistics

24x7

MDRD - included in Operating Department

24 hours M-F

Morgue

24x7

Pharmacy

24x7

Social Work

M-F 8-4 oncall after hours and weekends

Spiritual Care

24x7

JCC Family Resource Centre

M-F 9-5
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Core Laboratory
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Hamilton Health Sciences Stage 1A Submission

Hours of Operation

5

JCC Outpatient Pharmacy

M-F 9-5

JCC Pharmacy

M-F 9-5

JCC Physics

M-F 9-5

JCC Receiving/Shipping

M-F 9-5

JCC Supportive Care

M-F 9-5

ADMINISTRATIVE SERVICES
Administration

M-F 9-5

Board Room

N/A

Capital Development

M-F 8-4

CCAC

7 days per week 8-4

Conference Centre

N/A

Employee Health Services

M-F 8-4

Foundation

M-F 8-4

Health Records

M-F 8-4

HITS

M-F 8-4

Hospitality Network

N/A

Infection Prevention & Control

M-F 8-4 on call after hours
and weekends

Information Desk

M-F 9-5

Lobby Services

N/A

Medical & Program Offices

6

M-F 9-5

Meeting Rooms

N/A

Security Services

24x7

Sleep Rooms

24x7

Staff Facilities

24x7

Storage

N/A

Volunteers

M-F 8-4

JCC Administration

M-F 8-4

JCC Medical & Program Offices

M-F 8-4

JCC Staff Facilities

M-F 8-4

JCC Support

M-F 8-4

EDUCATION
Clinical Practice/Education

M-F 8-4

Conference Centre

N/A

Education

N/A

Nursing Student Facilities

N/A
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7

Resident Facilities

N/A

JCC Auditorium

N/A

JCC Library

M-F 9-5

JCC School of Radiation Therapy

M-F 9-5

RETAIL SERVICES
Food Services

24x7

Gift Shop
8

M-Sun 8-8

RESEARCH

N/A

Clinical Research
Research

187

Hamilton Health Sciences Stage 1A Submission

Hours of Operation

JURAVINSKI HOSPITAL & CANCER CENTRE
F12/13

Hamilton Health Sciences Stage 1A Submission

Workload

Units

F13/14

F14/15

Workload

Units

Workload

Units

INPATIENT SERVICES
Alternate Level of Care Inpatient Unit

14,082

patient days

14,367

patient days

14,855

patient days

Cardiac and Intensive Care Unit

3,725

patient days

3,849

patient days

3,780

patient days

Complex Medical Rehabilitation Inpatient Unit 8,901

patient days

9,073

patient days

9,034

patient days

Express Unit/Medical Assessment Unit

1,308

patient days

1,457

patient days

1,801

patient days

Haematology Inpatient Unit

13,761

patient days

14,008

patient days

13,978

patient days

Intensive Care Unit

4,477

patient days

4,544

patient days

4,459

patient days

Medicine Inpatient Unit (CTU)

23,688

patient days

25,342

patient days

29,212

patient days

Muscuo-Skeletal Rehabilitation Inpatient Unit 8,620

patient days

8,722

patient days

8,623

patient days

Oncology & GI Medicine Inpatient Unit

13,080

patient days

13,304

patient days

13,294

patient days

Orthopaedic Inpatient Units

14,098

patient days

16,404

patient days

11,626

patient days

Surgical Oncology Inpatient Units

18,919

patient days

19,113

patient days

20,656 patient days

Emergency Department Inpatients

2,640

patient days

3,059

patient days

2,961

patient days

241

patient days

314

patient days

530

patient days

610

visits

1,153

visits

1,719

visits

87,996

visits

94,487

visits

100,002

visits

7,601

visits

7,381

visits

7,008

visits

Emergency Department

36,539

visits

38,566

visits

39,724

visits

Multi-User Medical & Surgical Clinics - B3

13,720

visits

13,945

visits

15,958

visits

Multi-User Medical & Surgical Clinics - A0

7,761

visits

9,450

visits

9,954

visits

Oncology Day Services

12,252

visits

12,569

visits

10,151

visits

Oncology Systemic Treatment Suite

33,158

visits

30,566

visits

34,636

visits

Orthopaedic & Fracture Clinic

12,030

visits

13,070

visits

12,231

visits

Regional Joint Assessment Service

2,525

visits

2,618

visits

2,830

visits

Same Day Surgery

2,496

cases

2,628

cases

2,485

cases

Sexual Medicine Clinic

606

visits

490

visits

506

visits

Specimen Collection (H-OP1)

4,241

visits

2,595

visits

3,224

visits

Specimen Collection - Cancer

74,081

visits

70,694

visits

70,944

visits

Surgical Centre

4,922

visits

5,346

visits

5,487

visits

Thrombosis Clinic

2,912

visits

3,251

visits

3,410

visits

NA

visits

NA

visits

NA

visits

Ontario Breast Screening Clinic
at Chedoke

14,277

procedures

13,914

procedures

12,934

procedures

Oncology Radiation Treatment Visits

69,728

visits

67,623

visits

62,860

visits

NA

visits

NA

visits

NA

visits

PACU Inpatients
OUTPATIENT & EMERGENCY SERVICES
Ambulance Care
Cancer Clinics A-G
Colposcopy/Urodynamics Clinic

Wound Clinic

DIAGNOSTIC & THERAPEUTIC SERVICES
Audiology

Diagnostic Imaging		

examinations		

examinations		

examinations

Diagnostic Imaging - CT Scanning

15,708

examinations

17,497

examinations

17,777

examinations

Diagnostic Imaging - IVR

3,889

examinations

3,442

examinations

2,491

examinations

Diagnostic Imaging - Mammography

6,176

examinations

6,734

examinations

3,053

examinations

Diagnostic Imaging - MRI

9,571

examinations

10,469

examinations

11,499

examinations

Diagnostic Imaging - NM

6,411

examinations

6,785

examinations

6,641

examinations
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Workload

F13/14

Units

F14/15

Workload

Units

Workload

Units

Diagnostic Imaging - NM/Bone Density

825

examinations

888

examinations

1,007

examinations

Diagnostic Imaging - NM/Cardiac

1,915

examinations

2,343

examinations

1,866

examinations

Diagnostic Imaging - Xray

70,335

examinations

69,477

examinations

70,132 examinations

Diagnostic Imaging - Ultrasound

22,825

examinations

23,358

examinations

21,041

examinations

4,192

examinations

4,260

examinations

4,271

examinations

Endoscopy Unit
GI Investigation Unit

see 		
see		
see
endoscopy examinations endoscopy examinations endoscopy examinations

Laboratory Services		

tests		

tests		

tests

Laboratory Services - Clin Chemistry/Immunol 27,074

tests

23,329

tests

20,884

tests

Laboratory Services - Core Laboratory

509,217

tests

526,132

tests

519,232

tests

48

tests

40

tests

23

tests

2,573

tests

2,814

tests

3,311

tests

Laboratory Services - Spec Haem/Transfusion 37,020

tests

38,197

tests

65,183

tests

Laboratory Services - Surgical Pathology

tests

27,556

tests

28,400

tests

Laboratory Services - Electron Microscopy
Laboratory Services - Genetics

27,442

Medical Diagnostic Unit		

examinations		

examinations		

examinations

Medical Diagnostic Unit - ECG		

examinations

24,180

examinations

36,079 examinations

Medical Diagnostic Unit - Echocardiography		

examinations

6,910

examinations

6,906

examinations

Medical Diagnostic Unit - Exercise Testing		

examinations

2,351

examinations

2,572

examinations

Medical Diagnostic Unit - Holter		

examinations

632

examinations

613

examinations

Medical Diagnostic Unit - PFT		

examinations

1,587

examinations

1,599

examinations

procedures

4,444

procedures

4,487

procedures

Operating Department (Inpatient)

4,322

Vascular Access Service		

procedures		
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MCMASTER UNIVERSITY MEDICAL CENTRE
Hours of Operation

Hamilton Health Sciences Stage 1A Submission

1

INPATIENT SERVICES

N/A

Pediatric Medicine/Oncology/EMU/Surge/IC
Pediatric Intensive Care Unit
Child & Youth Mental Health
Child & Youth MH Assessment Unit (in ED)
Eating Disorders
Obsterics & Gynaecology/Womens Health
Obstetrical Medicine/Post Partum
WRH Critical Care/Stepdown Care (in L+D)
Neonatal ICU - Levels 2/3
Level 1 Nursery
2

OUTPATIENT & EMERGENCY SERVICES
Adult Surgery Clinic
Adult Clinics (Boris)

M-F 8-4

Adult Allergy Clinic
Adult Diabetes
Cardiology Clinic
Cardiology Pregnancy Clinic
Congenital Heart Clinic
Dermatology
Endocrinology
General Internal Medicine Rapid Assessment
Haematology
Immunology Clinic
Infectious Diseases Clinic
Internal Medicine
Post-Travel Clinic
Respirology Clinic
Rheumatology Clinic
Cystic Fibrosis

M-F 8-4

Digestive Disease Clinic

M-F 8-4

ENT Clinic
ENT

M-F 8-4

Audiology

M-F 8-4

Fracture Clinic

M-F 8-4

Medical Day Care

M-F 8-4
190
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Neurology Clinic

M-F 8-4

Neuromuscular Clinic

M-F 8-4

Ophthalmology Clinic

M-F 8-4

Pain Clinic

M-F 8-4

Pre-Operative Clinic

M-F 8-4

Same Day Surgery

M-F 7-7

Sexual Assault & Domestic Violence Clinic

M-F 8-4
plus on call afterhours and weekends

Special Immunology Services

M-F 8-4

Womens Reproductive Health Clinic

M-F 8-4

Maternal Fetal Medicine Clinic

M-F 8-4

Child Advocacy and Assessment Program

M-F 8-4

Child & Youth Mental Health Day Hospital

M-F 8-4

Child & Youth Mental Health Outreach Clinic

M-F 8-4

Child & Youth Mental Health Urgent Access

24x7

Eating Disorders Clinic

M-F 8-4

Eating Disorders Day Hospital

M-F 8-4

Pediatric Emergency Department

24x7

Pediatric Outpatient Clinics
3

M-F 8-4

DIAGNOSTIC & THERAPEUTIC SERVICES
Cardiac Diagnostic Unit

M-F 8-4

Medical Diagnostic Unit - ECG
Medical Diagnostic Unit - Echocardiography
Medical Diagnostic Unit - Exercise Testing
Medical Diagnostic Unit - Holter
Medical Diagnostic Unit - PFT
Diagnostic Imaging

24x7 access

Diagnostic Imaging - CT Scanning
Diagnostic Imaging - IVR
Diagnostic Imaging - Mammography
Diagnostic Imaging - X-Ray/Fluoro
Diagnostic Imaging - Ultrasound
Diagnostic Imaging - MRI
Endoscopy Unit

M-F 8-4

GI Investigation Unit

M-F 8-4

Hamilton Regional Laboratory Medicine Program
Core Laboratory
Electron Microscopy
191

24x7 access
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Hamilton Health Sciences Stage 1A Submission

Genetics
Molecular Haematology
Anatomic/Surgical Pathology
Transfusion Medicine
Tissue Typing
Labour & Delivery

24x7 access

Labour & Delivery - vaginal births
Labour & Delivery - c sections
Neurodiagnostics (EEG/EMG)
Nuclear Medicine

M-F 8-4

Diagnostic Imaging - NM/Gamma Camera
Diagnostic Imaging - NM/Bone Densitometry
Diagnostic Imaging - NM/Cardiac
Diagnostic Imaging - NM/PET
Operating Department
Scheduled care

4

M-F 8-4;
emergency 24x7

SUPPORT SERVICES
Admitting/Registration

M-F 8-4

Biomedical Engineering

24x7

Breast Feeding Room

24x7

Customer Support Services

24x7

Engineering Services

24x7

Nutrition Services

6 am - 7 pm everyday

Health Records

M-F 8-4

Logistics

24x7
24 hours M-F

MDRD

5

Mothers Milk Bank

M-F 8-4

Pediatric Allied Health

M-F 8-4

Pandemic Storage

N/A

Pharmacy

24x7

Spiritual Care

24x7

ADMINISTRATIVE SERVICES
Capital Development

M-F 8-4

Administration

M-F 8-4

Conference Rooms

N/A

Employee Health Services

M-F 8-4
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M-F 8-4

Infection Prevention and Control

M-F 8-4 on call after hours
and weekends

HITS

M-F 8-4

Information Desk

M-F 8-4

Lobby Services

N/A

Medical & Program Offices

M-F 8-4

Physician Lounge

24x7

Public Relations

M-F 8-4 on call after hours
and weekends

Security Services

24x7

Sleep Rooms

24x7

Staff Facilities

24x7

Storage

N/A

Volunteer Resources
6

M-F 8-4

EDUCATION
University Staff Offices

7

8

M-F 8-4

RETAIL SERVICES
Food Services

24x7

Corner Cafe

24x7

Gift Shop

M-Sun 8-8

Retail Pharmacy

M-Sun 8-5

RESEARCH

N/A

Research
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Workload

Units

F13/14

F14/15

Workload

Units

Workload

Units

INPATIENT SERVICES
Child & Youth Mental Health Inpatient Unit

6,348

patient days

6,932

patient days

6,739

patient days

Eating Disorders Inpatient Unit

2,131

patient days

2,144

patient days

2,005

patient days

CYMH Assessment Unit

0

patient days

0

patient days

333

patient days

Critical Care - WRH

59

patient days

44

patient days

61

patient days

18,427

patient days

18,408

patient days

19,339

patient days

Neonatal ICU & Level 2 Nursery
Obsterical Medicine Inpatient Unit

6,619

patient days

6,656

patient days

6,844

patient days

Obsterics & Gynaecology Inpatient Unit

3,582

patient days

3,497

patient days

4,089

patient days

Pediatric Inpatient Units

18,612

patient days

17,612

patient days

18,394

patient days

Pediatric Intensive Care Unit

2,640

patient days

2,574

patient days

2,912

patient days

Level 1 Nursery

5,124

patient days

5,497

patient days

5,479

patient days

12,494

visits

12,537

visits

13,404

visits

1,218

visits

1,181

visits

1,147

visits

Child & Youth Mental Health Urgent Access Clinic 640

visits

894

visits

1,438

visits

Child & Youth Mental Health Outreach Clinic

1,626

visits

1,287

visits

1,613

visits

Eating Disorders Clinic

OUTPATIENT & EMERGENCY SERVICES
Adult Diabetes (Boris Clinic)
Child & Youth Mental Health Day Hospital

3,617

visits

3,520

visits

3,714

visits

Eating Disorders Day Hospital

103

visits

715

visits

805

visits

CAAP

519

visits

874

visits

829

visits

Adolescent Medicine

933

visits

842

visits

1,080

visits

Audiology MUMC

1,769

visits

1,956

visits

1,898

visits

10,944

visits

8,821

visits

6,777

visits

1,152

visits

2,142

visits

3,941

visits

Digestive Disease Clinic

12,106

visits

13,508

visits

13,488

visits

Emergency Department - Pediatric

35,578

visits

39,263

visits

43,906

visits

ENT Clinic

8,572

visits

8,942

visits

8,986

visits

GIMRAC Clinic

2,397

visits

2,442

visits

2,868

visits

438

visits

392

visits

168

visits

Chronic Pain Management
Dermatology

Lupus Clinic

Multi-User Medical & Surgical Clinics - Adult		

visits		

visits		

visits

Multi-User Med/Surg - Adult Allergy Clinic

1,346

visits

1,476

visits

1,614

visits

Multi-User Med/Surg - Cardiology Clinic
Multi-User Med/Surg Cardiology Pregnancy Clinic

1,196

visits

851

visits

759

visits

129

visits

157

visits

119

visits

Multi-User Med/Surg - Cystic Fibrosis Clinic

248

visits

257

visits

236

visits

Multi-User Med/Surg - Endocrinology

1,140

visits

999

visits

1,089

visits

Multi-User Med/Surg - Immunology Clinic

1,111

visits

1,124

visits

1,429

visits

Multi-User Med/Surg - Infectious Diseases Clinic 487

visits

367

visits

458

visits

Multi-User Med/Surg - Obstetrical Medicine Clinic

visits		

visits

visits

Multi-User Med/Surg - Post-Travel Clinic

125

visits

94

visits

140

visits

Multi-User Med/Surg - Respirology Clinic

1,295

visits

1,084

visits

1,057

visits

Multi-User Med/Surg - Rheumatology Clinic

1,069

visits

1,208

visits

1,060

visits

Multi-User Med/Surg Congenital Heart Clinic

208

visits

549

visits

554

visits

Multi-User Medical & Surgical Clinics - Adult		

visits		
194
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Workload

F13/14

Units

F14/15

Workload

Units

Workload

Units

Multi-User Med/Surg - Haematology

1,186

visits

1,257

visits

1,253

visits

Multi-User Med/Surg - Internal Medicine

392

visits

200

visits

601

visits

Multi-User Med/Surg - Medical Day Care

2,731

visits

3,309

visits

4,206

visits

NAP Clinic

205

visits

676

visits

795

visits

Neurology Clinic

1,874

visits

1,719

visits

1,468

visits

Neuromuscular Clinic

458

visits

556

visits

564

visits

visits

11,054

visits

11,675

visits

Obstetrics & Gynaecology Clinic

11,298

Orthopaedic & Fracture Clinic		

visits		

visits		

visits

Pediatric Ophthalmology Clinic

14,107

visits

15,491

visits

15,895

visits

Pediatric Outpatient Clinics

56,723

visits

57,919

visits

58,256

visits

Pre-Natal Diagnosis Clinc

10,182

visits

10,390

visits

12,912

visits

Pre-Operative Clinic

20,151

visits

21,460

visits

20,943

visits

Same Day Surgery

4,257

cases

3,144

cases

2,084

cases

Sexual Assault & Domestic Violence

865

visits

791

visits

781

visits

Special Immunology Services

5,461

visits

6,443

visits

7,605

visits

Thrombosis Service

1,242

visits

1,480

visits

1,425

visits

DIAGNOSTIC & THERAPEUTIC SERVICES
Audiology		

visits		

visits		

Diagnostic Imaging		

examinations		

examinations		

examinations

Diagnostic Imaging - CT Scanning

7,397

examinations

6,510

examinations

7,155

examinations

Diagnostic Imaging - IVR

2,258

examinations

2,125

examinations

1,976

examinations

2

examinations

1

examinations

3

examinations

Diagnostic Imaging - MRI

6,541

examinations

7,208

examinations

7,912

examinations

Diagnostic Imaging - NM

3,837

examinations

4,133

examinations

4,046 examinations

Diagnostic Imaging - NM/Bone Density

2,970

examinations

2,999

examinations

2,853

examinations

90

examinations

187

examinations

103

examinations

49

examinations

Diagnostic Imaging - Mammography

Diagnostic Imaging - NM/Cardiac
Diagnostic Imaging - NM/PET

visits

37

examinations

44

examinations

Diagnostic Imaging - Xray

53,063

examinations

53,050

examinations

54,551 examinations

Diagnostic Imaging - Ultrasound

34,907

examinations

36,738

examinations

36,952 examinations

Endoscopy Unit

7,853

procedures

7,421

procedures

7,296

procedures

GI Investigation Unit

1,894

procedures

1,240

procedures

1,041

procedures

Laboratory Services		

tests		

tests		

tests

Laboratory Services - Clin Chemistry/Immunol 30,125

tests

25,076

tests

25,531

tests

Laboratory Services - Core Laboratory

209,411

tests

199,448

tests

181,807

tests

484

tests

487

tests

472

tests

8,460

tests

10,493

tests

11,688

tests

Laboratory Services - Spec Haem/Transfusion 17,293

tests

17,153

tests

31,328

tests

Laboratory Services - Surgical Pathology

tests

11,314

tests

10,824

tests

Laboratory Services - Electron Microscopy
Laboratory Services - Genetics

11,744

Labour & Delivery		

deliveries		

deliveries		

deliveries

Labour & Delivery - vaginal deliveries

1,736

deliveries

1,936

deliveries

1,924

deliveries

981

deliveries

990

deliveries

1,037

deliveries

Labour & Delivery - c sections

Medical Diagnostic Unit		

examinations		

examinations		

examinations

Medical Diagnostic Unit - ECG		

examinations		

examinations		

examinations
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MCMASTER UNIVERSITY MEDICAL CENTRE
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Workload

Units

F13/14
Workload

Units

F14/15
Workload

Units

Medical Diagnostic Unit - Echocardiography		

examinations		

examinations		

examinations

Medical Diagnostic Unit - Exercise Testing		

examinations		

examinations		

examinations

Medical Diagnostic Unit - Holter		

examinations		

examinations		

examinations

Medical Diagnostic Unit - PFT		

examinations		

examinations		

examinations

Operating Department

8,035

Vascular Access Service		

procedures

8,446

procedures		
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procedures

8,295

procedures		

procedures
procedures

WEST LINCOLN MEMORIAL HOSPITAL
Hours of Operation

INPATIENT SERVICES

N/A

Continuing Complex Care
Medicine and Surgery
Intensive Care Unit
Obstetrics and Gynaecology
Gynaecology
Obstetrics
Nursery
2

OUTPATIENT AND EMERGENCY SERVICES
Colposcopy Clinic

M-F 8-4

Mental Health

M-F 8-4

Community Mental Health

M-F 8-4

Early Psychosis Intervention
Emergency Department

24x7

Emergency, unscheduled
ENT Clinic

M-F 8-4

Urology Clinic

M-F 8-4

Geriatric Assessment Clinic

M-F 8-4

Obstetrics & Gynaecology Clinic

M-F 8-4

Ontario Breast Screening Clinic

M-F 8-4

Palliative Care

3

Palliative Care Clinic

M-F 8-4

Palliative Care Outreach/Case Management

M-F 8-4

Pre-Operative Clinic

M-F 8-4

Same Day Surgery

M-F 8-4

DIAGNOSTIC AND THERAPEUTIC SERVICES
Diagnostic Imaging

M-F 8-4

Mammography
Ultrasound
X-Ray/Fluoro
HRLMP - Core Laboratory

M-F 8-4

Labour & Delivery

24x7

Labour & Delivery - vaginal births
Labour & Delivery - c sections
Medical Diagnostic Unit (Cardiorespiratory)

M-F 8-4

Operating Department

M-F 8-4
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Hours of Operation

Rehabilitation (Inpatient Service)
4

SUPPORT SERVICES
Admitting/Switchboard

M-F 8-4

Customer Support Services

M-F 8-4

Dieticians

M-F 8-4

Engineering Services

5

24x7

Health Records

M-F 8-4

Logistics

M-F 8-4

MDRD

M-F 8-4

Morgue

24x7

Pharmacy

M-F 8-4

Therapeutic Recreation

M-F 8-4

ADMINISTRATIVE SERVICES
Administration

M-F 8-4

Auxiliary

M-F 8-4

CCAC

M-F 8-4

Health Safety and Wellness

M-F 8-4

HITS

M-F 8-4

Information Desk

M-F 8-4

Lobby Services

6

N/A

Medical & Program Offices

M-F 8-4

Medical Affairs

M-F 8-4

Meeting Rooms

N/A

Staff Facilities

N/A

EDUCATION
Clinical Practice & Education

7

M-F 8-4

RETAIL SERVICES
Coffee Shop

M-F 8-3

Gift Shop

M-F 9-5
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Workload

Units

F13/14

F14/15

Workload

Units

Workload

Units

INPATIENT SERVICES
Complex Care Inpatient Unit

2,895

patient days

2,856

patient days

2,859

patient days

Medical/Surgical Inpatient Unit

10,815

patient days

10,959

patient days

11,857

patient days

Intensive Care Unit

1,036

patient days

1,019

patient days

1,107

patient days

Obstetrical & Nursery Units

4,127

patient days

3,510

patient days

3,749

patient days

22,768

visits

21,739

visits

21,098

visits

3,117

cases

3,125

cases

2,999

cases

10,455

examinations

10,375

examinations

10,717

examinations

procedures

456

procedures

536

procedures

OUTPATIENT & EMERGENCY SERVICES
Emergency Department
Same Day Surgery
DIAGNOSTIC & THERAPEUTIC SERVICES
Cardiac Diagnostics

Colposcopy		
Diagnostic Imaging

43,928

examinations

43,658

examinations

Laboratory Services

391,311

tests

381,689

tests

41,800 examinations
389,688

tests

Labour & Delivery		

births		

births		

births

Labour & Delivery - vaginal births

773

births

623

births

684

births

Labour & Delivery - c sections

275

births

197

births

237

births

3,699

procedures

3,622

procedures

3,640

procedures

Operating Department

Rehabilitation		

attendances		

199

attendances		

attendances
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ST PETERS HOSPITAL
Hours of Operation

Hamilton Health Sciences Stage 1A Submission

1

INPATIENT SERVICES

N/A

Behavioural Care
Complex Continuing Care/Medically Complex
Palliative Care
Rehabilitation/Restorative Care
2

OUTPATIENT & EMERGENCY SERVICES
Centre for Healthy Aging

M-F 8-4

CHA - Falls Prevention Clinic
CHA - Geriatric Medicine Clinic
CHA - Geriatric Psychiatry Clinic
CHA - Movement Disorders Clinic
CHA - Osteoporosis & Fracture Prevention
CHA - OT’s to Go Outreach
CHA - Physiatry Clinic

3

Chiropody

M-F 8-4

Dental Clinic

M-F 8-4

DIAGNOSTIC & THERAPEUTIC SERVICES

N/A

Diagnostic Imaging
Occupational Therapy
Respiratory Therapy
4

SUPPORT SERVICES
Biomedical Engineering

24x7

Customer Support Services

M-Sun 7-7

Dietitians

M-F 8-4

Engineering Services

24x7

Equipment Storage

N/A

Food Services

M-Sun 7-7

Health Records

M-F 8-4

Logistics

M-F 8-4

Morgue

24x7

Patient Lounge

24x7

Pharmacy

M-F 8-4

POC Testing Equipment

N/A

Respiratory Technology

M-F 8-4

Spiritual Care

24x7

Therapeutic Recreation

M-F 8-4
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ST PETERS HOSPITAL
Hours of Operation

ADMINISTRATIVE SERVICES
Administration

M-F 8-4

Audio-Visual Services

M-F 8-4

Board Room

N/A

CCAC

M-F 8-4

Conference Rooms

N/A

Employee Health Services

M-F 8-4

Foundation

M-F 8-4

Hamilton Council on Aging

M-F 8-4

HITS

M-F 8-4

Infection Prevention and Control

M-F 8-4 on call after hours
and weekends

Information Desk

24x7 (security guard sits here)

Lobby Services

N/A

Mail & Copy Room

M-F 8-4

Security Services

24x7

Staff Facilities

N/A

Storage

N/A

Volunteer Services
6

M-F 8-4

EDUCATION
Auditorium

N/A

Classroom

N/A

Clinical Practice and Education

M-F 8-4

Education
7

N/A

RETAIL SERVICES
Food Services

M-Sun 8-6

Gift Shop

M-Sun 9-5

Storage
8

N/A

RESEARCH
GERAS (Juravinski) Research Centre

N/A
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Workload

Units

F13/14

F14/15

Workload

Units

Workload

Units

INPATIENT SERVICES
Behavioural Care

22,670

patient days

22,825

patient days

22,777

patient days

Complex Continuing Care/Medically Complex 20,969

patient days

21,233

patient days

20,125

patient days

Palliative Care

20,973

patient days

20,321

patient days

19,461

patient days

Rehabilitation/Restorative Care

15,690

patient days

15,480

patient days

15,909

patient days

1,490

visits

1,442

visits

1,435

visits

OUTPATIENT & EMERGENCY SERVICES
Centre for Healthy Aging
CHA - Chiropody Clinic

CHA - Dental Clinic		

visits		

CHA - Falls Prevention Clinic		

visits		

visits		

visits

CHA - Geriatric Medicine Clinic

3,905

visits

3,310

visits

3,480

visits

CHA - Geriatric Psychiatry Clinic

2,460

visits

2,149

visits

2,017

visits

CHA - Movement Disorders Clinic

51

visits

57

visits

51

visits

437

visits

309

visits

274

visits

71

visits

105

visits

54

visits

2,402

visits

2,804

visits

2,637

visits

CHA - Osteoporosis & Fracture Prevention
CHA - Physiatry Clinic

visits		

visits

CHA - Community Outreach Team
CHA - OT’s to Go Outreach
DIAGNOSTIC & THERAPEUTIC SERVICES
Diagnostic Services/MDU		
MDU - EMG (FO-MDU-EMG) opend Sept/13

examinations		

examinations		

examinations

0

examinations

120

examinations

175

examinations

18

attendances

0

attendances

0

2,189

attendances

1,913

attendances

19

attendances

33

attendances

64

attendances

0

attendances

Easy Street (Allied Health Clinics) TOTAL
Wheelchair Assessment/Seating Clinic
Breathworks
Clinical Nutrition
Occupational Therapy

346

attendances

445

attendances

1

attendances

Parkinson’s Exercise Class

916

attendances

1,063

attendances

10

attendances

Physiotherapy

1,858

attendances

2,160

attendances

3

attendances

Speech Language Pathology

579

attendances

859

attendances

31

attendances
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RON JOYCE CHILDREN’S HEALTH CENTRE
Hours of Operation

CLINICAL SERVICES
Autism Spectrum Disorders

Assume M-F 8-4 pm for all clinical
services in RJCHC

Applied Behavioural Analysis
Autism Spectrum Disorders Clinic
Hamilton Wentworth Autism Clinic
Intensive Children’s Service 0-6
Child & Youth Mental Health Program
Community Education
Outpatient Service at Home
Outpatient Services
Psychiatry Consult Clinic
Developmental Pediatrics & Rehabilitation
Audiology
Child & Family Brokerage
Children’s Developmental Rehabilitation Service
Cleft Lip & Palate Service
Early Attachment
Early Words
Infant Parent Program
School Support Program
Specialized Developmental Behaviour Service
Technology Access Clinic
Prosthetics & Orthotics
- Prosthetics
- Orthotics
- Seating
2

SUPPORT SERVICES
Security

3

24x7

ADMINISTRATIVE SERVICES
Staff Facilities

4

EDUCATION

5

RETAIL SERVICES

6

RESEARCH

M-F 8-4
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Workload

Units

F13/14
Workload

Units

F14/15
Workload

Units

OUTPATIENT SERVICES
Clinic :		

visits		

visits		

Autism Spectrum Disorders Clinic

1,054		

726		

822

Hamilton Wentworth Autism Clinic

6501		

5662		

5263

School Support Program

701		

746		

638

Applied Behavioural Analysis

2322		

3,534		

3,738

Community Education

1578		

1,938		

1,815

Outpatient Services

5219		

4,907		

5,019

Outpatient Service at Home

770		

708		

734

Intensive Children’s Service 0-6

1162		

1,202		

1,406

Early Intervention

169		

128		

47

Early Attachment

1094		

749		

959

Children’s Developmental Rehabiliation Service 7408		

7,420		

7,224

Infant Parent Program

1217		

1,119		

1,228

Technology Access Clinic

1993		

1,778		

1,663

Specialized Developmental Behaviour Service 3947		

3,732		

3,060

Early Words

5139		

4,885		

5,374

Child & Family Brokerage

168		

209		

164

Cleft Lip & Palate Service

1201		

1,182		

1,145

Audiology Chedoke

6662		

6,421		

6,910

Psychiatry Consult Clinic

505		

736		

899

Prosthetics

2,067		

2,473		

2,160

Orthotics

5,200		

5,589		

5,324

188		

156		

168

visits

P & O (see below for breakdown)

Seating

UCC Site
F13/14

F12/13
Workload

Units

F14/15

Workload

Units

Workload

Units

30,035

visits

30,364

visits

OUTPATIENT SERVICES
UCC Visits

29,481

visits
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E. Full Time Equivalents (FTE)
By Site
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Category

14/15 FTE

Projected Aggregated FTE
5 Years

10 Years

20 Years

Administrative Services

1270

1337

1502

1834

Hamilton General Hospital

269

283

318

388

McMaster University Medical Centre

234

247

277

338

Juravinski Hospital

102

108

121

148

293 Wellington Street North

99

104

117

143

1

1

1

1

Juravinski Cancer Centre

79

84

94

115

Chedoke Hospital

329

346

388

474

690 Main Street West

0

0

0

0

St. Peter’s Hospital

62

66

74

90

688 Concession Street

3

3

4

4

1725 Upper James St

57

59

67

82

West Lincoln Memorial Hospital

20

21

24

29

40 Wellington Street North

2

2

2

3

West Regional Base Hospital

13

14

15

19

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

0

0

0

0

232

262

333

534

Hamilton General Hospital

1

1

1

2

McMaster University Medical Centre

1

1

1

2

Juravinski Hospital

0

0

0

0

293 Wellington Street North

0

0

0

0

St. Joseph’s Healthcare Hamilton

0

0

0

0

Juravinski Cancer Centre

0

0

0

0

230

260

331

530

690 Main Street West

0

0

0

0

St. Peter’s Hospital

0

0

0

0

688 Concession Street

0

0

0

0

1725 Upper James St

0

0

0

0

West Lincoln Memorial Hospital

0

0

0

0

40 Wellington Street North

0

0

0

0

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

0

0

0

0

1424

1573

1931

2860

515

570

699

1035

St. Joseph’s Healthcare Hamilton

Clinical Services

Chedoke Hospital

Diagnostic & Therapeutic Services
Hamilton General Hospital
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Category

14/15 FTE

Projected Aggregated FTE
5 Years

10 Years

20 Years

McMaster University Medical Centre

323

357

438

648

Juravinski Hospital

362

400

491

728

293 Wellington Street North

0

0

0

0

St. Joseph’s Healthcare Hamilton

8

9

11

16

150

166

204

302

Chedoke Hospital

6

7

8

12

690 Main Street West

0

0

0

0

St. Peter’s Hospital

1

1

1

2

688 Concession Street

0

0

0

0

1725 Upper James St

0

0

0

0

40

44

54

80

40 Wellington Street North

0

0

0

0

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

18

20

24

36

1475 Upper Ottawa Street

0

0

0

0

Education

63

66

71

84

Hamilton General Hospital

19

20

22

25

McMaster University Medical Centre

13

14

15

18

Juravinski Hospital

13

13

14

17

293 Wellington Street North

3

3

3

4

St. Joseph’s Healthcare Hamilton

0

0

0

0

Juravinski Cancer Centre

3

3

3

3

Chedoke Hospital

11

11

12

14

690 Main Street West

0

0

0

0

St. Peter’s Hospital

1

1

1

1

688 Concession Street

0

0

0

0

1725 Upper James St

0

0

0

0

West Lincoln Memorial Hospital

1

1

1

1

40 Wellington Street North

0

0

0

0

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

0

0

0

0

Inpatient Services

2524

2695

3074

4041

Hamilton General Hospital

1013

1081

1233

1622

McMaster University Medical Centre

654

698

796

1046

Juravinski Hospital

519

554

632

831

Juravinski Cancer Centre

West Lincoln Memorial Hospital
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Category

14/15 FTE

Projected Aggregated FTE
5 Years

10 Years

20 Years

293 Wellington Street North

0

0

0

0

St. Joseph’s Healthcare Hamilton

0

0

0

0

Juravinski Cancer Centre

45

48

55

73

Chedoke Hospital

3

3

3

4

690 Main Street West

0

0

0

0

237

253

289

379

688 Concession Street

0

0

0

0

1725 Upper James St

0

0

0

0

West Lincoln Memorial Hospital

54

58

66

86

40 Wellington Street North

0

0

0

0

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

0

0

0

0

Outpatient & Emergency Services

973

1041

1211

1661

Hamilton General Hospital

211

226

263

361

McMaster University Medical Centre

335

358

417

572

Juravinski Hospital

170

182

211

290

293 Wellington Street North

0

0

0

0

St. Joseph’s Healthcare Hamilton

0

0

0

0

Juravinski Cancer Centre

133

142

166

227

Chedoke Hospital

35

37

43

59

690 Main Street West

30

32

37

50

St. Peter’s Hospital

18

19

22

30

688 Concession Street

0

0

0

0

1725 Upper James St

0

0

0

0

West Lincoln Memorial Hospital

38

41

48

66

40 Wellington Street North

0

0

0

0

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

4

4

4

6

Research

523

523

523

523

Hamilton General Hospital

339

339

339

339

McMaster University Medical Centre

21

21

21

21

Juravinski Hospital

13

13

13

13

293 Wellington Street North

52

52

52

52

St. Joseph’s Healthcare Hamilton

0

0

0

0

St. Peter’s Hospital
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Category

14/15 FTE

Juravinski Cancer Centre

Projected Aggregated FTE
5 Years

10 Years

20 Years

34

34

34

34

Chedoke Hospital

2

2

2

2

690 Main Street West

11

11

11

11

St. Peter’s Hospital

5

5

5

5

688 Concession Street

0

0

0

0

1725 Upper James St

1

1

1

1

West Lincoln Memorial Hospital

0

0

0

0

40 Wellington Street North

44

44

44

44

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

0

0

0

0

Retail Services

105

105

105

105

Hamilton General Hospital

48

48

48

48

McMaster University Medical Centre

24

24

24

24

Juravinski Hospital

30

30

30

30

293 Wellington Street North

0

0

0

0

St. Joseph’s Healthcare Hamilton

0

0

0

0

Juravinski Cancer Centre

4

4

4

4

Chedoke Hospital

0

0

0

0

690 Main Street West

0

0

0

0

St. Peter’s Hospital

0

0

0

0

688 Concession Street

0

0

0

0

1725 Upper James St

0

0

0

0

West Lincoln Memorial Hospital

0

0

0

0

40 Wellington Street North

0

0

0

0

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

0

0

0

0

Support Services

2352

2626

3239

4960

Hamilton General Hospital

445

497

613

938

McMaster University Medical Centre

1275

1423

1756

2689

Juravinski Hospital

244

272

336

514

293 Wellington Street North

17

19

24

36

St. Joseph’s Healthcare Hamilton

0

0

0

0

Juravinski Cancer Centre

115

128

158

242

Chedoke Hospital

101

113

139

213
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Category

14/15 FTE

Projected Aggregated FTE
5 Years

10 Years

20 Years

690 Main Street West

0

0

0

0

St. Peter’s Hospital

95

106

131

201

688 Concession Street

0

0

0

0

1725 Upper James St

0

0

0

0

West Lincoln Memorial Hospital

61

68

83

128

40 Wellington Street North

0

0

0

0

West Regional Base Hospital

0

0

0

0

Walker Family Cancer Centre

0

0

0

0

1475 Upper Ottawa Street

0

0

0

0

9467

10227

11991

16603

Grand Total
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