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1.0 Executive Summary

1.1
111

Health System Funding
Reform

1.1.2

Quality-Based Procedure is
a term for selected medica

procedures and surgeries fol
which evidencebased best

practices have been
established

A fee for providing a QBP
service

QBP Price

Background and Objectives
Health System Funding Reform

Historically, hospitals have received global or base funding (an
acrossthe-board increase each yeaidn April 2012 Ontarioinitiated
funding reform, moving to a funding model that compensates health
care organizations based on how many patients they look after, the
services they deliver, the evideAoased quality of those services,
and the specific needs of the broader pdmiathey serve.Health
system funding refornftHSFR) uses two funding models: the health
based allocation model (HBAM) and the QualBgsed Procedures
model (QBP). Together it is hoped that these models will ensure that
funding is allocatecequitably tohealthcare providers based on the
delivery of high quality healthcare services.

Quality Based Procedures

A Quality-Based ProceduréQBP is a term for selected edical
conditionsand surgcal proceduredor which evidencéased best
practices have been established by clinical consensus alongside the
evidencebased cost of the begtactice. Under the @ality Based
Procedures model,dspitals (and soon other providers) will baga
standard ratéor providing selected services. Over time the fee for all
QBP services will be based on t
practiced model s o fhe compensatec florckhe p r
volume of service that they deliver. Itexpected thathe same fee

will be paid to all providers delivering the service.

Under QBP funding providers will be paid a fee (the QBP Price) for
deliveling a defined QBP service. The total fees paid will replace the
portion of the hospital ds fundi
those services in the base ywear
QBP funding, initially, has not been appliedstoall hospitals

The QBP price is initially being set at the provincial average cost per
HBAM Inpatient Grouper (HIG) weighted case for the prior year.

! The 6base yearo for most of the QBP

2 In Ontario, for funding purposes, a small hospitaléfined to be a hospital that
provides care for fewer than 2700 acute inpatient and SDS cases in a year.
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1.13

Best approach to
configuring the acute care
clinical services currently
anticipated for QBP funding

1.14

HayGroup

This price will be paid to a hospital for each QBP weighted *case
cared for at the hospital, but only up to the QBP volume that has been
assigned to the hospital by the LHIN/MOHLTC.

Project Objectives

The 25 hospitalsand the CCAC in the North East LHIN, in
collaboration with the LHIN itself have engaged Hay Group to
explore the best approach to configuring the clinical services currently
anticipated for QBP funding. It is hoped that this will provide a
feasible and raizable plan for achieving the best practice models of
care for the delivery of QBP services in the North East. The services
considered in this project have been the QBP funded acute care
services related to Stroke; Congestive Heart Failure; Chronic
Obstuctive Pulmonary Disease; Total Joint Replacement; Hip
Fracture; Cataract; Vascular Surgery; Endoscopy; and Chemotherapy.

Approach

The project was conducted under the direction of a Steering
Committee representinga crosssection of key stakeholder
representatives from across the Northeashe project included the
following key elements:

A Project Initiation

Confirmation of Construct for Quality Based Procedures
Development of a Decision Making Framework
Analysis of Current Distribution of QBPs Among $futals
Projection of Future Demand for QBP Care

Analysis of Alternative Models of Care

> > > > > >

Integration Opportunity Workshops for Hub Medical and Clinical
Leaders

>\

Integration Models Workshops for Hub Medical and Clinical
Leaders

>\

Refinement of QBP Organization and Service Delivery Models
Development of Implementation Plan

\ >\

A Development of Project Report

® Itis expected that in future years the price will be set as the price per case rather

than the price per weighted case.
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1.2

Criterion-based decision

making focusing on access.
quality, consistency and
economy

1.3

Consistent model of care
and clinical pathway/order

setfor medical QBP patients
acrosstheregion

13.1

Average acuityCHF and
COPDpatients should be
admitted and managed at the
hospital wherethe patient
first presentdo the ED

Evaluation Framework

The Steering Committee deloped an evaluation framework to be
used for decisiomaking in this project. It was hoped that the
proposed models for integrating care within the LHIN would provide
for improvements in:access quality; consistencyand &€onomy
Evaluative criteria wee defined for use in evaluating the model for
integrating/consolidatingervices and then for assessthg siting of
services given theotential realignment option®r clinical services
among one or more hospital sites in the LHIN.

Models of Care ftedical QBPs

The medical QBPs considered in this project are Congestive Heart
Failure (CHF), Chronic Obstructive Pulmonary Disease (COPD) and
Stroke. TheHub workshops developed and the Project Steering
Committee confirmed models for the care of medical QBP patients in
North East LHIN hospitals that are based on the best practice models
of care as presented in the QBP Clinical Handbooks. These models of
cae are very similar; the underlying theme is that patients across the
northeast should have equitable access to consistent, high quality care
To this end NE LHIN hospitals will be expected to wsmsistent
modek of care andclinical pathways/order seia caring for CHF,
COPD and Stroke patienasrosgheregion.

Congestive Heart Failure and Chronic Obstructive Pulmonary Disease:

The Hub Workshops and the Steering Committee developed models
of care based on the best practices articulated in the QBP clinical
handbooks that are quite similar for CHF and COPD. The key
characteristics of these models of care are:

1. Low azcuity patients should be discharged from EDs across the
LHIN.

2. Average acuitypatients should be admitted and managed at the
hospital wherehe patient first present® the ED All hospitals
with an ED should be able to care for averagaity CHF and
COPD patients. However, when requiredinical support via
telemedicine should be available from hub hospitals to clinicians
looking after averagacuitypatients in local hospitals.

*  For modeling purposes weave sal current NE averages for % of CHind

COPDpatients in each patient graup
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High acuity CHF and
COPDpatients should b
transferred to and admitted

at Hub hospitals

Implications of CHF/COPD
models of care

3. In general high acuitypatients should & transferred to and
admitted atHub hospitals (SAH, TADH, HSN, NBRHE)

. It is expected that the hospitals will achieve provincial ager
length of stay performance or better (CHF) or QBP targets
(COPD) in caring foreachCHF and COPDpatient admitted to
inpatient care.

5. It is expected that hospitals will significantly reduce the number
of extremely long stay patients thus reducing the number of
atypical patients

6. High acuity patients who have stal@id at a Hub hospital but
who arenot ready for discharge should be repatriated to their local
hospital to complete their inpatient care.

7. Importantly, it is noted thaif hospitals in the NE LHINare to
achieve thetargeted lengths of staythere will need to be
significant and sufficieninvestments in community resources to
providebothtransitional care and CCAC services.

8. Each hub hospital should provide a Heart Failure Clemcl
COPD Clinicto support the transitional pke of care fothese
patients It is suggested that consideration should be given to
offering a combination Heart Failure/Respingt Clinic at each
Hub hospital. The clinics will requireaccess to and support from
community resources to monitor patientand prevent
readmissions to hospitals. The hub clinics and the community
resources shoulgeek opportunities to partnesith FHTs to care
for these patients

9. The expertise in the hub sites should be made available to the
more remote locations using eetedicine to reduce burden of
travel for patients.

Implementation of the proposed model of care will result in
movement of patient volume (all high acuity CHF and COPD
patients) from the local hospitals to the hulsgitals. There will be a

reduction inthe total volume of cases due to elimination of inpatient

® There should be sonability for some high acuitpatients to be cared for with

BiPAP for 612 hours at the site where they present and, tliethe patient
stabilizescontinue to be managed locally for the remainder of their stay.

For modeling purposes, the Steering Committee has assumed that NE LHIN
hospitals can reduce the % of atypical cases to the lowest percentage achievec
by hospitals in other LHINS in the primce.
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Ambulatory Care

Impact on hub and local
hospitals

1.3.2

HayGroup

transfers from local to hub hospital3here will also be a decrease in
the total number of patient days across all hospitals as hospitals adjus
their care pocesses to achieve.

A A more consistent ALOS that is less than or equal to the
provincial average for typical CHF cases and

A A reduction in the number of lorsfay atypical CHF casés

The reduction in the number of long stay atypical cases will result in a
reduction in the number of HIG weighted cases because each of the
long stay atypical medical QBP cases likely has a higher HIG weight
than a typical case. These reductions in cases and patient days, i
realized, will also result in a reduction in the tsosf caring for
medical QBP patients in NE LHIN hospitals.

The recommended models of care for medical CHF and COPD
patients suggest that ambulataiynics should be offered at eactubh
hospital A significant percentage of hospital disaes will require

the services of these clinics. The hub hospitals will need to make
significant investments in these services if the proposed LOS targets
are to be achieved. The current QBP price does not reflect nor does
QBP funding currently provide fahese serviceslt is unclear how

the hospitals will be able to redirect their funds to support these
clinics without securing some additional global budget funding.

Thus local hospitals will need to work with theirkhitospitals to
develop protocols and agreements to facilitate transfer of high acuity
CHF and COPD patients from the
hospital. ~ Similarly, local hospitals will need to be able to
accommodate transfers of COPD/CHF patientsnaineir condition
stabilizes at the hub hospital. Hub hospitals will need to reduce the
lengths of stay for their CHF and COPD patients and they will be
expected to significantly enhance their ambulatory CHF/COPD care.

Stroke

The hub workshops and theeSring Committee developed a model
of care for stroke that is consistemith the modelproposed bythe

" Because high acuity patients will be transferred directly from the ED to inpatient

care at a hub hospital, the patient will no longer be counted twice; once after to
local hospital and once, after inpatient transfer to the hub hospital.

i BeRsrtact i tosvést) % iAtypécal cases of all OntarldHINs for each
QBP has beeapplied to NELHIN hospitals with casedeing converted from
Atypical to Typicaland then given the target LOS for the QBP and Niie
LHIN average weight per Typical cafe the QBP.
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When a stroke patient
requires admission to

inpatient care they should be
transferred from the ED
wherethey present to the
stroke unit at the
appropriate designated
stroke centre

Northeastern OntarioStroke Network (NEOSN)  This model
provides for a Regional Stroke Centre at Health Science Kld8N)
and District Stroke Cergs at Sault Area Hospita]SAH), Timmins
and District HospitalTDH) and North Bay Regional Health Centre
(NBRHC). Key elements of the model include:

1. Inpatient acute and rehabilitative stroke care should be
consolidated at the regional and district stroke centres which
should establish intgsrofessional stroke teams.

2. Admissionsof TIA patients from the ED should be reduced to the
provincial average rate of admisstan

3. When a stroke patient (TIA, Ischemic, Haemorrhagic) requires
admission to inpatient care they should be transferred from the ED
where they present for admission tbe stroke unit at the
appropriate designated stroke cetitre

4. Current provincial TIA ALOS will be the target length of stay for
TIA patients that are admitted to inpatient care.

5. QBP length of stay targets for Ischemic and Hemorrrhagic stroke
care will beachieved by NE LHIN acute stroke units. These
targets are 5 day ALOS for Ischemic Stroke and 7 day ALOS for
Haemorrhagic Stroke.

6. The number of extremely long stay patients should be reduced
significantly thus reducing the number of atypical pati&nts

7. Approximately 40% of Stroke patients should receive inpatient
rehabilitation after completing their inpatient acute care.

8. Stroke patients requiring inpatient rehabilitation should stay at the
regional/district stroke centers to receive this care. Upon
completion of their inpatient rehabilitation; they should be
discharged to honi#

9. | f a patient iL$C Pbesmegmtad e dt i 4
during the praghabditatibncare staydhert tiee
patient should be repatriated to her/fish o mepital.h 0 s

See NE LHIN Hospital Based Stroke Care: Impact of Consolidating Care

This will provide for an almost 40% reduction in the number of ED TIA patients
admitted to inpatient cardhis can be achievethrough enhancement of the
existing Regpnal Stroke Prevention Clinic model

For many hospitals this will be a change in practice. Protocols and formal
agreements among hospitals to facilitate these transfers will need to be
developed.

For modeling purposes, the Steering Committee hasneest that NE LHIN
hospitals can reduce the % of atypical cases to the lowest percentage achievec
by hospitals in other LHINs in the province.

13 This is a significant and important change from current practice.
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Implications of the proposed
model of care for TIA and
stroke patients

Implications of Stroke
Model of Care for Inpatient
Rehabilitation

HayGroup

10.Like the performance targets for CHF and COPD, these clinical
performance targets will only be achieved if outpatient clinic
resources are enhanced.heTexisting Stroke Prevention Clinics
(SPCs) at each Hub hospital should be enhanced to etfaire
TIA patients who are not admitted to inpatient ¢aomn receive
diagnostic and therapeutic care within 48 hours of presentation to
an Emergency Department in the North Eagilso, outpatient
stroke clinicsat the hub hospitalshould be enabled talso
provide for the post discharge needs of stroke patients who are
discharged from acute and inpatient rehabilitafion

Like CHF and COPD patients, there will be movement of TIA and
stroke patient volume from the local hospitals to the acute stroke units
at the hub hospitals. More importantly, there will also be a significant
decrease in the total number of patients and patient days across al
hospitals as hospitals adjust their cam®cpsses to achieve the
provincial average rate of admissions for TIA patients and lengths of
stay for stroke patients.

The recommended model of care suggests that 40% of stroke patient:
should be discharged to inpatient rehabilitation with an ALOS of
approximately 32 days. This would be a modest increase from
current practice wherein 36% of stroke patients at hub hospitals are
currently being discharged to inpatient rehabilitation.  Unither
recommended model of care, there wouldabeadditional 75cases
discharged to inpatient rehabilitationWith this increase, the NE
LHIN stroke patientswould require 8,435 patient days an®5.7
beds®in total devoted to stroke rehabilitation.

14 Majority of TIA patients do not require atssion to hospital and should be
referred to an urgent TIA/Stroke Prevention Clinic or comparable ambulatory
setting for rapid diagnostic and medical evaluation, within 48 hours of symptom
onset/visit to ED

5 It has been suggested by NEOSN that a regiStroke ReCheck Clinic model
should be established (with clinics located at each Hub hospital) to ensure stroke
patients discharged home are followed by an interdisciplinary team for a
minimum of one year following their discharge. These clinics vdtlrass the
medical and rehabilitation needs of stroke patients and assist in decreasing
hospital readmissions for pestroke complications. Telemedicine should be
used when possible and appropriate to provide this service to patients living in
rural comnunities. Additionally, a regional Stroke Outpatient Services model
should be established to ensure stroke patient that do not qualify for CCAC
services, can access strefqgecific outpatient services within a 45 minute drive
of their home. These clinicsvould also be connected with the Northern Ontario
Independent Living Association (NILA) Regional P@&itoke Program to assist
with stroke community navigation well beyond hospital discharge

16 Assuming 90% occupancy for rehabilitation beds.
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Impacton hub and local
hospitals

1.4

Consistent model of care
and clinical pathway/order
setfor surgical QBP patients
acrosstheregion

141

A singleclinical programfor
cataract surgery in each hub

Thus local hospitals will no longer admit TIA or stroke patients; they
will need to work with their hub hospitals to develop protocols and
agreements to facilitate transfer of TIA and stroke patients from the
| ocal h o dopthe thizb Ihdspital. EHub hospitals will need to
reduce the lengths of stay for their TIA and stroke patients, enhance
the rehabilitation service they provide to acute stroke care patients
and expand and enhance their post acute care stroke rehabilitatior
services. Additionally, hub hospitals will need to significantly
enhance their ambulatory stroke care.

Models of Care for Surgical QBPs

The surgical QBPs considered in this project are Cataracts, Total Joint
Replacements (TJR) Hip Fractures and Vascul8urgery. The Hub
workshops developed and the Project Steering Committee confirmed
models of care for surgical QBP patients in North East LHIN
hospitals. These models of care based on best practioeodels of
careas articulated in the QBP Clinical Ridbooks where available
and the NE LHIN Integrated Orthopedic Capacity Plamhese
models of care are very similar; the underlying theme is that patients
across the northeast should have equitable access to consistent, hig
guality care. The key charagsgics of these models of care are:

A NE LHIN hospitals should useonsistent modslof care and
clinical pathways/order seterosgheregionin caring fao each of
cataract, TIR, hip fracture and vascular surgery patients

A NE LHIN hospitals should establish integratelthical prograns
in each hub for the delivery of cataract surgery and for
orthopaedic surgery. Also, the involved hospitals should éstiabl
a single, integrated, LHHWide program for vascular surgery.

The specific models of care proposed for each of the surgical QBPs
are described briefly in the sections following.

Cataract Surgery

The proposed model of care suggests that within each hub clinical
program for cataract surgéefy

" Total Jont Replacement QBPs include primary, unilateral knee replacement and
primary, unilateral hip replacements

'8 |t should be noted that concurrent with the work of the Clinical Services Review
Steering Committee, work has begun in the LHIN to interpret impteiment the
findings and recommendations of A Vision for Ontario, Strategic
Recommendations for Ophthalmology in Ontario. The development of models
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Implications of Proposed
Model for Cataract Surgery

1.4.2

Continue TJR inthe 5
hospitals currently providing

A

Cataract surgery procedures should besolidate at the Hub
hospitals

Specialistdiagnostic and follow up clinicshould [ providedat
local hospitals

O0Si nprloecedur es d s hablacdl Hosphatsat ther o v
discretion of the hub clinical program for cataract surgery

All cataract surgery should be provided within the hub where the
patient lives.

It is expected that implementation of the proposed model for cataract
surgery will result in the following changes in the delivery of cataract
surgery within the LHIN:AIl cataractswill be consolidatedn the 4

Hub hospitals; la patients will receive their cataract surgerythim

the hub where they live; andataracts will be repatriated from
outside of- LHIN hospitals

Total Joint Replacement

The prgposed model of care suggests thaiRs should be provled as
part of an integrated hubide orthopaedic surgery prograin Key
characteristics of the proposed TJR model of care are:

1.

The modeling assumes that TJR surgery will continue in the 5
hospitals cuently providing this surgery.

Each hospital providing TJRs, should establish/maintain a Joint
Assessment Centres (JACs) as the point of access to TJR.

TJRs should be provided by a hospital in the LHIN where the
patient resides. In the future00% of TJR for NE LHIN
residents will be provided within the NE LHif

NE LHIN orthopaedic surgery programs should adopt the QBP
target for ALOS of4.4 days

The number of extremely long stay patients should be reduced
significantly thus reducing the numer of atypical patients

20

for the delivery of cataract surgery should take into account this broader work
related to the delivery d@ll ophthalmology services in the LHIN.

Within each hubwide orthopaedigrogram if a hospital/surgeon is providing
major orthopaedic surgery; it should also provide hip fracture treatment and
should provide for hip fracture treatment 7 days per weeKospitals
participating in he hub wide orthopaedic prograshould develop a clear
framework for urgent call coverage

Both primary TJRs and revisions will be provided within the LHIN.
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Repatriation will provide a
significant increase in TIR
volumes in NE LHIN
hospitals

Implications of TJR Model
of Care for Inpatient
Rehabilitation

6. NE LHIN orthopaedic surgery programs should adopt the QBP
targetfor dischargalisposition with90% of patients discharged to
home; andL0% discharged to inpatient rehabilitaitn

7. Patientscan and should bepatriatedrom theTJR surgery sitéo
their local hospitals for inpatient rehabilitatiomith access to
telemedicine for rehabilitation suppott

8. TJR patients should have enhanced access to physiotherapy in the
community with initial therapy provided by CCAC as appropriate
to the needs of the patient and continuing therapy provided in
group sessions by hospitals as ambulatory care.

Implementation of the proposed TJR model of care will lteisu
repatriation of significant patient volume from outsmfeLHIN
hospitals that will cause an increase in cases within the LHIN. There
will also be a decrease in the total number of patient days across all
hospitals as hospitals adjust their carecpsses to achieve:

A A more consistent and shorter ALOS that is less than or equal to
the provincial average for their typical cases and

A A reduction in the number of atypical casés.

Although patient days will decline, costs will increase significantly as
the increased number of cases will increase the number of surgical
procedures. These additional costs may be offset by increased QBF
funding if the additional volumes are allocated to the hospitals and if
the hospital sd cost s rBRprocédaress t |

Very few NE LHIN knee replacementze currentlydischarged to
inpatientrehalilitation (0.5%) The proposednodel of TIR carefor
NE LHIN suggestghat 10% of TJRnpatients should be discharged
directly from acute care to inpatien¢halilitation with an estimated

For modeling purposes, the Steering Committee has assumed that NE LHIN
hospitals can reduce the % of atypical cases to the lowest percentagedchieve
by hospitals in other LHINSs in the province.

This would be a significant increase from current practice wherein only
approximately 1% of TJR patients are discharged to inpatient rehabilitation.

Enhanced rehabilitation resourcing and support in lemabmmunities will be
needed to facilitate effective repatriation. Cre¢sr ai ni ng of RNG®O ¢
PSWs in hip fracture rehabilitation in smaller communities will facilitate
effective repatriation.

iBest P r alowest)c%e Atypidali casesfall Ontario LHINs for each
QBP has beeapplied to NELHIN hospitals with casedeing converted from
Atypical to Typicaland then given the target LOS for the QBP and Niie
LHIN average weight per Typical cafe the QBP.
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average length of stay of hays This represents a 20 fold increase
over the current use of inpatient rehabilitation by NE LHIN TJR
patients. This Wi be a significant increase in the volume of inpatient
rehabilitation cases and the associated need for beds and care. As c
now, there is no indication that there viok QBP fundingo support

the inpatient rehabilitation component of the care for patents. If
there is no QBP funding, it will have to be determined how the
hospitals will provide for the rehabilitation aspect of the best practice
model of care for TIR patients?

Implications of TJR Model TJR patients thatdo not get inpatient rehabilitation will need

of Care for Ambulatory Care  continuing rehabilitation either in their homes through CCAC or in a
clinic setting. Currently there is very limited homecare or hospital
based ambulatory rehabilitative care available for TIR patientsf As o
now, there is also no indication that there v QBP fundingto
support the outpatient rehabilitation component of care for TJR
patients. If there is no QBP funding for ambulatory rehabilitation, it
will have to be determined how hospitals and/or @€AC will
provide for this additional outpatient rehabilitation.

Implications for hub and  Thus, under the proposed model for TIR care hub hospitals will
local hospitals  experience an increase in TJR cases but a decrease in TJR patier
days. Hub hospitals and local hospitals will need to provide increased
capacity for inpatient TIR rehabilitation.

1.4.3 Hip Fracttes

The proposed model of care suggests that Hip Fracture patients
should becared for as part of an integrated hwite orthopaedic
surgery prografl. Key characteristics of the proposed hip fracture
model of care are:

1. Assume thaboththe current NE LHINaverage percentage of ED
Hip Fractures being admitted to inpatient cared thecurrent
hospital specific Hip Fx transfer out ratee appropriate (i.e.
assume that minor hip fractures are appropriately being treated
locally by general surgeons; with maignificant fractures being
transferred out to a hub hospital).

2. All hip fracturetransfers should be frothelocal ED to inpatient
care at the appropriate hospital within the .hublip fracture
patients should not be forced to wait as inpatients iefernng

%5 Within each hubwide orthgaedicprogram if a hospital/surgeon is providing
major orthopaedic surgery; it should also provide hip fracture treatment and
should provide for hip fracture treatment 7 days per week.
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Implications of Proposed
Model for Care of Hip
Fracture Patients

hospital; they should be transferred from the referring hospital ED
to inpatient or pre operative status in the receiving hoépital

Hospitals participating in the hub wide orthopaedic programs
should establish a clear framework for urgent callecage.

Hospitals treating hip fractures shouldhgeve the provincial
median ALOS performance (or better) for inpatiaoaite care.

The number of extremely long stay patients should be reduced
significantly thus reducing the number of atypical patfénts

80% of Hip Fracture gtients discharged from acute carea NE
LHIN hospital should be dischargediredly to inpatient
rehabilitation.

Patientscan and should beepatriatedrom the acute hip fracture
treatment sitdo their local hospitals for inpati¢rrehabilitation
with a plan of rehabilitative care and access to telemedicine for
rehabilitation suppoft.

Hospitals providing rehabilitative care for hip fracture patients
should &hieve the provincial median ALOS performance for
inpatient rehabilitatin for hip fracturgatients

With implementation of the proposed model of care there will be
some movement of patient volume from the local hospitals to the hub
hospitals. There will alsoeba significant decrease in the total number
of patient days (and HIG weighted cases) across all hospitals as
hospitals adjust their care processes to achieve:

A A more consistent ALOS that is less than or equal to the

provincial average for typical casesdan

A A reduction in the number of atypical caSes

For many hospitals this will be a change in practice. Protocals fammal
agreements among hospitals to facilitate these transfers will need to be
developed.

For modeling purposes, the Steering Committee has assumed that NE LHIN
hospitals can reduce the % of atypical cases to the lowest percentage achievec
by hospités in other LHINs in the province.

Enhanced rehabilitation resourcing and support in smaller communities will be
needed to facilitate effective repatriation. Cre¢sr ai ni ng of RN®G ¢
PSWs in hip fracture rehabilitation in smaller communitigdl facilitate
effective repatriation.

iBest P r alLowest)c%e Atypicali cases. of all OntarlddINs for each
QBP has beeapplied to NELHIN hospitals with casedeing converted from
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Implications for Inpatient
Rehabilitation

Implications for Ambulatory
Care

Implications for hub and
local hospitals

144

Narrow definition of
vascular surgery for QBP
funding

There will also be a significant increase in the use of inpatient
rehabilitation for hip fracture patients. The proposeadel of care

for the NE LHIN hospitalssuggests that 80% of hip fracture
inpatients should be discharged diredtiym acute care to inpatient
rehaldlitation. If the LHIN hospitals achieve this target, then each
hub will experience a significant increase in the volume of inpatient
rehabilitation ases and the associated need for beds and care. As of
now, there is no indication that there viok QBP fundingo support

the inpatient rehabilitation component of the care for hip fracture
patients. If there is no QBP funding, it will have to be determined
how the LHIN will provide for the rehabilitation aspect of the best
practice model of care for hip fractypatients.

Both hip fracture patients that do not get inpatient rehabilitation and
hip fracture patients that do receive inpatient rehabilitation will need
continuing rehabilitation either in their homes or in a clinicisgit
Currently there is very limited homecare or hospital based ambulatory
rehabilitation care for hip fracture patients. As of now, there is no
indication that there wilbe QBP fundingo support the outpatient
rehabilitation component of the care fip fracture patients. If there

is no QBP funding for ambulatory rehabilitation for hip fracture
patients, it will have to be determined how hospitals will be able to
fund this additional outpatient rehabilitation.

Thus local hospitals will need to work with their hub hospitals to
develop protocols and agreements to facilitate transfer of hip fracture
patients from the | ocal hospita
hub and local hospitals will need to providgrsficantly increased
capacity for inpatient rehabilitation for hip fracture patients.

QBPVascular Surgei§ervices

QBP funding for vascular surgery will be applied only to very
narrowly defined kective Aortic Aneurysm Repairs an@epais for
Lower Extremity Occlusive DiseaseCurrently, these QBP vascular
procedures are being provided by the Sault Area Hospital (SAH) and
Health Sciences North. EVARs are only provided at Health Sciences
North (HSN). There are three vascular surgeons located at HSN and
one vascular surgeon at SAH.

The proposed model of care suggests the following approach to
organizing and delivering care for QBP Vascular Surgery patients in
NE LHIN hospitals.

Atypical to Typicaland then given the target LOS for the BBnd theNE
LHIN average weight per Typical cafe the QBP.
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QBP vascular surgey
proceduresshould be
provided as part of an
integrated LHIN wide
vascularsurgery program

1.5

151

QBP colonoscopies shoulc
be provided in hospitals
unless significant
advantages in oubf-
hospital premises

1. NE LHIN hospitals should se a consistent model of care and
clinical pathways/order sets caring for vascular surgery patients
across region.

2. QBP vascular sugyy procedureshould be proved as part of a
single, integrated LHIN wide vasculsaurgery program.

3. The LHIN wide vascular surgery program should operate under an
integrated clinical governance and managenrertdel.

It is further suggested that thenstians involved in vascular surgery
working with a small task force should provideadlershipin the
interpretation of the QBP Clinical Handbook for Vascular Surgery
(and the recent and continuing work of the Cardiac Care Network) to
fully develop a defiitive model of care for the delivery of vascular
surgery in the NE LHIN and to determine how best to operationalize
the LHIN wide vascular surgery progra

Models of Care for Outpatient QBPs

The outpatient QBPs considered in this project are Endosaongy
Chemotherapy. The Hub workshops developed and the Project
Steering Committee confirmed models for the care for outpatient QBP
patients in the North East LHIN. The specific models of care
proposed for each of the outpatient QBPs are described brietiei
sections following.

QBPENdoscopyservices

QBP funding of endoscopy is currently focused on colonoscopy
procedure¥. It is recommended th&tE LHIN hospitals shouldse
aconsistent model of caie performing colonoscopies across region.
As a general rule, QBP colonoscopies should be provided in hospitals.
Unless there are significant clinical and economic advantages to
providing colonoscopis in outof-hospital premiséd, in the NE

%0 A model that can be used to guide this process is provided in section 15.3 of this
report.

It should be noted that CCO has recently indicated that all GI endoscopic
procedures will be inaded in QBP funding.

If QBP funded colonoscopies are to be provided in OHPs, then binding
covenants must be provided to ensure that physicians participating in these
OHPs continue to be actively involved in the Giaail system of the hospital.

31
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1.5.2

1.6

Ensuring timely and
equitable patient access tc
high quality care

LHIN, QBP funded colonoscopies should be restricted to hospital
facilities™,

Given that colonoscopies are likely to continue being provided by
hospitals and the single eat-hospital provider in Sault Ste Mayie
the proposed clinical integration model of care should not result in
any significant change in the volumes of procedures provided by them
or the cost per procedure at each site.

Chemotherapy

The Hub clinical workshops developed and the Steering Committee
reviewed, refined and confirmed the following model for systemic
therapy in NE LHIN hospitals. The process has recommended that
the NE LHIN should ontinuethe current consolidated modef care
asdefined by CCOThis includes the following key elements

A A network of Community Oncology Clinis comprised of the
Northeastern Ontario community hospitals that work closely with
the North East Regional Cancer Program to provide drug
treatments closer to patients?©o

A Sault Area Hospital Algoma District CagrcProgram.

A An extensive regional ambulatory oncology information system
that supports Computerized Physician Order Entry in Sudbury
with remote use for 90% of satellite eshotherapy treatments
across the region.

Summary of Implications of Proposed Manfeare

Implementation of the proposed clinical integration models for each
inpatient QBP will have a significant and positive impact on the care
provided to QBP patients in all the hosstat the North East LHIN.

The most significant impacts will come from changes in clinical
practices to ensure timely and equitable patient access to high quality
care. The most significant of these changes are:

A There will be consistent clinical models o#re, pathways and
order sets for all QBPs across all LHIN hospitals.

A Local hospitals will transfer all stroke cases directly to hub
hospitals rather than admitting and treating these patients locally.

% The only exception is in Sault Ste Marie where the existing OHP provider of
colonoscopies should be allowed to continue and, depending on the emerging
policy for Community Based Specialty Clinics, it should be considered for QBP
funding for the colonoscopidbkat it is providing.
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Dramatic reduction in the
number of acute care patient
days

HayGroup

A Local hospitals will transfer higher acuity CHF, CORBd Hip
Fracture cases from their Emergency Departments directly to hub
hospitals rather than first admitting, stabilizing and then
transferring.

A Local hospitals will focus on lower and moderate acuity CHF
COPD cases; these will all be admitted and céwetbcally.

A Lengths of stay for stroke patients will be reduced so as to achieve
an average length of stay equivalent to the QBP target lengths of
stay; lengths of stay for all other QBPs will be reduced to be no
more than the provincial average lengtistay for that QBP.

A The percentage of atypical patients for a QBP will be reduced to
the lowest percentage of Ontario LHINSs.

A Once a QBP patientds condition
patient will be transferred to his/her local hospital for the
completion of his/her acute care and/or for rehabilitation.
However, stroke patients will complete both their acute and
rehabilitation care at the hub hospital.

A There will be an increase in the percentage of stroke, hip fracture
and TJR patients transfedréo inpatient rehabilitation both at hub
hospitals and at local hospitals.

A Hub hospitals will offer outpatient clinics to provide post acute
and chronic disease management care for CHF, COPD, TIA and
Stroke patients.

A There will be integrated clinical premms across each hub to
provide care for hip fracture and TJR patients and for cataract
patients. There will be an integrated, LHIN wide clinical program
to provide care for vascular surgery patients.

Impact on Hospital Activity

The following table presents the projected impact on inpatient acute
care across all of the LHIN hospitals of the implementation of the
proposed clinical integration models for each inpatient QBP. The
most significant impct will be a dramatic reduction in the number of
acute care patient days resulting from significantly shorter lengths of
stay that ardéess than or equal thé provincial average for the typical
cases in the QBP. Also, although there will be an increase in cases
primarily as a result of repatriation of TJR and cataract cases from
out-of- LHIN hospitals, there will be a concurrent reduction in HIG
weighted cass resulting primarily frona reductionn the number of
atypical cases.
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Exhibit 1: Projected Impact on NE LHIN IP Hospital Activity of Proposed Models of QBP Care

2012/13 Actual Activity Proposed Activity Change In Activity

Inpatient g |4 o | 0|2 | 8|4 s | 0|2 | 8 o |2

QBP 2 15| 88 | 2 [ 38| 2 | 50| 28 | 2| 34| 2 T (>4

O < 0 a} o O a O < 0 Q o O 0 O 0 (O]

o | 8| o z | TS | a | 8] o 2 | TS| a o | TS

CHF 1,386 | 22% | 11,935 86| 2103|1347 | 14% | 6,898 | 5.1 | 1,940 -39 -5,037 | -163

COPD 2,168 | 19% | 18,016 83| 3,103 |2,144 | 14% | 9,757 | 4.6 | 2,936 -24 -8,259 | -167

TIA 286 9% | 1,209 4.2 207 179 4% 651 | 3.6 117 | -107 -558 | -90
Ischemic

Stroke 623 | 28% | 7,370 | 11.8 | 1,300 505 | 18% | 2,975 | 5.0| 1,176 -28 -4,395 | -124

Haem Stroke 64 | 33% | 1,048 | 16.4 151 64 | 20% 448 | 7.0 133 - -600 | -18

THR 625 5% | 2,878 46| 1,074 783 2% | 2,789 | 3.6 | 1,310 158 -89 | 235

TKR 1,337 4% | 5,540 41| 2,059 | 1,585 1% | 5226 | 33| 2,383 | 248 -314 | 324

Hip Fracture 658 | 40% | 10,104 | 154 | 1,877 608 | 11% | 3,978 | 6.5 | 1,444 -50 -6,126 | -433

AAA Repair 94 | 38% 628 6.7 351 94 2% 386 | 4.1 338 - -242 | -13

LEOD 120 | 11% 702 5.9 247 120 2% 510 | 4.3 214 - -192 | -33

Total 7,361 59,430 8.1 (12,473 | 7,519 33,617 | 45| 11,991 158 | -25,813 | -482

1.6.2 Inpatient Rehabilitation

More than triple the number
of patients being dischargec
to inpatient rehabilitation

Implementation of the proposed clinical models of care for Stroke,
TJR and Hip Fracture will dramaticalthange the current approach
to the organization and delivery of rehabilitation services in the North
East LHIN. The proposed models of care will more than triple the
number of patients being discharged to inpatient rehabilitation. Given
the suggested ALS for these patients in rehabilitation, these patients
would require 80.2 inpatient rehabilitation beds. The inpatient
rehabilitation for stroke patients is to be provided in the hub hospitals.
The inpatient rehabilitation for TJR and Hip Fracture p&iean be
provided in the patientsd | oca
hospital or in the hub hospital. This increase in the use of
rehabilitation beds will require significant planning and potential
repurposing of beds that are no longer requicgchtute care because

of the significant reduction in the need for acute care patient days
under the proposed models of care.
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1.6.3

Enhanced and/or expanded
outpatient medical and
rehabilitation care

164

Based on their current cost
per weighted case, the
projected QBP revenue for
the large hospitalsvill be
approximately $1.7 million
less than the estimated cos
of care for QBP patients

Exhibit 2: Inpatient Rehabilitation Requirements of
Proposed Models of Care

Discharge to IP Rehabilitation
Current Proposed Models of Care
QBP % Number % Number Pat. Days | Beds
Stroke 36.0% 189 40.0% 264 8,435 25.7
TIR 1.7% 39 10.0% 237 3,315 10.1
Hip Fx 12.6% 84 80.0% 486 14,592 44.4
Totals 312 987 26,342 80.2
Outpatient Care

The medical and surgical QBP models of care will require enhanced
and/or expanded outpatient medical and rehabilitation care as part of
the continuum care. These services will be defgerand/or
supported by clinicians at the hub hospitals. To improve access to
care, telemedicine and/or telehomecare will be used to support care
provided by 1| ocal hospitals and
home communities.

Acute Care Costs and Raues

Reductions in the number of atypical cases and the associated
weighted cases along with reductions in the lengths of stay in acute
care for these QBP patients will result in a reduction in the estimated
cost of care in the larger/QBP funded hospitals of approximately $1.8
million. However, it should be noted thagded on the current cost
per weighted case of care in these hospitals, the projected QBP
revenues for the larger hospitals will be approximately $1.7 million
less than the estimated cost of caring for QBP patients. If these
hospitals are successful in vmihg the lengths of stay for typical
cases, they may be able to reduce their cost of caring for these
patients to be less than the price being paid and thus move from a los:
to a profit position in caring for QBP patiefits This should be an
immediate ofective for these QBP funded hospitals.

3 The hospitals cost per weighted case is based on the cost of caring for all
patients; not just QBP patients. As a result, we have not modelled the impact on
the hospitalsd <cost per HI' G wtd cas
patients. The reduction should be significant and may result in the hospitals
achieving a notional profit on QBP patients. The actual cost of caring for QBP
patients under the proposed models of care and lengths of stay, as opposed to th
implied cost ageflected in the use of costs per weighted case, will likely be
much less than the current QBP price. The current QBP price is based on the
provincial average cost per HIG wtd case; not the actual cost per case of caring
for patients under the QBP besaptice models of care.
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1.7.1

A Steering Committee to
oversee implementation

Effective engagement of key
stakeholders

Refinement of Clinical
Integration Models

Exhibit 3:

HayGroup

Projected Inpatient Acute Care Activity and Profit/Loss for
QBP Care of in Large NE LHIN Hospitals

Proposed Activity Net Profit/
HIG Loss for
wtd. Estimated QBP Large
Inpatient QBP | Cases Cost Revenue Hospitals
CHF 1,672 | $8,886,456 | $8,546,489 -$339,967
COPD 2,445 | $13,017,867 | $13,086,600 $68,733
TIA 117 $647,732 $645,051 -$2,681
Ischemic Stroke 1,176 | $6,296,462 | $5,845,007 -$451,456
Haem Stroke 133 $711,168 $723,854 $12,685
THR 1,310 | $7,096,942 | $6,828,561 -$268,381
TKR 2,383 | $12,901,242 | $12,361,599 -$539,643
Hip Fracture 1,418 | $7,560,130 | $7,371,263 -$188,867
AAA Repair 338 | $1,763,134 | $1,804,539 $41,405
LEOD 214 | $1,120,826 | $1,049,813 -$71,013
Total 11,206 | $60,001,960 | $58,262,776 | -$1,739,184

Implementation Ra

The Steering Committee developed a plan to guide the
implementation of the recommended changes in the organization and
delivery of QBP services. The following are the key elements of this
implementation plan.

Key Elements dfnplementation Plan

Oversight for implementation of the integration models across the
LHIN should again be entrusted to an Implementation Steering
Committee made up of representatives of the hospitals, péysici
and community agencies from across the LHIN.

Key to success of the proposed changes in the organization and
delivery of QBP services will be effective engagement with and
communication to the key stakeholdergshis change.

A fundamental step in implementing the QBP clinical integration
models will be the engagement of the clinical leadership of the
hospitals in the LHIN. They will need to be engaged in three-inter
related processes.

First they will need to refine the work of this project to devedop
single model of care andonsistent clinical pathwagvder setsfor
each QBP and then provide leadership for their implementation in
each hospital ithe LHIN.
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Operaing policies and
agreements for medical QBF
patient transfers between
hospitals

Structures to provide
surgical QBP servicewithin

one integrated program on

multiple sites within a hub
or across the LHIN

Funding for post acute care
services

Accommodating the
transitional discordance
between costs and funding

Secondly, the clinical leadership and management of each hospital
will need to develop and implement operating policies to facilitate the
implementation of the QBP models ofreafor the medical QBPs
(CHF, COPD and Strokes) within each hub grouping of hospitals. At
a minimum, these operating policies will need to provide:

A Formal intra hub agreements on transfer and acceptance of ED
patients as required for the QBP models.

A Formd intra hub agreements on patient repatriation as required for
the QBP models.

A Formal intra hub agreements describing how support will be
provided by the hub hospital and its medical staff to other
hospitals in the hub and their medical staff as necetsaire for
inpatients and outpatients as required for the QBP model.

Thirdly, the clinical leadership and management of each tabspiit

need to develop and implement formal program management
structures as well as operating policies to facilitdidivery of
surgical QBP services asone integrated program on multiple sites
within a hub or across the LHINThis will be required dr catarad,

hip fracturesand total joint replacementshere there will be one
program for each Hub and for vascular surgery where there will be
one program across the LHIN.

The LHIN should work with the MOHLTC, wiit the support of the
hospitals in the LHIN, to clarify and resolve the special issues in care
delivery in the north, the current paucity of post acute care services
related to the QBP services, the need to repurpose beds to provide fo
required inpatientehabilitation and potential need to redirect funding
to address these issues.

The LHIN, in concert with other similarly affected LHINs should
work with the MOHLTC to clarify and addresset transitional
funding issues that hospitals will have in the year that they absorb
volumes from across the LHIN and from other LHINSBP volume
targets and related fundinghould be set so as tmlow for and
accommodate the realignment of volumes agnbospitals. It should

be noted, that thesdransitional problems will likely resolve
themselves over timas care delivery practices stabilize to reflect the
better practice models of care

Similarly, the LHIN should work with the MOHLTC to address the
transitional funding issues that hospitals may have as they reduce the
number of atypical cases to reflect the better practice models of care.
Although costs will decline with the reduction in patient days (and
weighted cases), they may not decline aslkdyias will be required
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1.7.2

Success in implementing the
stroke model of care will

significantly improve
outcomes of care

Work on the stroke model of

care can serve as framewor}
for implementation of the

CHF and COPD models of
care

to accommodate the potentially dramatic reduction in QBP funding.
Again, it should be noted, thats care delivery practices stabilize,
these problems will likely resolve themselves over time.

Initial Focus for Change

The proposed Implementation Steering Committee should take
advantage of the work of thdortheastern Ontari®&troke Network
(NEOSN) to first focus on implementing the proposed stroke model
of care. Much of this work has already been started by NEOSN and is
a long way to completion. Success in implementing the stroke model
of care will significantly improve the outcomed care for stroke
patients in the NE LHIN.

The work on the stroke model of care can provide guidance for the
implementation of the other twmedical QBP models of care; CHF
and COPD. It will provide the framework for:

A Engagement of the clinical leadership who are involved in the
care of these QBP patients in NE LHIN hospitals. In the local
hospitals many will be the same physicians who wavelved in
the NEOSN work.

A Developing a single model of care andonsistent clinical
pathwaybrder setfor each QBP

A Formal intra hub processes, protocols and agreements for transfet
and acceptance of ED patients as required for the QBP models.

A Formalintra hub processes, protocols and agreements for patient
repatriation as required for the QBP models.

A Formal intra hub agreements describing how support will be
provided by the hub hospital and its medical staff to other
hospitals in the hub and their theal staff as necessary to care for
inpatients and outpatients as required for the QBP model.

Success in implementing the medical QBPs will provide a significant
reduction in patient days and the use of medical beds in NE LHIN
hospitals. These beds artetassociated resources would then be
available to be repurposed to provide for the significant amount of
inpatient (and outpatient) rehabilitation that will be required in
implementing the proposed stroke, hip fracture and TJR models of
care.

Success inmplementing the medical QBP models of care will also
provide a framework for the subsequent implementation of the
surgical QBP models of care.
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2.0 Introduction

2.1

Excellent Care for All Act

Ont ariobs Ac
Health Care

Health System Funding
Reform

HBAM and QBP Funding

Background and Objectives

The last few years have seen the Minigify\Health and Long Term
Care (MOHLTC) introduce several initiatives that focus on rebuilding
Ontariobs health system and i mj
receive. In June 2010, Ontario passed the Excellent Care for All Act
(ECFAA). The intent of thisd gi sl ati on was to d
commitment to ensuring that:

A Care is organized around the person to support their health,

A Quality and its continuous improvement is a critical goal across
the health care system,

A Quality of care is supported by thedt evidence and standards of
care, and

A Payment, policy and planning support quality and the efficient use
of resources.

I n January 2012, the Ontario Go
Plan for Health Care. With aaim to provide patient centred care, the
Action Plan focuses on three main priorities:

1. Keeping Ontario healthy
2. Faster access and a stronger link to family health care
3. The right care, at the right time, in the right place

The Action Plan proposesgnificant reforms that will result in major
changes to the way in which services have historically been
organized, delivered and funded. The MOHLTC states the following
with respect to its AHealth Syst

AHIi storicall vy, h glsbpliont Easesfundmg ae r
acrossthe-board increase each year). In April 2012 Ontario initiated
funding reform, moving to a funding model that reflects the needs of
the patients served by each hospital andgutsounding community.
This model compensates health care organizations based on how
many patients they look after, the services they deliver, the evidence
based quality of those services, and the specific needs of the broade
population they serve.

fHealth system funding reform uses two funding models: the Realth
based allocation model (HBAM) and the QualBgsed Procedures
model (QBP). Together it is hoped that these models will ensure that
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Community Based Specialty
Clinics
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funding is allocated based on the numlmdr patients and the
procedures that are the most successful and efficient at delivering
highqual ity care. o

A Quality-Based Procedure is a term for selected medical procedures
and surgeries for which evidenbased bespractices have been
established bylimical consensus alongside the evidebesed cost of

the besfpractice. QBPfunding will help to standardize care and,
along with that, minimize practice variation and allow patients,
wherever they may be, to receive the best care possible.

Under the @dity Based Procedures modébspitals (and soon other
providers) will be paid a fee for providing selected services. Over
time the fee for all QBP services will be based on the cost of
efficiently providing 6best llpra
be compensated for the volume of service that they deliver. 1t is
expected thathe same fee will be paid to all providers delivering the
service.

At the same time, the MOHLTC is planning to move selected
procedures frim hospitals to specialized clinics in the community. It

is believed that these procedures can be performed at the same qualit
as in hospital but at a | owe+ cC
Based Speci al ty -pfithealih prewders that ivil b
offer selected lowisk procedures that are currently provided in
acutecare hospital settingsSpecialty clinics will focus on providing
high volume procedures, such as routine cataract procedures,
colonoscopies, and other procedures thatnot require overnight
stays in a hospital. Specialty clinics will ensure high quality, oversight
and accountability. They will provide OHliRsured services with no
additional fees. Communigased Specialty Clinic models fall into
two categories:

A A public hospital operating in a new site (i.e., a satellite or
ambulatory care centre) under the Public Hospitals Act (PHA).

A A nonprofit Independent Health Facility (IHF) licensed under the
Independent Health Facilities Act (IHFA).

Both theOHA and the OMAhave expresseslpportfor both of these
initiatives, but also recognize that implementation may result in the
redistribution of QBP funded services among health service providers.
Service redistribution raises a number of issues related to patient
access disruptions to hospital and community services and
displacement or disruptions to clinicians.
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Also, the Provincial Rehabilitative Care Allianbas been established
to providedirection egarding the model of care foehahlitation
services in the npvince. Recommendations related to standardized
definitions, eligibility criteria, levels of carajtes of carerestorative
care philosophy, best practicemyd outcome measurememil serve

to inform the work of the Clinical Services Review Implementation
Teamdescribed later in this report.

2.2 Objectives

Best approach to
configuring the acute care
clinical services currently
anticipated for QBP funding

The 25 hospitals and the CCAC in the North East LHIN, in
collaboration with the LHIN itself have engagedayH Group to
explore the best approach to configuring the clinical services currently
anticipated for QBP funding. The servicesnsidered in this project
have beeithe QBP funded acute care services related to:

A Stroke

Congestive Heart Failure
ChronicObstructive Pulmonary Disease
Total Joint Replacement

Hip Fracture

Cataracsurgery

Vascular Surgery

Endoscopy

v v >y D> D> D>y D> D

Chemotherapy

The process has engaged clinicians and provider organizations in the
northeast to consider alternative approaches to the organization anc
delivery of QBP funded services thabuld:

A Align with the provincial clinical expert groups/panels and
implementth@ best pathsd devel anglgd b

A Improve quality and safety by grouping together clinical or
medical/surgical specialists, their teams and appropriate physical
resourcesandbr

A Expand or create new programs that would not be viable or
sustainable at multiple siteandbr

A Createcentres that generate confidence of the NE LHIN residents
to receive services within the NE LHIN and as clasbome as
possibleandbr
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A Create operational and clinical efficiencies that would allow
hospitals tofocus on, and improve, their core programs to meet
community need to core acute care programs within budget; or

A Lead toredefinition of the core services delivered by small
hospitals.

This report presents the findings and recommendations emanating
from this process.

2.3 Approach

2.3.1

Steering Committee to
provide leadership in the
development of the
hospital¢
reconfiguring its clinical

services

The project was conducted under the direction of a Steering
Committee representinga crosssection of key stakeholder
representatives from across the Northeabhe project included the
following key elements:

A Project Initiation

Context for Quality Based Procedures in NE LHIN
Decision Making Framework

Current Distribution of QBPs Among Hospitals
Future Demand for QBP Care

Analysis of Alternative Models of Care

Integration Opportunity Workshops

Integration Model Workshops

QBP Organizaion and Service Delivery Models
Implementation Plan

>y > > > >y D>y D> D> D> D>

Project Report
Project Initiation

The first step in this projectinvolved organizing a Steering
Committee to oversee the work of the project and to provide
leadership in the development of the plan for reconfiguring and
realigning QBP clinical services. The Steering Committee then met
to confirm the objectives for the workhe overall approach to the
project andthe approach tengaging stakeholders in the clinical
services reconfiguration process.

Page25 www.haygroup.com/ca



HayGroup

2.3.2

There remain many
unknowns regarding the
details of QBF for Year 2
and beyond

2.3.3

Criterion based decision
making

2.3.4

Volumes of QBP acute care

services used by the resident
of the NE LHIN and the
market shareand volumes

provided by each of the
hospitals within the LHIN

and by hospitals outside the

LHIN

Context for Quality Based Procedures in NE LHIN

A first step in therojectwas areview of the current, known status of
Quality Based Funding in the provincé&his included

A Current statusfo b e s t clini

and Year 2 QBPs

A What clinical activitiesare likely to be included as QBPs for
Years 3 and beyond that should be considered as part of this
project.

A Current

practicedo ca

and |ikely O6pricingd s

For the purposes of this project, the Steering Comnteeeled that:

A Year 1 and 2 QBPs will be the focus of thiejpct.

A Additionally the project will consider Hip Fracturggven that
these are inextricably related to the delivesfy Total Joint
Replacements and are likely to be a Year 3 QBP

Decision Making Framework

The Steering Qmmittee develogd an evaluation frameworko be
used for decisiommaking in this project. Evaluative criteria were
defined for use indetermining whether to integrat@hsolidate
services and then fassessing potential realignment options for the
clinical servicesamongoneor more hospital sites in the LHINThis
evaluationframework is discussed below in section 3.

Current Distribution of QBPs Among Hospitals

We analyzed the mobgecent then available (2012)1®ischarge
Abstract Database (DAD) data to determine thodumes of QBP
acute care services used by the resideness@fc h 6 h uHe RE wi
LHIN and the market share and volumes provided by each of the
hospitals within the LHIN andby hospitals outside the LHINThe

North East LHIN hubs af&

A Algoma

A CochraneCoast

A Manitoulin, Parry Sound, Sudbu(yPSS)

A Nipissing/Temiskaming

For purposes of QBP planning, the Steering Committee has determined that St.
Josephds EIIliot Lake should be consi
than the Algoma hub.
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2.35

Development and scenaric
modeling regarding the
projection of demand
against changes in the
delivery model

2.3.6

Determination of integration
opportunities (shortand
long-term) for Quality Based
Procedures, based or
guality, access and service
volumes

Similarly, we develogd an inventory of the total volumes of QBP
cases providetdy each of the hospitals within the LHIN for patients
from inside and outside the LHIN combined.

We analyzedhe current use of hospital (and Rleospital) post acute
care servies (Inpatient RehabilitationCCC and CCAQ used by
QBP cases. These wareasured in terms of the propensfyQBP
cases to use post acuatreservices

This andysis is presented iAppendix Cto this report.
Analysisof Alternative Models of Care

We applied each of the Year 1 aNear 2 Quality Based Procedures
models of careto the current and projected volumes of care to
develop projections for the QBPs separately and in the aggregate for
the LHIN as a whole and for each hospital of:

A Ambulatory Surgery Case Volumes

A Inpatient Case Volumes

A Acute Care Patient Days and Requiresti®

A RehabilitationPatient Days and Required B&ls

Assuming they were to operate in accordance with the prescribed
models of care

These analyses are presentedrimppendixo this report
Integration Opportunity Workshops

Once the analysi of the implications of QBP fundinbad been
completed, regional workshopgere conductedor the clinical and
administrative leadership of each of the hospitaksaich ofthe LHIN
hubs. The workshopresentd the analyses related turrent and
projected future activity related tQBP procedures and introduce
two fundamentadjuestiors:

A How should the QBP best practice models of care be introduced
into the north east?

A Wil the best practice models of care requirgervice
consolidation/integration into a smaller numbesités?

% We looked at rehabilitation beds selectively basedhe importance of inpatient
rehabilitation to QBP model of care.
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The agenda for each workshop was:

1.
2
3
4.
5

6.
7.

Project Background an@bjectives

. Introduction to HSFR and QBP

. Current Activity in Your Hub

Implications of QBF for Individual Hospitals

. Short and Longrerm Integration Opportunities/ Requirements for

QBPs
Potential Integration Models for QBPs

Evaluation Framework

Based on the discussions at these workshops preliminary models for
service deliveryjntegration and sitingf each QBPwvere developed
andthe evaluation frameworlwas appliedo each The® findings

and analyseswere considered byhe Steering Committeand the
models were refined for further consideration by clinical and
administrative staff from the hub hospitalBhese models provided:

A
A

Approach to clinical care in the North East éach QBP

Specification of the current and future volumes (ambulatory
procedures, cases and days) of QBP services that would be hoste
by each NE LHIN hospital (and the change from current
volumes).

Specification of the current and future beds that woeldeguired
in each NE LHIN hospital to host QBP services (and the change
from the current beds).

Efficiency opportunities that might be realized through
introduction of improved models of QBP care and/or through the
realignment of clinical activity.

Changs in funding and costs for each hospital as a result of the
movement of QBP volumes among the hospitals.

- Impacson hospitals that give up QBP volumes

1 Potential cost reductions from reduced patient volumes
- Net Impact on hospitals that receive QBP volumes

1 QBPfundingfor projected volumes

1 Costs of projectegatient volumes
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2.3.7

Considering potential
clinical integration models

2.3.8

Implications of QBP
Clinical Integration Models

Integration Model Workshops

A second set of regional workshops for the clinical and administrative
leadership of each of the hospitals in the LHilds convened The
workshop consideredthe integration models and the supporting
analyses demonstrating the impact of the proposed madehe
clinical activity, costs and clinical staffing of each hospital in the
LHIN. The comments, criticisms and suggestions of the workshops
were documented for consideration by the Steering Commitiee.
overview of these ipresented in an appendixttos report.

In its own workshop session, the Steering Committee consideeed
findings from thehubworkshops and develeq further refinementof

the QBP service delivery and clinical integration models for potential
application across the LHIN. In thgession the Steering Committee
also considered and incorporated plans for repatriation of clinical
activity from hospitals outside the LHIN to hospitals within the
LHIN.

QBP Organization and Service Delivery Models

The final QBP service delivery and integration model was then
applied to current and future volumes of QBP activity to determine
the implications for each hospital in the LHIN. Thigluded an
estimateor each hospital anidr the LHIN overall d:

A Changes in clinical activity

A Changes in revenues (increases and decreases)

A Changes in operating costs (increases and decreases

that would be required for and available from itteoduction of new

models of QBP care and/or from tihealignment ofQBP clinical
activity.

Implementation Plan

Finally, the Steering Committee developed a plan to guide the
implementation of the recommended changes in the organization and
delivery of QBP services.

2.3.10 Project Report

Finally this project report has been preparedférmal consideration
by the hospitals and the LHIN
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2.4 Steering Committee

The steering committee that directed the work on this project was
made up of the following individuals.

A

A

> >

> > >

A

Martha Auchinleck 7 Senior Director, Health System
Transformation and Implemtation, NE LHIN

Robert Barnetfi Director, Strategic Planning & Integration at
North East CCAC

Dr. David Boylei Medical Director of the Surgical Program
HSN

Marc Demerg Officer, System Performance, NE LHIN

Cynthia Desormiersi President & Chief Execwe Officer,
WNGH

Carol Halti Rehab Complex Continuing Care Lead, NE LHIN

Mark Hartmani Vice President Cancer Services and Medical
Imaging, HSN

Darryn Jermyni Regional Program Director. Northeastern
Ontario Stroke Network, HSN

Joan Ludwig Chief NursingOfficer, TDH

David McNeil - Vice-President of Clinical Programs, Chief
Nursing Officer, and | ead for

Marie Paluzzi Vice President & Chief Operating Officer, SAH
Ben Petersen Vice President & Chief Financial Officer, HSN
Glenn Sanlani Chief Executive Officer, KDH

Tiz Silverii Vice President, Clinical Services, NBRHC

The Steering Committee was assisted in its work by staff from Hay
Group Health Care Cauniting.
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3.0 Discussion of QBP Fund#ig
3.1 Background

Quality-Based Procedures Quality-Based Procedures (QBPs) are an integral part of Oatario

(QBPs) are an integral part
ofOntariob s Heal t
Funding Reform(HSFR)

Health System Funding ReforiiHSFR) and a key component of
PatientBased Funding (PBF). This refor plays a key ale in
advancingt he gover nment 0si t&uasmlPlart fgr a
Health CareHSFR has been identified as iamportant mechanism to
strengthen the link between the delivefyhigh quality care and fiscal
sustainability.

Ont ari o00s hemddstbden lwiagrueder glphbslteconomic
uncertainty for a considerabjgeriod oftime. Simultaneously, the
pace of growth in health care spending has lmeea collision course
withthepr ovi nci al governmentos def.i

In response to thesdiscal challenges and to strengthen the
commitment towards the delivery of highuality care, the Excellent
Care for All Act (ECFAA) received royalssent in June 2010.
ECFAA is akey component of a broad strategy that improves the
guality and vale of thepatient experience hyroviding them with the
right evidencanformed health care at the higtime and in the right
place.ECFAA positions Ontario to implement reforms and develop
the levers naded to mobilize the delivery dfigh quality, patient
centrel care.

Ontariobds Action Plan for Heal t
ECFAA, reflecting quality as therimary driver tevards system
solutions, value, and sustainability.

3.2 What Are We Moving Towards?

Paradigm shift from a
culture of cost containment
to that of quality
improvement

Prior to the introduction of HSFR, a significant proportion of hospital
funding was allocated through global funding approach, with
specific funding for some select procial programs and wait times
services. However, a globfunding approach reduces incentives for
health service providers to adopt bgstactices that result in better
patient outcomes in a cesffective manner.

To support the paradigm shift from a culture of cost containment to
that of quality improvementhe Ontario government is committed to

37 Taken directly from: QualinBased ProceduresClinical Handbook for Stroke,
Health Quality Ontario & Ministry of Health and Lotigerm Care.
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Providing incentives for
health care provides to
become more efficient and

effective

moving towards a patiergentred,evidenceinformed funding model

that reflects local population needs and contributes to optimal patient
outcomes Exhibit 1). Patientbased fundingBF models have been
implemented internationally sin@ least1983. Ontario is one of the
last leadingjurisdictions to move down this path. This puts the
province ina unique position to learn fromternational best practices
and the lessons othetsave learned during impleméation, thus
creating a fundingnodel that is best suited for Ontario.

PBF supports system capacity planning and quality improvement
through direcly linking funding topatient outcomes. PBF provides an
incentive to health care provide to become more efficient and
effective in their patient management by accepting and adopting best
pradices that ensure Ontarians g¢ja¢ right care at the right tenand

in the right place.

Exhibit 4. Patient Based Funding Future State

Current State

Future State

How do we get there?

historical funding

A Based on a lump sum, outdated

A Fragmented system planning

A Funding not linked to outcomes

A Transparent, evidence-based to better
reflect population needs

- )

Strong Clinical )
Engagement A Supports system service capacity

planning

A Does not recognize efficiency,
standardization and adoption of best
practices

A Maintains sector specific silos

Current Agency
Infrastructure

System Capacity
Building for Change
and Improvement

Knowledge to Action

A Supports quality improvement

A Encourages provider adoption of best
practice through linking funding to
activity and patient outcomes

A Ontarians will get the right care, at the
right place and at the right time

Toolkits

Meaningful
Performance
Evaluation Feedback

N\ ~/

Figure 1: Current and Future States of Health System Funding

3.3

How Will We Get There?

The Ministry of Health and Longerm Care has adopted ay&ar
implementation strategy to phase in a PBF model and will make
modest funding shifts starting in fiscal y&12/13. A 3year outlook

has been provided to support planning for upcoming funding policy
changes.
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Transition from the current,
providercentred funding
model towards a patient

centred model

The Ministry has released a set of tools and guiding docentent
further support the field in adopting the funding model changes. For
example, a QBP interim list has been published for stakeholder
consultation and to promote transparency and sector readiness. The
list is intended to encourage providers across thetimuum to
analyze their service provision and infrastructure in order to improve
clinical processes and, where necessary, build local capacity.

The successful transition from the current, provicemtred funding
model towards a patiementred model wilbe catalyzed by a number

of key enablers and field supports. These enablers tramgiatectual
principles that guide the development of the funding reform
implementation strategy related to QBPs. These principles further
translate into operational geaand tactical implementatiofexhibit

2).

Exhibit 5: Quality Based Procedure Principles

Principles for developing QBP
implementation strategy

Operationalization of principles to
tactical implementation (examples)

A Cross-Sectoral Pathways
A Evidence-Based

A Development of best practice patient
clinical pathways through clinical expert
advisors and evidence-based analyses

A Integrated Quality Based Procedures

A Balanced Evaluation

Scorecard
A Alignment with Quality Improvement Plans

A Publish practice standards and evidence

A Transparency

underlying prices for QBPs
A Routine communication and consultation

with the field

A Clinical expert panels

A Sector Engagement

A Provincial Programs Quality Collaborative
A Overall HSFR Governance structure in

place that includes key stakeholders
A LHIN/CEO Meetings

A Applied Learning Strategy/ IDEAS

A Knowledge Transfer

A Tools and guidance documents
A HSFR Helpline; HSIMI website (repository

of HSFR resources)

Figure 2: Principles Guiding Implementation of Quality-Based Procedures
Abbreviations: HSFR, Health System Funding Reform; HSIMI, Health System Information Management and Investment: IDEAS, Improving the Delivery
of Excellence Across Sectors; LHIN, Local Health Integration Network; QBP. Quality-Based Procedures.
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3.4 What Are QualHgased Procedures?

QBPs involve clusters of
patients with clinically

related diagnoses or
treatments

QBPs involve clusters of patients with clinically related diagnoses or
treatments.For example, tsoke was chosen as a QBP using an
evidence and qualitybased selection framework that identifies
opportunities for process improvements, clinical redesigproved
patient outcomes, enhanced patient experience, and potential cos
savings.

The evidencédased framework used data from the Discharge
Abstract Database (DAD) adapted by the Ministry of Health and
LongTerm Care for its HealtBased Allocation Mode(HBAM)
repository. The HBAM Inpatient Grouper (HIG) groups inpatients
based on their diagnosis or their treatment for the majority of their
inpatient stay. Day surgery cases are grouped in the National
Ambulatory Care Referral System (NACRS) by the priatip
procedure they received. Additional data were used from the Ontario
Case Costing Initiative (OCCI). Evidence in publications from
Canada and other jurisdictions and World Health Organization reports
was also used to assist with the patient clusterdrandssessment of
potential opportunities.

The evidencdased framework assessed patients using 4
perspectives, as presented HmExhibit 3. This evidencédased
framework has identified QBPs that have the potential to both
improve quality outcomes and redum®sts.

Exhibit 6: QBP Evidence Based Framework

ADoesthe clinical group contribute to asignificant proportion of tota costs? A Are there clinical leaders able to champion changein this

Alsthere significart variation across providers in unit costs/ volumes/ efficiency ? area?

Alsthere potential for cost savings or efficiency improvemment through more consistent Als there dataandreporting infrastructure in place?
pradtice? ACanweleverage otherinitiativesor reforms related to

AHow do wepursue quality and improve efficiency? pradice change (eg. WaitTime, Provincial Prograrns)?

Alsthere potential areasfor integration across the care continuun®

~

L)
| Feasibility/Infrastructure —
Impact \ for Change
)

e
Availability v Practice Variation ———
— of Evidence Y

1
L}
'
N v
T/ 7
TR A
Quality-Based Procedures
Alsthere aclinical evidencebase for anestablished standad of care and/or A Isthere variationin cinical outcomes across providers,
care pathway? How strong isthe evidence? regons and populations?
Alscosting and utilization information aveilable to inform de\elopment of A Isthere ahigh degreeof observed pracice variation across
reference costs and pricing? providers or regions in clinical areas where abestpradice or
AWhatactivities havethe potertial for bundled paymerts and integrated care? standard exists, suggesting such variation is ingppropriate?
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3.4.1

Opportunitiesto improve
patient outcomes by
reducingpractice variation
and focusing on evidence
informed practice

3.4.2

Best practiceclinical
guidelines andpathways can
be developed for QBPs

3.4.3

Directly linking quality with
funding

HayGroup

Practice Variation

The DAD stores every Canadian patient discharge, coded and
abstracted, for the past 50 years. This information is used to identify
patient transition through the acute care sector, including discharge
locations, expected lengths of stay and readmissiongdoh and
every patient, based on their diagnosis and treatment, age, gender
comorbidities and complexities, and other condispecific data. A
demonstrated large practice or outcome variance may represent &
significant opportunity to improve patientt@omes by reducing this
practice variation and focusing on evidemo®rmed practice. A

| arge number of ABeyond Expecte
large standard deviation for length of stay and costs are flags to such
variation.

Ontario has detaald casecosting data for all patients discharged from
a casecosting hospital from as far back as 1991, as well as daily
utilization and cost data by department, by day, and by admission.

Availability of Evidence

A significant amount of Canadian and international research has been
undertaken to develop and guide clinical practice. Using these
recommendations and working with the clinical experts, best practice
guidelines and clinicapathways can be developed for these QBPs,
and appropriate evidenaeformed indicators can be ebtshed to
measure performance.

Cost Impact

The selected QBP should have no fewer than 1,000 cases per year Ii
Ontarioand represent at least 1% of the provincial direct cost budget.
While cases that fall below these thresholds may, in fact, reprasent
improvement opportunity, the resource requirements to implement a
QBP may inhibit the effectiveness for such a small patient cluster,
even if there are some cost efficiencies to be found. Clinicians may
still work on implementing best practices for theséignt subgroups,
especially if they align with the change in simil@BP groups.
However, at this time, there will be no funding implications.

The introduction of evidence into agreepdon practice for a set of
patient clusters that demonstrate oppotturas identified by the
framework can directly link quality with funding.
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Exhibit 7: Quality-Based Evidence Framework for Stroke

Cost Feasibility/Infrastructure
Impact for Change

Availability
of Evidence

Quality-Based Procedures

Figure 4: Quality-Based Procedures Evidence-Based Framework for Stroke
Abbreviations: ALC, alternate level of care; HQO, Health Quality Ontario; LHIN, Local Health Integration Network; OHTAC, Ontario Health Technology

Advisory Committee.

Sources: Hall et al, 2012 (2) Discharge Abstract Database 2010/11

3.5 How Will QualitBased Procedures Encourage Innovation in

Encouraginghealth care
providers to adopt best
practices in their care

delivery models

Health Care Delivery?

Implementing evideneeformed pricing for the targeted QBPs will
encourage health care providers to adopt best practices in their care
delivery models and maximize their efficiency and effectiveness.
Moreover, best practss that are defined by clinical consensus will be
used to understand required resource utilization for the QBPs and
further assist in developing evideAcdormed  pricing.

| mpl ement ati on of a fAprice X Vv
areas will motiate providers to:

A Adopt best practice standards
A Re-engineer their clinical processes to improve patient outcomes
A Develop innovative care delivery models to enhance the

experience of patients
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