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Executive Summary

This environmental scan provides a tool for Muskoka Algonquin Healthcare (MAHC) to see, react, and
act upon creating a healthy community. The report can serve as a starting point for board and
community assessment of needs, quantification of vulnerable and at risk populations, and the
measurement of preventable diseases, disabilities and deaths.

The environmental scan provides a profile of the study population, and an overview of access,
availability and utilization of health services. This study will provide information to assist Muskoka
Algonquin Healthcare in making strategic decisions regarding resource allocation, service
implementation, and funding requirements.

Muskoka Algonquin Healthcare is part of the North Simcoe Muskoka Local Health Integration Network
(LHIN) and located in the Muskoka Census Division. The Muskoka Census Division is comprised of six
municipalities: the towns of Bracebridge, Gravenhurst and Huntsville and the townships of Georgian
Bay, Lake of Bays and Muskoka Lakes. The Muskoka Census Division also includes Wahta Mohawk First
Nation and Moose Deer Point First Nation.

The findings of this study highlight some of the challenges facing the Muskoka Census Division.

e This district has a higher population of older people as compared to the Province of Ontario. A
more senior population (over 65 age cohort) has led to a prevalence of arthritis that is 20%
higher than the provincial average.

e The Muskoka Census Division overall is almost 50% above the Ontario average for incompletion
of high school. Behaviours associated with low educational attainment, including teen
pregnancy and higher morbidity, are prevalent in the Muskoka region.

e There is also a seasonal influx of patients in the Muskoka region due to cottage communities,
this influx may shift in the future depending on economic and social trends. The decision by
aging baby-boomers to retire to their cottages or move out of the GTA to smaller communities
may impact the demands for health services in the popular district of Muskoka.

These are some of the unique issues among many others listed in this report which will influence
Muskoka Algonquin Healthcare’s strategic decisions.

An examination of the macro environment is also important when allocating resources. Provincial health
policy, particularly the role of the LHINs is subject to radical shifts with changes in government. Socio-
cultural events including public-health outreach challenges faced by lower-density communities will also
affect utilization of health services. Economic factors impact fund raising and affect the volunteerism in
the community. Technology is significant on many different fronts from innovation in care delivery to
information sharing. The PEST and SCORED Analyses provided will facilitate senior management in
pursuit of their strategic and operational objectives.

OPTIMUS | SBR has prepared this environmental scan for Muskoka Algonquin Healthcare to be used as a
roadmap that will guide the organisation in confronting challenges and setting priorities in its unique
environment.
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Community Health Status

Community Health Status Indicators

Community health status reports on the overall health quality of a community as it relates to
demographics, utilisation and access to healthcare services.

This environmental scan provides a tool for Muskoka Algonquin Healthcare (MAHC) to see, react
and act upon creating a healthy community. The report can serve as a starting point for
community assessment of needs, quantification of vulnerable populations, and measurement of
preventable diseases, disabilities and deaths.

Geographic Health Status

Muskoka Algonquin Healthcare is part of the North Simcoe Muskoka Local Health Integration
Network (LHIN). The North Simcoe Muskoka LHIN is comprised of five sub-regions: Central East
Simcoe, Central west Simcoe, North West Simcoe, North East Simcoe and Muskoka. The
municipalities that comprise each of these regions are listed below.

North Simcoe Muskoka LHIN Municipalities

Central East Simcoe Barrie, Innisfil, Essa, Springwater, Oro-Medonte

Central West Simcoe Collingwood, Wasaga Beach, Clearview, and part of Grey County
including Craigleith, Feversham and Maxwell

North East Simcoe Orillia, Severn, Ramara, Chippewas of Mnjikaning First Nation

North West Simcoe Midland, Penetanguishene, Tay, Tony, Christian Island, Beausoleil
First Nation

Muskoka Bracebridge, Gravenhurst, Muskoka Lakes, Georgian Bay, Wahta
Mohawk First Nation, Moose Deer Point First Nation, Huntsville,
Lake of Bays

Community health status is an important indicator for current and future health service needs.
Health status is influenced by several factors including: education, employment, smoking,
physical exercise, obesity and alcohol consumption.

Relative to the province of Ontario the community health status of North Simcoe Muskoka has:
= Higher average population growth rate
= Higher proportion of older people
= Higher proportion of smokers
= Higher prevalence of arthritis/rheumatism
= Lower percentage immigrants, visible minorities
= Lower prevalence of physical inactivity
= Lower percentage who had contact with a physician
= Lower life expectancy at birth
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Relative to the North Simcoe Muskoka LHIN, the region of Muskoka has:
= Slightly higher proportion of older people
= Higher prevalence of dementia
= Higher prevalence of circulatory diseases
= More Digestive / Gastro-intestinal issues
= Greater incidence of Injury, poisoning

= Higher prevalence of neoplasms (abnormal proliferation of cells)

Current Landscape

Changing demographics, technological advances, and new demands on the system have led to
increasing hospital care costs which have created a need for broader and newer sources of
hospital revenue. Some of the concerns that have been taken into consideration are:

= Consolidation of services and accelerated integration efforts offer the potential of a
broader range of services to a wider geographic region

= The system focus on primary health care delivery to provide universally accessible
methods and technology to all members of the community will impact and link with
hospital efforts

= Emphasis on health promotion and disease prevention could reduce hospital workload

= Scientific and technological advancements leading to new diagnostic techniques and
pharmaceuticals that make more accurate diagnoses and are more effective at treating
disease

Health Human Resources

The aging population across Ontario is greatly impacting human resources in the health care
industry. The Muskoka Census Division is faced with a unique challenge, because the proportion
of the population over the age of 65 is significantly greater than the Ontario and the North
Simcoe Muskoka LHIN averages (Fig. 2.3.2). Currently, 19.8% of the Muskoka Census Division
population is comprised of individuals over the age of 65 compared to 15.2% in the North
Simcoe Muskoka LHIN and 13.6% in Ontario (Fig. 2.3.2). Furthermore, the population growth
projections indicate that by 2031 there will be a significant increase in individuals over the age
of 65 and a significant increase in individuals under the age of 15 (Fig. 2.5.3). Individuals over 65
and under 15 are not active in the labour force and are dependents on the healthcare system,
therefore by 2031 the population of individuals active in the labour force will have increased
less relative to the those dependent on the system.

Increased age is directly related to increased hospitalization rates which intensifies the demand
for health service providers in a region. This change in population structure and increased
dependency on health care has profound implications in terms of health human resources
planning. The increase in age-related hospitalizations will increase the ongoing care needed in
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hospitals and the demand for nurses will continue to increase. There will be a need for full-time,
part-time, causal Registered Nurses as well as surgical Nurses and health care aides to ensure
that MAHC is not being underserviced.

While much focus has been placed on the aging population and the impact of this on the
provision of health care, the same demographic trend will have a significant impact on the
providers of that health care - health human resources. The aging workforce will result in a
wave of retirements and changing preferences for shift work, location of work and type of work
to possibly less physically demanding. All sub sectors of health provider will be impacted. This
includes physicians, specialists, nurses, nurse practitioners, allied health professionals and even
lay persons and volunteers. The departure of sizable numbers of these groups will leave
significant gaps in the provision of health care throughout the region.

The challenges arising from these trends include but are not necessarily limited to the following:
= |ntegration of health human resources strategy among providers within region
= Leadership development programming
= Organizational capacity on quality improvement
= Recruitment
= Coordinating volunteer management
= Increasing patient acuity and case complexity

= Increasing reliance on informal caregivers resulting from efforts to keep people at home

MAHC should consider the following both in the broader context of the North Simcoe Muskoka
LHIN and more specifically for its own unique requirements when creating a human resource
strategy.

= Common credentialing and consideration of hospital privileges

= Health professional in-service program (incl. classroom and web-enabled resources) to
educate, communicate, training and deploy standards of care to existing health
workforce community

= Collaborate with education and training institutions to inform local training needs such
as interprofessional care, self-management, soft-counselling, navigation requirements,
local service delivery considerations such as working in rural community hospital

= Implement “visiting/consulting specialist” program to expand access to services across
other sites

= Develop strategy to better manage collective volunteer capacity
= Maximize scope of practice through collaboration with unions and associations
=  Build capacity within aboriginal health workforce to care for its own communities

= Develop repository of health education information and screening and assessment
tools/vehicles for dissemination to public and health professionals

= Establish specialist-generalist on-call mechanism to streamline access to specialized
health professionals.

= Expand referral pathways to include other health care professionals. Expand remote
monitoring and telehomecare services to enable people to stay at home as long as
possible
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MAHC must ensure that the need for health service providers is met through a health human
resources strategy. The strategy should include comprehensive internal human resources data
collection, gap analysis and succession planning strategy to identity types and levels of resources
needed. This health human resources strategy should focus on health professionals’
recruitment, retention, education and training to ensure a healthy workforce that meets
demand.

Impact of Health-Based Allocation Model

The Health-Based Allocation Model (HBAM) is a Ministry of Health and Long-Term Care
initiative to manage and allocate funds. It was designed to support the objectives of LHINs under
the Local Health Integration Act.

The Health-Based Allocation Model determines each LHIN’s Fair Share Funding based on health
status, population demographics and provider characteristics including specialized programs,
teaching/research mission, case mix and economies of scale. It is calculated based on the
previous three years’ utilization rates.

HBAM is based on these three ideas:
1. Equitable access: Similar communities should have similar use of health services
2. Equitable cost: Funding rates are standardized across service providers

3. Money follows the patient: LHIN funding is responsive to volume of patients treated.

The model aims to create a health care system that promotes equitable access to services across
Ontario. The funding is based on the volume of patients treated and supports integration to
offer a broader range of services to a more diverse geographic patient range. Another objective
is to promote innovation by providing incentives for efficient and innovative service delivery.
The overarching goal is to create a fair and accessible health care system in Ontario.

However, HBAM includes only one socio-economic indicator, income quintile of dissemination
area of LHIN residents. This may not provide adequate adjustment for other key socio-economic
factors such as education, income, age, race, and gender or immigration status.

What’s Next?

The recent provincial election and the continuing pressures on healthcare funding is expected to
lead to further pressures for consolidation and potentially the contraction of publicly funded
health options.

The population will continue to expect:
= More and better diagnostic techniques
=  Seamless access to care close to home
= Reduced wait times

= Sharper focus on customer service
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Acute care hospitals will need to focus on:
= Consolidating programs to achieve clinical best practice and program critical mass
= |ntegrating clinical disciplines to provide seamless care
=  Coordinating with primary care to reduce admissions
= Techniques to reduce length of stay

The continued requirement for integrated high quality care will continue to drive integration
and consolidation decisions.
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Fig. 3.9.4 In Patient Total Length of Stay by Site, 2010

MAHC-Huntsville MAHC-Bracebridge
Top 20 CMGs TLOS Top 20 CMGs TLOS

(670) Dementia 1,168 (670) Dementia 1,374
(805) Rehabilitation 689 (196) Heart failure without cardiac catheter 1,185
(139) Chronic obstructive pulmonary disease 577 (806) Convalescence 1,088
(196) Heart failure without cardiac catheter 461 (139) Chronic obstructive pulmonary disease 821
(810) Palliative care 354 (811) General symptom/sign 702
(026) Ischemic event of central nervous system 340 (028) Unspecified stroke 558
(025) Hemorrhagic event of central nervous system 288  (138) Viral/Unspecified pneumonia 457
(ciji)atﬂzgtct:?eiil lfaieRob Ehoa e R At it 273 (202) Arrhythmia without cardiac catheter 372
(672) Miscellaneous mental disorder 228 (258) Other gastrointestinal disorder 350
(138) Viral/Unspecified pneumonia 210 (805) Rehabilitation 346
(257) Symptom/Sign of digestive system 181 (487) Lower urinary tract infection 308
(766) Fracture of femur 180 (257) Symptom/Sign of digestive system 289
(545) Vaginal delivery, no other intervention 171 (405) Cellulitis 274
(576) Normal Newborn, Singleton Vaginal Delivery 169  (249) Non-severe enteritis 245
(023) Parkinson’s disease/other Parkinsonian disorder 167 (132) Malignant neoplasm of respiratory system 236
(693) Depressive episode without ECT 165 (cla?:i)at/lz:tc:eriil IS e AR 229
(405) Cellulitis 144 (654) Other/Unspecified septicemia 225
(cifjs)tgss,] ’I)z;;iemier;testine/rectum TSRO Mes 143  (436) Disorder of fluid/electrolyte balance 220
(250) Digestive malignancy 142 (770) Other fracture/dislocation of arm/shoulder 216
(255) Gastrointestinal obstruction 138 (360) Vertebral/Disc disease 204

Total of Top 20 CMGs 6,188]| Total of Top 20 CMGs 9,699
Grand Total 12, 763| Grand Total 19,543

Source: North Simcoe Muskoka LHIN, Data Branch.
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Fig. 3.9.5 In Patient Total Length of Stay by Hospital, 2010

Georgian
MAHC Combined Barrie |Collingwood LHIN

Top 20 CMGs TLOS % ?f :'I-:IN e TLOS e TLOS

(670) Dementia 2,542 34.23% 1,868 1,108 456 1,452 7,426
(196) Heart failure without cardiac catheter 1,646 23.09% 1,910 1,231 1,326 1,016 7,129
(139) Chronic obstructive pulmonary disease 1,398 14.58% 4,167 863 1,071 2,091 9,587
(806) Convalescence 1,216 31.49% 571 625 850 599 3,861
(805) Rehabilitation 1,035 59.82% 156 24 0 514 1,729
(811) General symptom/sign 818 18.28% 2,196 599 327 534 4,474
(138) Viral/Unspecified pneumonia 667 16.98% 1,380 509 415 957 3,928
(028) Unspecified stroke 603 35.62% 329 409 352 0 1,693
(;?;‘ri)allﬂl/:tc:gfgil infarction/shock/arrest without 502 1335% 1716 380 763 399 3,760
(026) Ischemic event of central nervous system 488 12.78% 1,315 141 381 1,492 3,817
(258) Other gastrointestinal disorder 480 32.90% 442 80 157 300 1,459
(257) Symptom/Sign of digestive system 470 22.41% 736 373 240 278 2,097
(202) Arrhythmia without cardiac catheter 470 18.69% 688 314 576 467 2,515
(487) Lower urinary tract infection 425 15.34% 1,317 464 174 390 2,770
(405) Cellulitis 418 24.49% 553 184 246 306 1,707
(025) Hemorrhagic event of central nervous

397 28.91% 351 345 124 156 1,373
system
(810) Palliative care 359 11.18% 1,550 460 581 261 3,211
(545) Vaginal delivery, no other intervention 343 8.33% 2,121 495 245 916 4,120
(436) Disorder of fluid/electrolyte balance 338 23.60% 281 232 250 331 1,432
(766) Fracture of femur 35.76% 166

Total of Top 20 CMGs 14,944)  21.65%| 23,887 8,862 8,693(1 m

m 15.11%| 86,894 25,758 MM 213,852

#% )
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Fig. 3.9.6 Top MAHC TLOS groups as % of LHIN Totals
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4. Health System Performance

Health system performance reflects how well health care services are provided to residents. A
high performing system would provide access to patients when — according to medical
standards — they should be. Improving performance requires information on factors that can be
measured an analyzed. These factors are focused on the technical content of health services
including prevention and treatment/surgery. A high performing system should reduce costs and
burden on the healthcare system and reduce morbidity and mortality.

In the North Simcoe Muskoka LHIN, some of the preventative or screening health services
include immunization, Pap testing, breast cancer screening and colorectal cancer screening. The
use of preventative care leads to early detection of disease, which ultimately results in reduced
mortality and costs to the health care system. There are only slight variations in utilization
compared with provincial averages as identified in Fig. 4.1.1, 4.2.1, 4.3.1 and 4.4.1.

The treatment or surgical factors measured include hip fracture surgery and C-sections (Fig.
4.5.1 and 4.6.1). The utilization of these procedures is higher than the rest of the province.
Therefore there is an increased burden on system and a higher chance of mortality in the
Muskoka region. The following sections outline the results of the health system performance
analysis.
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Influenza Immunization

E

Influenza recurs annually and affects large portions of the population each year. The influenza
vaccine is an annual vaccine to protect against the highly variable influenza virus. The cost is
covered by the Ontario Health System. Increases in the rates of vaccinations have a positive
impact on both direct healthcare costs and indirect costs, such as workplace productivity.

The results in Fig. 4.1.1 indicate that influenza immunization in the North Simcoe Muskoka LHIN
was significantly lower in 2008 compared to the provincial average. In 2009 there was an
increase in immunization in the North Muskoka LHIN that slightly exceeded the Ontario average.
In 2010, the North Simcoe Muskoka LHIN again had an immunization rate slightly higher than
the provincial average.

Overall since 2009 the North Simcoe Muskoka LHIN is slightly higher than the provincial average
for influenza immunization.

Fig. 4.1.1 Influenza Immunization Rate Relatively Lower Than Province in 2008,

But Reached Similar Level in 2009

40

35
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Influenza Immunization, Less Than 1 Year Ago

36.9 36.6
36.2 353

North Simcoe Muskoka LHIN Ontario

Source: Statistics Canada, Canadian Community Health Survey, 2007-2009.
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Hip Fracture Surgery Wait Time

Hip fracture is a prevalent issue in the current health care system, affecting thousands of
patients each year. Wait time for surgery following hip fracture provides a measure of access to
care. Longer wait times could indicate lack of resources, physician unavailability and other issues
related to access of care. Hip fractures lead to increased morbidity, mortality and impact the
overburdened health care system.

Figure 4.5.1 identifies the percentage of patients who received surgery in the 48 hours following
the fracture. In December 2005 the Provincial and Territorial health ministers announced 48
hours as the wait time target for hip fractures. The results indicate that access to hip fracture
surgery is significantly lower in the North Simcoe Muskoka LHIN compared to the provincial
average. The provincial average remained stable from 2007 to 2010, while the trend in wait
times for the Muskoka region shows a decrease over time. The North Simcoe Muskoka LHIN
shows a consistent increase in wait times for hip fracture surgery, this negatively impacts
healthcare costs and mortality.

Fig. 4.5.1 Percentage of Patients Who Are Able to Get Hip Fracture Surgery Done within 48 hours is

Significantly Lower than Province

Wait Time for Hip Fracture Surgery
(% Performedin 48 hours)

90 -

813 83.8 83.1 84.2 84.6
80 - 74.4 74.5

68.7

70 -
60 -
50 -
40 -
30 -
20 -
10 +
0 .

2007 2008 2009 2010 2006 2007 2008 2009

North Simcoe Muskoka LHIN Ontario

Source: Canadian Institute for Health Information, Healthcare Indicator Reports.
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Caesarean Section Rate

Caesarean section rates provide information on the frequency of surgical birth delivery relative
to all modes of birth delivery. Caesarean section deliveries increase maternal morbidity,
mortality and cost to the healthcare system. Lower caesarean section rates may indicate more
efficient care.

The findings in Fig. 4.6.1 show that the North Simcoe Muskoka LHIN had a higher rate of
caesarean section compared to the provincial average from 2007 to 2010. The rates remained
relatively stable in all regions overall.

Fig. 4.6.1 C-Section Rates Higher Than Province

Caesarean Section Rate

31.9 31.7 31

30.7

North Simcoe Muskoka LHIN Ontario

Source: CIHI Discharge Abstract Database
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PEST and SCORED Analyses

Political, Economic, Socio-Cultural and Technological (or PEST) factors are canvassed as a part of
external analysis when conducting a strategic review, and together offer an overview of
different macro-environmental factors that the hospital may need to take into consideration.
PEST analysis is a useful strategic tool for understanding market growth and decline, assessing
business position, and weighing possibilities and direction for future operations.

SCORED, the acronym for Strengths, Challenges, Opportunities, Roadblocks, Engagement and
Discipline is an expanded version of classic SWOT (Strengths, Weaknesses, Opportunities,
Threats) analysis, wherein Strengths and Weaknesses are internal and Opportunities and
Threats are external to the hospital. In a SCORED analysis Roadblocks and Engagement can be
both internal and external factors. Discipline is internal and is owned by the Senior Leadership
Team.

Both PEST and SCORED analyses are advisory in nature and purpose, and provide management
with an initial, contextual sense of where attention and focus should be placed.

The PEST and SCORED analysis is important for Muskoka Algonquin Healthcare’s strategic
decision-making. It will be important for Clinical Services Planning to take into account the
growing number of retirees in the Muskoka Census Division as well as possible trends related to
the influx of summer residents, together with the habitual characteristics of the local
population.

It will not be practical to attempt to emulate a comprehensive GTA hospital in the mid-term.
Instead, significant effort should be applied to assess and decide on the level of services to
provide in the streams of urgent care, acute care, and specialized medical care.

MAHC is the result of the amalgamation of two main hospitals sites approximately 40 kilometres
apart. Distances and winter road conditions suggest that urgent care is needed at both locations
longer term. Planning for longer-term physical facilities will involve developing a comprehensive
Master Program (clinical services plan) that aligns with the LHIN Care Connections Plan and
defines what services MAHC can and will provide.

As medical and information technologies improve and are more broadly deployed, IT and
information management will continue to grow in importance and significance in planning and
operations. This will require significant funding in the short term and these investments need to
be made and executed with quality and cost savings. Cost savings should be a collateral benefit
of well-conceived and executed enhancements to IT infrastructure. To this end, a clear sense of
in-house and shared capabilities is needed.
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5.1 PEST
Criticality scored as High, Moderate or Low [H/M/L]
Political Momentum scored as Increasing, Steady or Decreasing [1/—/{]
| wem [wemenum| mpon | urgeney
1 Possible GOVERNMENT-IMPOSED RATIONALIZATION or 1 H L
’ consolidation.
2. Possible EVOLUTION or CHANGE at LHIN level. — M L

Strategies for HUNTSVILLE, BRACEBRIDGE and other
NEIGHBOURING MUNICIPALITIES.

Opportunities to PARTNER with neighbouring and potential

4. partner hospitals. - H M
5. The AGENDAS OF OTHER HOSPITALS. - M L
PRESS COVERAGE and hospital public relations and
6. . - M L
stakeholder dynamics.
7. CARE CONNECTIONS oversight structure dynamics. T M M
8. eHEALTH dynamics. - M L
Economic
I S s ey ey
1 Uncertainty of FUNDING INCREASES indexed to population A H M
© growth.
Threat of PAYOR (MOHLTC) CONSTRAINTS, rationing or
2 - H L
cutbacks.
3. Long-term FUNDRAISING EFFORTS. 0 H L
4.  Ability to sustain TOTAL MARGIN and LEAN PRACTICES. 0 H M
5 Nurturing and growing VOLUNTEER / AUXILLIARY 2 H M
’ CULTURES.

KT Strategic Plan 2012-2014 | 81
Vil &



Environmental Scan | Section E

-“mm

COST-EFFECTIVE partnerships.

7. Managing LABOUR COSTS. - M L
CHANGES in Community, Regional and LHIN-wide USAGE

8. ) H M
RATES.

9. PUBLIC HEALTH-DRIVEN COSTS. 0 H L

Socio-Cultural

I S T ey [y

Possible SEASONAL or FULL-TIME SHIFTS in regional A

L demographics. H M
Public-health-related HABITS / BEHAVIOURS (boating,

2. . . . - H M
snowmobiling, diet, smoking, etc.)

3. SOCIAL RESISTANCE to reduced / rationed care. T H L

4. Shifting, unlimited PUBLIC SERVICE-LEVEL EXPECTATIONS. — H M
COMMUNITY-CENTRED affinities versus catchment area

5 ) M M
needs.

6. DEMOGRAPHIC changes. ) H M

7. Community ENGAGEMENT levels. - H M

8. HIGH-RISK POPULATION concentrations. - H L

PUBLIC and SOCIAL CHANNELS for health communication
and outreach.

PATIENT PREFERENCES and evidence- versus experience-
10. - H L
based treatments.
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Technology

e ————

New frontiers: BIOSENSORS, NANOTECHNOLOGY, etc.

2.  Expedited TESTING + ANALYTICS. - M L
3. Improved SCANNING and IMAGING technology. ) H H
4.  TELESURGERY + TELEHEALTH DELIVERY. ) M L
5. EMR + PATIENT FILE management. 0 H M
6. “MEDICAL HOME” + extended digital hospital footprint. - M L
7.  Integrated BUSINESS PROCESSES. - M L
8. Best practices from OTHER INDUSTRIES. T M L
9. WORKFLOW MANAGEMENT. ) L L
10. ANTI-CANCER drugs + dosing advances. ) M L

PEST Summary

Key features of the Political environment include the need to take initiative on the portfolio
management of MAHC's sites to pre-empt and mitigate any imposed rationalisation.
Partnerships should be cemented through the LHIN channels, through peer relationships with
other hospitals, and through local stewards in co-ordination with municipal strategies.

Economic factors of note include anticipating and off-setting potential payor constraints through
robust and sustainable fundraising, among other channels. Infrastructure builds, including roads
and broadband may favourably impact the ability to deliver service on-site, off-site (virtually),
and inter-site.

Key Socio-cultural considerations include the shape and pace of growth in Muskoka. Case mix
groups associated with age, high-risk recreation, lifestyle habits will likely track growth absent
weakening correlations. As well, the disparity between seasonal and year round populations
may be expected to shrink, assuming Baby Boomer retirees follow Silent Generation trends, and
increasingly winterize or rebuild over current summer cottage units.
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The positive impact of Technology is potentially significant on a number of fronts. Its
effectiveness will depend on other technical and functional factors, such as consistent CMG
buckets, and seamless patient file transfer.

Possible strategic responses by MAHC include:

A major, dedicated drive to extend the virtual (and off-campus) “footprint” of MAHC to
facilitate public health, education and patient follow-up

Key fundraising initiatives driven by the respective Foundations, to co-ordinated targets
Development of a Strategic Action Plan

LEAN and in appropriate cases 6-Sigma training for staff accountable for larger
productivity, cost-cutting and defect rate measures and buckets

Technology investments

These potential practice recommendations feed into the SCORED analysis, which follows.

5.2 SCORED

Criticality scored as High, Moderate or Low [H/M/L]
Strengths
1. Strongly growing community and region. [H]

2. A number of potential partner hospitals. [M]

3. Very strong staff commitment to care and service. [H]

4, Attention and focus of LHIN leadership. [M]

5. Clarified mandate and role for MAHC is taking shape. [M]

6. Strongly-held values and community identities. [M]

7. Preliminary key metrics are being identified. [M]

8. Draft Action Plan taking shape. [H]

9. Abundant ideas. [M]

Challenges

1. MAHC facilities not yet rationalized / synergized. [H]

2. 3-5-year consensus path still emerging. [H]
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3. Manageable top-tier initiatives roster must be defined. [M]

4, Population served by MAHC associated with potentially very high and rising costs of care. [H]
5. Limited process re-engineering capabilities: no Transformation Office in place. [M]

6. Managing and coordinating relationships with multiple communities. [M]

7. Budget constraints. [H]

8. Outcomes not fully defined. [M]

9. Recruiting and preferred staff retention. [H]

10. Re-setting. [M]

11. Implementing IT/IM Strategy. [M]

Opportunities

1. Pursue clear core role as community hospital, while building regional partnerships. [H]
2. Creating a service-oriented culture. [H]
3. New public health promotion partnerships (employers, schools, etc.) [M]

4. Alter funding mix to supplement provincial payments. [L]

5. Extending MAHC's virtual footprint. [H]

6. Anticipate and meet sustainability issues. [H]

7. Improve wait time and other service-critical metrics. [H]

8. Develop Clinical Services Plan for region in consultation with peers and partners. [M]

9. Improve website and other community interfaces to improve knowledge push/pull. [M]

10. Define and illustrate high-level “healthier future” scenarios. [L]

10. Co-ordinate site portfolio management with depreciation timeline. [M]

Roadblocks

1. Provincial policy uncertainty. [H]
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2. Inter-hospital dynamics and collaboration. [H]
3. Unforeseeable hospital peer group plans. [M]
4, Unclear paths to innovation. [M]

5. Provincial funding limits. [H]

6. Difficulty ensuring service delivery levels where MAHC staff not directly involved. [M]
7. Some key potential sustainability tools are outside MAHC control. [M]
8. Challenge of setting and securing standards for health care access provision beyond MAHC

physical facility. [L]

9. Co-ordination with HUNTSVILLE, BRACEBRIDGE, etc. municipal leadership while strategic
planning still underway. [L]

10. Provincial bed levels and allocation issues. [L]

Engagement

1. Sustained stakeholder consultation. [H]

2. Consistent messaging grounded in Vision and Strategic Themes. [H]

3. Self-ascribed accountabilities across staff ranks. [H]

4. Performance preview approach. [H]

5. Identify untapped sources of clinical judgment at MAHC for ongoing assessment of current +

desired states. [H]

6. Combine Voice of Patient with physician-led service approach. [M]
7. Revamped online and multichannel hospital presence in community and region. [M]
8. Identify potential internal partnering, teaching, mentoring and “buddy system” arrangements to

improve ops. [M]
9. Regular staff engagement surveys and a visible response mechanism. [M]

10. Planning framework for new or extended patient transferring or sharing within catchment area.
[(M]
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Discipline

1. Agenda-driven meetings anchored in key strategic themes. [H]

2. Thoroughgoing accountabilities across MAHC staff ranks. [H]

3. SMART objectives aligned to top-tier initiatives for team leads. [H]

4, Sustained performance review cycles. [H]

5. Business case approach for IT and tech build. [L]

6. Project portfolio management. [L]

7. Regular quantitative surveys. [L]

8. Define shared approach with other care provider partners. [H]

9. A “tickler system” to manage key external relationships (other hospitals, municipalities, etc.) [M]
10. SLT focus on concrete external assessments (e.g. national or provincial safety award) [M]

SCORED Summary

Key Strengths revolve around the energetic community attachment to MAHC's sites, an
appreciation of their history, and the commitment to deliver quality care close to home. The
communities served by MAHC are resourceful and engaged, and staff are strongly focused on
quality of care.

Challenges stem from both resource limitations, not least of which are the size and age of the
facilities, and from province-wide pressures, which have the potential to add uncertainty to
catchment area definition, budgets, and the designation of regional centres, inter alia.

Important Opportunities include raising MAHC's profile and guiding targeted initiatives by
pursuing and publicizing the most important milestones and metrics (reduced wait times, safety
awards, etc.) It will be valuable to clearly delineate inner-circle targets for direct communal
health care delivery, and outer-circle goals for regional health care facilitation, support and
access.

Roadblocks to be surmounted primarily stem from lack of clarity: the strategic plans of key
municipalities, other regional hospitals, and stakeholders with whom MAHC must partner to
help deliver quality, continuous care should be made explicit, weighed, and integrated into
MAHC's long-term planning cycle.

Engagement at MAHC is already high by some measures, but must be grounded in a clearly
stated and continually reinforced commitment to patient care with a people-centred
environment that preserves it local, communal face and focus.
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MAHC’s Discipline must reach across all roles, ensuring the expectations of all staff cohorts are
clear, and accountabilities well-defined and aligned to strategic priorities. The factors feeding
into the quality of care received (from file management to staffing to practices and technology
used) must be jointly managed for synergy, and shared focus.

Much depends on the successful and strategic leverage of complementary strengths at MAHC's
sites. The strategy for care design in light of the foregoing analysis includes, but is by no means
limited to, the following considerations:

The communities served are prone to potentially growing levels of complex case areas
with significant complications attached (dementia, diabetes, renal issues, etc.)
Therefore, collaboration between specialist areas and the strategic joint management of
separate CMGs, is important to manage and minimize complications “upstream”.

Given that LHIN and other Ministry-related structures may continue to evolve,
relationship management with local stakeholders, including volunteer groups and
concerned citizens, is a senior accountability, as is the cultivation of peer-to-peer
relationships.

The default situation, that the majority of employees within an organization do not have
a clear sense of their role and accountabilities, are compounded by the dispersed
service area MAHC is charged with covering, and by the shifting health care landscape.
Therefore, the Accountability Framework and Action Plan priorities must be
communicated broadly, and connect to a transparent performance management
approach with which progress is monitored and optimized.
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Appendix 1

Stakeholder Comparisons, notes
Senior Leadership Team

Quality Care and Exemplary Service
= We are committed to patient and provider safety and quality outcomes
=  We deliver Patient and Family centred care and exemplary service

=  We focus on process improvement and incorporate best practices on an ongoing basis

Financial Sustainability
=  We are accountable and everyone shares the responsibility
= We maintain a balanced budget

=  We leverage the funding systems and formulas & attract appropriate programs, funding
and donors

People and Leadership
=  We retain, attract and develop our people
= We have strong teams built on trusting relationships
= We hold ourselves and others accountable

Education and Innovation

= We capitalize on efficiencies and process improvements and invest in technologies
wisely

= We are a learning destination that provides hands on experience and a broad scope of
practice

=  We take intelligent risks, based on research and evidence

Alignment and Partnership

= We are active participants in the broader health system and align with LHIN and
MOHLTC and priorities

=  We seek opportunities to work with our partners to ensure a healthy workforce and
community

= We build alliances with others, both internally and externally, in relationships and
infrastructure
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Medical Advisory Committee

High Quality Care:
= High quality care for every single patient
= Doing what’s the best thing for that patient
=  Great care for inpatients

Finance & Resources:
=  Better care at less cost
= Balance the budget
= The amalgamation needs to be effective
= Finances need to be in order
= Can’t provide services that we can’t afford
= Hardware and infrastructure to do it — IT needed
= |T piece

People & Leadership:
= HR planning
= Large cohort over 60 and looking to retire
= Need to proactive in recruiting
= Leadership is critical and clear direction
= Be a model for the rest
= Have more accountability

Partnerships & System:
= Part of the family health team

Leadership

Safe Patient and Family centred care
=  We are committed to putting the patient first
= We deliver Patient and Family centred care to meet the needs of our community
= We focus on incorporating best practices

Resources
= We are accountable
= We invest wisely in people and technology
= We leverage the funding systems and maintain a balanced budget

People

=  We retain, and recruit excellent employees
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= Weinvest in leadership at the front line

= We provide a positive, safe and professional work environment

Operational Clarity
= We are accountable and set focused goals and clear objectives

= We use standards of protocol and monitor our performance

| Section

E

= We have streamlined clinical and business processes and consistent policies and

procedures

Collaboration

= We build trusting collaborative relationships through open, honest and transparent

communication

= We have shared governance, and shared learning

=  We think outside the box and are open to new ideas, change and opportunities

Physicians

Safe Care & Quality Service:
= Develop expertise in addressing health care needs of seniors
=  Support active physician involvement
= Health Care Access

= Maintain a broad spectrum of services and establish defining regional links

= No refusal policy for patient transfer e.g. orthopaedics, psychiatry
= Adopt the senior friendly toolkit
= Patient access

= Improve on Patient Access to Orthopaedics

Resources & Funding:
=  Attract ongoing funding
= Funding for adequate resources e.g. staff and infrastructure
= Technology
= Implement IT infrastructure

People & Teams:

= Recruit the people with broad/generalist skill sets

Partnerships:
= Stake out a role in the LHIN

Auxiliary
Safe Care:
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= Good hygiene
= (Clean Environment

= Access to rehabilitation

Resources & Funding:
= Technology

People & Teams:

= Recognize staff and volunteers

Staff

Quality Care & Access
= Enhancing elder care
= Evidence based care
=  Focus on quality care
= Increase hospital beds

= Beresponsible for quality care

= Treating the whole person e. g. physical,

Environmental Scan | Section

emotional and spiritual

= Appropriate service to meet patient needs

Resources & Funding:

=  Secure funding to properly staff programs

= Better recycling program

People & Team:

=  Better communications between frontline staff and management

= Ensure adequate staffing

Education:

= Open to research and participate in own studies

= Responsive to new ideas and solutions

=  Continuing education for staff

Community:
= |nformed communities

= More involvement from the community

Bargaining units

Resources & Funding:
= Technology
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Not wasting $ on needless things i.e. Consultants many times for the same thing
Building partnerships with technological companies

People & Teams:

Staffing

Up-staffing in the summer months to better accommodate the increased population
Work on confidentiality

More consultation with staff before making wide broad changes

Staff input

Building framework of accountability with recognized staff in lead roles

Quality Care & Financial People and Education &
Exemplary Service Sustainability Leadership Innovation
* We are committed to * W are accountable = We retain, attract and = We capitalizeon * We are active
patientand provider and everyone shares developour people efficiencies and participants inthe
safety and gquality the responsibility * We have strong teams PrOCESS Improvements broader health system
outcomes * We maintaina builton trusting and inwestin and align with LHIN
= We deliver Patientand balanced budget relationships technologies wisely and MOHLTC and ST
Family centred care » Weleverage the & Wa hold gurselves and * W are a learning priorities
and exemplary service funding systemsand others accountable destination that * We seekopportunities
= ‘W focus on process formulas & attract provides hands on to work with our
improvement and appropriate programs, experience anda broad partners to ensure a
incorporate best funding and donors scope of practice healthy workforce and
practices on an = We take intelligent community
ongoing basis risks, based on = We build alliances with
research and evidence others, both internally
and externally, in
relationships and
infrastructure
Safe Patient & Resources People Operational
Family Centred Care Clarity
= We are committad to * Wea are accountable | = ‘We retain, and recruit * \We are accountable » We bulld trusting
jputting the patient first = Wi invest wiselyin excellent employess and set focused goals collaborative
= We deliver Patientand people and technology * W investin leadership and clear objectives relationships through
Family centred care to * We leverage the at the front line * We use standards of open, honest and
meetthe needsof our funding systems.and = We provide a positive, protocol and monitor transparent
community maintaina balanced safeand professional our performance communication
« 'We focus on budget work environment * \We have streamlined = We have shared Leadership
incorporating best clinical and business governance, and
jpractices. processes and shared learning
congistent policies and * We think outside the
procedures box and are open to
new ideas, change and
opportunities
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7. References

Statistics were drawn from a number of the most recent available sources including —

Better Outcomes Registry & Network (BORN) Ontario (Niday Perinatal
Database)

Canadian Cancer Registry

Canadian Institute for Health Information, Healthcare Indicator Reports,
Discharge Abstract Database

Ministry of Finance, Population Projection, 2009-2036
North Simcoe Muskoka Local Health Integration Network, Data Branch
Ontario Ministry of Health & Long-term Care, Health Data Branch

Ontario: Ministry of Health and Long Term Care. Rural and Northern Health
Care Framework/Plan Stage 1 Report

Rural and Northern Health Care Framework/Plan Stage Report
Statistics Canada, 2006 Census

Statistics Canada, Canadian Community Health Survey, 2007-2009
Statistics Canada, Vital Statistics

Statistics Canada, Health Indicator Framework, Cancer database
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