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 WHAT IS HEALTH CARE TOMORROW: HOSPITAL SERVICES? 

Health Care Tomorrow: Hospital Services is a collaboration between Brockville General 

Hospital, Hotel Dieu Hospital, Kingston General Hospital (KGH), Lennox & Addington County 

General Hospital, Quinte Health Care, Perth & Smiths Falls District Hospital, Providence Care, 

the Southeastern Ontario Community Care Access Centre (SE CCAC), and the Southeastern 

Ontario Local Health Integration Network (SE LHIN) to help improve access to quality care and 

develop a system of integrated care that can be sustained in the future.  The partners in the 

Hospital Services project agreed to work together to explore opportunities for shared hospital 

services and/or new or expanded collaboration that will improve access and patient care in the 

Southeast.  In addition to the hospitals, CCAC and LHIN, the Faculty of Health Sciences at 

vǳŜŜƴΩǎ ¦ƴƛǾŜǊǎƛǘȅ ǿŀǎ ŜƴƎŀƎŜŘ ǘƘǊƻǳƎƘ ǘƘŜ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƻŦ the Dean.  The current South East 

LHIN supply chain management organization (3SO) was also engaged in the process at various 

levels. 

The project mandate is to: 

¶ Improve the patient experience; 

¶ Improve system capacity; 

¶ Improve access to services; 

¶ Ensure system sustainability. 

The vision of Health Care Tomorrow: Hospital Services is to improve access to high quality care 

through the development of a sustainable system of integrated care. 
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Why Embark Upon This Work? 

A sense of urgency for change emerged in 2013/14 as it became increasingly apparent in the 

South East LHIN and across the hospital partners that a combination of funding reform, high 

spending within our LHIN, and a need to reinvest in other parts of the system had combined to 

create a worrisome financial gap for this region which would continue to grow moving toward 

the year 2023. 

The SE LHIN is a high spender when compared with other LHINs.  Health care has changed, as 

have the needs of patients.  It is clear that the hospital system in the SE LHIN is not designed for 

the patients of tomorrow.  Furthermore, it is expected that lower funding growth in the next 

ten years and will fail to keep pace with population growth or needs. Low population growth in 

the South East results in a negative impact for HBAM funding, resulting in competition for 

dollars against other regions.  In fact, the combined budgets of all of the hospitals in South East 

remain smaller than some individual Toronto and Ottawa hospitals.  

There was agreement that if nothing were to change, the hospitals in the Southeast region 

would be working within the next five to ten years in a very constrained environment where it 

is difficult to provide quality patient care.  This motivated all of the partners to embark together 

on health system transformation through Health Care Tomorrow: Hospital Services.  

PROJECT PHASES 

Between June and September of 2014, the partners embarked on Phase 0 ς a high level 

planning phase.  With the support of external consultants KPMG, LLP we undertook very high 

level planning to ready the region for work that would help us to determine whether and how 

we could transform to address these future funding and quality concerns. 

Phase 1 began in September 2014.  Together and with the support of KPMG, the partners in 

Health Care Tomorrow: Hospital Services essentially asked a specific question: 

Should we work toward transforming the hospital system in the South East? 

Phase 1 helped to determine whether or not data existed to identify the scope and scale of the 

projected problems and of how we might use data to map out a transformation plan to address 

these urgent issues.  As an early step, a visioning day was held to bring together people from 

across the region ς from the hospitals, SE CCAC, South East LHIN, patients, families, primary 

care partners, and others ς to consider a transformation imperative together. 
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Phase 1 involved building the case for change and identifying opportunities for regional 

collaboration through high level collection and consideration of available data.  This phase, 

which culminated in July 2015 with all of the Boards providing approval to proceed to more 

detailed planning, was essentially a visioning phase.   

During this phase of work, seven working groups were struck in two distinct areas: 

1. Business Functions: 

a. Human Resources; 

b. Financial Services; 

c. Information Services; 

d. Facilities/Support Services.  

2. Diagnostics/Therapeutics: 

a. Pharmacy; 

b. Laboratory; 

c. Diagnostic Imaging. 

Four additional groups began to consider clinical needs.  These included: 

a. Complex chronic care; 

b. Elective services; 

c. Tertiary/Quaternary care; 

d. Urgent/Emergent Care. 

Each working group consisted of at least one designated hospital executive who led a team 

comprised of subject experts from across the region.  KPMG provided project structure and 

support, including access to benchmarking, data, and other expert knowledge, facilitation and 

coaching services. 

Between September 2014 and June 2015, each working group invested many hours and 

mapped out a series of directional recommendations scoped to provide an order-of-magnitude 

assessment of the opportunity for a shared service model for each of the identified 

diagnostic/therapeutics and business functions areas for the hospitals in the SE LHIN.  Each 

group considered where we might share services and where we might make other changes in 
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order to improve the patient experience while reducing costs and maximizing efficiency in our 

health care system. 

High level documents were prepared and presented to Boards in July 2015 mapping out: 

¶ Future state model (with highlights to compare with current state); 

¶ Potential savings (including timeline for savings and consideration of one-time 

investments and severance costs); 

¶ Possible phasing of opportunities; 

¶ Critical decision points for CEOs; and 

¶ Recommendations for consideration by CEOs and Boards. 

It was clear at the conclusion of Phase 1 that verification of projected savings and investments 

would be required and would be provided in a subsequent phase of detailed analysis, 

development of financials and due diligence around service delivery models and an approach to 

implementation.   

SUMMARY OF PHASE 1 WORK AND RECOMMENDATIONS: 

Each of the seven working groups in Phase 1 used the Vision 2020 statement to guide their 

work.  This statement was a representation of the strategic direction provided by the South 

East CCAC and Hospitals Executive Forum (SECHEF).  The vision is as follows: 

By 2020, a shared service organization will be fully implemented, supporting the 

provision of all business functions (e.g. Human Resources, Information Services, 

Finance, Facilities/Support Services) subject to a business case that demonstrates 

value. 

The following assumptions were also articulated to guide the work: 

¶ The number of hospital corporations would remain the same; 

¶ Where possible, we would build off our current shared service (3SO)1; 

¶ For planning purposes, consider one regional systems solution; 

¶ /ƻƴǎƛŘŜǊ ŀ άǊŜƎƛƻƴŀƭ ŘƛǎǘǊƛōǳǘŜŘέ ƳƻŘŜƭ ƛƴŎƭǳŘƛƴƎ ƘŀǾƛƴƎ ǎŜǊǾƛŎŜǎ ǊŜƎƛƻƴŀƭ ƛƴ ƻƴŜ 

location; services regionally managed but distributed; some services located at each site 

with identification as to why they need to be local. 

                                                      
1 See section entitled Governance of a Hospital Shared Services (HSS) 
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The regional shared services vision aimed to ensure the efficient delivery of business and 

clinical support areas to enable the hospitals to focus on core clinical services. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

VISION STATEMENTS 

Each working group completed their work in Phase 1 by providing a summary report and a 

recommendation to move to a design phase of work, including the next level of analysis, further 

development of financials and delivery models, and development of a transition approach. 

Business Functions 

The goal of the business functions initiatives is to deliver high-performing, cost-effective, 

integrated business support services ς financial services, human resources, information 

technology and facilities management.   

 

Each working group articulated a vision in Phase 12: 

 

                                                      
2 In Phase 2, some of the Phase 1 vision statements were refined slightly 
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Human Resources:  To deliver a high performing, cost-effective human resources service 

that facilitates a resilient and engaged workforce in support of excellent patient care 

and the mission of each hospital.   

Financial Services:  High value, low cost provider of transactional financial services, 

analytical support and corporate administrative services. 

Facilities/Support Services:  Provide value to customers by facilitating innovative and 

integrated solutions for facilities management and support services. 

Information Services:  To create integrated information services that enable patient 

care, business operations and academics to help deliver the right information to the 

right people at the right time to create and unparalleled patient experience. 

Diagnostics/Therapeutics Functions 

The goal of the Diagnostics/Therapeutics initiatives is to provide accessible, patient-centred and 

cost-effective diagnostic imaging, laboratory and pharmacy services.  Each working group 

articulated a vision in Phase 1: 

Pharmacy Vision:  A regional pharmacy system that provides value to patients and 

providers, and enables seamless access to quality care across the continuum of care. 

Diagnostic Imaging: A regional diagnostic imaging service that meets the needs of all 

patients, providers and programs across the region, provides timely access to services 

and results and supports quality diagnoses for patients. 

Laboratory:  an accessible, high performing laboratory program that is a valued clinical 

partner in the provision of high quality clinical service for patients enabled by strong 

regional accountability, leadership and governance; connectivity and information 

sharing; standardization (quality and utilization); accessible patient collection centres; 

regional clinical/physician services; and shared workforce, capital and other resources. 

Clinical Services 

The goal of the Clinical Services initiatives is to create an integrated system of high-quality 

clinical services for a seamless, excellent patient experience.  In Phase 1, four working groups 

began to consider how regional collaboration and integration of clinical services could improve 

access to high quality care through the development of a sustainable system of integrated care.   

This included mapping out both what attributes a high-performing system in the SE LHIN would 

have, and what elements would be included in a future state model. Reports were provided at 

the end of Phase 1 in the areas of complex chronic care; urgent/emergent services; elective 

services; and tertiary/quaternary care.  There was agreement that additional work was required 
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in Phase 2 to prioritize and move forward with clinical improvements.  

 

REGIONAL PATIENT ADVISORY COUNCIL (RPAC) 

Members of SECHEF agreed early on that keeping patients and families at the centre of the 

Hospital Services project would be vital to ensure that the patient voice informs our planning.   

In May of 2015, a series of open house events were held across the region to ensure that our 

hospital communitiesτincluding staff, physicians and volunteersτ and the public had an 

opportunity to help inform the long-term decision-making for the future of hospital services in 

our region.  Information gathered during the open houses helped to determine what patients, 

families, and community members identified as their health care priorities. This also provided 

an opportunity for the people in our communities and the people who work and volunteer 

within our hospitals to help us understand what they believe is important when it comes to 

their hospital services.  An online survey was administered to engage the public in this visioning 

phase όǎŜŜ ά9ƴƎŀƎŜƳŜƴǘέύ. 

Another mechanism to facilitate engagement of patients and families was to create a Regional 

Patient Advisory Council (RPAC). Formed immediately prior to a regional visioning day in 

October 2014, the RPAC serves in an advisory capacity to SECHEF for the HCT-Hospitals Services 

Project, providing input on matters that impact the experience of patients and their families 

across the South East region and within the mandate of the South East Local Health Integration 

Network.  The Council meets approximately quarterly for up to a half day at a time. 

 Responsibilities include:  

¶ Sharing personal experiences in the health system for the purpose of raising the 

awareness of the patient and family perspective in the development of new service 

models through HCT-Hospital Services  

¶ Making recommendations regarding the HCT-Hospital Services Project initiatives of the 

South East LHIN in improving the patient and family experience, at a system level, across 

the South East region. 

¶ Participating on work teams and provide input on plans for improvement, at a system 

level, within the South East region from the patient and family perspective. 

¶ Supporting wider community consultation and communication around specific South 

East LHIN-wide health system topics, as requested.  

¶ Providing advice on communication and stakeholder engagement strategies.  
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¶ Providing regular updates on the Health Care Tomorrow ς Hospital Services Project to 

the local hospital-based Patient Advisory Councils, with the support of the 

Communications Lead. 

Each hospital and the CCAC within the South East LHIN were asked to identify two individuals from 

their existing respective Patient Advisory Councils to sit on the Council.  Up to 10 additional 

individuals are identified through an application process screened against criteria and selected by 

geography.   RPAC is co-chaired by a representative of the South East LHIN and an RPAC member.  

The CEO representative to RPAC is Cathy Szabo. 

SHIFTING FROM PHASE 1 TO PHASE 2 

By the end of Phase 1 there was consensus that we should work toward transforming the 

hospital system in the South East, and further, Phase 1 had resulted in sufficient preliminary 

data and analysis for us to answer in the affirmative the question: 

Can we transform the hospital system in the South East? 

 

In July of 2015, the Boards of Directors of all seven hospitals, the South East CCAC and the 

South East LHIN approved the Phase 1 work.  CEOs were asked to move the Hospital Services 

project to a design phase of work, including the next level of analysis, further development of 

financials and delivery models, and development of a transition approach.  Phase 2 would be 

ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ ǳǎ ǘƻ ŀƴǎǿŜǊ ƳƻǊŜ Ŧǳƭƭȅ ǘƘŜ ǉǳŜǎǘƛƻƴ ƻŦ ά/ŀƴ ǿŜ ǘǊŀƴǎŦƻǊƳ ǘƘŜ ƘƻǎǇƛtal 

ǎȅǎǘŜƳ ƛƴ ǘƘŜ {ƻǳǘƘ 9ŀǎǘέ ōȅ ŎǊŜŀǘƛƴƎ ŀ ǎŜƴǎŜ ƻŦ ŎƭŜŀǊ ǇǳǊǇƻǎŜ ŀƴŘ ŜǎǘŀōƭƛǎƘƛƴƎ ǊŜƎƛƻƴŀƭ ǘŜŀƳǎ 

to create ownership and engagement for this detailed phase of planning. 

 

The complete Phase 1 reports remain available at www.healthcaretomorrow.ca 

PHASE 2 

A Project Secretariat was formed to guide and oversee the work plan, reporting directly to 

SECHEF on all matters pertaining to Health Care Tomorrow: Hospital Services (see next page). 

  

http://www.healthcaretomorrow.ca/
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Phase 2 began in earnest in autumn of 2015.  Members of SECHEF consulted with the Phase 1 

working group leads to ensure their continued interest in and availability to lead Phase 2.  With 

the approval of their home organizations, the following people were charged with convening 

working groups for Phase 2 and with moving from visioning to more detailed analysis and 

design: 

¶ Brian Allen ς Facilities/Support Services 

¶ Brad Harrington ς Financial Services 

¶ Troy Jones ς Information Services 

¶ Scott MacInnes ς Human Resources 

¶ Cameron McLennan ς Human Resources Advisory 

¶ Mike McDonald and Dr. David Zelt ς Pharmacy 

¶ Jim Flett and Dr. Lois Shepherd ς Laboratory Services 

¶ Jeff Hohenkerk and Dr. Annette McCallum ς Diagnostic Imaging 
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Following consideration of Phase 1 opportunities, clinical leaders determined the following 

priorities for the Phase 2 clinical planning: 

1. A regional evidence-based pathway for COPD and Hip Fractures to improve the patient 

experience by ensuring optimal care for every patient at every hospital site in the 

southeast LHIN. The focus is on the Complex Frail Vulnerable patient population 

¶ Silvie Crawford and Dr. Mike Fitzpatrick  -COPD 

¶ Michele Bellows and Dr. Dick Zoutman- Hip Fractures 

2. A Clinical Services planning with an external consultant to develop service delivery 

options based on desirable best practice with clear roles for each of the 7 hospitals. 

¶ SECHEF Clinical with Michele Bellows and Dr. David Zelt as the Executive Leads   

PROCESS IN PHASE 2 

Each of the Phase 2 leads pulled together working groups with expert representatives from 

ŀŎǊƻǎǎ ǘƘŜ ǊŜƎƛƻƴ ǘƻ ǎǳǇǇƻǊǘ ǘƘƛǎ ǇƘŀǎŜ ƻŦ ǿƻǊƪΦ  ¢ƘŜ ǎǘŀǊǘƛƴƎ Ǉƻƛƴǘ ŦƻǊ ŜŀŎƘ ǘŜŀƳ ǿŀǎ άŎŀƴ ǿŜ 

transform the way this bundle of work happens in order to improve the hospital system in the 

{ƻǳǘƘ 9ŀǎǘΚέ  wŜƎƛƻƴŀƭ ǘŜŀƳǎ ǘƻƻƪ ƻǿƴŜǊǎƘƛǇ ƻŦ ǘƘŜ ǿƻǊƪ ŀƴŘ ōŜƎŀƴ ǘƻ ŘƛǾŜ ƳƻǊŜ ŘŜŜǇƭȅ ƛƴǘƻ 

the high level data pulled together to support Phase 1.  Supported through change 

management activities and engagement with patients/families, staff, physicians, clinical and 

other leaders, teams undertook to do the detailed work to determine if ς with more rigour and 

study ς ǘƘŜȅ ǿƻǳƭŘ ŎƻƳŜ ǘƻ ǘƘŜ ǎŀƳŜ ǇǊŜƭƛƳƛƴŀǊȅ ŎƻƴŎƭǳǎƛƻƴ ŀǎ ǘƘŀǘ ƛƴ ǇƘŀǎŜ м όƛŜΦ άȅŜǎΣ ǿŜ Ŏŀƴ 

ǘǊŀƴǎŦƻǊƳ ǘƘŜ ƘƻǎǇƛǘŀƭ ǎȅǎǘŜƳέύ ƻǊ whether they had recommendations to move in any 

different directions, keeping in mind the vision 2020 imperative.  While teams recognized the 

urgency of the pending problems within the South East LHIN, they were also charged with 

mapping out the value proposition of transformation within each business case. 

Change Management  

A Change Management Steering Committee (CMSC) was struck in Phase 1 (2015) to support the 

change management needs of the Health Care Tomorrow: Hospital Services project.  Each of 

the seven hospitals, the CCAC and 3SO was asked to identify one member to sit on the CMSC.  

Support was provided through project staff.  While this group began to meet late in Phase 1 of 

the project, it has continued to meet twice monthly throughout Phase 2 with one meeting per 

month held jointly with the Communications Group. 

 

Within the structure of the Hospital Services project, CMSC was responsible to the Project 

Secretariat.  Reporting in to CMSC were the following sub-groups: 

¶ Communications; 

¶ Engagement; 
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¶ Human Resources Advisory (HRA); 

¶ Physician Change Management. 

 

Each sub-group was responsible for reporting regularly to CMSC on its activities and for 

ŜƴƎŀƎƛƴƎ ƳŜƳōŜǊǎ ƻŦ /a{/ ŀǎ ƴŜŎŜǎǎŀǊȅ ƛƴ ŘŜǾŜƭƻǇƳŜƴǘ ƻŦ ŀƴŘ ǎǳǇǇƻǊǘ ŦƻǊ ǘƘŜƛǊ ƎǊƻǳǇΩǎ 

priorities and work plans.   

 

Change Management expertise, experience and resources vary widely across the seven 

hospitals in the SE LHIN.  While some hospitals have developed significant structure, processes 

expertise, and teams to support their change management needs, change management was 

less familiar to others.  The structure of a centralized CMSC for Health Care Tomorrow: Hospital 

Services allowed for some shared learning and the development of a shared approach, while 

ǎǘƛƭƭ ǊŜǎǇŜŎǘƛƴƎ ŜŀŎƘ ǳƴƛǉǳŜ ƘƻǎǇƛǘŀƭΩǎ ŎƛǊŎǳƳǎǘŀƴŎes and culture. 

 

Activities for the CMSC included: 

¶ Stakeholder mapping; 

¶ Adopting a change management model for the project (ADKAR ς see below) and 

tracking progress against this model; 

¶ Developing change management tools and facilitating regional change management 

workshops and primers for hospital leaders, project leads and working groups; 

¶ Overseeing and providing input into the development of communications plans brought 

forward through the communications sub-group and its lead; 

¶ Designating an engagement lead and guiding, monitoring and evaluating the 

stakeholder engagement process; 

¶ Receiving regular reports and updates from the Human Resources Advisory group about 

labour relations/human resources issues; 

¶ Aligning with and supporting the physician change management process as necessary. 

ADKAR Model 

The ADKAR model was chosen by CMSC as the change management model for the Hospital 

Services project.  This results-oriented approach aims to give individuals knowledge and tools to 

manage change successfully.  Specifically, ADKAR aims to: 

¶ manage personal transition; 

¶ focus conversations about change; 

¶ diagnose gaps; 

¶ identify corrective actions.3 

                                                      
3 Change Competency ADKAR Assessment 
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ADKAR is a five step process that includes awareness of the need for change; desire to support 

and participate in change; knowledge on what to change and how to function in the new state; 

ability to implement the right skills and behaviours; and reinforcement to sustain the change. 

A major thrust of the work this year has been to help build awareness and desire.  Specifically, 

communications and early engagement efforts were focused on helping stakeholders 

understand the case for change i.e. why do we need to do things differently? (awareness) and  

why should we want to do things differently? (desire).  As Working Groups began to meet to 

evaluate the current state and work toward a proposed future state, we have begun to build 

knowledge (what is required to do things differently?)  

 

What are the changes for hospitals and boards? 

For hospitals and boards, the proposed business cases will prompt key change management 

questions in the knowledge domain: 

¶ ²Ƙŀǘ ǿƛƭƭ ǘƘƛǎ ƳŜŀƴ ŦƻǊ ŜŀŎƘ ƘƻǎǇƛǘŀƭΩǎ ŎǳƭǘǳǊŜΚ  CƻǊ ǎǘŀŦŦΚ 

¶ What does this mean for governance? 

¶ How does this affect local strategic planning? 

¶ What structure, processes and information will boards require to meet their obligations 

in future? 

¶ What is the change that is represented by each of the proposals individually and 

collectively? 

 

Health Care Tomorrow proposals will require the partner hospitals to shift from site-specific to 

integrated, regional care and services.  Teams will need to establish a regional identity while 

ensuring that staff members maintain connections with the hospitals.  In addition, the 

introduction of regional standards and standardization will represent significant change that 

must be managed carefully.  We will need to guide prioritization for staff as they make the shift 

from being provider or hospital focused to being region or system focused.  Finally, as we move 

forward with approval of proposals, we will shift business and diagnostic/therapeutic functions 

from a service provider role to that of strategic partner. 

Role of CMSC members 

As the Working Groups began to meet to map out their current and future states, CMSC 

ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ǇƭŀȅŜŘ ŀƴ ƛƳǇƻǊǘŀƴǘ ǊƻƭŜ ƛƴ ŦŀŎƛƭƛǘŀǘƛƴƎ ǘƘŜƛǊ ƻǿƴ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ŎƘŀƴƎŜ 

management needs (e.g. meetings, discussions, departmental and organizational engagement 

and other work plans) and in ensuring that project change management plans were 

implemented consistently across each site.  Each representative ensured that change 
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management was being implemented at their own hospital, supported activities as necessary, 

and reported back to CMSC as a whole on progress, needs, concerns, trends, and opportunities. 

 

In addition, CMSC representatives were assigned to support various project functions including: 

¶ Presenting to Working Groups about Change Management and providing tools for them 

to use (e.g ADKAR assessment and Change Competency Assessment tools); 

¶ Facilitating focus sessions for Working Group leads (7 members of CMSC facilitated 

dozens of focus sessions for eight Working Groups over approximately five months); 

¶ Pairing with Working Group leads and communications colleagues to support 

engagement activities such as meetings, development of communications tools (e.g. 

Working Group summary documents and creation of Wave 2 expanded summary 

reports for May/June  2016); 

¶ ²ƻǊƪƛƴƎ ǿƛǘƘ /ƻƳƳǳƴƛŎŀǘƛƻƴǎ ǘƻ ŦŀŎƛƭƛǘŀǘŜ ǘƘŜƛǊ ƻǿƴ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ƳŀƴŀƎŜƳŜƴǘ ŀƴŘ 

departmental engagement meetings in early April 2016; 

¶ Serving as a resource for change management needs for presentations by working group 

leads (e.g. to SECHEF, G2G meetings); 

¶ Facilitating regional focus groups to engage key users about the proposed future state 

prior to finalizing business cases; 

¶ Supporting physician change management and engagement activities (e.g. informational 

letters to physicians, communicating updates, supporting physician forums); 

¶ Informing and advising SECHEF and Board Chairs on matters related to communications, 

HRA and change management; 

¶ Together with the working group leads, writing project proposals and summaries for 

review by SECHEF and the Boards. 

 

In winter of 2016, each Working Group was assigned a designated Change Management 

representative, a Communications representative and at least one HR Advisory representative 

to serve as resources to the Working Group lead and his team.  These designates will remain in 

place to support working groups at least until such time as their business cases are brought 

forward to Boards for consideration. 

Engagement  

The engagement plan for Phase 2 was designed to be an ongoing process throughout the 

project, rather than a single event as decisions are being made.  The tactics deployed are 

intended to create opportunities for staff, physicians and leaders to have conversations about 

ǘƘŜ ǇǊƻŎŜǎǎΣ ŎǳǊǊŜƴǘ ǘƘƛƴƪƛƴƎΣ ōŜƴŜŦƛǘǎ ŀƴŘ ŎƻƴŎŜǊƴǎΣ ǊŜŎƻƎƴƛȊƛƴƎ ǘƘŀǘ ǿŜ ŘƻƴΩt yet have all the 

answers.  As part of the change management process, having regular, two-way conversations 
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with everyone who could be impacted by the change can help to reduce anxiety about the 

change and build greater support of the overall project vision.  

The goals of engagement have been as follows: 

1. To help inform working team planning and decisions by gathering meaningful input from 
internal stakeholders and community members; 
 

2. To support the change management process by involving stakeholders in the business case 
development.  This includes providing opportunities for any stakeholder to provide their 
input at different points during phase 2. 

 
An overall engagement plan for Phase 2 of the Health Care Tomorrow ς Hospital Services 

project created opportunities for the Working Teams to gather meaningful input from all 

stakeholders between October 2015 and May 2016 to inform the planning and decision-

making. The ongoing engagement also helped to support the change management process by 

involving stakeholders as early as possible in the future-state design.  

The following engagement activities informed the development of this business case/future 

business model: 

¶ Regular meetings with the Regional Patient Advisory Committee (RPAC) to provide 

updates and ensure the patient/family voice was part of the planning.  Patient advisors 

were also engaged as members of the Chronic Frail Vulnerable, Chronic Obstructive 

Pulmonary Disease and Hip Facture clinical work teams. 

¶ Each hospital/organization kept their hospital leaders informed and involved in the 

Hospital Services project through their regular leader meetings.  

¶ A survey to all regional staff and physicians in November 2015 had more than 900 

respondents and showed that 72% of respondents were aware of the Hospital Services 

project.  Sixty-seven percent of respondents agreed that they understood why the 

hospitals were undertaking this work. 

¶ Focus session events ς meetings with front-line staff and managers in the each of the 

working group areas. These focus sessions ensured the Working Team understood the 

current state, future opportunities, benefits, risks and mitigation strategies, as identified 

by the experts in our region. 

¶ Team Engagement Event ς The Working Team then looped back with these team 

members at a half-day session to show them how their input was used to inform the 

business model and provide another opportunity to gather additional input. 
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¶ Department meetings ς Local hospital leaders provided face-to-face updates on the 

current thinking of each working team to all available staff in affected/potentially 

affected areas in April.  

¶ Summaries of the draft proposed future state and compelling case for change were also 

shared with all regional staff and physicians in April. An open-ended survey tool was 

included to allow input, with 633 people responding.  Respondents were able to choose 

to comment on specific Working Team summaries.  This feedback was then shared with 

ǘƘŜ ǿƻǊƪƛƴƎ ƎǊƻǳǇ ƭŜŀŘ ǘƻ ƛƴŦƻǊƳ ǘƘŜ ǿƻǊƪƛƴƎ ǘŜŀƳΩǎ ŘŜƭƛōŜǊŀǘƛƻƴǎΦ 

¶ Between April 12 ς 30, a total of 633 staff and physicians responded to a survey that 

included a number of general questions regarding the Hospital Services Project and also 

provided the opportunity for respondents to provide input to some or all of the seven 

working teams.  Verbatim responses have been provided to the Working Team Leads to 

help inform their team discussions.   Overall, more respondents were aware of the 

Hospital Services Project by April 2016 (82% aware) than they had been in November 

2015 (see above). 

¶ Most Working Teams then held focus groups in May with key service recipients to 

gather their input on the proposed future state, as the users/internal clients of the 

service. 

¶ A clinical Chronic Frail Vulnerable survey was conducted in spring 2016 to seek input 

from targeted clinicians with special interest in this work. 

¶ Union leaders were kept informed through regular written updates/summaries and 

face-to-face meetings.  

The stakeholder input that was compiled from all of the above engagement activities was 

reviewed and discussed at Working Team meetings in order to inform the ongoing 

development of this business case. Summary engagement information (e.g. survey results) was 

also shared with the CMSC group and presented to the Physician Change Management team as 

well. 

Communication  

A Communications group met on a weekly basis throughout the project to guide 

implementation of communications strategies in support of the Hospital Services project.  This 

group included representatives from each hospital site, the CCAC, 3SO, SE LHIN and project 

staff.  One communications representative was assigned to each of the work teams to support 



 

HealthCareTomorrow.ca 

    
 

 

Phase 2 Wave 1 Introduction 
DRAFT IN PROCESS ï June 2016   
18 | P a g e  

 

 

specific communications needs pertaining to development of the business case and other 

communications tools developed throughout Phase 2. 

 

Throughout the phases of the Hospital Services project, communication goals have been to: 

¶ Increase stakeholder awareness about this project and about the hospital system within 

Southeastern Ontario; 

¶ Build the case for change (what does this initiative do to improve system capacity, to 

improve patient experience, to improve access to services, to improve sustainability); 

¶ Support engagement of staff, patients, families, and physicians; 

¶ Encourage conversations, questions and innovation; 

¶ Provide open, transparent and user-friendly information about the project and its 

progress, available to all stakeholders. 

 

Information and updates about the Hospital Services project have been communicated in a 

ŎŀǎŎŀŘƛƴƎ ƻǊ άŜǾŜǊ-ŜȄǇŀƴŘƛƴƎ ŎƛǊŎƭŜέ ƳƻŘŜƭΦ  ¢Ƙƛǎ ƳŜŀƴǎ ǘƘŀǘ ǘƘƻǎŜ ǿƘƻ ŀǊŜ Ƴƻǎǘ ŘƛǊŜŎǘƭȅ 

involved are informed earliest (e.g. unions and staff in affected or potentially affected 

departments), with all internal stakeholders (staff, physicians, board members, other 

volunteers, learners, where applicable) included as soon as possible then moving toward 

external stakeholders next (eg. patients/families, government representatives such as MPPs, 

mayors, general public). Throughout the life of the project, a concerted effort has been made to 

coordinate timing of communication consistently across the region to avoid disadvantaging any 

given site inadvertently. 

 

These principles will continue to guide communications plans as we move from Phase 2 

(planning) to approval to move to Phase 3 (implementation). 

 

Through the formal project communications plan, information about what proposals have been 

approved and are moving forward will be shared following final consideration by the LHIN 

Board.   This will include targeting both internal and external stakeholders using a variety of 

different tools to disseminate information.  Clear information about the content of the 

proposals and any known timelines and/or next steps will be included in the communication, 

consistent with the principles articulated above. 

 

Once business cases are approved, a communications plan will be developed specific to that 

business case, consistent with the articulated principles and over-arching communications 

strategy for the Hospital Services project.   
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Change Management Moving from Phase 2 to 3 

Education about change management principles and leadership roles in change management 

was provided in Phase 2 for senior leaders of each participating site and Working Group leads.  

It will be particularly important to engage leaders actively in change management again as we 

begin to implement change resulting from business case approvals.  Additional training and 

refreshing of these key concepts will be required.  The change proposed through the Hospital 

Services project is transformational in nature and must be managed carefully. 

 

The ADKAR model can continue to be used as the model to guide change management in Phase 

3.  Priority areas within ADKAR for this next phase will include Knowledge, Ability and 

Reinforcement. 

 

As defined by the Prosci model of change management, we will need to prepare for change 

(define change management strategy, prepare change management team, develop sponsorship 

model), manage change (develop change management plans, take action and implement 

plans), and reinforce change (collect and analyze feedback, diagnose gaps and manage 

resistance, implement corrective actions and celebrate successes).  Particular focus will be 

required on implementing change, monitoring performance, sustaining change and ensuring 

there is a strong culture and skill set for change management.   

 

Executive sponsorship will be critical to success (as demonstrated by global studies of change 

management projects).  This will require: 

¶ Active, visible, engaged executive sponsors/leaders; 

¶ Clarity about their role as change management leaders/supporters; 

¶ Ability and willingness to align other leaders around the project; 

¶ Willingness and ability to deal with resistance to change; 

¶ Clarity about performance ς ǿƘŀǘ ƛǎ ƎƻƛƴƎ ǿŜƭƭΣ ǿƘŀǘ ƛǎƴΩǘ ƳƻǾƛƴƎ ǿŜƭƭΣ ǿƘŀǘ ǎǳŎŎŜǎǎŜǎ 

have been achieved and what needs more attention. 

 

Executive leads will need to work collaboratively and in partnership with project leads and 

change management leads to continue to manage change.  Effective change management post 

Phase 2 and into Phase 3 will be supported through robust communications and ongoing 

engagement strategies.  Key change management tools (e.g. sponsor roadmap, structures and 

processes, training, resistance management, coaching plan and communications) will support 

change management for approved business cases. 
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Physician Change Management Group 

A Physician Change Management Group was formed in summer of 2016, following approval of 

the Phase 1 reports.   Co-Chaired by Dr. Richard Reznick, Dean of the Faculty of Health Sciences 

ŀǘ vǳŜŜƴΩǎ ¦ƴƛǾŜǊǎƛǘȅ ŀƴŘ 5ǊΦ YƛƳ aƻǊǊƛǎƻƴΣ /ƘƛŜŦ ƻŦ Staff at the L&A County General Hospital 

this group consisted of physician leaders from across the region.  Additional members included 

representatives of the CMSC and the project office. 

Meeting approximately monthly, the Physician Change Management Group considered issues 

of key importance to clinical leaders including: 

¶ Information and communication needs of broad physician stakeholder groups, which 

were then addressed with support from the Communications group; 

¶ Engagement needs, which were supported through representatives from CMSC and its 

sub-groups; 

¶ Issues of key concern to clinicians (e.g. patient access to and quality of clinical services, 

retention, scope of work, practice issues). 

 

A key engagement activity led by the Physician Change Management Group in May and June 

2016 was the Physician Forum meetings scheduled in three different locations across the South 

East LHIN.  These sessions provided an opportunity for credentialed clinicians at all seven 

hospital sites and from the community to come together to learn more about proposals within 

the Hospital Services business cases and to share specific feedback for consideration in advance 

of proposals moving forward for board consideration.   

Human Resources Advisory (HRA) 

A Human Resources Advisory Committee was formed in 2015 to support the human resources 

(HR) and labour relations (LR) needs arising from the development of business cases.  This 

group met on a regular basis and also assigned up to two representatives to each of the work 

teams to provide specific HR/LR support as required during the process of developing business 

cases.  Further, this group provided HR/LR guidance and expertise to support communication 

with unions and staff. 

 

In order to avoid repeating general HR and LR information in each separate business case, 

guiding principles and information pertaining to change of this nature is included in this Wave 1 

Introduction document.  Only HR/LR information specific to the business cases is included in 

actual business case documents. 
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Key HR Principles 
The HRA group developed a series of guiding principles to reflect an agreed upon approach to 

people across the region.  Through SECHEF each hospital endorsed this set of guiding human 

resources principles that have influenced the development of each business case.  The key 

principles include: 

Service Considerations: 

¶ Consider all people, including: patients, clients & families, employees (both unionized 

and non-unionized), physicians, volunteers and students; 

¶ Manage any potential transitions to ensure the least amount of disruption to 

patient/client service; 

¶ Treat all impacted people across the region in a fair and respectful manner with 

transparent processes. 

HR Transition: 

¶ Transparency ς Open communications with respects to the HR practices and strategies 

and ensure clear, coordinated and consistent communication protocols and messages 

are in place; 

¶ Consistency ς Model best staffing practices and ensure fair treatment of employees at 

all levels; 

¶ Compliance ς Adhere to collective agreements, memoranda of agreements, 

employment contracts, relevant legislation and common law principles; 

¶ Retention ς promote the retention of key skills and competencies. 

Staffing Strategies: 

Recruitment competitions (primarily leadership roles) will be posted to all internal candidates 

first.  Non-competitive recruitment (non-union) will only be considered under critical 

circumstances with approval of CEOs. 

Possible Strategies to Minimize Employee Impact (attrition and vacancy management 

(leadership roles): 

¶ Sharing positions between organizations; 
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¶ Not filling vacant positions; 

¶ Filling positions on a temporary basis only so that positions can be reduced as process 

improvement creates redundancies.  

Wage harmonization for new organization (SSO) (non-union): 

¶ Each hospital appoints a member to a committee which will design and recommend a 

compensation system; 

¶ That it not be an assumption that harmonization be to the highest level; 

¶ That red circling is used to move higher-paid employees from their hospital position to 

an SSO position. 

¶ As part of their work, the HRA group also contemplated the various employment 

options that might be included in recommendations from working groups to boards.  

Regional Employer 

One regional employer is defined as a single entity that employs management, non-union and 

unionized staff.  A shared service organization or one of the seven hospitals acting as a lead 

agency organization may be considered a single regional employer. 

From a human resources and labour relations perspective, it makes sense to consider a regional 

employer model when: 

¶ Highly skilled resources are difficult to recruit and or retain and where service gaps have 

traditionally occurred or are expected in future because of a shallow labour pool; 

¶ Where sharing of human resources is expected to occur on a regularly recurring basis to 

meet the ǊŜƎƛƻƴΩǎ ƴŜŜŘǎΤ   

¶ Where pooling of the resources will lead to material efficiency gains; 

¶ Where roles are substantially similar across the system with no material differences in 

the work that needs to be performed for each organization; 

¶ Where operational plans are relatively similar across organizations and standardized 

operating procedures can be adopted by most or all hospital partners. 

Benefits of a Regional Employer Model 

There are many benefits to a regional employer model, including: 
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¶ Like positions will fall within a single bargaining unit and collective agreement, and long-

term be managed under common operational provisions such as hours of work, job 

posting, job security, wage and premium provisions; 

¶ Eliminates complexity of managing like positions under multiple collective agreement 

provisions such as hours of work/scheduling provisions; 

¶ Standardized training and education can be implemented with greater ease and staff in 

like positions will have a common base level of skill and equal access to developmental 

opportunities; 

¶ Staff can be deployed to any hospital site to meet system-wide needs without 

contracting out or work of the bargaining unit violations (subject to the applicable 

collective agreements regarding work location, travel provisions, and reassignment, 

etc.); 

¶ For work that does not need to be performed on-site of the hospital location, work can 

be centralized to a single location and the location options determined based on 

optimizing operational effectiveness (e.g. easy access to highway corridor, proximity to 

primary vendors/service providers, etc.); 

¶ Management of a new shared service organization would have fewer collective 

agreements to administer compared to a regionalized management only model.  i.e., 

would eliminate the complexities currently experienced by 3SO management whereby 

they manage staff under different collective agreements at each hospital site; 

¶ Eliminates competitive recruitment and what can be an ongoing flow of incumbents 

shifting employment across providers in the SELHIN.  

Risks with Regional Employer Model 

There are also risks associated with moving to a regional model that must be considered and 

addressed.  They include:   

¶ Familiarization and increased training requirements and costs associated with deploying 

staff to new areas; 

¶ Heightened need for change management and ongoing staff engagement to address: 

o Change in workplace culture and climate as staff disassociate themselves with 

one hospital site;  
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o Potentially lower levels of commitment by staff who are deployed outside of 

their original hospital site (less commitment to organization, community, etc.); 

o Lower sense of accomplishment and fulfillment where employees find 

themselves in roles or with an organization that no longer aligns to their 

individual aspirations; 

o Upward pressures on wages to achieve wage harmonization at the highest level; 

o New Pay Equity Plans for each employee group will be required; 

o Many staff hold multiple responsibilities that often cross traditional boundaries 

(Eg. Support services leader who also holds responsibility for diagnostics and 

therapeutics).  The impact of regionalizing a role must also consider how to 

address otherwise orphaned work.      

o Many staff currently work for multiple hospital employers within the region and 

are therefore able to work a greater number of hours collectively without 

triggering premium payment under a collective agreement or under the 

Employment Standards Act.  Under one employer, their availability to work at 

straight time will be reduced which may cause downstream staffing needs. 

o Staff and the organization as a whole not receiving sufficient support from the 

regional provider to meet service delivery requirements. 

o Labour relations uncertainty is generally lengthy (normally measured in years) 

before final decisions are made by the Ontario Labour Relations Board to 

determine the successful bargaining agent, and then the negotiation of the first 

collective agreement. 

o Practical considerations such as: transportation costs, mileage, inclement 

weather, different work processes including orientation, cultural impacts, seven 

hospitals with seven different strategic plans, etc.  

Labour Relations Overview 
From a labour relations perspective, successful implementation of change in health care is 
complex and challenging.  One of the many facets of complexity that must be addressed is the 
process for resolving human resources and labour relations issues that stem from a health 
services integration. 
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There are several Acts, such as the Labour Relations Act (LRA), Local Health System Integration 
Act (LHSIA), Employment Standards Act (ESA), and most notably the Public Sector Labour 
Relations Transition Act (PSLRTA) that must be considered when change initiatives impact the 
employment relationship of staff or the bargaining rights of unions. 
 
Given the revolutionary nature of HCT: Hospital Services and its Vision 2020 and the broad 
ŘŜŦƛƴƛǘƛƻƴ ƻŦ άƘŜŀƭǘƘ ǎŜǊǾƛŎŜ ƛƴǘŜƎǊŀǘƛƻƴέ ǳƴŘŜǊ t{[w¢!Σ ƛǘ ƛǎ ŀƴǘƛŎƛǇŀǘŜŘ ǘƘŀǘ ǘƘŜ hƴǘŀǊƛƻ [ŀōour 
Relations Board (OLRB) will declare PSLRTA applicable to our change initiatives.  A health 
services integration means an integration that affects the structure or existence of one or more 
employers or that affects the provision of programs, services or functions by the employers, 
including but not limited to an integration that involves a dissolution, amalgamation, division, 
rationalization, consolidation, transfer, merger, commencement or discontinuance.   
 
A PSLRTA declaration would have the effect of minimizing or nulling the applicability of other 
legislation on unionized staff, such as the LHSIA and the LRA.  PSLRTA was enacted to provide 
structure and clarity around the complex labour relations issues arising from restructuring in 
the public sector.   

The operation of PSLRTA is complicated, but its essential features include: 

¶ The entity or entities which performed the services before the transaction is the 

predecessor employer(s); the entity performing the services afterwards is the successor 

employer; 

¶ The union(s) representing bargaining unit(s) immediately prior to the changeover date 

which were affected by the integration acquires bargaining rights at the successor 

employer.  Their bargaining rights remain in force until the completion of a process 

where the identity of the bargaining agents (unions) is determined; 

¶ Any collective agreements that applied to employees of the predecessor employer 

continue to apply with respect to those employees who are employed by the successor 

employer and the successor employer is bound by the collective agreements; 

¶ A process is then provided by which the identity of the bargaining agents (unions) and 

the description and composition of the bargaining units at the successor employer are 

determined.  If more than one union has bargaining rights with respect to the resulting 

bargaining unit at the successor employer, a secret ballot vote is held to allow 

employees to select which union they wish to have represent them.  If 40% or more of 

the employees in the bargaining unit were not represented by a union at their 

predecessor employer than the secret ballot must include having no union as an option;  
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¶ The successor employer must then negotiate a new collective agreement for the 

bargaining unit(s).  It can often take months or years to negotiate a first collective 

agreement following integration.  The successor employer is required to administer all 

of the predecessor collective agreements until the new collective agreement is finalized.  

This can lead to staff in identical classifications temporarily working under different 

terms and conditions of employment such as wages, benefits, and work schedules.  The 

harmonization of wages is typically a significant issue in the negotiation of a collective 

agreement following integration and the union(s) will push to harmonize wages to the 

highest rate.  Although very fact specific, in interest arbitration arbitrators will tend to 

favour harmonization (often to the highest rate) as opposed to having employees 

performing the same work at different wage rates.   

¶ In addition, there will likely be pay equity obligations under the Pay Equity Act.  Under 

the Act, each employee group (bargaining unit) must achieve and maintain pay equity; 

and 

¶ Recognition and preservation of the seniority rights of affected employees.  Simply put, 

t{[w¢! ǇǊƻǾƛŘŜǎ ǘƘŀǘ ŜƳǇƭƻȅŜŜΩǎ ǎŜƴƛƻǊƛǘȅ ƛǎ άŘƻǾŜ-ǘŀƛƭŜŘέΣ ƳŜŀƴƛƴƎ ǘƘŀǘ ŜŀŎƘ 

employee brings with them their previous seniority and a new seniority list is created. 

Although PSLRTA helps the parties by laying groundwork, it does not cover all issues that arise 
as a result of a restructuring.  In the past, four of the seven hospitals in the SELHIN have 
negotiated Human Resources Labour Adjustment Plans (HRLAPs) with partner hospitals and 
unions to provide clarity on the process of addressing issues not covered by PSRLTA.  All 
agreements have expired. 
 
An HRLAP is a voluntary agreement between parties who would be impacted by a restructuring 
- typically multiple employers and bargaining agents.  An HRLAP can cover any number of 
issues, but typically they would deal with a process for determining bargaining unit descriptions 
and representation upon an integration and a process for the selection of employees to move 
from the predecessor to successor employer.  This can often include provisions such as 
enhanced early retirement or severance packages for impaŎǘŜŘ ŜƳǇƭƻȅŜŜǎΦ  Iw[!tΩǎ ŀƭǎƻ 
typically include a dispute resolution process to be used by the parties prior to, or in place of, 
any issues being referred to the OLRB.   
 
Importantly, PSRTA provides that the terms of an HRLAP, agreed upon between an employer 
and bargaining agent, prevail over the terms of PSLRTA.  The only exception to this rule is with 
respect to the mandatory provision in PSLRTA regarding seniority.  This is the primary benefit of 
an HRLAP ς it removes uncertainty and lets the parties control the process, as opposed to the 
OLRB controlling the process.  Negotiating an HRLAP also affords the parties an opportunity to 
establish restructuring terms outside the scope of the PSLRTA.  In complex integrations it is 
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typical that the parties negotiate an HRLAP prior to the integration occurring and mediate any 
issues post-integration, as opposed to litigating the issues at the OLRB.  The terms of an HRLAP 
would only apply to the parties of the HRLAP and only to issues as between them.  For example, 
if one party is not a signatory to the HRLAP, issues involving that party, either alone or in 
conjunction with the other parties, will be resolved by application of PSLRTA. 
 
It should be noted that the process for determining which employees (below leadership) move 
to a successor employer will be determined on the basis of any negotiated HRALP or pursuant 
to the respective seniority, lay-off/recall, job posting and early retirement language of each 
predecessor agreement.  Regardless of specific collective agreement language, employees will 
ƘŀǾŜ ǘƘŜ ŎƘƻƛŎŜ ǘƻ ǊŜƳŀƛƴ ǿƛǘƘ ǘƘŜ ǇǊŜŘŜŎŜǎǎƻǊ ŜƳǇƭƻȅŜǊ ŜǾŜƴ ƛŦ ǘƘŀǘ ŜƳǇƭƻȅŜŜΩǎ Ǉƻǎƛǘƛƻƴ ƛǎ 
transferred to the successor employer.  Options for the employee remaining with his/her 
employer could be expensive and disruptive and may include taking a separation allowance or 
retirement package (if qualified) or exercising rights to bump or accept a layoff.   
 
Negotiation of an HRLAP between ά¢ƘŜ IƻǎǇƛǘŀƭǎέ and each respective union is recommended 
prior to implementation of change that will directly affect staff below the leadership level. 

One of the main labour relations hurdles in hospital restructuring has come from the very 
restrictive contracting out provisions contained in most, if not all, hospital collective 
agreements.  The collective agreements typically include restrictions on contracting out work 
performed by the bargaining unit if it would result in the lay-off of bargaining unit staff, or in 
some cases, a loss of benefit.  The agreements also typically include significant notice to, and 
consultation requirements with, the union in the event of a contracting out.  
 
In a true sub-contracting arrangement there is no transfer of bargaining rights from one entity 
to another.  A true contracting out arrangement would occur when a hospital stops performing 
some scope of work in whole or in part and contracts with an independent third party to 
perform that work.  The contractor is responsible to staff and manage the work.  This is 
different from other scenarios where some or all of the employees performing the work are 
transferred from the hospital to a new entity (successor employer) and the new entity performs 
the work.    
 
In order for any sub-contracting to be considered, any bargaining unit staff performing the work 
will most likely need to be retained by their respective hospitals.  Generally, the retained staff 
must be kept whole with respects to wages, hours of work, schedules, and various other 
employment arrangements. 

Non-union Staff 

All non-union employees are subject to a contract of employment.  A contract of employment 
does not need to be in writing and many provisions in an employment contract are implied.  
Accordingly, it is imperative that individual contracts of employment are considered with 
















