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WHAT IS HEALTH CAREMORROW: HOSPITERSICES?

Health Care Tomorrow: Hospital Services is a collaboration betv&reckville General
Hospital, Hotel Dieu HospitalKingston 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 Hath 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 dhawspital

services and/or new or expanded collaboration that will improve access and patient care in the
Southeast. In addition to the hospitals, CCAC and LHh¢, Faculty of Health Sciences at
vdzSSyQa | YAGSNERAGE ¢ a Sy e 3SR The KUN@REAKEast KS LI
LHINsupply chain management organization (3SO) was also engaged in the process at various
levels.

The project mandate is to:
1 Improve the patient experienge
1 Improve system capacity
1 Improve access to services
1 Ensure sytem sustainability.
The vision of Health Care Tomorrow: Hospital Servicesiisgmve access to high quality care

through the development of a sustainable system of integrated care.

Help patients have
the best possible
experience in our

hospital system

Improve Determine the role of each
system hospital in southeastern

capacity Ontario

Work together
Improve Ensure within the

access to system money that is
sustainability available

Improve patient flow,
reduce wait times, :
help patients services
navigate their care
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Why Embark Upon This Work?

A sense of urgency for change emeatga 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 worrisme 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 irst&HIN is not designed for

the patients of tomorrow. Furthermore, it is expected tHatver funding growthin the next

ten years and will fail to keep pace with population growth or neédsv population growth in

the South East results in a negative aap for HBAM funding, resulting in competition for
dollars against other regions. In fact, the combined budgetdl@f the hospitals in South East
remain smaller than somiadividualToronto and Ottawa hospitals.

There was agreement that ifothing 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 carelhis motivated all of the partners to embark together
on healthsystem transformation through Health Care Tomorrow: Hospital Services.

PROJECT PHASES

Between June and September of 2014, the partners embarked on Phasa fQigh level
planning phase. With the support of external consultants KPMG, Luhaeztook 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 201%ogether and with the support of KPMG, tbartners in
Health Care Tomorrow: Hospital Services essentially asked a specific question:

Shouldwe 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 saake of
projected problemsand 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 regiorg from the hospitals, SE CCAC, South East Ipdiknts, families, primary

care partners, and othersto consider a transformation imperative together.
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Phase linvolved building the case for change and identifying opportunities for regional
collaborationthrough high level collection and consideratiof available data This phase,
which culminated in July 2015 with all of the Boards providing approval to proceed to more
detailed planning, was essentiallyw&ioningphase.

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

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 idclude
a. Complex chronic care
b. Elective services
c. Tertiary/Quaternary care
d. Urgent/Emergent Care.

Each working group consisted of laast onedesignated hospital executive who led a team
comprised of subject experts from across the region. KPMG provided psijecture and
support, including access to benchmarking, data, atieer expert knowledge, facilitation and
coaching services.

Between September 2014 and June 2015, each working gnougsted many hours and
mapped out a series of directional recommenidais scoped to provide an ordef-magnitude
assessment of the opportunity for a shared service model for eaththe identified
diagnostic/therapeutics and business functioaeas for the hospitals in the SE LHIN. Each
group considered where we might ate 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:

1 Future state model (with highlights to compare with current state)

1 Potential savings (including timeline for savings and consideration ofimee
investments and severance costs)

1 Possible phasing of opportunities
9 Critical decision points for CE@sd
1 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 finanials and due diligence around service delivery models and an approach to

implementation.

SUMMARY OF PHASEQRK AND RECOMMENIDNS:

Each of the seven working groups in Phase 1 used the Vision 2020 statement to guide their
work. This statement was apeesentation of the strategic direction provided by tiS®uth
East CCAC aitbspitals Executive Forum (SECHEF). The s®follows:

By 2020, a shared service organization will be fully implemented, supporting the
provision of all business functionge.g. Human Resources, Information Services,
Finance, Facilities/Support Services) subject to a business case that demonstrates
value.

The followingassumptions weralsoarticulatedto guide the work

The number of hospital corporations would remain teme;
Where possible, we would build off our current shared service (8SO)

For planning purposes, consider one regional systems sojution

= = =A -

/| 2Y&AARSNI I aNBIA2Yylf RAAGNAOdzIi SRE Y2RSH
location; services regionally maredybut 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)
Phase 2 Wave 1 Introduction
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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 focascore clinical services.

Phase 1
Sept 14-June 15
Build Case for

Phase 2 Phase 3

Sept 2015-June TBD
2016 Implementation

Phase 0
June -Sept 14

Planning Change, Identify
Opportunities for
Regional
Collaboration

Analysis, (If Business
Design, Business Cases are

Case approved)

Phase 1 Final Report:
In July/Aug 2015: The Boards of SECCAC, SE Hospitals and SE LHIN supported
the work team recommendations and gave direction to proceed to Phase 2

Phase 2 Includes: Design plans/business Case, stakeholder engagement,
change management.

June 2016-Submissions for Board Approval (wave 1 incl. Labs, Information
Services, Decision Support

Fall 2016 — Submissions for Board Approval (Wave 2 incl. Finance, Human
Resources, Facility Services, Diagnostic Imaging, Pharmacy)

Fall-Winter 2016 — Detailed Clinical Planning and Engagement Underway.

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

Business Functions

The goal of the business functions initiatives is to deliver -piggiorming, costeffective,
integrated business support services financial services, human msgrces, information
technology and facilities management.

Each working group articulated a vision in Phase 1

2In Phase 2, some of the Phase 1 vision statements were refined slightly
Phase 2 Wave 1 Introduction
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Human ResourcesTo deliver a high performing, cesffective human resourcesrvice
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 adnistrative services.

Facilities/Support Services Provide value to customers by facilitating innovative and
integrated solutions for facilities management and support services.

Information Services: To createintegrated information servicethat enable @tient
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 initiasiv@to provide accessible, patiecgntred and
costeffective 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 ImagingA regional diagnostic imaging service that meets the needs of all
patients, providers and programs across the region, provides timely access to services
andresults 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 efuabty

clinical services for a seamless, excellent patient experience. In Phase 1, four working groups
began to consider how regional collaboration and integratioclwfical 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 higgrforming system in the SE LHIN would
have, and what elements would becluded 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

Phase 2 Wave 1 Introduction
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in Phase 2o prioritize and move forward with clinical improvements.

REGIONAL PATIENT HDRY COUNCIL (RPAC)

Members of SECHEF agreed early on that keeping patients and families at the centre of the
Hospital Services project would be vitalensure that the patient voice inforn@ur planning.

In May of 2015, a series of open house evemése held across the region to ensure that our
hospital communities including staff, physicians and volunteersand the public had an
opportunity to helpinform the longterm decisioamaking 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 atswiged

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 entip@geublic in this visioning
phased 4SS a9y AL ASYSyYy (£

Another mechanism to facilitate engagement of patients and families was to create a Regional
Patient Advisory Council (RPAERrmed immediately prior to a regional visioning day in
October 2014, 1te RPAC serves in an advisory capacity to SECHEF for tHeddfifals 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 Hegjthtlon
Network. The Council meets approximately quarterly for up to a half day at a time.

Responsibilities include:

1 Sharing personal experiences in the health system for the purpose of raising the
awareness of the patient and family perspective in tlezelopment of new service
models through HGHospital Services

1 Making recommendations regarding the HBdspital Services Project initiatives of the
South East LHIN in improving the patient and family experience, at a system level, across
the South Eagtegion.

1 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.

1 Supporting wider community consultation and communication around specific South
East HINwide health system topics, as requested.

1 Providing advice on communication and stakeholder engagement strategies.

Phase 2 Wave 1 Introduction
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1 Providing regular updates on the Health Care Tomorgd#ospital Services Project to
the local hospitabased Patient Advisory Councilgth 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 Coutupl.to 10 additional
individualsare identified through an application process screened against criteria and selected by
geography. RPAC is-duaired by a representative of the South East LHIN and an RPAC member.
The CEO representative to RPAC is Cathy Szabo.

SHIFTING FROM PHASKE PHAS?2

By the end of Phase 1 there was consensus thatsi@uldwork 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:

Canwe 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 EastHIN approved the Phase 1 work. CEOs were asketbt@ the Hospital Services

projectto a desigrphase of work, including the next level of analysis, further development of
financials and delivery models, and development of a transition approdimase 2 would be

0KS 2LIR2NIdzyAde F2NJ dza (2 | yagSN Y2NB taFdz € &
aeaidsSy Ay GKS {2dz2iK 9Fadé¢ o0& ONBIFIOGAYy3a | &aSyas
to create ownership and engagement for this detailed phase of planning.

The complete Phase 1 reports remain availablenatv.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).
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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 weharged with convening
working groups for Phase 2 and with moving from visioning to more detailed analysis and
design:

91 Brian Alleng Facilities/Support Services
Brad Harringtorg Financial Services
Troy Joneg Information Services
Scott Maclnneg Human Resources
Cameon McLennang Human Resources Advisory
Mike McDonald and Dr. David ZeglPharmacy
Jim Flett and Dr. Lois Shepd ¢ Laboratory Services
Jeff Hohenkerk and Dr. Annette McCallgriagnostic Imaging

=4 =4 4 -4 -4 - -9
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Following consideration of Phageopportunities, clinical leaders determined the following
priorities for the Phase 2 clinical planning:

1. Aregional evidencbasedpathwayfor COPD and Hip Fracturesitgprove the patient
experience by ensuring optimal care farerypatient ateveryhospital sitein the
southeast LHINThe focus is on the Complex Frail Vulnerable patient population
1 Silvie Crawford and Dr. Mike Fitzpatri€ROPD
1 Michele Bellows and Dr. Dick Zoutmaiip Fractures

2. A Clinical Services planning with an external consuttadevelop service delivery
options based on desirable best practice with clear roles for each of the 7 hospitals.
1 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
FONR&aa GKS NBIA2Yy (2 &dzLILI2NI GKAA LIKIFAS 2F g2
transform the way this bundle of work happens in order to improve thegdital system in the

{2dz0K 91 AGK#E wSIA2y Lt GSIFrYa (G221 26YSNBKALI 2
the high level data pulled together to support Phase 1. Supported through change
management activities and engagement with patients/familis&ff, physicians, clinical and

other leaders, teams undertook to do the detailed work to determinewfith more rigour and

studyci KSe& g2dzZ R 02YS G2 (GKS alFyYS LINBfEAYAYLlINE O2
OGN yaF2N)Y (KS K vkethBr heyf hadirécanintndations @ Ndove 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 thevalue prgoosition 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 th whe 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 followinggobps:

1 Communications;

1 Engagement;
Phase 2 Wave 1 Introduction
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1 Human Resources Advisory (HRA);
1 Physician Change Management.

Each suklgroup was responsible for reporting regularly to CMSC on its activities and for
Sy3ar3aAay3a YSYoSNBR 2F /a{/ +ta ySOSaalNeE Ay RS¢
priorities and workplans.

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,geghamnagement 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
AGATf NBaLISOUAYy3I SI OrsawychllprdzS K2 A LA G £ Qa OA NDdz

Activities for the CMSC included:

1 Stakeholder mapping;

1 Adopting a change management model for the project (AD&K#d® below) and
tracking progress against this model,

1 Developing change management tools and facilitating regional charageagement
workshops and primers for hospital leaders, project leads and working groups;

1 Overseeing and providing input into the development of communications plans brought
forward through the communications stdroup and its lead,;

1 Designating an engagemilead and guiding, monitoring and evaluating the
stakeholder engagement process;

1 Receiving regular reports and updates from the Human Resources Advisory group about
labour relations/human resources issues;

1 Aligning with and supporting the physician chamggnagement process as necessary.

ADKAR Model

The ADKAR model was chosen by CMSC as the change management model for the Hospital
Services project. This resutisented approach aims to give individuals knowledge and tools to
manage change successfullypecifically, ADKAR aims to:

1 manage personal transition

i focus conversations about change
1 diagnose gaps

1 identify corrective actions.

3 Change Competency ADKAR Assessment
Phase 2 Wave 1 Introduction
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ADKAR is a five step process that inclua@arenessof the need for changedesireto support
and participate in chareg knowledgeon what to change and how to function in the new state;
ability to implement the right skills and behaviours; amdnforcementto sustain the change.

A major thrust of the work this year has been to help build awareness and desire. Spgcifica
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 Grougarbt® 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 busteases will prompt key change management
guestions in theknowledgedomain:
T 2KFEG gAff GKA& YSFEY FT2N SIFOK K2aLWhAdlfQa Odz
1 What does this mean for governance?
1 How does this affect local strategic planning?
1

What structure, processes and infoation will boards require to meet their obligations
in future?

1 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 frorrspieific 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 represeghificant 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, weillsshift 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
NBELINSaASYuUuldA@Sa L FEeSR Fy AYLERZNUIYyOG NRES Ay
management needs (e.g. meetings, discussions, departmental and organizationgeereyd

and other work plans) and in ensuring that project change management plans were
implemented consistently across each site. Each representative ensured that change

Phase 2 Wave 1 Introduction
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management was being implemented at their own hospital, supported activities assmyes
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:

1 Presenting to Working Groups about Change Management amdding tools for them
to use (e.g ADKAR assessment and Change Competency Assessment tools);

1 Facilitating focus sessions for Working Group leads (7 members of CMSC facilitated
dozens of focus sessions for eight Working Groups over approximately five rjonths

1 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 208);

T 22Nl AYy3 SAGK /2YYdzyAOFGA2ya (G2 FLOAEAGEGS
departmental engagement meetings in early April 2016;

1 Serving as a resource for change management needs for presentations by working group
leads (e.g. to SECHEF, G2G ingsj;

1 Facilitating regional focus groups to engage key users about the proposed future state
prior to finalizing business cases;

1 Supporting physician change management and engagement activities (e.g. informational
letters to physicians, communicating ugda, supporting physician forums);

1 Informing and advising SECHEF and Board Chairs on matters related to communications,
HRA and change management;

1 Together with the working group leads, writing project proposals and summaries for
review by SECHEF and thaaRls.

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. Thesaatesigvill 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
0KS LINRPOSaaxX OdaNNByld OGKAY1AYy3IZ oSyteakedithe  yR O
answers. As part of the change management process, having regulawaywegonversations

Phase 2 Wave 1 Introduction
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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 projectorisi

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 lusiress case
development. This includes providinogportunities for any stakeholder to provide their
input at different points during phase 2

An overall engagement plan for Phase 2 of the Health Care Tomagrblespital Services
project createdopportunities for the Working Teasto 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 enftliure-state design.

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

1 Regular meetings with the Regional Patient Advisory CommiR&&AClo provide
updates and ensure the patient/family voice svpart 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.

1 Each hospital/organization kept their hospital leaders informed and invailvéte
Hospital Services project through their regular leader meetings

1 A survey to all regional staff and physigamNovember 2015 had more than 900
respondentsand showed that 72% of respondents were aware of the Hospital Services
project. Sixtysewen percent of respondents agreed that they understood why the
hospitals were undertaking this work.

1 Focus session eventsneetings with frontline staff and managers in theach of the
working groupareas. These focus sessions ensured the Working Teararstabd the
current state, future opportunities, benefits, risks and mitigation strategies, as identified
by the experts in our region.

1 Team Engagement EveniThe Working Team then looped back with these team
members at a halflay session to show them haweir input was used to inform the
business model and provide another opportunity to gather additional input.
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1 Department meetingg Local hospital leaders provided fateface updates on the
current thinking ofeachworking team to all available staff affected/potentially
affected areasn April.

1 Summaries of the draft proposed future state and compelling case for change were also
shared with all regional staff and physicians in April. An egreated survey tool was
included to allow input, with 633 mple responding Respondents were able to choose
to comment on specific Working Team summaries. This feedback was then shared with
GKS 62NJAy3 3INRdzL) f SFR G2 AYyF2NY GKS 62NJ A

1 Between April 12; 30, a total of 633 staff and physiomresponded 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 proviti® the Working Team Leads to
help inform their team discussionsOverall, more respondents were aware of the
Hospital Services Project by April 2q{88% aware)han they had ben in November
2015 (see above).

1 MostWorking Tearathen held focus groupm May with key service recipients to
gather their input on the proposed future state, as the users/internal clientbef
service.

1 A clinical Chronic Frail Vulnerable survey was conducted in spring 2016 to seek input
from targeted clinicians with speciiterest in this work.

1 Union leaders were kept informed through regular written updates/summaries and
faceto-face meetings.

The stakeholder input that was compiled from all of the above engagement activities was
reviewed and discussed at Working Team etiegs in order to inform the ongoing
development of this business castummary 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 Communicationsgroup 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. he communications representative was assigned to each of the work teams to support
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specific communications needs pertaining to development of the business case and other
communications tools developed throughout Phase 2.

Throughout the phases of the HotgdiServices project, communication goals have been to:
1 Increase stakeholder awareness about this project and about the hospital system within
Southeastern Ontario;
1 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);
1 Support engagement of staff, patients, families, and physicians;
Encourage conversations, questions and innovation;
1 Provide open, transparent and usg&rendly informationabout the project and its
progress, available to all stakeholders.

=

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

OF 40F RAYBERINY RBYSENOANDOE Sé¢ Y2RSt o ¢tKAa YSIya
involved ae 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 regiorvtmdadisadvantaging any

given site inadvertently.

These principles will continue to guide communications plans as we move from Phase 2
(planning) toapproval to move td?hase 3 (implementation).

Through the formal project communications plan, informataiyout 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 informan. 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 wikusoded specific to that
business case, consistent with the articulated principles and -axeting communications
strategy forthe Hospital Services project.
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Change Management Moving from Phase 2 to 3

Education about change management principles aeadership 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 raking 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 canntmue 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 ne@defmare for chamge
(define change management strategy, prepare change management team, develop sponsorship
model), manage change(develop change management plans, take action and implement
plans), andreinforce change(collect and analyze feedback, diagnose gaps and neanag
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.

Executve sponsorship will be critical to success (as demonstrated by global studies of change
management projects). This will require:
1 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 g K 4 A& 3JI2Ay 3 ¢Sttt gKIG AayQi
have been achieved and what needs more attention.

= =4 =4 A

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 communicaticthsoagoing
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 &hagement Group

A Physician Change Management Group was formed in summer of 2016, following approval of
the Phase 1 reports. &ohaired by Dr. Richard Reznick, Dean of the Faculty of Health Sciences
Fd vdzSSyQa | yADSNEBEAGE StaffRat the N&A CYuhty GeactaNdbBpdaR Y >
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 Grongidered issues
of key importance to clinical leaders including:
1 Information and communication needs of broad physician stakeholder groups, which
were then addressed with support from the Communications group;
1 Engagement needs, which were supported tingb representatives from CMSC and its
sub-groups;
1 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 Managemeuap @r 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 talger 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 Coittee was formed ir2015to 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 providespecific 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 oh esparate 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 B Principles

The HRA group developed a series of guiding principles to reflect an agreed upon approach to
people across the region. Through SECe&HeR hospitakndorsed this set of guiding human
resources principles that have influenced the developmeheach business case. The key
principles include:

Service Considerations:

1 Consider all people, including: patients, clients & families, employees (both unionized
and nonunionized), physicians, volunteers and students;

1 Manage any potential transitions &nsure the least amount of disruption to
patient/client service;

1 Treat all impacted people across the region in a fair and respectful manner with
transparent processes.

HR Transition:

1 Transparency Open communications with respects to the HR practicesstradegies
and ensure clear, coordinated and consistent communication protocols and messages
are in place;

1 Consistency Model best staffing practices and ensure fair treatment of employees at
all levels;

1 Compliance; Adhere to collective agreements, menamda of agreements,
employment contracts, relevant legislation and common law principles;

1 Retentiong promote the retention of key skills and competencies.

Staffing Strategies:

Recruitment competitions (primarily leadership roles) will be posted to tdrmal candidates
first.  Nonrcompetitive recruitment (norunion) will only be considered under critical
circumstances with approval of CEOs.

Possible Strategies to Minimize Employee Impact (attrition and vacancy management
(leadership roles):

1 Sharing posions between organizations;
Phase 2 Wave 1 Introduction
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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) (hramion):

T

T
1

Each hospital@points 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 highmid employees from their hospital position to
an SSOgsition.

1 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 gemeant, norunion 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 seosedider a regional
employer model when:

T

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 ipested to occur on a regularly recurring basis to
meettheNSEIA 2y Qa ySSRaT

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 needdo 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 benefit® a regional employer model, including:
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1 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 pisens;

1 Eliminates complexity of managing like positions under multiple collective agreement
provisions such as hours of work/scheduling provisions;

i Standardized training and education can be implemented with greater ease and staff in
like positions will ave a common base level of skill and equal access to developmental
opportunities;

1 Staff can be deployed to any hospital site to meet systide needs without
contracting out or work of the bargaining unit violations (subject to the applicable
collective greements regarding work location, travel provisions, and reassignment,
etc.);

1 For work that does not need to be performed-eite 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.);

1 Management of a new shared service organization would have fewer collective
agreements to administer compared to a regionalized mansgyg 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;

1 Eliminates competitive recruitment and what can be an ongoing flowafmbents
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:

1 Familiarization and increased trainingguirements and costs associated with deploying
staff to new areas

1 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 organizatithat no longer aligns to their
individual aspirations;

o0 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 crasaditional 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.

o0 Many staff currently work for multiplaospital 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 té& @
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 genesalengthy (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: trangpton 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 implemematb 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 Ag; 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
RSTAYAGAZ2Y 2F aKSIfGK ASNBAOS Ay dSaNI laurzy ¢ dzy
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, servicefunctions 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 effeahibiimizing 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:

1 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;

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

1 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 sucasor employer is bound by the collective agreements;

1 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 onanion 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 bargainingit 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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1 The successor employer must then negotiate a new collective agreement for the
bargaining unit(s). It can often take mostbr 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 identioahssifications 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 integ#on 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 workt different wage rates.

1 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

1 Recognition and preservation of the seniority tiglof affected employees. Simply put,
t {[we¢! LINPZARSaA (KIUi BYME SRESQX¥SAFYVANKKe @
employee brings with them their previous seniority and a new seniority list is created.

Although PSLRTA helps the parties by laying groarigvit 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 # 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 bargpimit 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 paS R SYLJX 2e8SSa o | W
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 aneemploy
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 HRLAE it removes uncertainty and lets the parties ¢ayl 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 negatie an HRLAP prior to the integration occurring and mediate any
issues postntegration, 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 Ielaigg¢nsiove

to a successor employer will be determined on the basis of any negotiated HRALP or pursuant

to the respective seniority, lagff/recall, job posting and early retirement language of each
predecessor agreement. Regardless of specific collecgireement language, employees will

KIFdS GKS OK2A0S G2 NBYIFIAY 6AGK GKS LINBRSOS:ia:
transferred to the successor employer. Options for the employee remaining with his/her
employer could be expensive and disruptesed may include taking a separation allowance or

retirement package (if qualified) or exercising rights to bump or accept a layoff.

Negotiation of an HRLAP betweén¢ K S | 2aéd éwdh reSpactive union is recommended
prior to implementation of chage 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 Haf§ of bargaining unit staff, or in
some cases, a loss of benefit. The agreements also typically includé&aignifotice to, and
consultation requirements with, the union in the event of a contracting out.

In a true sukcontracting arrangement there is no transfer of bargaining rights from one entity
to another. A true contracting out arrangement would ocetren 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 ot af 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 suzontracting 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.

Nonunion Staff

All nonunion employees are subjetd 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
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