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SUBJECT/OBJET LAND AMBULANCE SERVICES IN OTTAWA-CARLETON

DEPARTMENTAL RECOMMENDATIONS

1. That Community Services Committee and Council receive this report for
information;
2. That Community Services Committee recommend that Council authorize:

a) The Chief Administrative Officer and Medical Officer of Health to select an
interim transition manager to oversee the work necessary for the Regional
Corporation's assumption of the proper provision of land ambulance service
in Ottawa-Carleton as soon as is practical,

b) The Chief Administrative Officer and Medical Officer of Health to establish
an inter-departmental transition team and select its members, and,;

3. That Community Services Committee recommend that Council commit to ensuring
the provision of land ambulance service in accordance with the Ministry of Health's
fundamental principles that the service be accessible, integrated, accountable and
responsive.



EXECUTIVE SUMMARY

The transition to Regional responsibility for land ambulance service in Ottawa-Carleton is a
complex issue involving many different, inter-connected stakeholders. Assuming the proper
provision of land ambulance service in this region will involve working closely with the Ministry

of Health, private ambulance providers, the Base Hospital Program Ottawa-Carleton, the local
hospitals and fire departments. To begin this transition, Regional Council should examine such
service components as the tiered response program, the role and control of ,dibpabzse
hospital program, the current distribution of fees for ambulance service and the responsibility of
the Ministry of Health for fleet management, equipment supply and administration of service
contracts.

The first of many issues to be addressed is the Ministry of Health's pending request for proposals
for the Ottawa/Carleton Regional Ambulance Service and the province's apparent position
regarding the upper-tier's ilitty to influence that process. Regional Council must address many
other issues in assuming the proper provision of land ambulance service. These include impacts of
collective agreements and labour relations requirements, cross-boundary funding, taxing options,
proposed changes to and control of dispatch, fleet and equipment management and hospital
amalgamations.

To effectively carry out this transition, the report recommends the appointment of a dedicated
interim transition manager and inter-departmental transition team. The transition manager can
assist and co-ordinate the activities of the inter-departmental transition team, research and
evaluate world-wide industry practices, prepare draft policy and system standards, develop
appropriate consultation tools and generally ensure the proper involvement and exchanges of
information with the local emergency services community, Regional Council and the public in
general.

Under the stewardship of the transition manager, Regional Council can begin to address such
issues as:

* short-term and long-term strategies for the development of a cost-efficient, high quality
ambulance service;

» options and strategies relating to the Ministry of Health's pending request for proposal for the
Ministry ambulance service;

e maintaining French language service in designated areas;

e communications plan for stakeholders, local providers and the public;

* acompensation formula with upper-tier partners for cross-boundary service;

* monitoring and reviewing Ministry of Health financial and operational activities in the
ambulance and related sectors;

» identifying unfunded liabilities (severance, WCB costs, long term leases, etc.);

* preparing human resources inventory, including staffing levels, contract issues, qualifications;

* preparing physical inventory including: vehicles, equipment, ambulance buildings; and

» exploring land ambulance communications options.

INTRODUCTION




Part | of this report identifies the emergency medical services providers and presents an overview
of the existing emergency response system in Ottawa-Carleton. Part Il of the report presents a
preliminary list of key issues to be addressed in order to assume full responsibility for ambulance
service. Part Il contains recommendations for next steps tiatacthe transfer from the
province to the Regional Municipality of Ottawa-Carleton. Given the specialized nature of this
service, a glossary of commonly used industry terms is also included for your reference as
Appendix "A" and defined terms are underlined in the text of the report.

PART | - OTTAWA-CARLETON'S EXISTING EMERGENCY RESPONSE SYSTEM

Current Land Ambulance Providers

In Ottawa-Carleton, land ambulance service is provided by four private and one public operator.
The list of ambulance services and their base locations is attached as Appendix "B". Collectively,
these ambulance services responded to approximately 96,000 calls in 1996. Although each of
these ambulance services has an established base of operations, there are no geographic
restrictions (within Ontario) on where they may be dispatched. These ambulances are generally
dispatched through a voice-radio system on the basis of closest available vehicle. This same fleet
of ambulances and attendants handle both emergency and non-emergency inter-facility transfers.
With the exception of the Ministry of Health ambulance service Athbulance Acprovides that

the existing private ambulance services may continue until midnight, December 31, 1999.

The Ottawa/Carleton Regional Ambulance Service, a Ministry of Health function, has
approximately 130 employees, 27 emergency vehicles and an annual operating budget of $5.9
million. In 1996 they responded to approximately 46,000 of the 96,000 calls in Ottawa-Carleton.
The balance of Ottawa-Carleton's ambulance service is delivered by private companies.

The Ministry of Health ambulance service is subject to a collective agreement with the Ontario

Public Service Employees Union (OPSEU). An overview of this agreement is provided later in

the report. Private licensed ambulance providers also operate pursuant to individual collective
agreements with OPSEU. These agreements are included in staff's’ preliminary identification of
issues and next steps.

Air Ambulance Service

Ontario's_air ambulance system was established in 1977 to transport criligadljients to
hospital. The air ambulance system also transports specially trained neonatal teams from facilities
such as the Hospital for Sick Children and the McMaster University Medical Centre. These teams
travel to outlying hospitals to provide emergency intervention and transportation to premature
babies. The critical care flight paramedics are Ministry of Health staff, while the pilots and
aircraft staff are all from the private sector. The flight paramedics are trained at Sunnybrook
Health Sciences Centre and take direction from doctors at the local medical bases.

At this time, the Provincial Government intends to retain responsibility and financing obligations
for air ambulance services. In Ottawa-Carleton the Ministry of Health has a standing offer with
Huisson Aviation. Huisson has available two pilots for a specialized helicopter capable of
transporting two stretcher patients. In 1996, Huisson Aviation responded to 600 calls.



Emergency Services - Tiered Response Program

Currently, in Ottawa-Carleton, there exists a tiered response system, whereby fire personnel are
deployed to certain medical emergencies concurrently with ambulance crews. As the demand for
ambulance services has grown over the years, existing operators have found it increasingly
difficult to maintain the rapid response time needed to save lives (a four-minute response is
viewed as necessary). This is a phenomenon that is consistent throughout Ontario.

Over the course of recent years, fire departments have received a relatively smaller number of fire-
related calls, many of which are false alarms. Given the greater availability of fire department
personnel and their strategic placement throughout the Region, a tiered response program was
established in Ottawa-Carleton, whereby fire personnel are often the first to arrive at a non-fire
emergency scene. As a result, fire department staff are now trained by the Ministry of Health in
first aid. Furthermore, fire trucks carry medical equipment (in some cases, semi-automatic
defibrillators) in order to have the resources to provide basic medical care as soon as they arrive
on the scene.

There are tiered response agreements in place which dictate which emergency agencies will
respond in different scenarios. In July of last year, it was decided that the trigger for the
deployment of fire department vehicles in a medical emergency would be a Code IV emergency
(the highest priority medical emergency; ambulances engage both their lights and sirens). This
policy was modified in October, such that fire trucks now only respond in situations which meet
the newly implemented “criteria for activation”, which include:

* absence of breathing,

» severe bleeding,

* imminent threat to life,

» difficulty breathing, or

* chest pains.

It is the provincial dispatching centre which assesses whether any particular medical emergency
fits the criteria for activation. Based on preliminary discussions and minutes of the Tiered
Response Committee, there does not seem to be universal support for the current criteria.

Volume and Classification of Land Ambulance Services

Based on the most recent complete year of data, land ambulance services in Ottawa-Carleton
responded to 96,000 calls in 1996. These calls can be generally divided into five major
categories:

Code | Inter-facility transfers

Code Il Inter-facility transfers

Code Il Non life-threatening emergencies
Code IV Life threatening emergencies

Code VI Dispatch to a stand-by location to await a call



All calls are dispatched through the central dispatch service_with non-emergency calls generally
pre-booked 24 hours in advance. Approximately 50% of ambulance calls fall into the category of
non-emergency, elective patient transfers. Most frequently, these calls are for inter-facility
transfers. Inter-facility transfers are a publicly funded service undedehéh Insurance Act

1996 amendments to tembulance Actvere intended to limit the scope of patient transfers that
were included under ambulance services. The Province implemented a Patient Decision Matrix
that was intended to assist hospitals in identifying patient transfers that could be done through
alternate means of transportation.

In Ottawa-Carleton there are three multi-patient transfer vehicles used primarily for these
inter-facility transfers. Two are operated by the Ministry of Health and one by a private
ambulance service. These vehicles are able to respond to over 50% of the annual non-emergency
inter-facility transfers. The balance of non-emergency transfers are generally handled by
Paramedic | basic life support vehicles and a small number of private, unlicensed transportation
services that may be retained directly by the patient.

Dispatch

Ambulance communications centres will continue under the control of the Provincial Ministry of
Health. The Ottawa-Carleton based dispatch service is contracted out by the Ministry on an
annual basis to the Elizabeth Bruyere Health Service. The deployment of all ambulances in this
region are to remain under the control of the Provincial Dispatch Centre. The geographic area of
this dispatch centre, in fact includes dispatching ambulances in most of Eastern Ontario - west to
Almonte and Carleton Place coverage area, east to the Quebec border and south titleKemptv
Morrisburg coverage (see appendix "E"). UnderAhgbulance Agtdispatching responsibilities

and financing of this service are to remain with the Provincial Government.

The Government of Ontario is also working to combine all government mobile communications
on a single government network. It is the Provincial Government's intention to form an agency as
a partnering arrangement between the government and private industry. The intention is that at
some future date all telecoms equipment would become the property of this new agency.
Regional Staff have no details relating to the status of this project. Available Ministry literature
suggests that it is Ministry staff whalMbe responsible for co-ordination of activities between the
agency, Central Ambulance Communications Centre, ambulance service providers and the
Ministry.



Base Hospital Program

The Base Hospital Program of Ottawa-Carleton is housed at the Ottawa General Hospital. There
are 21 base hospital programs in Ontario, serving 50 consolidated service delivery agents, at a
total cost of $6 million per year. Funding for the base hospital program is, at this time, to remain
a responsibility of the Ministry of Health. Further financiapgort for the program is provided
through a portion of the patient transfer fee described below under Fees for Ambulance Service.

The base hospital program provides medical direction, leadership and advice in the provision of
ambulance based patient. It offers training, quality assurance, continuing education and guidance
to all paramedics and their management. The base hospital program also supplies selected
medical equipment and drugs to ambulance operators. The base hospital oversees quality control
and standards of practice for ambulance services and collects statistics and compiles data on
emergency medical services in its area with a view toward improving pre-hospital patient care.
The Ministry of Health document entitled "Base Hospital Roles and Responsibilities” is attached
as Appendix "D".

The Ottawa-Carleton base hospital has been influential in the implementation of an advanced life
support program in Ontario, the introduction of a High School CPR Program and the
development of a region-wide Tiered Response agreement, among other things. The continuation
of the base hospital program is assumed at this time.

Fees for Ambulance Service

Currently, medically necessary ambulance trips are funded under the Ontario Health Insurance
Plan (OHIP) with the patient responsible for a $45 co-payment. Senior citizens, patients on social
assistance/disability and inter-facility transfers are exempt from this co-payment. This money does
not flow back to the ambulance service. Hospitals or other receiving institutibfe land

collect the $45.00 fee and keep $30 per call. The remaining $15 is remitted to the Province. The
Province has no plans to remit its share of the co-payment to municipalities, stating that the $15 is
used to support air ambulance services and the base hospital program.

In the event that the land ambulance service in any single case provided is deemed to be a
medically non-essential ambulance trip or the individual transported does not have a valid Ontario

Health Card, then there is a $240 fee charged to that person. This fee is payable to the Minister
of Finance.

Ownership of Vehicles, Equipment and Assets

Under the existing legislative regime all ambulances, medical equipment and other items necessary
for the provision of ambulance services are owned by the Ministry of Health. Vehicles are
purchased centrally and maintained locally by the Ministry of Health. Emergency Health Services
Branch (EHSB) receives regular, required preventive maintenance reports from each ambulance
service.



All ambulances being operated must be in compliance with the "Ontario Provincial Land
Ambulance and Emergency Response Vehicle Standard" and approved for use by the Director,
Emergency Health Services Branch. In addition, medical equipment and supplies must also be in
compliance with these standards. Buildings used for the purpose of supporting ambulance service
in this region are either owned by the Province, local hospitals or leased by the private ambulance
services from a third party. In the case of third party leases, those costs are charged back to the
funding agency through the individual operating budgets.

When ambulances are transferred to the upper-tier, the Ministry intends that ithég w
"uncertified" and therefore will require fitness re-certification and re-licensing. A request has been
made to exempt payment of provincial sales tax on transfer through an Order in Council. Based
on information received from the Ministry of Health, Ford of Canada (the current chassis supplier)
will honour any remaining balance of their standard warranty on transfer tgpplee-tier. Paul
Demers & Fils (the current conversion vendor) will also honour the balance of the Emergency
Health Service warranty on ambulance conversions.

Prices currently paid by Emergency Health Services (excluding taxes) for new ambulances built
on 1998 Ford diesel with an ambulance package chassis are:

 $60,800 Type Il single main cot (high rise roof on a van chassis),
e $78,000 Type lll single main cot (modular body on a RV cutaway),
e $77,500 Type Il two main cot (modular body on a RV cutaway).

These prices reflect a minimum volume of business of 60 to 80 units per year. Other volumes may
affect pricing. In Ottawa-Carleton, approximately five to six units are replaced each year. The
Ministry's Judson Distribution Centre also stocks ambulance automotive parts and conversion
components that are difficult to obtain locally in order to reduce vehicle downtime and operating
costs.

In addition to complete unit replacement, Type | and Typambulances are built with a re-
mountable modular body which contains the patient compartment. This body is installed on a
light truck chassis. When the chassis has reached the end of its economic life, the body may be
removed and reinstalled on a new chassis. This generally represents approximately a 30% savings
over complete unit replacement. The remounted vehicle is considered to be equal in service life to
a new ambulance.

Under the Federadllotor Vehicle Safety Acthe remount is a "new motor vehicle" and the
contractor who completes a remount is a "manufacturer”. Therefore, the contractor must be in
compliance with thé/lotor Vehicle Safety A@nd the ambulance must comply with the Canadian
Motor Vehicle Safety Standards (CMVSS). Ministry of Health staff have advised that Transport
Canada has expressed concern to the ambulance industry because this process in effect
manufactures a new vehicle from used parts. The Ministry of Health states that these concerns
appear to have been overcome (for Ministry owned vehicles) by having detailed engineering and
technical involvement in the process.



For other jurisdictions, Transport Canada has implemented a 12 point certification program which
enables remounts to be built with a compliance label. This new program will likely be imposed on
ambulances, once they are transferred to the upper-tier. The program requires that:

» the old module must be from a vehicle which was in compliance with CMVSS,
» the structural integrity of the old module and key components must be verified,
» the old module and new chassis must be properly matched,

e certain components must be replaced to assure safety compliance, and

* the resultant new ambulance must be in compliance with CMVSS.

Inventories of basic life support patient care and accessory equipment now held by the Ottawa-
Carleton services will be transferred to tiygper-tier municipality at no cost, when we have
assumed full responsibility for ambulance service. The Ministry of Health is investigating the
status of any remaining warranties for new and reconditioned equipment. Current contracts with
suppliers reflect Ministry supply specifications and the present multi-year contracts and volume
purchasing. Items listed in the Ministry's catalogue are held in stock at the Judson Distribution
Centre and are available for next day delivery.

Administrative Role of the Ministry of Health

The Emergency Health Services Branch (EHSB) of the Ministry of Health, oversees
approximately 173 ambulance services, over 790 ambulance vehicles, 22 centralized land
ambulance dispatch centres, 1 centralized air ambulance dispatch centre, 5 dedicated air
ambulance aircraft, over 100 chartered air ambulance aircraft and 21 base hospital programs.
Financial activities include forecasting and budget settlement. In addition to vehicle and
equipment purchase and maintenance described above, the Ministry of Health carries out a
number of other administrative functions relating to ambulance service.

Each ambulance service works with two budgets from the Ministry of Health - an operating
budget and an administrative budget. Each ambulance provider is given a line by line operating
budget by EHSB and funding is forwarded by the Ministry to these ambulance services twice per
month. Approximately 85% of the operating budget goes to salaries. Any surplus in the
operating budget is returned to the Ministry at the end of the year. The EHSB can review and
challenge any expenditure included in the operating budget. Random audits by an external auditor
are also carried out. In the event of unforeseen one-time expenses, the Ministry of Health may
also approve additional funding. A Ministry-directed administrative process is in place to address
these additional funding requests.

By contrast, the administrative budget provided to each ambulance service by the Ministry of
Health is a standardized pre-set amount calculated on the basis of such measures as call volumes
and numbers of stations managed by the operator. The EHSB does not audit or review how the
ambulance services use their administrative budget. Surpluses are not returned to the Ministry at
year end. The use of money provided through the administrative budget is entirely at the
discretion of the operator.

In addition to financial and budget management functions, the Ministry of Health issues
mandatory training programs for paramedics annually and funds sixteen hours of training per



paramedic per year. Each of the six Ministry regional offices has one training co-ordinator who is
responsible for tracking all mandatory and voluntary training programs completed by the
paramedics in their region. This individual is also responsible for teaching the mandatory training
programs to a small group of training instructors who, in turn, teach in-service instructors these
programs. Each ambulance service has its own in-service instructor who is responsible for
teaching all mandatory training programs to the staff at that service. These training programs are
in addition to those provided by the base hospital.

Ontario Pre-hospital Advanced Life Support (OPALS)

Under a five year study known as OPALS, the Provincial Government approved the training and
funding of up to 398 advanced paramedics across Ontario. The study is evaluating the impacts of
rapid cardiac defibrillation, together with other advanced lifppsrt procedures. Advanced
Paramedic candidates are chosen from full-time basic paramedics, by their employer and the base
hospital to receive an additional three months of intense training.

Once certified by the base hospital, advanced paramedics are then permitted to perform a wide
range of controlled medical acts including administration of emergency drugs, advanced airway

procedures, intra-venous therapy, defibrillation and other advanced emergency skills. To date the
Region of Ottawa-Carleton has 46 advanced paramedics certified under the OPALS study, with a
further 12 to be trained in 1998. OPALS is in its fourth year.

Collective Agreements

Staff of the Ottawa-Carleton Regional Ambulance Service - some 130 provincial government
employees - are designated Crown employees and are covered I@rala Employees
Collective Bargaining Act. Each of the other four private operators are covered by separate
collective agreements with OPSEU. The terms of these collective agreements are very similar.
The operators are designated as Crown Agency Employees and are also covered by the terms of
the Crown Employees Collective Bargaining A&ection 69 of theéabour Relations Act1995,

relating to successor rights, does not apply to either the private or provincial employees.

Currently, all five groups are covered under @®wn Employees Collective Bargaining Act.

Upon transfer of the business, it is unclear which piece of labour legislation would govern these
employees.

PART Il - KEY ISSUES

Inherent in the identification of key issues and decisions that need to be taken, is the importance
of ensuring the continued priority for public safety, maintenance of service levels, participation of
stakeholders, current providers and the public, promoting the ongoing confidence in land
ambulance service and ensuring a smooth transition. Ambulance service in Ontario is currently a
seamless program that crosses all municipal boundaries without regard to residence. Resolution
of issues and implementation of next steps must preserve this seamlessness.

Ottawa/Carleton Regional Ambulance Service
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The first critical issue relates to the Ministry of Health's recent communication regarding the
status of the Ottawa/Carleton Regional Ambulance Service. The Ministry of Health has advised
the Regional Corporation verbally that even with the early assumption of responsibility for the
proper provision of land ambulance service, the Provincial Government remains in complete
control of decisions relating to the Ottawa/Carleton Regional Ambulance Service. The Ministry
of Health appears to believe that the curr&ntbulance Actupports their alily to exercise
complete unfettered control over this service.

Ministry staff have indicated that the RFP process willcpeal even though the Regional
Corporation has approved the early transfer provisions oAmhieulance Act Regional staff do

not agree with the Ministry's interpretation of tAenbulance Act It continues to be staff's
position that the newdmbulance Actllows the upper-tier municipality to assume respdibgib

for the proper provision of land ambulance service and the Ministry-run ambulance service is not
exempt from the responsibilities we are required to assume. However, should the Ministry of
Health choose to proceed to issue an RFP notwithstanding the Region's assumption of
responsibility, the Regional Corporation still has a right to submit a bid.

Regional staff are awaiting a written explanation of the Ministry's position. It is a matter of
highest priority. In the interim staff are identifying all available tools at our disposal, including
court intervention, to resolve the difference in legislative interpretation and prevent the release of
the request for proposals.

Ministry of Health Criteria and Principles

On the afternoon of March 2, 1998, the Ministry of Health forwarded the documents attached as
Appendix "F". In addition to stating that the ministry will "immediatelyqa®d to negotiate the
transfer of responsibility”, these documents outline Ministry-developed criteria and principles to
be applied by upper-tier municipalities for the assumption of respldnsir land ambulance
service. To date this is the only information available from the Ministry of Health on the steps to
be followed by the Regional Corporation in order to assume land ambulance service
responsibilities.

In essence, the Ministry of Health documents state that in order to begin negotiations for the
transfer of responsibility of land ambulance service, Regional Council is obliged to adopt the
"Fundamental Principles for Land Ambulance" developed by the Province. These fundamental
principles are to ensure that land ambulance service is accessible, integrated, accountable and
responsive.

To be "accessible”, municipalities are obliged to ensure that the land ambulance system responds
regardless of the location of the request. A land ambulance service that is an "integral part" of the
provincial health care system will meet the "integrated" requirement. aggolintable" service
requires that municipalities meet provincial legislative and regulatory requirements. Finally, a land
ambulance service that addresses changes in demographic, socio-economic and medical needs will
be deemed "responsive".

All of these fundamental principles will be addressed as weeprbwith the negotiations with the
Ministry of Health and the implementation of an Ottawa-Carleton ambulance service.
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General Labour Relations Considerations

The issue of varying rights and obligations under various service delivery scenarios must be kept
in mind during this transition period. The Regional Municipality may assume responsibility for
ambulance services essentially either by setting up its own ambulance service to replace the other
providers, by contracting with the existing providers to continue to provide the service within the
Region or some combination of these other two options which would see the Region providing
some service directly and, in addition, contracting with other service providers.

If it is to be in whole or part a service provided directly by the Regional Municipality, we wiill
have to establish a qualified workforce and both obtain and maintain vehicles and equipment
appropriate for the job. This organization will have to be atglso as to ensure a seamless
transition from the existing private suppliers to the Regional enterprise.

If the Region were to hire the employees of the existing service providers as Regional employees
they would be placed into the appropriate bargaining unit and salary scales and benefits would be
negotiated for them. Since the private suppliers would have ceased operations at the end of their
licence, there would be no question of the employees bringing their collective agreements with
them. Indeed, since the employees of the private suppliers have been designated as Crown
employees by regulation, there would be no successorship issue, even if the Region took over the
existing businesses in circumstances which would normally give rise to a sale of business situation
under theLabour Relations Act

Under this first scenario, the predecessor employer would be responsible for any termination

payments applicable under its collective agreement, together with severance payments to
employees under temployment Standards Actn circumstances where the Region was taking

over the businesses prior to the expiry of their licences, thereby creating a sale of business
situation, there would be no severance pay undeEthgloyment Standards Afdr employees

hired by the Region. However, the predecessor employer would have to pay severance to those
employees the Region did not take as part of the sale.

Entitlements under thé&/orkers’ Compensation Actttributable to injuries which occurred prior
to the transfer would continue to be the responsibility of the predecessor employer.

If the Region chose to contract with existing providers, different rules are applicable. Since work
of this nature has never been performed by Regional staff, it would not qualify as bargaining unit
work and there should be no question of the Region’s ability to continue to contract this work
out. Under this scenario, the existing suppliers would remain in place and would maintain the
employment relationship which they have with their employees under whatever collective
agreements they are a party to. Since the employees would not have changed employer, there
would be no question of severance payments or any issue concerning W.C.B. payments, e.g. such
things as trying to determine whether a subsequent problem arose as a result of an injury which
pre-dated the transfer.

Collective Agreements
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As noted, the current group of provincial government employees are designated Crown
employees, covered by tid¥own Employees Collective Bargaining A&s such, the successor
rights provision of théabour Relations Actl1995, does not apply. If the Regional Municipality
does choose to assume responsibility for the provision of ambulance services, it will not
automatically inherit the collective agreement between the Ontario Public Service Employees
Union (OPSEU) and Management Board of Cabinet (otherwise referred to as the Ontario Public
Service - or OPS).

The existing collective agreement between OPSEU and the OPS requires the OPS to make
“reasonable efforts” to ensure that employees in the bargaining unit are offered positions with the
new employer on terms and conditions that are as close as possible to their existing conditions of
employment and that offers are made on the basis of seniority. This language places an onus on
the OPS to negotiate with new employers. To date, efforts by OPS to meet this condition have
been ruled to be insufficient. The OPS has been required to put increasing pressure on new
employers to offer jobs to existing provincial government employees.

If the Regional Municipality did decide to hire previous Provincial government employees, these
employees would have the right to bargain. A determination would have to be made as to which
bargaining unit they should fall under. Once this service is brought in-house, the language of the
collective agreement may restrict the Regional Corporation's subsequent ability to contract out.

Each of the other four private operators are covered by separate collective agreements with
OPSEU. The terms of all remaining collective agreements are very similar. The operators are
designated as Crown Agency Employees and are also covered by the termsGobwhe
Employees Collective Bargaining Achs such Successor Rights do not apply to this group.

Language dealing with sale or transfer of business does exist in each of the collective agreements,
but the language is less onerous than the reasonable efforts language in the OPS agreement. It
states that current employers will “recommend” to purchasers that it give first consideration to the
full-time employees in the bargaining unit for available positions.

Reqgion’s Insurance Coverage Costs and Other Risk Management Issues

In assuming responsibility for the proper provision of land ambulance service by the Regional
Corporation, it is necessary to determine the insurance costs for liability, property and automobile
coverage. A preliminary identification of risk management issues to be addressed includes,
appropriate deductible levels for liability and automobile coverage, self-insurance option,
insurance coverage for non-regional service providers answering calls within our geographic
boundaries and insurance pooling possibilities with other ambulance services. Furthermore, the
Ministry of Health has been self-insuring its vehicles for replacement and repair fli@morco

The latest cost analysis offered by the Ministry is approximately $558 per year per ambulance.
Staff, together with our insurers, must identify and quantify these and other insurance-related
issues.

Cross-Boundary Funding
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Currently, ambulance service in Ontario is seamless and until January 1, 1998 it was wholly
funded by the Province (with few exceptions). In light of this structure, within the province of
Ontario there was no need for mutual aid agreements or reimbursement for cross-boundary
ambulance trips. However, the Ministry will continue to dispatch whatever ambulance can
provide the quickest and most efficient response to both emergency and non-emergency calls.
Therefore, out of town ambulances will be sent to a call if that vehicle is the closest available unit
to the patient and R.M.O.C. based ambulances will be dispatched outside of the region as deemed
necessary by the dispatcher.

Some form of mutual aid agreement must now be negotiated to reimburse the upper-tier
municipality for ambulance service provided beyond our geographic boundary. A mutually
acceptable formula for calculation of applicable fees must be developed. In addirgnartd
collection mechanisms must be established to support the funding agreement(s).

Likewise, our upper-tier neighboursilwexpect to be reimbursed when one of their funded
ambulance services provides service within Ottawa-Carleton. In 1996, Ottawa-Carleton based
ambulances responded to 1,119 calls in locations outside our region. In that same year, operators
located outside the boundaries of our region responded to 6,738 calls inside Ottawa-Carleton.
We are the net beneficiary of the current seamless system and it is reasonable to expect that our
upper-tier neighbours illv expect to be reimbursed for the services they fund inside our
geographic boundaries.

Taxing Issues

The upper-tier municipality must make a decision regarding how to recover the cost of land
ambulance service from local taxpayers. Options that are available include, regional tax levy,
reimbursement based on shared assessment values or biling to local municipalities based on
usage. An identification of available options, together with a calculation of their respective
financial impacts must be carried out. This will have to be carried out in conjunction with an
evaluation of all legislated and regulatory conditions for recovery of costs.

Central Communication Facility - Ambulance Dispatch

While the province has expressed its intention to retain complete control of ambulance dispatch,
the impact of that function on the delivery of service is a key issue to be examined. Available
literature generally suggests that the integration of ambulance dispatch with service delivery is
essential to achieve cost containment and performance management. Improved altgcamdab
productivity in the delivery of ambulance service is dependent upon data available through
dispatch practices and technology.

Inherent in the design of an emergency response system is response standards, cost calculations
and performance efficiencies. Monitoring and evaluation of these components generally depends
on dispatch functions and data. If Regional Council chooses to include performance incentives in
the emergency services model, then it is difficult to imagine how they can be evaluated and
enforced in the absence of a direct role in the dispatch function. The calculation of unit hour
utilization, response time armost per responsae all dependent on dispatch practices.




14

While the Ottawa-Carleton dispatch facility is a voice-operated system, North America is seeing
increasing reliance on global positioning systems with supporting sophisticated software for
forecasting, identifying route adptization, daily updates of response times and categorization and
monitoring of call types. Further detailed evaluation of the dispatch function, including the
possibility of assuming that function, should be explored by the Region.

Furthermore, in light of recetimited information regarding a Provincial Government study for

the creation of a single province-wide ambulance dispatch agency, regional staff must obtain
detailed information on the terms of reference for this study, the status of the Government Mobile
Communications Project, ensure that upper-tier concerns are properly addressed and assess
whether a centralized system best meets the needs of Ottawa-Carleton.

Patient Co-Payment

At this time patients receiving a medically essential ambulance trip are charged a fee of $45.
Certain classes of people are exempt. The co-payment is generally collected by the hospital and
shared with the Province. None of the $45 is to be redirected to the upper-tier municipality. The
volume and value of these recoveries should be identified and the area of co-payments should be
further explored during the transition period.

Design of Service Delivery Model for Year 2000

By September 30, 1999, Regional Council is required byAthbulance Actto decide on the
organization of land ambulance services for Ottawa-Carleton. The potential models include, but
are not limited to, the creation of a new department or division within the Regional Corporation
to administer, manage and deliver all or part of Ottawa-Carleton’s ambulance services, the
assumption of contract management functions within the Regional Corporation with service
delivery contracted out to other providers or a public-private partnership in the delivery of land
ambulance service.

In addition, the role of the base hospital program and tiered-response agreement must be included
in the development of the service delivery model. Tiered response varies between municipalities,
particularly in outlying areas where emergency services are often provided by volunteers. This
may impact on the efficacy of the tiered response system. At this time, there is no guarantee that
local municipalities will agree to continue ‘loaning’ their fire departments for a tiered-response
program under a restructured system.

Staff are mindful that no decision should be taken between 1998 and December 31, 1999 without
considering the impact of that decision on our ability to implement the Janu209d ambulance
service model. The province will continue to set minimum standards for levels of service, delivery
and performance as well as minimum standards for equipment. However, Regional Council must
decide how best to meet or exceed those standards and what impact those dhbiaes an

our industry partners.

Emergency versus Non-Emergency Services
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As noted earlier, it is possible to divide ambulance services into emergency versus non-emergency
calls. Approximately 50% of Ottawa-Carleton’s 96,000 annual ambulance calls fall into the
general description of non-emergency. While over half of those non-emergency calls are currently
handled by a small number of multi-patient transfer vehicles, Regional Council must decide how
best to deliver this non-emergency service. There are two such transfer vehicles available during
the day in Ottawa and one at night. There is also one transfer vehicle (day and night) operated by
Rural/Metro Ontario's Nepean service.

Any consideration of reorganizing land ambulance service along these distinct lines must evaluate
the impact on such things as the total number of providers and training required, response times
and quality of care. The ability to use alternate means of transportation, the impact on patient
care, hospital productivity and satisfaction, cost comparisons of alternate models, ambulance
staffing levels, desired response time, cost per unit hour and unit hour utilization are some of the
components of this issue that will require further examination. Finally, without control of
dispatch, the Region lacks direct authority to redirect calls for an ambulance to an alternate
service provider. This factor will be included in consideration of this issue.

Fleet and Equipment Management

Early assumption of responsibility for the proper provision of land ambulance service will include
assuming the Ministry of Health's fleet and equipment management functions. Regional staff
must obtain from the Ministry of Health detailed information relating to the scope of fleet
maintenance, repair and replacement functions and details of existing contracts with external
service providers. The nature of inquiries and data required are reflected in the preliminary list of
questions developed by Corporate Fleet Services and attached as Appendix "C" to this report.

Currently, the Regional Corporation's Corporate Fleet Services provides equipment and
automotive stores purchasing services. Regardless of the land ambulance service delivery method
that may ultimately be implemented, the following items need to be addressed:

Access to existing equipment/parts specifications;

Status of the Ministry of Health's Toronto warehouse post-2000;
Inventory and usage data;

Status and terms of existing supply contracts;

Detailed data regarding total time and staffing expended in purchasing;
Financial data; and

Infrastructure data (inventory systems, plant, FTEs, etc.).

NoghrwbdpE

In order to assess the impact of accepting fleet management retifessidr to develop
specifications for contracted services the following issues need to be addressed:

Access to historical data regarding total fleet operating costs;

Determination of level of fleet management (i.e. how well managed is the fleet?);
Gaining a full understanding of existing procedures and decision making processes;
Detailed understanding of operating and capital budgets (historical);

Facilities and infrastructure assets and liabilities;

Maintenance facility requirements;

ok wnNnE
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7. Depreciation calculations and reserve funds (if no reserves, how budgeted and
funded?); and
8. Current fleet disposition (age, value, life expectancy, etc.).

Current contracts with equipment suppliers will need to be reviewed to determine if they may be
transferred to the Regional Corporation, as well as the impact of changes in volume purchasing on
guoted prices. Further, some contracts include provisions for negotiating equipment repairs. The
transferability of these provisions must be reviewed.

Finally, under any service delivery model that is not wholly operated by the Regional Corporation,
Council must also decide whether to continue to own and maintain the fleet of ambulances or
enter into service agreements that see the ownership and responsibility for vehicles transferred to
the ambulance service. The benefits and disadvantages must be addressed as fleet and equipment
management issues are addressed.

Hospital Amalgamation

Hospitals play a key role in the delivery of ambulance service. The base hospital program,
inter-facility transfers and decisions regarding medically essential ambulance trips all impact on the
delivery and cost of land ambulance service in Ottawa-Carleton. The impact of proposed hospital
amalgamations on the delivery and cost of ambulance service must be examined. Turn-around
time for ambulances is already longer as the pressures on hospitals increase. Under the current
system, hospital emergency department status falls into one of three levels:

1. Clear to receive ambulances;
2. Open for emergencies only; or
3. Closed - with no capacity to receive new arrivals.

As hospital restructuring further stretches hospital resources, ambulance operators fear increased
incidents of level 2 or 3 emergency room access restrictions. In addition, private clinics, like the
Orleans Emergency Clinic, and other specialized diagnostic and treatment centres, may become
more common as the industry finds new, innovative ways to respond to the pressures and
limitations experienced at area hospitals. Such satellite facilities will increase the demand for
inter-facility transfers. These are just a few of the issues that must be examined in an evaluation
of the impact of hospital restructuring on the delivery of ambulance service.
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Base Hospital Program

The base hospital program has played a key role in such areas as initial and ongoing training of
paramedics at the basic and advanced life support levels, medical delegation of acts controlled
under theRegulated Health Professions Aotedical oversight during calls and quality assurance

and the supply of certain medical equipment and drugs. With the introduction of the Advanced
Paramedic Certification program, the role of the base hospital program in providing medical
direction, control and quality assurance has significantly expanded. During this transition period,
the Region should work with the Base Hospital Program, Ottawa-Carleton to identify any funding
changes and pressures on their services together with an evaluation of the best possible role of the
program within a revised emergency services model.

PART Il - KEY DECISIONS

Overall system design is generally agreed to be the foundation on which an effective, cost-efficient
system is built. Experts in the field have identified over twenty-seven pre-hospital emergency
services delivery models. Whatever system is ultimately accepted it must include such key
components as organizational and legal structures, financing strategy, quality control and
performance incentives and an oversight function.

By now it is probably clear that the assumption of responsibility for the proper provision of land
ambulance service in Ottawa-Carleton involves many inter-connected stakeholders and numerous
complex issues. The changeover in responsibility for land ambulance services, together with the
obligation to design an Ottawa-Carleton emergency services model to take effect on January 1,
2000 is a huge undertaking requiring the dedicated attention of a full-time transition manager.
This report has not begun to touch on the possible linkages and integration between 911, fire
departments, police and ambulance.

Under the stewardship of a transition manager, staff recommend the establishment of an inter-
departmental ambulance transition team. The goals of this team would include the development
of an efficient, effective and accessible land ambulance service in consultation with all
stakeholders. The ambulance transition manager could assist and co-ordinate the activities of the
transition team, research and evaluate world-wide industry practices, prepare draft policy and
system standards, develop appropriate consultation tools and generally ensure the proper
involvement and exchanges of information with the local emergency services community,
Regional Council and the public in general.

The Transition Manager and Transition Team could begin by addressing such issues as:

* Short-term and long-term strategies for the development of a cost-efficient, high
quality ambulance service.

» Identify options and develop a strategy relating to the Ministry of Health's pending
request for proposal for the Ministry ambulance service.

» Ensure that French language service in designated areas is maintained.

» Develop a system to ensure that public safety and levels of service are maintained.

* ldentify industry growth and demand projections.
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» Develop communications plan for stakeholders, local providers and the public.

* Negotiate a compensation formula with upper-tier partners for cross-boundary service.

» Liaise and participate in information exchange with various government ministries, the
ambulance sector, base hospital, fire departments, police.

* Promote co-operative working relationships with the Ministry of Health, existing
providers, hospitals, health council and other allied agencies on issues pertaining to
land ambulance service in Ottawa-Carleton.

* Work with existing organizations, service providers and other allied agencies to review
the design and value of non-urgent transportation alternatives.

* Monitor and review Ministry of Health financial and operational activities in the
ambulance and related sectors.

* ldentify unfunded liabilities (severance, WCB costs, long term leases, etc.).

* Prepare human resources inventory, including staffing levels, contract issues,
qualifications.

* Prepare physical inventory including: vehicles, equipment, ambulance buildings.

* Explore opportunities within existing or proposed legislation for service improvement
efficiencies and standards for clinical and health issues.

* Review ambulance biling legislation and procedures with a view to an equitable
distribution of land ambulance generated revenues.

» Assess industry’s best practices.

» Explore models of ambulance service delivery and prepare an evaluation of their
respective strengths and weaknesses.

* Explore opportunities to create service improvements and maximize efficiencies
through an assessment of the integration or amalgamation of such services as police,
fire and ambulance.

* Explore land ambulance communications options.

* Monitor the development and impact on roles and responsibilities of new regulations
issued under th&mbulance Act

* Analyse both mandatory and discretionary training requirements and their respective
costs and benefits.

CONCLUDING COMMENTS

In carrying out Regional Council's direction, a smooth transition from provincial to municipal
responsibility is critical. We are embarking on new ground. No afyeer-tier municipality has
decided to assume the operation of a provincial ambulance service and only the Region of
Waterloo and Huron County have advised the Ministry that they wish to assume responsibility for
the proper provision of land ambulance service. The challenge ahead is the creation of a system
that simultaneously generates clinical excellence, response time reliability, economic efficiency and
customer satisfaction.

Research completed to date strongly suggests that system design is the single most important
influence on the ability of an emergency medical system to control cost while delivering high
performance within reliable response times. Staff expect to work closely with the Ministry of
Health, the private ambulance providers, the Base Hospital Program Ottawa-Carleton, the local
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hospitals and fire departments and wish to acknowledge their assistance in the preparation of this
report.

Approved by Approved By

Dr. Robert Cushman M. Beckstead

Medical Officer of Health Chief Administrative Officer
KDM:cab

Attach. (6)
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ANNEX A
GLOSSARY
A

Advanced Life Support - defined in theAmbulance Acas the following controlled acts that may

be performed by an advanced care paramedic: administration of the drugs specified under basic
life support, in addition to any drugs approved by the Director for the Emergency Health Services
Branch on recommendation from one or more medical directors of a base hospital program, semi-
automated external cardiac defibrillation, peripheral intravenous therapy, endotracheal intubation
and non-automated external cardiac defibrillation and monitoring.

Advanced Care Paramedic- Also referred to as a Paramedic I, are certified to perform a wide
range of controlled medical acts including administration of emergency drugs, advanced airway
procedures, intra-venous therapy, defibrillation and other advanced emergency skills. Becoming
an advanced paramedic requires additional training beyond Paramedic | requirements as well as
base hospital certification in such skills as endotracheal intubation, foreign body removal from the
airway and needle thoracostomy.

Air Ambulance - The provincial air ambulance program provides service to persons located in
areas of the province that are remote or where land ambulance response times are great. Air
ambulances also transport

B

Base Hospital Program- The medical director of a Ministry designated local base hospital
program is responsible for certifying paramedics to perform controlled medical acts such as semi-
automatic defibrillation and administration of drugs as well as several other controlled medical
procedures. The program provides medical control, quality assurance, training, auditing and
statistics.

Basic Life Support - Defined in theAmbulance Acas administration of the following controlled

acts that may be performed by a primary care paramedic: administration of glucagon, oral
glucose, nitro-glycerine, epinephrine, salbutamol and ASA, semi-automated external cardiac
defibrillation and peripheral intravenous cannulation.

C
Cost per Response Calculated by dividing the total expenses in a one-month period by the total
number of responses in that same period. This is used primarily in the industry for the purposes of

market and provider comparisons.

Cost per Unit Hour - Determined by dividing each provider's total expenses by total number of
unit hours.
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D

Dispatch - Central ambulance communication centre owned and operated by the Provincial
Government for the dispatch of ambulances to all emergency and non-emergency calls. Provincial
control of the system includes all telecommunications equipment including towers and tower sites,
paging, radio frequency licenses and vehicle radios.

E

Emergency Calls- There are two types of emergency calls. A Code Il emergency call refers to
a patient who is suffering from a serious injury or illness, but is in stable condition or is in the care
of personnel who are in the process of stabilizing the patient. A Code IV emergency call refers to
life-threatening situations. Time is critical, the patient is not medically controlled and the level of
care available is not sufficient to provide stabilization.

Inter-Facility Transfers - See definition of non-emergency calls.

M

Medically Essential Ambulance Trip - If a person is injured or very sick and the ambulance trip

is judged to be medically essential by the attending physician or a physician states in writing
before the ambulance is used, that the patient’s condition makes an ambulance necessary, then the
patient is only charged $45 for the ambulance trip.

Medically Non-Essential Ambulance Trip - If an ambulance trip is judged not medically
essential by the attending physician or the person does not have a valid Ontario Health Card, then
the patient must pay $240 for a land ambulance trip and the full assessed cost of an air ambulance
trip. This is rare.

N

Non-Emergency Call- There are two types of non-emergency calls. A Code | non-emergency
call refers to a non-urgent call which may be temporarily delayed without being physically
detrimental to the patient. A Code Il non-emergency call refers to any call which must be done at
a specific time due to limited availability of special treatment or diagnostic facilities or other
scheduled transportation facilities.
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@)

OPALS - The Ontario Prehospital Advanced Life Support (OPALS) study is a five year program,
to evaluate the effects of rapid cardiac defibrillation, together with other advancedbplierts
procedures, on cardiac arrest patient survival and reducing morbidity and mortality among other
critically ill patients. The study is in its fourth year.

P

Peak-load Staffing- Patient demand and traffic congestion tend to cycle predictably on a weekly
basis so rather than relying on 24-hour shifts and constant staffing practices, peak-load staffing
matches supply of ambulance resources with demand and traffic pattern fluctuations.

Primary Care Paramedic - Also referred to as Paramedic |, all registered primary care
paramedics must complete a one year college course in Ambulance and Emergency Care (or
equivalent) and successfully complete a provincial certification examination in order to qualify for
full-time employment as a basic level paramedic.

Protection Period - The period between January 1, 1998 and January 1, 2000 established in the
revisedAmbulance Acto address certain conditions and provisions during the transition from
provincial to municipal ambulance responsibility.

R

Response Time- Response time is the interval between the moment the emergency medical
system had enough information to initiate a response and the time a properly equipped vehicle
arrived at the scene. There are two common ways to measure response time:

Simple Average Response TimeAll applicable response times are added then
averaged to arrive at an eight minute performance standard; and

Fractile Response Time All applicable response times are stacked in

ascending length, then the total number of calls completed within eight minutes
are calculated as a percentage of the total number of calls with a 90th percentile
response time under eight minutes deemed to be a high-performance system.

T

Tiered Response Program A system whereby fire personnel are deployed to certain medical
emergencies concurrently with ambulance crews. Agreements are in place which dictate which
emergency agencies will respond in different specified scenarios.
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U

Unit Hour - A unit hour is defined as each hour that a fully staffed and equipped ambulance is on
duty and available to respond to calls.

Unit Hour Utilization - A method for calculating industry productivity that divides the total
number of ambulance transports per month by the total number of unit hours in that same month.
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ANNEX B

LIST OF AMBULANCE SERVICE PROVIDERS BASE ADDRESSES |IN
OTTAWA-CARLETON

ARNPRIOR & KANATA AMBULANCE SERVICE

1. 37 Edgewater Street
Kanata, Ontario
K2L 1V7

831-6073
Douglas Powell

CARLETON PLACE RICHMOND AMBULANCE SERVICE

1. 118 Perth Street
Richmond, Ontario
KOA 270

257-7158
Jim Mclsaac

OTTAWA/CARLETON REGIONAL AMBULANCE SERVICE

1. 738 Gladstone Avenue
Ottawa, Ontario
K1R 6X3

2. 360 Hunt Club Road
Ottawa, Ontario
K2E 1A5

3. 1181 Parisien Street
Ottawa, Ontario
K1B 4W4

737-9671
Harry Terzotoulos, Acting Manager
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ROCKLAND & ORLEANS AMBULANCE SERVICE

1. 1439 Youville Drive
Orleans, Ontario
K1C 4M8

830-2341
Michel Chretien, Jr.

RURAL/METRO ONTARIO

1. Queensway-Carleton Hospital
3045 Baseline Road
Nepean, Ontario
K2H 8P4

596-6336
Jeff McNeil

2. 1073 Greenbank Road
Nepean, Ontario
K2J 4H8

825-8731
John Kibsey

3. 3207 Vance Street
Osgoode, Ontario
KOA 2WO0

826-0026
Andrew Orchard
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ANNEX C

1. CORPORATE FLEET

Required fleet services information and issues to be addressed regarding transfer of responsibility
for proper provision of land ambulance service:

1. What type of vehicle/equipment replacement fund exists? What is the current balance? What
is the replacement value of the fleet? How are reserve contributions made? How are
contributions and draw-downs reconciled?

2. What is the agreement with the Contractors regarding their obligation to maintain the vehicles
to prescribed standards and optimal life of the vehicle? What are the maintenance
arrangements for these vehicles?

3. What are the operating and maintenance costs (multi-year history) for the various types of
ambulances?

4. How are replacements decisions determined?
5. How many vehicles are in the Ottawa-Carleton Region?

6. Who owns the vehicles? Who owns the vehicle license plates and hence is responsible for the
proper operation and maintenance of the vehicle (i.e. CVOR)?

7. Who is responsible for on-board equipment (e.g. vacuum pumps, oxygen, defribulators, etc.)
and how is it managed?

8. How are the ambulances maintained? If contracted, why? What are the terms of the
contract(s)?
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CNTRODUCTIEN

& Base Hospial is a haspital that has applied for and been designated as such by the Ministry af
Health. A Pase Hospital provides medical directian, Jeadership and advice in the provison of
ambulance based pre-hospital emergency health care within a broad based, multi-disciplinary,
commurity emergency health services system i @ specified geographical area. This involves the Bass
Hospital Ln acting as & resource centre and Eacilitatar to assist in ensuring that ambulance hased pre-
haspital care and transportation is meeting & commaLnty's necds.

In additior, the Base Hospital provides fraining, quality assurance, continuing education and guidance
i ambulance bagad pre-hnspital emergency care providers. Al such programs shall be approved
advance by the Minstry of Health. The Base Hospital also functions in an advisory capacity w the
Ministry of Health an marters relating to ambulance based pre-hospital BMETEEncy care.

Monitoring and evaluating ambulance based pre-hospita)l emergency care is a primary
vesponsibility of each Base Hospital.

The Base Hospital Program is ane¢ of several significant pariners in an integrated Emergency
Fealth Services System (EB53) for the Province of Ontaric.



REOUIREMENTS OF A BASE HOSFITAL PROGRAM
i The Board of Directors of Trastees of a hospital thal is hosing a Base Hospital Program must
b in ¢omplete suppor of that Program,
2 The Basc Hospital tiust maintain an emergency unit that operates on & 24 hour daily
basis in campliance with the Guidelines for Hospital Emergency LUnits in Ontario as
istusd by the Ministcy of Health, 1985

3 Ity the case of an Advanced Life Suppon program, an on-site, qualified emergency physician
must be readily availabie at abl times.

4, The hospita] adminicration and the emergency wnit medical and nursing  staff must be
committed 1o participating o the Base Haspital Program.

5, The Base Hospital Program will participate in the development of agreements and protoCols
that will determing appropriate patient destinations snd transfers.

6. The Base Hospital has entered into a Performance Agreement with Eimergency Health Servicas
Branch to provide the services specified in that agreement.

gk 3419



I “IT 15 A ROLE OF 4 BASE HOSPITAL TG FROVIDE MEDICAL DIRECTION, LEADERSHIF
AND ADYTCE [N THE FROVISION OF AMBULANCE BASED PRE-HOSPITAL CARE AT BOTH
THE BASIC AND ADVANCED LIFE SUFPORT LEVEL-"

The regponsibilivies o fulfilling this role inchude:

GENERAL

a Base Hospital will provide Lhe Director, Emergency Heelth Senvices Branch with
base hospital services as set out in and delivered in accordance with the Ambolance
Act, regulations and a Base Hospital Perfarmance Agreament,

a Base Hospital will maintain an emergency unit that is availabie on 2 24 hour 2
day basis

in the evert that ambulance workers within the desipnaied erea are approved by the
Ministry of Hezlth to perform eontrolled medical acts, a physician, approvad to
practice emergency medicine by the Board of the host hospital, will be avaitable at al]
times in the smergency umit.

the Bage Hospital will <esignate o qualified' emergency physician to act as the
Program Medical Director.

Medical Direcies qualificaiicns will incbude:

*

*

o tabect T4, 1297

bacing it Full-limwe praciice of smergency medicine and on the sstive +aff of & hospital emergeney emil,
or

Bt Ly partelime practice in emsergency sedici-e (a1 Teast $0%% of clinmeal pactice hours) in an emergency
umit, and

hold » recopaized medical specialy credential in emergercy medicine o g FROPD, ABEM,
COFFEM, and

is Jmowledgeahle and cxponenesd in Eupervising. waining delegating to and derecting, pre-hozpital
FTETRCRCY Care piereicders in the delivery of basis and advapesd [ifs suppert care emergency medisal
care,



. where approved by thi Ditector. Emergensy Health Services Branch, the Base
Hospital Program Medical Dicectos, on behali of the Medical Advisory
Commitiee and Trustees or Board of Directors of the Hospital will assume
responsibility for the training and centification of paramedics to deliver
contralled medical acts. In addition, the Program Medical Director will be
responstie for delegating such acts and ensuring the quality of such patient
care retidered.

r The Base Hospital Program will advise Emergeney Health Services Branch of each
complaint, received from any source, regarding ambulance service.

. The Base Hospital will on request from Emergency Heahb Servces Branch or &
service operator, conduct of assist in conducting a review or investigavon of a
complaint relating to the pronision of ambulance service

. A Base Hospital physican will, upon request from an paramedic, or m
accordance with approved protocol, provide medical direction or adviee
sopsictent with current Emergency Health Services Branch (EHSB) policies
and the paramcdic’s approved scope of practics,

. the Base Hospiral will appoint program administrative staff 23 required within
approved fnding.

. the Base Hompital Program will adhere to the usual policies and procedures of
the host hazpital for the recruttment of Frogram staff

. the Base Hospital Program will adhere to the policies of the host hospital
regarding aman resouree documentation,

. the Base Hospital Program will have curent job descriprions far each Program
position.

. the Base Hospital Program will have an orgamizational chart which clearly

depicts positional responsibilitics and reporting relationships for each staff
position within the Base Hospital Program

. the Base Hospital Program will have a current policy and procedure manual for
the Program.

Deicter M 180T



. (e Base Fospual will have a co-ordinated and co-operalive  working
relationship wath: )

other depaniments and programs within the hospital

* provingially licensed ambuolance services and central ambulance dispatch
services within the designated seographical area.

" all asseciated andior receiving hospitals within the designated geographical
area

* public safety services (fre, police, etc) within the dedgnated gecgraphical
ared,

* District Health Council{s} and the Area Emergency Health Services Advisory
Carmmities within the specified gaographical arez.

. the Bage Hospital will have a Pase Hospital Utilization Committes which will
meet at least bwice a year for hospital staff, ambulance service operator(s),
central ambutance dispatch management, Regional Office staff, paramedics,
tieredffirst response agencies, municipal represemtatives ard area receiving
hospitals to cormnunicate and address Issues relating to ambulance based pre-
hospital patient care,

. the Base Hospital Uhilization Cotnmities will have terms of reference which are agreed
to by a majority of teeo-thirds of the members of the Committec
Patient Care - Crenera
The Base Hespital will:

- o7 request, assist ambulance service operators in the review and validation of
the patient care efements of local policy and procedurs mamials.

. ensure that paramedics and cther ambulance workers are represented on the

Base Hospital Uhilization Commitiee to provide them the oppertunity 1o input
to program activities and to recaive feedback.

Ot 20, 1791



provide each service eperator with assistance and information necessary for the
development and inplementation of the patien: care components of a Continuaws
Quality Improwvement program.

where the patiant care provided by a paramedic or other ambuiance service waorker
dues not meet the Provincial standard for patient care delivery the Base Hospital will
provide the appropriate service operator with gualitative and guantitative feedbatck
regarding the nature and type of patient care provided by the paramedic{s) and the
nasure of the identified patient care deficiency

Contrelled Medigal Acts

Okt 24, 1ENT

the Base Hospital will ensure that priar to any ¢xpansion o chanige in scope of
practice of paramedics In their area, or intreduction of any training in an
advanced life support procadure that such change is endorsed in writing by the
Board of the hospital hosting the Program and by each affected ambulance
service aperator, and that prios written approval is received from the Dareclor,
Emergency Health Services Branch of hiz delegate.

the Base Hospital will work co-operatively with and assist the servige pperator
in:

- determining which paramedics wiil be li pikle for (raining at the Paramedit and
Advanced Paramedic levels.

* using a provincally standardized methodology for pre-screening candidates,
including standards for minimum qualificadons.

* atilizing a provincially standardized method for verifying applicant knowledge,
skills and qualifications.

" implementing standardized erteria for an interview process

the Base Hospital will accept for advanced life support trantng ehaibte
candidates provided by servies operators and will ensure that an
objective candidate training, evaluation and certificalion peooess 1§
provided for each candidate.
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paratredic candilate traireeg and certefication records will be retained for a
period of three years following completion of each selection competition,

the Base Hospital will maintain and report wo Emergency Healh Services Branch a
controfled medical ace skills inventory for each parzmedic employed by a lhoensed
armbulance service aperating within designated area of the Base Hospital.

the Baze Hospiral Program will praintain current records of the fallowing.

EY

evaluation process and cutceme for cach candidate considered for advanced
life srpport trainmg.

training and continuing medical educatton for each paramiedic.

certification, decsrtificanion, recertificatinn, deactivation and reactivarion of
each paramedis, ’

remedial education activities for each paramedic, equipment faiture and Base
Hospital physicion unavailability for oneline medical control, and any other
ungsial circumstance or acouTrence.

complaints relating to ambulance: based prehospital care received by the Basa
Rospital.

each failure by a paramedic to adhers to controllad medical act pretocols or
ary related patient care ertor or omdssion.

the Base Hospital will undertake & review of campliance with controlled
miedical act prowocols on an annual basis,

the Base Hospital will review and ensure that training and delivery peolicies and
procedures For controlled medical acts are congatant wilh provincial standards on an
annual basis,

the Base Hospital will co-operate with cach service operalor 1o ensure that the
pelicies and procedures for controlled medical act performance does nok result
in service operators or their staff bang i conflict with thelr collective
agreement, EHS policy or legislated requirements.



1l “IT 15 A ROLE OF THE BASE HOSPITAL TO PROVIDE, LNDER THE DIRECTION AND
LEADERSHIF OF TILE MINISTRY OF HEALTH, EMERCENCY HEALTH SERVICES BRANCH
AND IN COOFERATION WITH THE AMBLULANCE SERVICE OFERATORS, APPROVED
TRAINING, CONTINUING MEDICAL EDUCATION AND QUALITY ASSURANCE AT THE BASIC
AND ADVANCED LIFE SUPPORT LEVELS™

The responsibilities i Aulfiling this role include:
OEMNERAL

. the host hospital will ensure that the Base Hospital Program staff are qualified
1o deliver such training, continuing medical education and quality assurance
programs as they are approved to defiver

. the Base Hospital where approved to do sa, will deliver or assist with the
' delivery of prervincioffy approved patient care maining programs for ambuiance
bascd pre-hespital care paramedics.
. the Bace Hospital will promote awareness of its patient care, quality assurance and

continuing education responsibilies to medical and nursing staff of receiving
emergency unils in itz geopraphical catchment area.

. in response tD & MEqUEL, the Base Hospital will, initiate, co-ordinate or astist
with educational programs for paramedic arbulance workers in co-operation
with the service operator and Emergency Health Services Branch,

Conrolled Medical Acts
v the training and certification of paramedics will occur under the suparvision and

respongitility of the Base Hospital Medical Dircctor in accordance with
provincial standards for content and methodalogy.

- the Base Hospital will develop and implement a guality assurance program for
ambulance based paramedics which may include, but are not lmited to the following:

* monitoring the delivery of controlled medical acts through chart audits, ride-
ours, out-come studies and clinical expenence.

Ldker 19, LT
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monitoring the Rmctionafiny and effactivensss of medical equipment and
suppling

* ensuning the maingnance of medical equipment and supplies required for the
perfarmance of controlled medical acts.

moritordng and  maimaining contralled medical act skills maintenance
programs.

encourage an effective relationship between Base Hospital staff, receiving hospital
emergency department stafl and paramedics.

the Base Hospital will deliver provineially standardized programs of continuing
medicsl education for paramedics.

the Base Hospital will use objective, provincially standardized criteria and
formar(s) to evaluate the guslity of controlled medical acts provided by
pararnedics.

the Base Hospital will on an annal basis sonduct & minimur of one evaluation

of patient care skills and delivery for each paramedic.

she Base Hospital will provide individual feedback to each paramedic and collective
service feedback respecting each service 1o the operalef of that service Tegarding the
findings of the paticnt carc guality assurance program.

the Base Hospital will evaluate the effectiveness of controlled medical act training,
cenification sl continuing medical education programs using Ewmergency Health
Services Branch approved methodelogy.

the Base Hospital will conduct patient outcome audits on selected patients or types of
medical canditions.

1he Base Hospiral will undertake patient care evajuations through:
* conducting chart andits of ambulance calls where a controlled medical ad was

performed by a paramedic or where a controlled medical act was indicated but
nol provided,

(L]



* soliciling emergency physician inpu

- monitaring ¥ of cancelled calls

* momnitering on-line quality asarance activities.

. the Base Hospital will comply with the certification policy for each paramedic
in accordance with the nature of the approved program and provincially
accepted ambulance based pre-hospilal policies and protoonis.

. the Base Hospital will notify the service operator within 24 hours of each instance
where a paramedic has had the delegation of one or more conmtrolled medical act
recinded by the Basc Hospital Medical Director.

. the Base Hospital will maintain complete records as follows:

- sach ambulance call in which a "Controlled Medical Act™ was initiated or
indicated.

* each ambulance call or incident reviewed ot audited by the Base Hospital.

* each training program conducted by or participated in by the Base Hospital,
v all patient care provider CME programs

compliance with provincial centification policy

* minutes from meelings

communicalonecorespondence

* complaintsfinvastigations and acfions wken

* equipment inventory/useAraningfmaintenance/falure

. physician unavailability for on-line medical quality assurance

Oiclobe T4 1997



- failure of paramedics or Base Hospital Physictans (o adhere 1o a hase hospital
or patient care protoco] relating vo ambulznce based pre-hospital emergoncy
patient care.

* chinical errors relating te ambulanes based pre-hospital care committed by
paramedics or Base Hospital Physicians

. the base hospital program will have in place and maintadn a bealth and safecy
praggam fior its staff and for training activitics,

. the Base Hospital will assist each service operstor in establishing a heafth and safety
program related 1o the provision of controlied medical acts and the use of the approved
medical squipment. -

Ctoker 13 1907
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1 “IT 15 A ROLE OF THE BASE HOSPITAL TO PLAN FOR AND MAMAGE THE FINANCIAL.

STAFFING, FACILITIES AND EQUIFMENT NEFEDS AND RESOURCES REQUIRED FOR ITS
PROCHAM".

The responsibilities n this area will inchude:
L apital Expenditures

- capital expenditures will be appraved in wating by Emergency Health Services Branch,
in advance and will be supported by 2 busiress case which ingludes a nesds analysis,
options considered and cost estimates.

Operational Funding

. base progrem funding wili reflect the previous years allocation, Annual
ceonOMmiS revisions 1o the base budget of 2 Base Hospital may be made.

- the base. program budger will reflect the need for resources to provide the serdces
requested and approved by the Ministry from the Base Hospital for the dexignated
armhulance senices.

. requests for base funding adjustroent or one-time activities will be made through the
Base Hospital propasal process.

. funding agreements with other agencies of grganizations musl have prior wTen
approval by the Dircctor.

Financial Management System

. the Base Hospital Program will ensure that 2 financial managerment system is i
place which adheres 1o generally accepted business and financial practices.

Owtokeer 25, | T
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THE MINISTRY OF HEALTH WILL ONLY FUND BASE HOSPITAL FROGTRAM EXPENSES FOR WHICH
PRIOR WRITTEM APFROVAL IS GIVEN.

A

B)

o

Oty 34, w9t

Funding

the Base Hospital will make an annual budeet subrgssion m the desigrated format and
time frame,

rach annual submissien will provide details of capital and opeeating expendinee
foor the budget perind.

base budgets will not be excecded except where written approval has been
Efven prigr to the commitment of funds.

funding obtained by the Base Hospital Program from sources other than Emergency
Health Service ghall be reported to the Directar.

Expenditure managament and contrel

expenditures will be monitcred regularly by the Base Hospial and limited 1o
the apnounts approved by the Ministry in sach category.

variances in expenditires wil he reported by the host hospital +o the Regional
Manager, Emergency Health Services at the time of reutine financial reporting,

each expenditure will be supporied by individual invoice or empioyce time
record as approved for payment by the host hospital

funds may anly be used for the purpose that has been approved by the Ministry
unless prioe wotten approval otherwise bas been received from the Ministry,
Accounting practices

the financtal accounting program used by the host hospital for the Bese
Hospital Program will conform to peneral accounting practioes, lespslaccd
standards and Ministry of Health financial policies 2nd procedurss.

a detalled accounting of cach expenditure will be maintained for audit purposes.
expenditures will be shown an the relevant fines of the reporting statements.

14
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Repar subniissions

financial and operating reports using rhe form and format approved by the
Director will be sabmitted to Emergency Health Senices Branch throueh the
Regional Manager within the time period specified by the Director,

a Base Hospital Program activity report in the form and format specifed by the
Director will be submieted on an annual basis to Emergency Health Services Branch
through the Regional Managear.

the Base Hosmtal program will notify the necessary service operatpr and the Diirector
throuphy the Regional Manager, of any change in the swams of & paramedic or other
ambulance service warker. These reports will inchade, bt not be limited to.

. certification changes {advise within 3 warking dayg)
. lewel of rraining a paramedic has received
. Erergency Heslth Services IdentiBcation Murmber
Facilities
The Base Hospital will
- undertake or in co-operation with service operators, Facilitate whe provision of space far
training/contining education for paramedics.
. provide appropriate aecommodations for Program staff.
Equipment and Suppliss
The Base Hospital will:
. ensure providon of such ftems of supplics and equipment as approved by Eme:gel:'m}'
Health Services Branch and as ars aecessary for the delivery of each controlled medical
act by paramedics in the destpnated peographical area.
Caotepr 24 199
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. enfer Lo 4 writlen agresmient with cach service operator regarding the supply. vse and
saintenance of equipment and supplies specific to the delivery of each Minisiry
approved controlled medical act being provided by paramedics in their senvice.

- Taintain an inventory of supplies and equipment required for the delivery of contralled
toedicat acts approved for delivery by the Program.

. ensure What cach item of equipment required &2 be camed in an ambulance For
the defivery of a controlled medical act by paramedics is approved for such use
by the Director of Emergency Health Services Branch,

. enter inte & written agreement with each service operator (o ensure the
operational statss of equipment and availability of supplies used in the
anbylance services for the delivery of a controlled medical act.?

Planning
‘The Base Hospital will:
. maintain a plan for ensuring that all staffing needs of the Base Tnspital

Program will be met on an angoing basis.

- have a plan in place to ensure the availability of operational, administrative and
clinical support services needed to sustan the Program.

. provide a health and safety program for Program staff and trainees.

ANY SUCH PLAN EREQURING ADDITIONAL RESOURCES SHALL HAVE FRIOR WERITTEN
APPROVAL FROM Tilf MINISTRY BEFORE COMMITTING TO AN EXPENDITURE OF SUCH
RESOURCES,

In the Air Ambulance program T it generatly the respensibility of the Adr Amilance base ce the !oeal Bose
Haspitak Program.

In these mstapces where the Base Hospial contmets reapensibility for equipment eanintengnes 1o an esternol

bigmedical maintenanse Beility the hom hospital remains msponsible fos the opersticnal status of 8l such
R pCneTIL.
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v TIT IS A ROLE OF THE BASE HOSPITAL TO ACT A% A RESOURCE CENTRE FOR PHE-
HOSPITAL CARE TN IT'S DESIGNATED GEOGRAFHICAL AREA.™

The responsibilities of the Base Hospital in fulfilling this role inctude:

Ambutance Based Operations
The Base Hospital will;
. 8515t & service operalot in wssessing present and future siaff tramning neads
- assist the service operator in monitoring patient care,

- monitor and eviluste the delivery of controlled acts by paramedics.

. bring 1o the attention of and discuss with the Regional Office and service
operators any isaues relading o the level and type of paticnt care senvdce being
oferad.

. participate in the development of agresments that will determine appropriate patten:
destinations and wansfers.

. participate in the development of Bered response agreements.

. on request from a dispatcher or ambulance crew, provide information or medical
advice to CACC and paramedics regarding paticat transportation or the selection of an
appropriate receiving facility for sperific patient necds.

. act a¢ 3 rescurce ta the CACCs and the service operators in the development
of Incal service and dispatch policy on the transfer of emergency patients.

Communicy

The Base Hospital will on request:

. assist local health planning agencies in defining the level and type of pre-
hospital care service required by the communiry.

. act ac a resource ta the Jevelopment and defivery of public education for FH3

Dkt 14 |27



. asiist Yocal ambulance service operators and the Regional Offce to ensuce that

the patient rare thas is being provided mects commuuty, district and regional
needs.

. act as 4 cesauree 1o the Mimstry of Health through the Provincial Base Hogpiral
Advisory Group on the emergency patient care skills required 1o mest the
needs of the Province

. il assist with or facilitate communications and conflict resolulion oo
ambulance based pre-hospital patient care issues.

Research

The Base Hospital may, with prior written approval from the Director, Emergency Health
Services Branch’:

. nromete and participate in research pertaining to ambutance based pre-haspital
patient care procedures ie. the benefit of a particular procedure in a particular
cotrmunity or pafient care situation.

. promete research and fieid trials of procedures or equipment for arnbulance
based pre-hospital care and whene requested by Emergency Health Services
Branch participate in such research or feld trials,

The Base Hospital will alsa:

- offer recommendations, through the Provingizl Base Hospitdl Adwvisery
Comumittes, to Emergency Health Services Branch on ambulance based pre-
hospital patient care and transportation in general.

This asiels in no way limits the parteipation of Base Hospilal pliysicians o ather Base Hospin] stff Som
partcipatling in research that is dons aulside of the Tealm of the Base Huspatal Progeam

Octoiper 14, LEP3
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An Associate Base Hospital is & hospilal which has been requested 1o and has entered imo an
agreement with a Base Haspital to perform specifie designated duties of the Base Hospital Program
These duties must be munrally agreed upon and formalized n 2 written agreernent,

The District Health Council should be and the Regional Office must be invalved i 1he process of
detenmining the role and responsibilities of an Associate Base Hospieal

Funding suppont to an Associale Base Hospital and all of its aetivities iz the responsibility of the
sponsoring Base Hospital,

An Assorimie Base Hosprtal is directly accountable to its sponsoring Base Hospital in all raatters
relating to the provision of Base Hospital services for ambalance based pre-hospital emergency patiens
care and fransportation.

Dot 24, 1)
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BASE HOSPITAL REVIEW PROCESS
METHOQDOLOGY

The review process wiilized for Base Hospitalz will parallel that used for ambulance sendces and
Central Ambulance Comenunications Centres. The significant features of this proesss arc

. Ministry of Health developed criteria with base hospital input

. peer foeused by including base hospital staff from other centres on review team,
. measurable, resulis woentated objectives that relate to base hospital contract.
Ereguency of Base Hosnital Beview

The intent of the program is that all Base Hospitals will be reviewed by the Ministry of Health once
every five vears ae part of the continuous quality improvement progeam for Base Hospitals programs,

Additioeal reviews of an individual base hospital program might be conducted if*

. recurment problems or inadequacies are identified in the Program by the Minigtry,
. a propasal for expansion or change is constdered.
. a Base Hospital review identiftes major Program deficiencies which require a follow-up review.

Motice of Rewiew

The Base Hospital will be provided with ninety days notice.

Review Team Compostfion
Mimistry of Health staff fram

Emergency Health Programs Section staff
A pegr Base Hospetal Program Dinsctor
A peer Base Hospital Medical Director

Oelohor 14 |59T
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Beaew Criteria

The criteria for the review are based on the Roles and Responsibilies document and the individual
eontract for aach base hospital,

Documentation Bewiew

Ministry fles relating to the Base Hospital program containing dooumeantation and corresponrdence wail
b resdewed by the team lezder. The team is then briefed on the content of the files to familiarize them
with the Base Hospilal and assist them in preparing and conducting the Gefd visit and mierviears,
Additional materials wilt be reviewed during the course of the Geld wisit to validate data gathered
theough the interview and ohservation phases.

The team leader will be responsible for:

. identifying files and documents reviewed and by whom,
. identifiying files, comespondence, documents, ste. copied aml eetained as part of the working
dotumenLs.

Tearm mernbers will be responsible for recording details Gom the decumentation review.

Injerviews

Input iz valued from all levels within a base baspital program and from ell agencics regularly interacting
with the base hospital. Information will be gathersd Fom servics operators, teeiving hospitals,
CACCs, paramedics, DHCs and athers outside of the Base Hospital Prograrn.

Ficid Obsenvations

Field observations may include:

visits with paramedics

Emergency Unit observations
radio-telephione patch review
documentation-chart audit reviews

Wheloker 4 10
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Ta.  CAOQsef Upper Toer Mumicipalities

From: Gralam P. Brand
Driracrar

Rer  Criteria re Assume Eacly Responsivilicy
for Land Ambulance Seryies Frogram

Az ¥ou will 1o doubt be aware by now, the Ambelance Acr as amended by the Services
Improvement Acr 1597 provides for 3 teg year protection perod for existing licensad Jand
srabulance operarors. The Act also SOBENS 3 provision that g County vr Regiopal
Municipality may elecy o anmeme responsibifiny, beowveen Jamuary 1, 1998 ana Decempear 31,
1995, for direcrly FERTRChiop with and funding the existing ambulanee servies Providers. In
these insanes where an Upper tier municipality chaoses not 1o assume carly responsibility. he
Mintstry of Health will contipus 20 fund the service apemrors and bill the upper vjer
Bzicipality for the coms sssociaged with the provision of the ambulanee service,

If an wpper rier Flinicipaliny wishes o assume cably responsiyiliny for the delivery of bnd
ambulance service and the Minfser agrees, the Minisgy wil) mmediaiely proceed (o negotite

Ip agrering i e early ascumprion of respensibility, the MATLSTTY hae am expecangn thar tamt
ambulance services will cendime to funcrion within the bealt care SYSIEM 45 an tlegra) parr

of the provincia Emtrgency Health Services Sysiera. If you Kave any QUESHGRS regarding che
afached criteqa do por besitae to contact the Reginasl Manaesr for Emer enicy Healrh

Services in wour area, i

€t Regions| Managers S
Lard Ambuianee Transigon Taddarce
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CRITERIA T() A58 LUME RESPONSIRILITY FOR

LAND AMBIILANC

Ta Meer The Reguirtments T Assume Respansibikity For
Ambulance Service an Upper Tier Municipalive Wilj

<. Commitig ensuring thar Jang ambulance servips g
the Ambulance -Aet, Repulations and other relevant

4. Az a fingt StEp in mesting the mantitan requirements

by-law passed by the Couneit thay establishes the m

B353an
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D

The Funding Ang Provision Of Land

Provided jn a-c.l:orlianﬂe with

lepizlation

Provide a e topy of u

unicipality"s willingness apd
PIOper provision of Japd

4163277511

with the needs of persons
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FUNDAMENTAL PRIN CIPLES FOm.
LAND AMBUT AvecE

WITHIN 4
EMERGENCY HE

2 INTEGRATED

COMPREHENS]VE
ALTH SERVICES SYSTEM

Murieipaiities have 3 tesponsibility tn ensurs thar Land ambulance service pa arn
integral part of the health care systerm of the provinee.

L ACCOUNTARLE

aciording 10 the legislagon and regulations. The levsl and quality of care thay js
Providad to patiente by muticipalities will be manttored by appraprigre hospital

based raedical sraff

4 RESPONSTVE

Municipaliries wil] be regpongive to the Ructeating health care, desnographic,
socia-economic and medica) demands of he consuntly changag envirsnmenr
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