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June 14, 2018 

Master Plan Options Evaluation Rating Score System 

Options have been developed to the point that their broad service delivery, operational, capital, and financial 

implications have been identified and can be evaluated against one another.  The purpose of the evaluation exercise is 

to arrive at a consensus on the preferred service delivery model by which to proceed with Stage 1B planning (site 

planning, space requirements, costing, development approach, etc.).   

 This is the first of the Ministry’s 5 stage Capital Planning process.  At each successive stage we will refine the model, 

the assumptions, and any changes in projections that may be needed based on medical care advancements, 

technology changes, etc.   

 

 An overview of the process and package of data to reference will be presented at the June 18 Task Force 
Meeting 

 

 Each member of the Task Force will be asked to independently score the models using the Evaluation Rating 
Tool 

 

 For each criteria, you will assign a score (1 / 2 / or 3).  3 being highest, 1 being lowest 
 

 Wherever possible try and not use the same number for any given criteria for more than one model  e.g. 
Lowest cost model would get a 3, middle cost would get a 2 and highest cost would get a 1 
 

 For most of the Criteria, Data is referenced for your consideration.  Some of this is hard data, some is 
backgrounder and some is to provide context.   
 

 Please ensure you have considered all of the Data provided for each of the Criteria  
 

 These evaluations will be submitted to Paula by July 6th for tabulation 
o The Economic Impact Analysis report is expected to be received by July 4th and will be distributed to 

the Task Force separately as soon as it has been made available 
 

 The tabulated results will be presented to the Task Force at the July  16th  meeting  
 

 Once the tabulated results have been reviewed the Task Force will have a roundtable discussion to explore 
areas of concerns, identify areas or issues that the group does not feel the tool captured, and to identify if 
there are areas where the results do not fit with the group’s sense of what the preferred model should be. 
 

 At the July 30th meeting, through a consensus based approach, the Task Force will recommend a preferred 
model to the MAHC Board of Directors  
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Relationship between surgeon volume and
outcomes: a systematic review of
systematic reviews
Johannes Morche1, Tim Mathes2* and Dawid Pieper2

Abstract

Background: The surgeon volume-outcome relationship has been discussed for many years and its existence or
nonexistence is of importance for various reasons. A lot of empirical work has been published on it. We aimed to
summarize systematic reviews in order to present current evidence.

Methods: Medline, Embase, Cochrane database of systematic reviews (CDSR), and health technology assessment
websites were searched up to October 2015 for systematic reviews on the surgeon volume-outcome relationship.
Reviews were critically appraised, and results were extracted and synthesized by type of surgical procedure/
condition.

Results: Thirty-two reviews reporting on 15 surgical procedures/conditions were included. Methodological quality
of included systematic reviews assessed with the assessment of multiple systematic reviews (AMSTAR) was generally
moderate to high albeit included literature partly neglected considering methodological issues specific to volume-
outcome relationship. Most reviews tend to support the presence of a surgeon volume-outcome relationship. This
is most clear-cut in colorectal cancer, bariatric surgery, and breast cancer where reviews of high quality show large
effects.

Conclusions: When taking into account its limitations, this overview can serve as an informational basis for
decision makers. Our results seem to support a positive volume-outcome relationship for most procedures/
conditions. However, forthcoming reviews should pay more attention to methodology specific to volume-outcome
relationship. Due to the lack of information, any numerical recommendations for minimum volume thresholds are
not possible. Further research is needed for this issue.

Keywords: Systematic review of systematic reviews, Volume-outcome, Surgeon volume, Clinical outcome, Quality
assurance, Patient safety

Background
In particular, in surgical disciplines, lots of studies have
been published on the volume-outcome relationship since
Luft et al. [1, 2] explained the theory of it. Mortality and
survival have been explored most in this debate. Many
different primary studies as well as systematic reviews
indicate a positive relationship between hospital as well as
surgeon volume and clinical outcomes for different surgi-
cal procedures [3–5]. It has been suggested that surgeon

volume is more important than hospital volume for
procedures with a shorter length of stay and specific in-
traoperative processes and skills (e.g., carotid endarter-
ectomy) whereas hospital volume is suggested to be
more important for those procedures which implicate
longer lengths of stay and a major need for hospital-
based services such as intensive or respiratory care
(e.g., lung resection) [5].
The existence or nonexistence of surgeon volume-

outcome relationship is important for different issues. It
can be of importance for the methodological refinement
of clinical studies on surgical innovations. The evaluation
of innovations vs. established procedures can lead to
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biased results in terms of the comparison of the effects of
the different procedures. These trials might overestimate
effects for established procedures in comparison to in-
novations as surgeons are more familiar in performing
these surgeries. Therefore, such trials might lead to
better outcomes for established procedures only due to
its longer existence and not due to the procedure itself
[6]. Additionally, only few multicenter trials report about
provider effects due to variation in expertise. Low-volume
and high-volume providers are often included in the
same trials which might cause misleading conclusions
[7]. Moreover, it is also important to know whether
high-volume surgeons (HVS) perform better in order to
provide patients with a good medical treatment. A
sound knowledge about surgeon volume-outcome rela-
tionship might have important implications for designing
training for surgeons. Furthermore, minimum volume
thresholds for surgeons might come into force. There
already exist recommendations by the Expert Panel on
Weight Loss Surgery [8] for bariatric surgery, and an
international expert panel defined appropriate and in-
appropriate surgeon volumes for a variety of gastric proce-
dures [9].
Many systematic reviews have been published on this

topic, so that it becomes more and more difficult to deal
with the huge amount of literature. Therefore, the specific
scope of this paper is to provide an overview of all the sys-
tematic reviews and to perform a synthesis of the evidence
on the surgeon volume-outcome relationship. We analyze
if the clinical outcomes of patients undergoing any kind of
surgery will be favorable if they are operated by HVS in
comparison to low-volume surgeons. The synthesis is
based on a thorough evaluation of the quality of the in-
cluded reviews and their results in different surgical pro-
cedures/conditions.

Methods
This systematic review of systematic reviews was under-
taken in particular according to the methods prescribed in
the chapter on overviews in the Cochrane Handbook for
Systematic Reviews of Interventions [10] and is reported
according to the Preferred Reporting Items for Systematic
Reviews and Meta-analyses (PRISMA) [11] (see Additional
file 1). There was no formal protocol for our work.
However, being part of a master thesis, a short project
proposal was prepared. Therein, it was specified a priori
to follow basically the same methods as in the previous
analysis of our research group on hospital volume [12].

Literature search strategy
We performed a systematic literature search to identify all
published systematic reviews on the association be-
tween surgeon volume and clinical outcomes. Medline
(via Pubmed), Embase (via Embase), and Cochrane

database of systematic reviews (via Wiley Online Library)
were searched (all search strategies can be found in
Additional file 2). Reference lists of relevant articles
were hand-searched to identify additional articles not
retrieved by our search strategy. Furthermore, we
inspected websites of health technology assessment or-
ganizations that were members of INAHTA, HTAi, or
EUnetHTA in October 2015 to identify reports not
indexed in bibliographic databases (Additional file 3).
All searches were done without time restriction in
October 2015.

Study selection
In consideration for this review, the following inclusion
criteria were applied to each systematic review: review
of primary studies derived by a systematic literature
search, any kind of critical appraisal of included studies,
addressing the relationship between surgeon volume
and clinical outcomes in surgery/surgical procedures,
and written in English or German. Articles dealing
solely with the relationship between specialization or
hospital volume and clinical outcomes were excluded.
Systematic reviews investigating the relationship be-
tween both hospital volume and surgeon volume were
included, if results for surgeon volume were reported
separately or could be derived from text.
All titles and abstracts were screened independently by

two members of the research team. The full texts of po-
tentially eligible articles were obtained. Two reviewers
assessed the eligibility of the full texts against the review
inclusion criteria. Any disagreements were resolved by
discussion.

Data collection
Data were extracted by one reviewer into structured
summary tables and checked for accuracy by a second
reviewer. Any disagreements were discussed until con-
sensus was reached. For each systematic review, charac-
teristics were extracted on the surgical procedure/
condition, inclusion and exclusion criteria for primary
studies, search period, and number of included studies.
As some systematic reviews included studies other than
on surgeon volume (e.g., hospital volume), we quoted
additionally the number of included studies reporting
on the relationship between surgeon volume and out-
comes. Results were extracted according to the type of
evidence synthesis. In the case of narrative synthesis,
results were abstracted by modified vote counting [13].
This contained data on comparisons showing HVS per-
forming better (irrespective of statistical significance),
median effect size (range) across all comparisons, com-
parisons showing statistically significant effects in favor
of HVS, and total number of comparisons. This method
has been suggested for presenting results of qualitative
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synthesis, overcoming problems arising when simple
vote counting is used by relying either on the number
of comparisons with a positive direction of effect or the
number of comparisons reaching statistical significance.
Studies with low statistical power could be misleading
in interpretation of overall effects in synthesis [10, 14,
15]. If multiple comparisons were given, in terms of
more than two volume categories, we relied on the ef-
fect sizes of the highest volume surgeons opposed to
the lowest volume surgeons. For example, if a study
used four volume categories and defined the highest
volume category as the reference, authors might report
three different odds ratios (OR) (or any other effect
measure) when categories were opposed to HVS (the
lowest vs. HVS, low vs. HVS, medium vs. HVS). In this
case, we relied on the OR corresponding to the lowest
vs. HVS. For all meta-analyses, we extracted pooled
effect sizes, confidence intervals, types of effect model-
ling, measures of statistical heterogeneity (I2), and the
numbers of comparisons in addition to the data needed
for modified vote counting. Low-volume surgeons were
used as reference category within this overview so that
effect measures for mortality will be smaller than one
and effect measures for survival will be bigger than one
if HVS perform better than low-volume surgeons. If
included systematic reviews reported effect measures
differently and used HVS as reference category, effect
measures were converted so that results can be inter-
preted consistently across different reviews. We referred
to comparisons instead of the number of studies, because
some studies included more than one comparison used in
meta-analysis. We assumed only observational studies
to be included in the systematic reviews. Confounding
is known to be a major problem in this study design
[16, 17], so we extracted data irrespective of the type of
synthesis on case-mix adjustments by means of vari-
ables that were adjusted for in each study for a given
outcome and condition where at least two studies were
synthesized. Data on case-mix adjustments were not ex-
tracted where only one study was available. We reported
results based on surgical procedure/condition. Within the
result section of a specific procedure/condition, we state
whether a procedure (e.g., Norwood procedure) or a
condition (e.g., breast cancer) was considered. We cal-
culated the “corrected covered area” (CCA) in order to
investigate the overlap of primary studies included in
different systematic reviews for the same procedure/
condition [18]. The first occurrence of a primary publi-
cation is defined as the index publication. The CCA di-
vides the frequency of repeated occurrences of the
index publication in other reviews by the product of
index publications and reviews, reduced by the number
of index publications. It is used as it allows a classification
into slight (0–5%), moderate (6–10%), high (11–15%), and

very high (>15%) overlap for different surgical procedures/
conditions.

Assessment of review quality
Methodological quality of the eligible systematic reviews
was undertaken independently by two reviewers. Any
disagreements were resolved by discussion. We used the
“assessment of multiple systematic reviews” (AMSTAR)
[19] which includes 11 items to judge the quality of each
systematic review (Additional file 4). AMSTAR was
found to be a reliable and valid measurement tool to
assess the methodological quality of systematic reviews
[20, 21], and it seems that all items can generally be
applied to systematic reviews of non-randomized studies
[22]. We added a supplemental question on reporting of
dealing with multiple comparisons in primary studies.
Some studies might have calculated effect sizes using
more than two volume categories (e.g., high, middle,
low). In these cases, authors should clearly state which
comparison was chosen (e.g., the highest volume group
opposed to the lowest volume group), as this might have
an influence on results. We judged this to be not applic-
able where results of all comparisons were reported in
case of narrative evidence synthesis. The requirement
for the item “conflict of interest” was changed in com-
parison to the description of the authors of AMSTAR.
The authors demand that “potential sources of support
should be clearly acknowledged in both the systematic
review and the included studies” [19]. We considered
the item as being fulfilled if potential sources of support
in the systematic review were clearly acknowledged.

Evidence synthesis
A meta-analysis of systematic reviews is difficult as some
of the primary studies will usually be included in more
than one review. Pooling results would give too much
statistical power to multiple included primary studies [23].
Thus, we performed a qualitative evidence synthesis by
assessing the surgeon volume-outcome relationship on
the body of evidence (taking overlaps of primary studies
into account), quality of systematic reviews, consistency of
findings, and up-to-dateness of the body of evidence. We
rated the relationship on an ordinal scale with tendency/
trend (+), moderate (++), strong (+++), unclear (?), and no
relationship (−). We already applied this approach satisfac-
torily in our earlier systematic review of systematic re-
views on the hospital volume-outcome relationship [12].

Results
From 1596 abstracts initially identified, 98 were retrieved
for more detailed evaluation. Five additional studies were
identified by citation review and hand-searching HTA
websites. In total, 103 publications were screened in full-
text of which 71 had to be excluded (see Additional file
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5 for the list of excluded reviews), leaving 32 systematic
reviews [3, 24–54] suitable for inclusion (see Fig. 1,
based on Additional file 1 [11]).
Twenty-six of the included reviews focus on one spe-

cific procedure/condition. These reviews examine the
surgeon volume-outcome relationship for 15 different
procedures/conditions. Six systematic reviews focus on
colorectal cancer [24, 25, 35, 36, 43, 48], three on bariatric
surgery [37, 41, 54], two on abdominal aortic aneurysm
(AAA) [50, 53], two on esophageal cancer [26, 52], two on
radical prostatectomy [47, 51], and two on total knee
arthroplasty [38, 45]. Single systematic reviews report
on breast cancer [30], on coronary artery bypass graft
(CABG) [44], on cystectomy [32], on head and neck
cancer [28], on lung cancer [49], on Norwood proced-
ure [42], on pancreatic surgery [31], on percutaneous
coronary intervention (PCI) [46], and on trauma [27].
All of these reviews focus mainly on adults except for
the review about Norwood procedure which only ana-
lyzes neonates. Six additional reviews include information
about several different surgical procedures/conditions
[3, 29, 33, 34, 39, 40].
It was decided to use these general reviews in a sup-

plementary manner. Where appropriate (e.g., in the ab-
sence of other meaningful up-to-date reviews) results
of these reviews are partly discussed in the full sections
below. Three of these reviews are the first ones that
dealt with the volume-outcome relationship in surgery
[29, 33, 34]. Thus, they are likely not to present the
current state of evidence. See Additional file 6 for the char-
acteristics of the included systematic reviews—condition/

procedure analyzed, inclusion criteria for primary studies,
relevant/total number of primary studies included—and
Additional file 7 for a detailed description of empirical re-
sults. Based on the reporting within the systematic reviews,
the vast majority of primary studies is based on data from
the USA. Other studies used data from Canada, Europe
(mostly UK, following Scandinavia), Australia, East Asia
(Taiwan and Japan), and Brazil. As a number of reviews did
not present these characteristics, there might also be stud-
ies using data from other regions/countries.

Review quality
The methodological quality of included reviews (Table 1)
was generally moderate to high, although some single re-
views could even be judged as excellent and some other
reviews had major methodological flaws. The most com-
mon methodological weakness was the lack of a list of
studies (included and excluded), which was mostly due
to a missing list of excluded studies. Two thirds of the
reviews abstained from listing all included and excluded
studies. Assessment of included primary studies differed
among the systematic reviews. Approximately half of the
reviews did not precisely report which criteria they used
for assessing the methodological quality of primary
studies or they did not present their results. In this
case, we assessed the item on “critical appraisal” by
AMSTAR as being not fulfilled. Most of the other
reviews used a modified version of an existing tool (e.g.,
Newcastle-Ottawa Scale), referred to the STROBE
statement, or used a newly arranged combination of
criteria. Nevertheless, all of the reviews conducted

Fig. 1 Flow chart
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Table 1 Critical appraisal

Procedure/
condition

Study A priori
design

Two
reviewers

Literature
search

Status of
publication

List of
studies

Study
characteristics

Critical
appraisal

Conclusions Combining
findings

Publication
bias

Conflict of
interest

Multiple
comparisons

Colorectal cancer Archampong et al. 2012 [24] + + + + + + + + + + + ?

Archampong et al. 2010 [25] + + + + − + + + + + + +

Van Gijn et al. 2010 [48] + + + + − + − − + + + +

Salz et al. 2008 [43] + − − + − + − + □ □ − +

Iversen et al. 2007 (short-
term) [35]

+ ? + + − − ? + + + − −

Iversen et al. 2007 (long-
term) [36]

+ ? + + − − ? + + + − −

Bariatric surgery Zevin et al. 2012 [54] + − + − − + + − □ □ + □

Padwal et al. 2011 [41] + + + + − + − − □ □ + □

Klarenbach et al. 2010 [37] + + + + − + − − □ □ □ □

AAA Young et al. 2007 [53] + − − − + − − − + − + +

Wilt et al. 2006 [50] + − − − + + − + □ □ + +

Esophageal cancer Brusselaers et al. 2014 [26] + − + + − + − − + + + +

Wouters et al. 2012 [52] + + − + − + + + + + + ?

Radical prostatectomy Trinh et al. 2013 [47] + ? + − − + − + □ □ + □

Wilt et al. 2008 [51] + ? + + + + + + ? − − +

Total knee arthroplasty Lau et al. 2012 [38] + + + + + + ? ? □ □ + +

Stengel et al. 2004 [45] + ? − + − + − + □ □ + +

Breast cancer Gooiker et al. 2010 [30] + + + + − + + + + + + +

CABG Sepehripour et al. 2013 [44] + ? − − − + + + □ □ + □

Cystectomy Goossens-Laan et al. 2011
[32]

+ + + ? − + + + + + + +

Head and neck cancer Eskander et al. 2014 [28] + + + + − + + + + □ + +

Lung cancer Van Meyenfeldt et al. 2012
[49]

+ + + + + + − + + + + ?

Norwood procedure Pieper et al. 2014 [42] + + + + + + + + □ □ + □

Pancreatic surgery Gooiker et al. 2011 [31] + + + + + + + + + + + +

PCI Strom et al. 2014 [46] + + ? − − ? − + + + + +

Trauma Caputo et al. 2014 [27] + − + + − + − + □ □ + □

Several Gruen et al. 2009 [3] + + + + − + + + □ □ − −

Miyata et al. 2007 [40] + ? + + − + + − □ □ − □

Gandjour et al. 2003 [29] + ? + + − − + − □ − − −
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Table 1 Critical appraisal (Continued)

Halm et al. 2002 [33] + + − + − + − + □ □ − +

Hillner et al. 2000 [34] + ? − − − − − + □ □ − −

Several in pediatric
surgery

McAteer et al. 2013 [39] + ? + + − + + + □ □ + −

+ yes, − no, ? cannot answer, □ not applicable
Abbreviations: AAA Abdominal Aortic Aneurysm, CABG coronary artery bypass graft, PCI percutaneous coronary intervention
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some kind of critical appraisal as preconditioned for
the inclusion into the overview. Approximately one out
of four reviews did not appropriately consider meth-
odological rigor and scientific quality of the primary
studies in formulating conclusions. Moreover, one half
of the reviews did not clearly describe that study selec-
tion as well as data extraction was conducted by two
reviewers independently. One review fulfilled all quality
criteria [31] and another review fulfilled all applicable
criteria [42].

Colorectal cancer
There are six systematic reviews which evaluate the re-
lationship between surgeon volume and outcomes for
the condition colorectal cancer [24, 25, 35, 36, 43, 48].
The reviews included 22 [24], 15 [35], 11 [25, 36, 43],
and seven [48] primary studies. In total, the reviews in-
cluded 40 different primary studies. The most recent
published review by Archampong et al. [24] included
all primary studies that were included in their earlier
publication [25] and eleven additional primary studies.
Both reviews (short-term and long-term outcomes) by
Iversen et al. [35, 36] used the same methodological
framework, and seven primary studies were included in
both reviews.
Thirty-day or postoperative mortality was investigated

within five reviews [24, 25, 35, 43, 48]. The OR regardless
of the location of the cancer was 0.77 (95% CI 0.66–0.91;
I2 = 56%) [24]. Results for the different cancer locations
were heterogeneous. All pooled ORs were significant for
colon cancer with 0.75 (95% CI 0.62–0.92; I2 = 71%) [24],
0.50 (95% CI 0.39–0.64; I2 = 85.4%) [35], and 0.82 (95% CI
0.68–0.99) [48]. The ORs for colorectal cancer were 0.82
(95% CI 0.54–1.24; I2 = 68.0%) [35] and 0.67 (95% CI
0.53–0.84; I2 = 45.6%) [48]. The ORs for rectal cancer were
not significant being 0.72 (95% CI 0.44–1.17; I2 = 34.3%)
[35], 0.86 (95% CI 0.62–1.19; I2 = 0%) [24], and 0.79 (95%
CI 0.59–1.06; I2 = 0%) [25].
Five reviews investigated overall or cancer-specific

survival [24, 25, 36, 43, 48]. The hazard ratio (HR) for
overall 5-year survival was 1.14 (95% CI 1.08–1.20; I2 =
26%) [24]. The result for the 5-year disease-specific sur-
vival was not significant with a HR of 1.06 (95% CI
0.87–1.30; I2 = 0%) [24]. All of the primary studies for
colon cancer demonstrated significant results favoring
HVS concerning overall survival [24, 36, 48]. The result
for the 5-year disease-specific survival showed no favor-
able effect for HVS [24]. All pooled results for colorec-
tal cancer favored HVS [24, 36, 48], and two of these
pooled results were statistically significant [24, 48]. One
[25] of three [24, 25, 36] pooled results showed statisti-
cally significant longer survival for HVS for rectal
cancer. The HR for the 5-year disease-specific survival
was not significant [24].

Abdominoperineal excision of the rectum for rectal
cancer was investigated in two reviews. The ORs for
abdominoperineal excision including and excluding rec-
tosigmoid cancer were 0.58 (95% CI 0.45–0.76; I2 = 67%)
and 0.51 (95% CI 0.28–0.93; I2 = 85%;), respectively [25].
The result of the other review confirms a significantly
lower rate of abdominoperineal excision for HVS by one
primary study [24].
The overall OR for anastomotic leak was 0.64 (95%

CI 0.40–1.02; I2 = 0%) [24]. All analyses for specific lo-
cations favor HVS without entailing significant results
[24, 25].
Three out of four primary studies showed a significant

lower local recurrence rate for HVS [43]. Another review
confirms this trend with a significant result [25]. Add-
itionally, there was a significantly lower rate of perman-
ent stoma for HVS [24, 36]. The CCA of 23.59%
indicates a very high overlap of primary studies between
the different systematic reviews.

Bariatric surgery
There are three systematic reviews on bariatric surgery
for the condition obesity, and all of them show positive
volume-outcome relationship [37, 41, 54]. Two of these
reviews were conducted by the same researchers with a
similar methodology [37, 41]. Therefore, six of the seven
primary studies which were included in the former pub-
lication [37] were also included in the later one [41]. In
total, the reviews included 16 different primary studies.
The reviews included 13 [54], eight [41], and seven

primary studies [37], and all of them refrained from
pooling results in a quantitative way. They show that
surgeon volume and mortality are related inversely. In
six out of eight primary studies included by one review,
there was a statistically significant lower mortality when
operated by HVS [54]. The other two reviews [37, 41]
included three primary studies which were not included
in the most up-to-date review [54]. Nevertheless, the re-
sults do not differ essentially between each other. Five of
six [41] and three of four [37] included primary studies
showed significant results, and simultaneously all of the
primary studies showed lower mortality rates for HVS.
Similar to the results regarding mortality, the reviews

show that higher surgeon volume is related to lower
rates of complications, surgical sequelae, and adverse
outcomes such as death, non-routine hospital transfer,
or venous thromboembolism. These outcomes were an-
alyzed in six primary studies included in one review,
and all of them showed significantly less complications
or adverse outcomes for patients treated by HVS [54].
This trend is supported by the results for surgical sequelae
of the other reviews [37, 41]. The CCA of 37.50% indicates
a very high overlap of primary studies between the differ-
ent systematic reviews.
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Abdominal aortic aneurysm
Both systematic reviews investigating the condition
unruptured/elective AAA show positive volume-outcome
relationship [50, 53]. In total, these reviews included 14
different primary studies.
Mortality was analyzed in 14 primary studies. All of

them were included in one of the reviews and the
pooled OR of six eligible studies was 0.56 (95% CI
0.54–0.57; I2 = 23.7%) [53] indicating that surgeons with
more than 13 annual surgeries perform better than
their colleagues with less annual surgeries. The other
systematic review [50] included four primary studies
but all of them were also included by the more recent
one [53]. The authors of the older review refrained
from pooling the results of the primary studies in a
quantitative way but they stated that all four included
primary studies demonstrate significantly lower in-
hospital mortality for patients treated by HVS [50]. The
CCA of 28.57% indicates a very high overlap of primary
studies between the different systematic reviews.

Esophageal cancer
There are two systematic reviews for the condition
esophageal cancer [26, 52]. In total, these reviews included
14 different primary studies. The authors of one of the re-
views only considered three high-quality studies for their
meta-analysis, and pooling yielded an OR of 0.87 (95% CI
0.36–1.14; I2 = 75%) [52]. Additionally, one of the reviews
analyzing more than one procedure/condition included
six primary studies investigating the relation between
surgeon volume and short-term mortality with all of
them showing significantly lower mortality rates for HVS
[3]. The HRs for long-term survival were 1.14 (95% CI
0.98–1.35; I2 = 0%; n = 3) [26] and 1.16 (95% CI 0.94–1.45;
I2 = 48%; n = 2) [52]. The CCA of 14.29% indicates a high
overlap of primary studies between the different system-
atic reviews.

Radical prostatectomy
There are two systematic reviews for the procedure
radical prostatectomy [47, 51]. These two reviews in-
cluded 33 [47] and ten [51] primary studies. In total,
they included 35 different primary studies. The results
were separated within one of the reviews depending on
the surgical technique (open vs. laparoscopic) [47]. One
primary study included into this review showed a signifi-
cantly lower postoperative mortality for HVS whereas an-
other primary study did not demonstrate a significant
result regarding 30-day mortality [47]. Likewise, the
pooled analysis of two primary studies did not demon-
strate a significant decrease in surgery-related mortality
with more operations [51]. One of the reviews analyzed
several patient-related outcomes, and most primary
studies indicated significant lower rates of long-term

incontinence, complications, anastomotic strictures, and
positive surgical margins as well as a significant lower risk
of additional therapies for patients treated by HVS [47].
The results for the two first-mentioned outcomes are
supported by the other review with significant results [51].
The CCA of 22.86% indicates a very high overlap of
primary studies between the different systematic reviews.

Total knee arthroplasty
There are two systematic reviews for the procedure
total knee arthroplasty [38, 45]. In total, these reviews
included 14 different primary studies. All of the three
primary studies investigating 90-day mortality and in-
cluded in one of the reviews indicated a lower mortality
rate for patients treated by HVS albeit the result of one
primary study was not reported completely precise.
None of the studies entailed significant results [38].
Similarly, the primary study included in the other re-
view indicated a lower 90-day mortality rate without
entailing statistically significant results and the same is
true for the two studies investigating in-hospital mortality
[45]. Another primary study indicated lower in-hospital
mortality for HVS but significance was not reported [38].
One of the systematic reviews investigating several sur-
gical procedures/conditions found significantly lower
mortality rates for primary as well as for revision knee
replacement. Both outcomes were analyzed in one pri-
mary study [29]. Results for other outcomes were hetero-
geneous. One of the reviews did not entail significant
results regarding clinical outcomes [45] but the other re-
view [38] indicates significantly better outcomes for HVS
regarding pneumonia, the inability to flex the knee to 90 °,
the inability to achieve full extension at 2 years postopera-
tion, and for WOMAC score. For most other outcomes
results indicate better effects for HVS without being statis-
tically significant [38]. The CCA of 15.38% indicates a very
high overlap of primary studies between the different sys-
tematic reviews.

Breast cancer
The systematic review for the condition breast cancer
included seven primary studies, and all of them show
results in favor of HVS regarding survival [30]. Six of
the seven primary studies included significant results.
The pooled effect size of studies with hazard ratios was
HR 1.22 (95% CI 1.08–1.39; I2 = 59%) and with relative
risks (RR) was RR 1.18 (95% CI 1.10–1.25; I2 = 0%) [30].

Coronary artery bypass graft
There is one systematic review based on three primary
studies for the procedure off-pump CABG [44, 46]. One
out of two included primary studies favored HVS for in-
hospital mortality without showing significant results [44].
The third primary study showed statistically significant
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lower mortality rates for patients treated by HVS for three
different points in time. The authors of the review
refrained from defining these points in time [44]. Two sys-
tematic reviews dealing with several procedures/condi-
tions investigated mortality for CABG. All three primary
studies included in one review showed significant lower
mortality rates for patients treated by HVS [33] whereas
the other review included one primary study showing a
non-significant lower mortality rate for HVS [29].

Cystectomy for bladder cancer
There is one systematic review for the procedure radical
cystectomy for bladder cancer based on three primary
studies [32]. The pooled OR for postoperative mortality
was 0.58 (95% CI 0.46–0.73; I2 = 50%). The primary study
analyzing the relation between surgeon volume and sur-
vival also favored HVS but without showing significant re-
sults [32].

Head and neck cancer
There is one systematic review for the condition head
and neck cancer based on nine primary studies [28]. The
included studies focused on larynx surgery, on neck
dissection, on oropharyngeal surgery, and on surgery of
the oral cavity.
Long-term survival and long-term mortality (three or

five years) were only examined for surgery of the oral
cavity. The 3-year overall survival for surgery of the
oral cavity with flap or predicted reconstruction as well
as the 5-year overall survival for oral cavity resection
were significantly longer for patients treated by HVS.
The analysis of long-term mortality showed a HR of
0.77 (95% CI 0.64–0.92; I2 = 0%). In-hospital mortality
was examined for larynx and oropharyngeal surgery.
For both surgeries one out of two primary studies fa-
vored HVS without entailing significant results [28].
One primary study showed significantly lower rates of
regional recurrence after 9 months of follow-up and
harvested number of lymph nodes from neck dissection
for neck dissection [28].

Lung cancer
There is one systematic review for the condition lung
cancer [49]. Both primary studies included in this re-
view showed a significantly lower postoperative mortal-
ity for patients treated by HVS. However, the pooled
result was not significant with an OR of 0.67 (95% CI
0.42–1.08; I2 = 66%). Two primary studies included by
two other systematic reviews which analyzed more than
one procedure/condition showed lower rates of 30-day
mortality [33] and of mortality (not defined) [29] for
HVS without including significant results.

Norwood procedure
There is one systematic review for Norwood procedure
based on four primary studies [42]. Two primary studies
showed lower mortality for HVS albeit only the results
of one study showed statistical significance. One study
investigating survival also favored HVS without entailing
significant results. Length of ventilation and time to first
extubation were non-significantly shorter for HVS. The
rate of renal failure was higher for HVS without entailing
significant results [42].

Pancreatic surgery
There is one systematic review for surgery on the condi-
tion pancreatic cancer based on three primary studies
[31]. Moreover, there are four further systematic reviews
dealing with several surgical procedures/conditions which
also examined surgeon volume-outcome relationship for
pancreatic surgery [3, 29, 33, 40]. The pooled OR for
mortality was 0.46 (95% CI 0.17–1.26; I2 = 94%) with high
heterogeneity [31]. Another included study showed a sig-
nificantly lower mortality for patients treated by HVS [31].
Five of eleven [3] and one out of two [33] primary studies
demonstrated significantly lower short-term [3] or 30-day
[33] mortality for patients treated by HVS. The same was
shown for one out of two primary studies for long-term
mortality [3].

Percutaneous coronary intervention
There is one systematic review based on 21 primary
studies for the procedure PCI. There was no significant
relationship for in-hospital or 30-day mortality with an
OR of 0.96 (95% CI 0.86–1.08; I2 = 61.4%) [46]. Mortality
was also investigated within two of the systematic reviews
dealing with several procedures/conditions. One out of
five primary studies showed significantly lower mortality
rates for patients treated by HVS for coronary angioplasty
[33] and five out of six primary studies included in an-
other review favored HVS with two of them entailing sig-
nificant results [29]. The pooled OR for major cardiac
events was 0.62 (95% CI 0.40–0.97; I2 = 96.6%) [46].

Trauma
There is one systematic review for trauma injury patients
based on four primary studies [27]. One out of these
four primary studies yielded a lower in-hospital mortality
rate for patients treated by HVS but the authors of the
review did not report whether the results of the primary
studies were significant or not.

Evidence synthesis
The strongest associations were found for colorectal can-
cer, bariatric surgery, and breast cancer. For all three con-
ditions/kinds of surgery the relationship between surgeon
volume and outcomes was rated as moderate (++). The

Morche et al. Systematic Reviews  (2016) 5:204 Page 9 of 15



accomplishment of this rating is quite different for the
three conditions/kinds of surgery. The body of evidence
was largest for colorectal cancer with six systematic re-
views based on 40 different primary studies and the most
recent as well as methodologically best reviews clearly
support a relationship between surgeon volume and out-
comes [24, 25, 48]. For bariatric surgery, there are three
main systematic reviews on the basis of two methodical
approaches with good methodological quality and their re-
sults clearly support a relationship between surgeon vol-
ume and outcomes [37, 41, 54]. For breast cancer, on the
other hand, there is only one main systematic review that
clearly supports a surgeon volume-outcome relationship
but its methodological quality is excellent and therefore
results are trustworthy [30].
A tendency/trend of surgeon volume-outcome relation-

ship was found for the following procedures/conditions:
AAA, cystectomy, esophageal cancer, head and neck
cancer, lung cancer, pancreatic surgery, radical prostatec-
tomy, and total knee arthroplasty. Although both included
systematic reviews analyzing AAA show a clear correl-
ation between surgeon volume and outcomes, the rela-
tionship is rated as tendency/trend as the quality of the
systematic reviews is not convincing [50, 53]. The body of
evidence for cystectomy is limited with only three in-
cluded primary studies but the systematic review is of high
methodological quality, and the effect for mortality is large
[32]. The same is true for head and neck cancer as all out-
comes were analyzed only by one or two primary studies
[28]. The respective systematic reviews for esophageal
cancer [26, 52] and total knee arthroplasty [38, 45] in-
cluded in this overview differ in their results regarding the
extent of a relationship. The respective reviews that are
more up-to-date indicate a stronger relationship than the
older ones. For lung cancer, there is an overall relationship
according to the results of the main systematic review [49]
and the two reviews analyzing different procedures/condi-
tions [29, 33] although these reviews only included four
different primary studies in total. The relationship for pan-
creatic surgery is rated as tendency/trend due to the high
statistical heterogeneity of the primary studies included
and pooled within the systematic review [31]. The aggre-
gate surgeon volume-outcome relationship for prostatec-
tomy is also categorized as tendency/trend as results for
many different patient-related outcomes significantly favor
HVS but results were not consistent enough to justify a
higher rating [47, 51].
For off-pump CABG the relationship between surgeon

volume and outcomes is rated as unclear as the methodo-
logical quality of the review is flawed [44, 46]. It is rated as
unclear for PCI as the pooled results for major adverse
cardiac events are statistically very heterogeneous [46].
The surgeon volume-outcome relationship for trauma is
also scored as unclear as the included primary studies are

more than 10 years old and the review does not entail
enough information to justify another rating [27]. The
relationship for Norwood procedure receives the same
classification as the body of evidence is not sufficient and
results are heterogeneous for different outcomes [42].
Generally, overlapping of primary studies in different
systematic reviews analyzing the same procedure/condi-
tion assessed by CCA was high to very high. Table 2
shows a summary assessment of the surgeon volume-
outcome relationship for each procedure/condition as well
as our own conclusions to the systematic reviews.

Discussion
This systematic review of systematic reviews provides an
overview of the best current evidence for the surgeon
volume-outcome relationship. Special emphasis was put
on critical appraisal of included literature and special
methodological aspects of dealing with multiple compar-
isons and case-mix adjustments. This has been criticized
in the past [33, 55, 56], but was accounted for in some
recently published reviews. Quality of included reviews
was moderate to high with a tendency towards higher
review quality in the recent past. This is in accordance
with prior findings that indicated an increasing quality
of reporting of meta-analyses with time [57].
Similarly to the results of our previous work about

hospital volume-outcome relationship [12], there is a sur-
geon volume-outcome relationship for most procedures/
conditions as well. Based on the included systematic re-
views, this association tends to be stronger for hospital
volume than for surgeon volume regarding some proce-
dures/conditions. This is especially true for pancreatic
surgery. Another overview also analyzed the relationship
between volume and outcomes for both hospital and sur-
geon/physician volume [58]. The overview was published
in Italian which is why we refer to the English abstract. It
found a positive association between surgeon volume and
outcomes for unruptured AAA and for various cancer
surgeries (colon, bladder, breast, esophagus) which is in
line with our results. Additionally, the authors found an
association for hip arthroplasty, lower extremity bypass
surgery, and stomach cancer which were not analyzed in
our review as well as for coronary angioplasty and coron-
ary artery bypass whereas we rated the relationship for
CABG and for PCI as unclear. To our knowledge, there
has been no overview which analyzes the corresponding
topic of whether surgeon volume is associated to out-
comes if the results are adjusted for hospital volume and
vice versa. This might be an interesting approach for
future research.
When performing systematic reviews to explore the

volume-outcome relationship many methodological is-
sues must be taken into consideration. A vast majority
of the included systematic reviews explicitly states that
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Table 2 Assessment of surgeon volume-outcomes relationship

Procedure/condition Relationship Study End of
search period

Reviewers’ conclusions

Colorectal cancer ++ Archampong et al.
2012 [24]

9/2011 Results are significantly better for HVS concerning mortality, overall
survival, permanent stoma, and abdominoperineal excision; not
significant for disease-specific survival and anastomotic leak

Archampong et al.
2010 [25]

3/2010 Results are significantly better for HVS concerning overall survival,
permanent stoma, abdominoperineal excision, and local recurrence;
not significant for mortality and anastomotic leak

Van Gijn et al.
2010 [48]

2/2010 Data clearly support a relation between surgeon volume and
mortality as well as survival

Salz et al. 2008 [43] 4/2007 No overall conclusions can be made due to heterogeneous study
results and flaws in the methodological quality of the systematic review

Iversen et al. 2007
(short-term) [35]

6/2004 Data indicate a relation between volume and short-term mortality for
colon cancer but no statistically significant results for colorectal and
rectal cancer

Iversen et al. 2007
(long-term) [36]

6/2004 Data indicate a relation between volume and long-term survival for
colon cancer but no statistically significant results for colorectal and
rectal cancer

Bariatric surgery ++ Zevin et al.
2012 [54]

4/2011 Data clearly support the relationship between HVS and several
patient-related outcomes including mortality

Padwal et al.
2011 [41]

1/2011 Data clearly support the relationship between HVS and several
patient-related outcomes including mortality

Klarenbach et al.
2010 [37]

2/2009 Data clearly support the relationship between HVS and several
patient-related outcomes including mortality

AAA + Young et al.
2007 [53]

NR Pooled effect sizes for mortality were significant but findings should
be interpreted with caution due to the quality of the data

Wilt et al.
2006 [50]

10/2005 Data clearly support the relationship between HVS and in-hospital
mortality

Esophageal cancer + Brusselaers et al.
2014 [26]

9/2013 Data indicate a relationship between volume and long-term survival

Wouters et al.
2012 [52]

7/2010 No significant results for patient-related outcomes albeit data indicate
a slight relationship between volume and mortality as well as survival

Radical prostatectomy + Trinh et al.
2013 [47]

12/2011 Data indicate a relation between volume and lots of different patient-
related outcomes albeit there are no clear results for mortality

Wilt et al.
2008 [51]

11/2007 Data indicate a relation between volume and different complications
albeit the result for mortality is not significant

Total knee arthroplasty + Lau et al.
2012 [38]

12/2011 Data indicate a relation between volume and many different patient-
related outcomes but results are significant only for about the half of
the outcomes

Stengel et al.
2004 [45]

NR Data do not support a significant relationship between surgeon volume
and patient-related outcomes albeit most outcomes are better for HVS

Breast cancer ++ Gooiker et al.
2010 [30]

2/2010 Data of this methodologically excellent review clearly support the
relationship between HVS and survival

CABG ? Sepehripour et al.
2013 [44]

7/2012 Data do not indicate a clear relation between volume and mortality
or other patient-related outcomes and results should be interpreted
with caution due to methodological shortcomings

Cystectomy + Goossens-Laan et al.
2011 [32]

9/2010 Data show a significant relation between volume and mortality
whereas the result for survival is not significant and the body of
evidence is limited

Head and neck cancer + Eskander et al.
2014 [28]

3/2013 Data indicate a relationship for volume and long-term mortality/survival
for surgery of the oral cavity but no significant results for in-hospital
mortality for larynx or oropharyngeal surgery

Lung cancer + Van Meyenfeldt et al.
2012 [49]

1/2011 Data show a relationship between surgeon volume and postoperative
mortality

Norwood procedure ? Pieper et al.
2014 [42]

3/2013 Data might indicate a slight relationship between volume and
patient-related outcomes but the results are heterogeneous and pre-
dominantly non-significant

Morche et al. Systematic Reviews  (2016) 5:204 Page 11 of 15



the definition of cut-off values for the volume groups
differed widely among the different primary studies.
This problem occurs for all analyzed procedures/condi-
tions. The same amount of performed surgeries can be
defined either as low or high volume [59], e.g., depend-
ing on the geographical area. This can make findings
across studies difficult to compare, and this has to be
taken into account in conducting systematic reviews.
Moreover, the rationale for specific cut-off values was
only explained rarely. In addition, surgeon volume can be
defined in several ways. Annual volumes can be pooled
over a given time span to calculate an annual mean [5].
Others calculate annual caseloads by taking the number of
surgeries by the surgeon during the calendar year [60].
For hospital volume-outcome analyses, it has been shown
that conclusions are similar regardless of how hospital
volume was defined [61]. For us, there are no obvious
reasons why this should differ with respect to surgeon
volume. Nevertheless, it should be mentioned that
reporting of definitions of volume was inadequate and
not explicitly presented within many of the included
systematic reviews.
In addition to that, analyzed outcomes were not suffi-

ciently defined in some of the included systematic reviews.
Some reviews refrained from specifying which kind of
mortality [29, 41, 53] (e.g., postoperative, in-hospital, 30-
day, 90-day) or survival [30, 32, 42, 52] (e.g., 5-year overall,
5-year disease-specific) was measured in their included
primary studies. Likewise, there was a lack of reporting on
definitions of other outcomes (e.g., complications).
Results of different studies should only be pooled

quantitatively if the studies use similar interventions,
patients, and measures of outcomes so that clinical
homogeneity exists [62]. Several systematic reviews
refrained from stating that they did not pool different
interventions [26, 31, 32, 46, 49, 51, 52]. Additionally,
the volume categories differed across primary studies
although their results were pooled quantitatively. Some
reviews [25, 31, 35, 46, 52] pooled results although I2

was bigger than 75% indicating high statistical hetero-
geneity [63].
Moreover, it should be mentioned that the methodo-

logical evaluation of the systematic review about the

Norwood procedure might not be completely objective
as two authors of this overview (DP and TM) authored
the respective review.
We performed an evidence synthesis based on system-

atic reviews instead of primary studies. This has some
implications when interpreting our results. We did not
critically appraise the quality of primary studies but
relied on the judgements made by review authors. To
overcome this, we applied strict inclusion criteria for
systematic reviews. We conducted our evidence synthe-
sis based on the procedures/conditions reported within
the included systematic reviews. However, results might
be more valid if they were reported only on the proced-
ure level as different procedures might be mixed on the
condition level. Nevertheless, we think that within our
work it is appropriate to summarize results as reported
within the included systematic reviews. By doing so, we
were able to give an overview of the volume–outcome
relationship on many different procedures/conditions.
We applied modified vote counting to present results of
narrative synthesis. This turned out to be difficult for
many reviews due to missing information in included re-
views. In addition, recently published primary studies
might not have been included in our identified system-
atic reviews. However, it was our intention to identify
possible evidence gaps to present the current state of
synthesized evidence and show the potential for updat-
ing systematic reviews. Although there is currently little
empirical evidence on updating systematic reviews [64],
approximately half of the reviews are out of date after
5.5 years, though it must be acknowledged that this
estimate stems from systematic reviews of randomized
controlled trials and might therefore not necessarily hold
true for systematic reviews of observational studies [65].
Based on this assumption, there might be a lack of
sound and up-to-date reviews in AAA and in breast can-
cer as the included most up-to-date reviews for these
conditions were published before 2011. We are aware of
primary studies that were published after the last pub-
lished systematic review on AAA [66] and on breast
cancer [67, 68]. For all other procedures/conditions, the
respective most up-to-date reviews were published in
2011 or later. Nevertheless, we are also aware of primary

Table 2 Assessment of surgeon volume-outcomes relationship (Continued)

Pancreatic surgery + Gooiker et al.
2011 [31]

2/2010 Data indicate a relation between volume and postoperative mortality
albeit studies are heterogeneous

PCI ? Strom et al.
2014 [46]

9/2012 Data indicate a relation between volume and major adverse cardiac
events but there is no relationship between volume and mortality
and pooled results are very heterogeneous

Trauma ? Caputo et al.
2014 [27]

6/2013 The review included only four primary studies which are more than
10 years old and it does not report on statistical significance

Authors’ assessment on the surgeon volume-outcome relationship is based on the body of evidence (taking overlaps of primary studies into account), quality of
systematic reviews, consistency of findings and up-to-dateness of the body of evidence: + tendency/trend, ++ moderate, +++ strong, ? unclear, and − no relationship.
NR not reported
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studies published after the last published review for cyst-
ectomy [69, 70] and lung cancer [71]. This might be rele-
vant as the body of evidence for both procedures/
conditions is limited based on existing systematic reviews.
We believe that our results will also help to conduct

methodologically more sound reviews. Future system-
atic reviews should consider that cut-off values for the
volume groups differ among different primary studies,
and this should be considered especially when pooling
results. Moreover, different definitions of outcomes among
primary studies should be recorded within systematic re-
views and considered when pooling results or when mak-
ing conclusions. Taking into account our assessment of
the reviews’ methodological quality, future reviews should
especially pay attention to the assessment and documenta-
tion of the scientific quality of the primary studies and to
the consideration of the scientific quality when formulat-
ing conclusions. It means that review authors should
explicitly state how scientific quality of included primary
studies was assessed, present the results of the assessment
for each included study, and consider these results when
formulating conclusions.
It has been questioned whether administrative data is as

good as clinical data to explore the volume-outcome rela-
tionship [72]. Risk adjustment using administrative data
has been shown to lead to higher differences in effects be-
tween high-volume and low-volume surgeons than using
clinical data [73]. Clinical case-mix imbalances related to
surgeon volume should be considered and adjusted for in
previous studies in addition to administrative risk adjust-
ments as they might be an important confounding vari-
able. Another problem related to data is the multiple uses
of the same datasets. Only very few of our reviews consid-
ered data quality and the possibility of overlapping data of
primary studies.

Conclusions
When taking into account its limitations, this overview
can serve as an informational basis for decision makers
(political and institutional leaders) thinking about the
importance of surgeon volume regarding quality in
health care. Our results seem to support a positive
volume-outcome relationship for most procedures/con-
ditions especially in colorectal cancer, bariatric surgery,
and breast cancer. However, results are partly based on
systematic reviews with methodological weaknesses,
e.g., the lack of consideration of the risk of bias in the
primary studies. Forthcoming reviews should pay more
attention to methodology specific to volume-outcome
relationship. Our work can be useful for considerations
about minimum volume thresholds of surgeries per-
formed by single surgeons. Nevertheless, the calculation
of minimum volume thresholds lies beyond the scope
of the review and needs further research.
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Abstract

Recent health care centralization trends raise the important question of the

extent to which the quality of emergency medical services may o�set e�ects from

decreased access to emergency health care. This article analyzes whether residential

proximity from an emergency room a�ects the probability of surviving an acute

myocardial infarction (AMI). The critical time aspect in AMI treatment provides an

ideal application for evaluating this proximity-outcome hypothesis. Previous studies

have encountered empirical di�culties relating to potential endogenous health-based

spatial sorting of involved agents and data limitations on out-of-hospital mortality.

Using policy-induced variation in hospital distance arising from emergency room

closures in the highly regulated Swedish health care sector and data on all AMI

deaths in Sweden over two decades, estimation results show a clear and gradually

declining probability of surviving an AMI as residential distance from an emergency

room increases. The results further show that spatial sorting is likely to signi�cantly

attenuate the distance e�ect unless accounted for.
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1 Introduction

Over the past two decades more than half a million Swedish residents, a country with

approximately nine million inhabitants, su�ered an acute myocardial infarction (AMI).

Moreover, a majority of these individuals are now deceased, with AMI as either the pri-

mary or as a contributing cause of death. Overall AMI incidence in Sweden over the same

period exceeded 800,000 cases, making AMI one of the leading causes of hospitalization

as well as the leading cause of death in Sweden at the time (Socialstyrelsen, 2009). Put

di�erently, around twelve percent of the Swedish population is expected to experience an

AMI at some point in their life (Nationellt register för hjärtstopp, 2011). Far from unique

in this respect, Sweden shares these morbidity and mortality patterns with most of the

Western world. For example, half a million deaths in the U.S. per year are the result of

an AMI (American Heart Association, 2012).

The relatively high mortality rates for AMI arise primarily from two speci�c charac-

teristics of the disease; the lack of indication signals, or the unexpectedness, of the disease

(more than two-thirds of Swedish AMIs occur in the home) and the critical importance of

time for a successful treatment. In the event of a cardiac arrest, a common manifestation

of the infarction, the brain su�ers irreversible damage after only �ve minutes due to the

lack of oxygen. After �fteen minutes, death is essentially unavoidable regardless of any

resuscitation attempts made (Pell et al., 2001; GUSTO Investigators, 1993). Together,

these two disease characteristics imply that professional medical assistance may often be

unavailable and out of reach when the life-threatening condition occurs. Hence, many

AMI patients expires before they reach an emergency care facility.1

Trends of health care consolidation have recently emerged in many countries. In

countries with more deregulated health care markets, such as the U.S., these trends have

primarily been driven by increased competition in the health care sector, in which hospi-

tals have either merged into giant multi-hospital units or been ousted by competition from

1For example, more than sixty percent of all AMI deaths in the U.S. occur outside a hospital (American
Heart Association, 2012).
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more e�ciently driven hospitals (Dranove et al., 1996; Succi et al., 1997; Evans-Cuellar

and Gertler, 2003). In countries with mandatory and, mainly, public provision of health

care such as Sweden, rapidly increasing costs of health care and public budget de�cits

have been, along with general technological progress and innovations in health care, a

driving factor behind the structural changes. Examples of such changes are increased

reliance on outpatient care, and on paramedic and emergency ambulance services (Land-

stingsförbundet, 2002; Sveriges Kommuner och Landsting, 2008). Hence, irrespective of

the institutional context, the long-run trend in the organization of inpatient health care

has been a considerable increase in centralization of resources. One noteworthy feature of

these recent trends have been the tendency of an increase in the number of rural hospital

closures and a corresponding growth in size of urban hospitals. While potentially leading

to e�ciency gains, these consolidation trends are likely to also entail adverse e�ects on

health care quality; in particular a deterioration of geographical access to care.2

The focus of this paper is to empirically assess the impact of geographical access to

health care on AMI survival for individuals who su�ered an AMI in Sweden between

1990 and 2010. Previous research on this topic have typically found that ambulance

response time increases the chance of surviving an out-of-hospital AMI (Bachmann et al.,

1986; Piette and Moos, 1996; Norris, 1998; Pell et al., 2001). However, this conclusion

mainly stems from evidence based on case studies, i.e. studies using data on single

hospitals and/or data culled at one particular point in time, and results inferred from

these studies may potentially su�er appreciably from limitations associated with both

the external and internal validity of any estimated parameters. Furthermore, location

data on both patients and hospitals is likely to be subject to dynamic spatial sorting

where agents' choice of residence is based on factors related to AMI survival probabilities

2In this context it is interesting to note that Swedish health care authorities justi�ed the health care
consolidation policy with the argument that emergency hospitals, while traditionally important for health
care equity policies, are less important today due to recent innovations in emergency medical treatment
(Sveriges Kommuner och Landsting, 2004). For example, over the last few decades some therapeutic
progress has been made, including the introduction of speci�c MI wards, mobile de�brillators, more
e�ective treatment of cardiac arrest and the introduction of drugs such as beta blockers, thrombolytic
agents, aspirin, ACE inhibitors and lipid-lowering drugs (Julian, 1961; Dellborg et al., 1994; Herlitz,
2000).
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such as individual health and the quality of nearby hospitals. In particular, individuals

in poor health would, ceteris paribus, choose to reside closer to a hospital, compared

to individuals in good health. A few economic studies has taken the analysis a step

further and estimated the e�ect of hospital closures on health outcomes using large U.S.

administrative data sets (Buchmueller et al., 2006; Herr, 2009). However, one potential

di�culty with this approach is that hospitals in more market-oriented health care systems

are likely to be strategically located with regard to underlying patient characteristics and

competition aspects. For example, pro�t-maximizing hospitals are unlikely to be located

in impoverished areas where the patient population has poor general health (Dranove

et al., 1996; Succi et al., 1997). Hence, there is a risk that observed hospital closures

used to evaluate the consequences of health care access in such contexts may partly be

the result of selective referrals.

A second problem hampering the assessment of the impact of distance to hospital

on health in previous studies is the lack of out-of-hospital data. Using only inpatient

data when attempting to quantify the e�ect of distance implies that patients who expire

before reaching hospital are censored in the analysis. Clearly, if geographical access to

health care has an impact on survival probability, omitting patients that die en route to

hospital will underestimate any true distance e�ect, since patients admitted to hospital

living farther away from, relative to admitted patients living closer to, a hospital will, on

average, be in a better health state (Gillum, 1990; O'Neill, 2003).

The main contribution of this paper is to extend the relatively scarce literature on

the e�ects of geographical access to health care on health outcomes by utilizing very

detailed nationwide Swedish administrative data on all AMI occurrences over a twenty-

year long period. The data makes it possible to account for both cross-sectional and

time variation in AMI survival rates and to control for observed individual heterogeneity.

Moreover, the out-of-hospital AMI mortality sample selection problem are accounted

for by supplementing the Swedish national inpatient registry with the Swedish national

causes of deaths registry, which consists of detailed information on all deaths that occurred
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in Sweden for all years of study.

A further contribution of this article is to obtain plausibly exogenous changes in hos-

pital distance by making use of a number of Swedish emergency hospital closures over the

studied time period. In the beginning of the 1990s, Sweden had a very large geographical

spread of emergency hospitals across the country. However, the economic crisis of the

1990s resulted in large public de�cits and, as a reaction to this, aggregate health care

spending was cut by more than ten percent. A large portion of these cost savings were

derived from centralization measures; in particular the closure of a number of emergency

hospitals. These closures, plausibly unrelated to individual AMI survival probabilities due

to the public nature of health care provision, entailed an implicit change in the distance

to an emergency hospital for patients residing in the catchment areas of a closed emer-

gency hospital. Utilizing variation in individual distances to hospitals generated from the

policy-induced closures, endogeneity problems arising from self-selection is circumvented

by estimating AMI survival probability as a function of the current geographical distance

to an emergency hospital while conditioning on pre-closure distance.

Results from estimation show that an increase in distance signi�cantly predicts a lower

AMI survival probability for patients residing in the catchment area of a closed emergency

hospital. Speci�cally, the estimates suggest that increasing geographical distance to an

emergency hospital from within a ten-kilometer radius to more than �fty kilometers radius

would result in a decrease in expected AMI survival probability of 11.5 percentage points,

corresponding to a 15 percent reduction at sample mean survival rates. Furthermore, this

e�ect is primarily driven by an increased risk of out-of-hospital mortality among a�ected

patients. Much smaller e�ects are found when estimating the impact of distance based

on actual distances to hospital, indicating that selective residential sorting is likely to

greatly dilute the e�ect of distance. Moreover, the e�ect is concentrated to the �rst

year after the closures, indicating that no long-run elevated AMI mortality from the

closures seems to have occurred. A causal interpretation is also supported by results

from relaxing the linear restriction of the distance e�ect and the �nding that the e�ect
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is symmetric; i.e. that patients whom experienced a decrease hospital distance from the

closures also increased the probability of surviving an AMI. Finally, there is no evidence

that catchment area case-mix or quality of closed hospitals were any di�erent from the

characteristics of remaining hospitals prior to the closures.

The results from this study may to some extent be contrasted to the volume-outcome

literature in which resource consolidation may increase health care quality, due to e.g.

scale e�ects and learning-by-doing (Maerki et al., 1986; Luft et al., 1987; Hamilton and

Ho, 1998). According to this literature, consolidation increases health care quality and

is hence considered desirable. However, the disease context may be crucial as to which

of these e�ects is likely to dominate. In particular, while Thiemann et al. (1999) �nds a

positive association between hospital volume and survival of AMI patients, it is likely that

any positive quality e�ects from centralization in this context should be more counteracted

by the negative e�ects on survival, arising from a decrease in geographical access to health

care, than for planned surgery where the situation is less acute (e.g. organ transplants

and cancer surgery).

The remainder of the article begins with a brief summary of the Swedish health care

system in section two. Section three includes a presentation of the data and the sampling

methodology. Section four o�ers a careful review of the empirical approach, in particular

with respect to the various inferential problems encountered. Section �ve presents the

results from estimation while section six contains a short summary along with some

concluding remarks.

2 The Swedish health care system

In contrast to e.g. the U.S., health care in Sweden is highly regulated. The vast ma-

jority of Swedish hospitals are owned and run by the public sector. The Swedish health

care system is organized and �nanced by 21 independent regions, Stockholm being the

largest (with about 2 million inhabitants) and Gotland the smallest (with about 60,000
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inhabitants). Health care is the single most important responsibility for the regional

administration; for instance, in 2012 on average 82 percent of the county budgets were

on health care spending. The regional administrations are governed by political councils

elected in national elections every four years. Besides following a few general guidelines

set by the national government (e.g., that health care should be provided to all Swedish

citizens) the regional authorities have high levels of discretion in organizing health care.

This institutional setting implies in practice that political representatives of the county

councils and bureaucrats, rather than competition among providers, largely determine

the number, size, location and coverage of hospitals in each region.

Another consequence of the highly regulated health care sector in Sweden is that

patients have little choice as to which hospital they are admitted to in an emergency

situation. As health care in Sweden is funded predominantly by direct taxes, there are

no individual contracts between patients and hospitals.3 Instead, depending on where a

patient lives, he or she will be directed to a speci�ed nearby hospital when in need of

health care. This institutional setting ensures that each patient has a designated �home

hospital� each year, which can be identi�ed by using aggregated historical admission data

for each municipality and linking this information to the patients' registered home.

The time period studied in this article, i.e. 1990-2010, was a period of strong con-

solidation of the Swedish health care sector. These measures were deemed necessary by

regional authorities in order to increase e�ciency and to cover public de�cits caused by

the economic turbulence in Sweden in the beginning of the 1990s.4 In total, government

3When seeking health care in Sweden a small fee is normally paid up front by the patient. In Stockholm
county this fee currently (2013) ranges from 100 SEK (≈10 EUR) when e.g. visiting a physiotherapist
to 400 SEK (≈40 EUR) when visiting an emergency room. However, when a patient has paid a total of
1,100 SEK (≈110 EUR)in health care fees in one year, he or she receives a �free card� and health care
is free for the remainder of the year. A similar payment system exists for pharmaceuticals in which the
patient's share of the drug cost decreases with the total amount spent. In 2013, the maximum amount
paid by the patient was 2,200 SEK (≈220 EUR). See e.g. http://www.vardguiden.se/Sa-funkar-det for
more information.

4The Swedish 1990s economic crisis took place between 1990-1994 and was a combined banking,
�nancial and housing market crisis which is said to have been primarily caused by an unfortunate
deregulation of the Swedish credit markets in 1985 (Wohlin, 1998). The �nancial deregulation led to
currency and housing speculation bubbles which de�ated in 1991 and resulted in a severe credit crunch
and widespread bank insolvency. The cause and development of the Swedish 1990s crisis had much in
common with the U.S. subprime mortgage crisis of 2007-2008.
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spending on health care decreased by 11 percent, from 8.8 to 7.7 percent of GDP, be-

tween 1990 and 2000. A signi�cant share of these savings were derived from structural

changes in health care organization within counties; in particular the closure of a number

of emergency hospitals across the country (Landstingsförbundet, 2002).

Importantly, due to the institutional features of the Swedish health care sector, the

hospital closures should be unrelated to the health characteristics of the underlying popu-

lation in the hospitals' catchment areas. Moreover, as each individual patient's designated

hospital is known at each point in time, the policy-induced closures can be used in order

to compute the shift in geographical distance to the new home hospital among patients

whose emergency hospitals were closed.

3 Data and sampling

The data used in this article is primarily based on administrative registers from the

Swedish National Board of Health and Welfare, covering all Swedish citizens for all years

of study. The registers include the Swedish National Patient Register (NPR), consisting of

detailed information on all recorded hospitalizations in Sweden, and the National Causes

of Death Register (NCDR), consisting of all recorded deaths that occurred in Sweden for

individuals with a permanent residence in the country.5,6 Speci�cally, the NPR includes

individual-level data, for each hospital, on date of admission and discharge, whether the

patient were admitted from home or from another clinic, a set of patient characteristics,

medical data on diagnoses classi�ed according to the ICD standard7 and any surgical

procedure(s) undertaken during the hospital visit. In addition, the NCDR includes the

5The population consists of all deaths that were reported to the Swedish Tax Agency, including all
individuals registered as Swedish residents at the time of death. Hence, registered citizens who died
outside Sweden (e.g. vacationers) are included while unregistered citizens who died in Sweden are not.

6The number of deaths recorded in the NCDR is in practice equivalent to all deaths that occurred
in the relevant population. The number of unrecorded deaths in the NCDR in e.g. 2007 amounted to
0.84% (773) of all deaths.

7The diagnoses are made by physicians and classi�ed according to the World Health Organization's
International Statistical Classi�cation of Diseases and Related Health Problems (ICD-10). ICD-10 is a
seven digit coding of diseases and signs, symptoms, abnormal �ndings, complaints, and external causes
of injury or diseases. See e.g. http://www.who.int/classi�cations/icd/en.
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date, place and primary and contributing causes for each death in the data.

The population of interest consists of all Swedish residents who su�ered an AMI be-

tween 1990 and 2010. Therefore, the analysis sample includes all hospitalization and

deaths records caused by ischemic heart diseases with a primary ICD-10 diagnosis code

of I.21 or I.22, corresponding to an acute myocardial infarction or re-infarction. Addi-

tional information from each hospitalization is also collected, such as patient age, gender,

residence, speci�c hospital and clinic as well as hospitalization and AMI histories for each

patient dating back to 1987. The date of death is added to this data from the NCDR

(if the individual died at some point).8 As the data contains individual identi�ers it is

possible to link the sample to other population registers from Statistics Sweden to include

additional patient characteristics. One crucial such characteristic is detailed geographical

coordinates for each individual's registered place of residence, measured according to the

RT-90 standard.9 These coordinates are subsequently used to compute the geographical

distance from the registered place of residence of each AMI patient included to his or her

designated home hospital for each analysis year.

Figure 3.1 illustrates the total number of recorded AMIs between 1990-2010 broken

down into relevant categories. As can be seen, out of approximately 817,000 AMIs, about

75 percent (626,000) show up in the NPR as inpatient care records while the remaining

quarter (191,000) consists of individuals who died before arriving at a hospital, and hence

only show up in the NCDR. In total, about 65 percent (535,000) of the AMI population

8As the main outcome of the empirical analysis is the probability of surviving an AMI, the following
population breakdown is important; i) patients who survived until they were admitted to a hospital,
survived the AMI and were discharged, ii) patients who survived until they were admitted to a hospital
but died while in hospital and iii) individuals who died before reaching a hospital and hence were not
admitted. It is assumed that all AMI patients need inpatient care and hence that there are no patients
who survived the AMI but were not admitted. As the goal of the empirical analysis is to investigate the
e�ects of the distance to hospital on AMI mortality, excluding out-of-hospital AMI deaths will entail an
endogenous sample selection under the alternative hypothesis of the existence of an e�ect of distance.
Therefore, the inclusion of all three categories, using data from both the NPR and the NCDR, is essential
to establish inference to the population of interest.

9Coordinates in �Rikets koordinatsystem� (RT-90) are computed using the Gauss conformal projec-
tion or the Transverse Mercator map projection. In contrast to the Standard Mercator projection, the
transverse projection takes into account that the world is shaped as an ellipsoid and uses complicated
calculations and so-called geodetic datums in order to deliver improved accuracy positioning measure-
ments. According to the Swedish Ordnance Survey, the RT-90 measurements cover approximately 3800
triangular points over the country with a relative distance accuracy of 1-2 ppm (mm/km).
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survive the AMI while about 35 percent (281,000) die, either before (68 percent) or

after (32 percent) being admitted. Clearly, ignoring out-of-hospital mortality will greatly

underestimate total AMI mortality in Sweden during this period.

Figure 3.1: Acute Myocardial Infarctions in Sweden,1990-2010

Note.�Data source: Swedish National Board for Health and Welfare. An AMI is de�ned as
an ICD-10 coding of either I.21 or I.22. The total number of AMIs are obtained by combining
the inpatient registry (NPR) and the national causes for death registry (NCDR).

3.1 Home hospitals, emergency room closures and referral hos-

pitals

In order to compute an individual's distance to a hospital a �home hospital� is de�ned for

each individual and calendar year based on his or her place of residence. This hospital is

selected using historical data on AMI hospitalizations and municipality of residence from

the NPR for each municipality and year. In particular, the hospital to which most of the

inhabitants of a given municipality are admitted (i.e. the modal hospital) is de�ned as the

home hospital for all individuals residing in this municipal. For most municipalities this

procedure is straightforward. However, a few municipalities do not have a clearly de�ned

home hospital for all the years concerned and, for this reason, patients residing in these

municipalities are removed from the analysis.10 Rather than using the actual hospital a

10The dropped municipalities are: Salem, Håbo, Boxholm, Ödeshög, Vaggeryd, Hultsfred, Mönsterås,
Aneby, Osby, Kungsbacka, Tanum, Färgelanda, Herrljunga, Örkelljunga, Svedala, Falkenberg, Lerum,
Grästorp, Vansbro, Leksand and Jokkmokk. These municipalities constitute about seven percent of the
total number of Swedish municipalities and much less of the total AMI population. Moreover, none of
these municipalities are located in regions where an emergency hospital closure occurred.
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patient visits to compute hospital distance, the distance to the designated home hospital

is used. In most cases, but not always, these are the same.11

The home hospital de�nition is used to compute distance changes due to hospital

closures in two steps: First, in order to identify individuals who were a�ected by an

emergency hospital closure and, subsequently, to compute the new distance to hospital

for these individuals by de�ning a new home hospital (the referral hospital) and the new

geographical distance to this hospital.12 The distance to the new home hospital after

closure is subsequently used in the empirical application to estimate the parameters of

interest. Emergency hospital closures are de�ned by the change in the number of AMI

admissions they receive across two consecutive years.13 I �nd a total of sixteen closures

between 1990-2010.14 The closures identi�ed in the data are also validated from other

sources such as o�cial documents, local media coverage and previous research.15

Figure 3.2 (and Figures A.1�A.6 in the Appendix) present the monthly number of

visits for each closed hospital and the corresponding referral hospital over the period of

study. The panel on the left of each closure plot displays the unadjusted raw number of

admissions while the panel on the right displays a six-month moving average of admission

frequency. The �gures show that the referral hospitals almost absorb the full reduction

of admissions of the hospitals that were closed.16

11This classi�cation is used for several reasons: First, a counter-factual hospital needs to be assigned
for AMI patients who expired before reaching a hospital. Second, patients observed to be treated at
other hospitals than their designated home hospital are likely to be unrepresentative with regard to
the distance they actually traveled (e.g. because they were in another region when the AMI occurred).
Third, the Swedish institutional setting makes the home hospital de�nition very reliable; more than 80
percent of all admissions in the sample occurs at the home hospital.

12I use the same strategy to de�ne the referral home hospitals as the other home hospitals, i.e. using
historical admissions in the NPR, I infer which hospital patients living in closure-a�ected municipalities
are referred to after a closure.

13Speci�cally, a hospital is classi�ed as closed if the number of AMI admissions between two years
decreases by more than 90 percent

14The closed emergency hospitals are Löwenströmska, Nacka, Finspång, Simrishamn, Landskrona,
Strömstad, Falköping, Kristinehamn, Sä�e, Sala, Fagersta, Sandviken, Söderhamn, Härnösand, Boden
and Luleå hospitals

15Lindbom (2013) investigates protests movements in relation to the hospital closures over the same
time period. Moreover, Landstingsförbundet (2002) discusses Swedish emergency hospital closures be-
tween 1992 and 2000.

16Note that the hospitals are plotted on di�erent axes.
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Figure 3.2: Number of visits at closing hospitals and their referral hospitals
over time
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Note.� Data source: Swedish National Board for Health and Welfare. The plots on the left
show the monthly number of AMI visits at hospitals with closing emergency rooms (blue lines
and left y-axis) and referral hospitals (red lines and right y-axis). The plots on the right show
the corresponding six-month moving averages of the same plots (three leads and three lags).

The left panel in Figure 3.3 shows the distribution of distance from a home hospital in

the data aggregated over all years of study. Approximately 95 percent of the population

lives within a sixty-kilometer radius of their home hospital with a median distance of

nine kilometers.17 As the distance distribution is highly right skewed, I trim the upper

�ve percentiles of the distribution in order to have a more homogeneous sample and to

avoid introducing estimation problems from extreme outliers. This restriction mainly

a�ects individuals living in the rural parts of northern Sweden.18 The panel on the right

in Figure 3.3 shows the corresponding distribution of the changes in distance generated

from the emergency hospital closures. These changes in distance have reasonably good

coverage over the support of the baseline distance distribution in the panel on the left.19

17I adopt the metric system as length measurement in this article. One English mile is approximately
1.61 kilometers.

18Since the inhabitants of this region are typically older and have a lower level of education than the
overall Swedish population, it is likely that these individuals also have lower underlying AMI survival
probabilities. Hence omitting them would, if anything, give a lower bound on the estimates.

19See also Table A.1 in the Appendix for some descriptive sample statistics.
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Figure 3.3: Distribution of distance and changes in distance to home hospital
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Note.� Data source: Swedish National Board for Health and Welfare. Hospital distance is
obtained by computing the distance from an individual patient's registered residence to his or
her home hospital. The panel on the left shows the residential distance distribution to the home
hospital for the analysis sample of AMI patients for the period 1990-2010. The panel on the
right shows the distribution of the changes in distance generated by emergency room closures as
de�ned in the data section. The dashed vertical lines indicate the median of the distribution. The
dashed smoothed lines are kernel density estimates using a standard Epanechnikov kernel with a
bandwidth of 3.9.

4 Empirical approach

Let D be the geographical distance from a patient's home to his or her designated (home)

hospital and let y be a binary variable indicating whether an AMI patient survived the

infarction or not. Speci�cally, y is coded as one if an individual survives a certain follow-

up period and as zero if the individual died during this period. The empirical focus of

this paper is to evaluate the impact of D on y.

There are several problems associated with empirically isolating the e�ect of hospital

distance on AMI survival. The main di�culty is, most likely, that an individual's choice

of where to live in relation to a hospital will depend on the health of the same. In

particular, any e�ect of distance would be biased downwards if individuals with poorer

health are more likely to take access to health care into consideration when choosing

place of residence.20 In addition to identi�cation problems arising from the optimizing

behavior of individuals there are also other problems related to the organization of health

20An upward bias could occur if individuals choosing to live further away from a hospital care in
general less about their health relative to people living closer to a hospital due to e.g. heterogeneous
health preferences. I do not rule out this possibility in the estimations but consider it less likely from a
theoretical point of view.
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care and the population case-mix in the catchment areas. Average AMI survival rates

at a given hospital might vary both over time and with the location and quality of the

hospital.21

It is possible to control for heterogeneity and common trends across hospitals by

including �xed-e�ects for these factors in a regression model. Moreover, as the data

contains a number of individual health and socioeconomic characteristics, these can also

be added to the model in order to adjust for individual-level heterogeneity of the patient

population within catchment areas. For an individual i experiencing an AMI at calendar

time t with home hospital h the e�ect of distance on survival could hence be estimated

using the following regression model:

yiht = α +Dihtβ +Xitγ + λh + λt + νiht,

where λh and λt are hospital and time �xed e�ects. The e�ect of distance, β, would

be identi�ed in this model if the individual error νiht was uncorrelated with the distance

measure. Given that the health of individual patients is partly unobservable, residential

sorting within catchment areas is likely to exist also after includingXit, hence invalidating

the independence assumption.22

To further address the problem of residential sorting, we use variation in individual

21Hospitals located in rural areas admit patients with on average both longer distances to the hospital
and poorer health characteristics (e.g. older and with a lower level of education). In addition, the
preparedness levels for emergency situations may vary between hospitals (e.g. the number of turnkey
ambulances) as a consequence of the geographical size of the catchment area.

22A simple example may be illustrative. Assume that (yit = AMI survival, κi = health status)

Pr(yit = 1|Dit) = 0 if I(κi < κ′i|Dit) (i)

and that ∂κ′
i

∂Di
< 0 so that patients in poor health have incentives to reside nearer to a hospital

Consider the following relation determining distance

Dit = α+ γκ∗i + τit

where health is measured with error, i.e.

κ∗i = κi + πit

Then distance will be endogenously related to health if (i) applies, i.e. Cov(πit, Dit) < 0.
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distances to hospital generated from emergency hospital closures. By exploiting this

variation across time, it is possible to estimate the impact of distance on AMI survival

among patients who lived in a closed hospital's catchment area at the time of the closure.23

Speci�cally, �rst assume that the distance variation the closures generate can be

implemented by estimating (OLS) the following model

yiht = α +Dihtβ +Diht−jβ2 +Xitγ + λh + λt + ηiht, (1)

where Diht−j is the distance for an AMI patient t − j years before the AMI occurred.24

Here, ∆Diht−j
= Diht−Diht−j is the change in distance to the home hospital between the

years t and t− j. For all patients living in the catchment area of a non-closing hospital,

these distances are the same, i.e. Diht = Diht−j. The latter do not contribute to the

identi�cation of the e�ect of distance but are still included as they increase precision of

the estimated control variable parameters.

The primary justi�cation for the identi�cation strategy is that individuals cannot

immediately adapt to the changing health care environment caused by the decisions of

regional authorities to close certain hospitals. The total number of data observations

experiencing a change in distance will vary depending on the length of the time window

between the closure and the AMI. However, extending the time window to increase the

number of patients that are a�ected also increases the risk of endogenous reactions to

the closures, such as selective migration, and may bias the estimation results. Hence, the

credibility of the assumption of no endogenous response decreases with the lag j.

23The closures would formally correspond to individual variation in hospital distance arising from
random shocks to τit in the previous footnote.

24Variation in distance to home hospital may hypothetically emerge from two di�erent sources; clo-
sures and migration. Speci�cally, consider the following distance-generating functions for time periods
t and t− j, dt(coordit, coordht), dt−j(coordit−j , coordht−j), where the �rst argument in the functions is
the patient's residential coordinates and the second argument is the coordinates of the patient's home
hospital. Now, given that a patient in the year of the closure (t− j) does not migrate between the two
time periods (i.e. coordit = coordit−j) only a switch of home hospital may result in a distance change.
Hence, under the assumption that individuals do not selectively migrate between the two time periods,
the change in distance should be unrelated to individual AMI survival probabilities, conditional on the
pre-closure distance.
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In model (1) the distance and the lagged distance are both included linearly. This

speci�cation is highly restrictive since the outcome y is a binary variable. To increase the

validity of the regression model, the linearity restriction is relaxed by instead including

a set of indicator variables for each ten-kilometer distance. Speci�cally,

yiht = α + Imihtβ
m + Imiht−jβ

m
2 +Xitγ + λh + λt + ηiht,m = 1, ...,M, (2)

where

Imiht−j = 1((m− 1)× 10) < Diht ≤ m× 10),m = 1, ...,M and j = 0, 1.

As the emergency room closures also generated distance cuts to their home hospital for

some patients, it is possible to investigate the symmetry of the e�ect of distance. One way

of investigating e�ect symmetry is to regress the e�ect of a positive change and a negative

change separately and statistically test whether the coe�cients di�er. Speci�cally, the

following model is estimated

yiht = α + δ1(∆Dit
× I−∆) + δ2(∆Dit

× I+
∆) +Xitγ + λh + λt + ηiht,m = 1, ...,M (3)

where I+
∆ = 1(∆Dit

> 0) and I−∆ = 1(∆Dit
< 0). To test the symmetry of the estimated

e�ect, a simple Wald test of equality of δ1 and δ2 is performed.25

5 Results

We begin this section with a simple descriptive analysis of the observed distance-survival

relationship in the data. Figure 5.1 plots correlations of distance to home hospital and

25Importantly, since the dependent variable in the models is dichotomous, the linear probability models
are an approximation of an unknown data generating process. In an attempt to test the validity of
the model approximation, all the results below were also estimated using non-linear (logit) regression
models. The results remain qualitatively unchanged by this particular change in speci�cation. The linear
estimates are presented throughout the paper to facilitate coe�cient interpretation.
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AMI survival rates for di�erent parameterizations. Speci�cally, the gray dots indicate the

average survival rate for each kilometer to hospital while the dotted, dashed and solid

lines illustrate the relationship under a linear regression model, a locally smoothed and

a kernel weighted parameterization, respectively. The �gure suggests a negative, albeit

weak, correlation between distance and AMI survival with slightly higher survival rates

for individuals living closer to their home hospital. The estimate from the linear model,

reported below the plot, suggests a decreased survival probability of 0.03 percentage

points for each additional kilometer a patient resides from his or her home hospital.

With a mean survival rate in the analysis sample of about 78 percent, this is clearly

a small di�erence. However, the upward sloping survival trend at the lower end of the

distance distribution raises some doubt about whether the plotted relationship can be

interpreted causally. For example, Figures A.7�A.8 in the Appendix show substantial

heterogeneity in survival rates both across hospitals and over time. If these factors are

correlated with the distance to the home hospital, any estimated e�ect of distance will

be confounded unless they are accounted for.
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Figure 5.1: Correlations of distance to home hospital and survival

probability from an AMI under various parametric assumptions
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Note.� Data source: Swedish National Board for Health and Welfare. The �gures dis-
play the observed correlation between distance to home hospital and survival probability
for the sample of AMI patients used in the empirical analysis under di�erent parametric
assumptions. The dots indicate the raw kilometer average while the lines show the re-
lationship for di�erent models; the dotted line shows the linear relationship, the dashed
line the non-parametric relationship with a dummy indicator for each ten kilometers and
the solid line shows a kernel density estimator using a standard Epanechnikov kernel
with a bandwidth of 3.9.

5.1 Main results

Table 5.1 presents the main results from the estimation of the e�ect of distance for

di�erent models using the full analysis sample (scaled with a factor of ten for presentation

reasons). The �rst through third columns include only the observed current distance to

the home hospital, i.e. the observed distance in the year the AMI occurred. The �rst

column reproduces the linear estimate of the distance-survival correlation from Figure

5.1, while the second and third columns include covariate adjustments for a number of

health-related characteristics and hospital and calendar time �xed e�ects, respectively.

The estimated distance coe�cient remains approximately the same in all speci�cations,

implying relatively small variations in average AMI survival rates over di�erent distances

to home hospital.

The fourth column of Table 5.1 additionally includes the lagged distance for patients

in the year before they were the subject of an AMI, corresponding to equation (1) with
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j = 1 from the empirical section. The coe�cient on current distance now increases

in magnitude by a factor of four while the lagged distance coe�cient is estimated to be

slightly lower and with opposite sign. Comparing over speci�cations, note that netting out

the predicted e�ect for individuals with the same distance in both periods reproduces, as

expected, the distance coe�cient displayed in column (3). The estimated current distance

coe�cient is now interpreted as the marginal e�ect for an AMI patient of increasing the

distance to his or her home hospital by ten kilometers. Hence, this estimate shows a

di�erence in AMI survival probability of about 15 percent for individuals at the lower

and upper support of the distance distribution, i.e. zero and sixty kilometers, at mean

survival rates.

One theoretical prediction for the e�ects of geographical access to health care on AMI

survival is that it should be monotonously decreasing with hospital distance. The last

two columns of Table 5.1 evaluate this prediction by relaxing the assumption of linearity

of the e�ect by replacing the continuous distance measure with a set of dummy variables

for each ten-kilometer distance (with the closest distance group, 0-10 kilometers from the

hospital, as reference category). The results from estimating model (2) without and with

the full set of controls are reported in the right and left of these columns respectively.

The estimation result, irrespective of the inclusion of controls, shows a remarkably clear

monotonous pattern on AMI survival probability of experiencing a change in distance

to home hospital.26 The estimated coe�cients are highly signi�cant and the pattern

corresponds quite well with a linear speci�cation, except for distances between 11 and

20 and 21 and 30 kilometers where there seem to be a discontinuous shift in survival

probability. In other words, this �nding suggests a critical distance threshold where the

risk of AMI mortality increases dramatically.27 Thus, the conforming of the results to

26It is interesting to note that including health controls in the last column does not change the results
qualitatively. This �nding suggests that the endogeneity between the changes in distance and pre-closure
distance may not be a severe problem in this application.

27This threshold is plausible since, according to Nationellt register för hjärtstopp (2011), if medical
assistance is not received within 15 minutes after su�ering from a cardiac arrest, death is almost certain.
Doing a back-of-the envelope calculation assuming that an ambulance has an average speed of 100 km/h
it will take emergency medical personnel about 15 minutes to travel a distance of 25 kilometers, which
is exactly in the middle of the empirical threshold where the distance e�ect kicks in.
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the theoretical prediction with respect to the pattern of the e�ect of distance provides

some evidence for the empirical design.

Table 5.1: Estimated e�ects of distance on AMI survival probability from emergency room

closures: Di�erent estimators

Estimator

β̂OLS β̂OLS β̂FE β̂D β̂NPD β̂NPD

Current distance -0.004*** -0.003*** -0.005*** -0.021***
(0.001) (0.001) (0.001) (0.005)

Lagged distance 0.016***
(0.005)

Current Distance Dummies
11-20 km 0.015 0.002

(0.020) (0.020)
21-30 km -0.036* -0.041**

(0.020) (0.020)
31-40 km -0.064*** -0.051**

(0.024) (0.023)
41-50 km -0.073** -0.086***

(0.032) (0.031)
51-60 km -0.109** -0.115**

(0.047) (0.046)

Lagged Distance Dummies
11-20 km -0.002 0.001

(0.020) (0.020)
21-30 km 0.033* 0.031

(0.020) (0.020)
31-40 km 0.055* 0.036

(0.024) (0.023)
41-50 km 0.053 0.065**

(0.032) (0.031)
51-60 km 0.087* 0.095**

(0.048) (0.047)

Covariates X X X X
Fixed e�ects X X X

Observations 331,515 331,515 331,515 331,515 331,515 331,515

Note.� The table reports point estimates (standard error) of the e�ect of distance on survival probability from an acute
myocardial infarction for di�erent estimators as explained in the empirical section and using the full sample of all AMIs
over the time period 1990-2010. Geographical coordinates are obtained by linking the patient/death data to the population
register. Distance is obtained by computing the distance from an individual patient's registered residence to his or her
home hospital. For more information see the data section. The current distance variable is de�ned as the residential
distance in kilometers from an individual's home hospital in the current year while lagged distance corresponds to the same

distance in the previous year. The last three columns, β̂D and β̂NPD, estimate the e�ect of distance using variation in
the distance to an individual's home hospital arising from closures of emergency rooms as explained in the data section.
The last two columns include a number of distance dummies for each ten kilometers instead of the linear speci�cation.
Included covariates are gender, age, the number of previous hospitalizations (AMIs) and the number of years since the last
hospitalization (AMI). Fixed e�ects include hospital and calendar year dummies. Standard errors are estimated using a
robust covariance matrix. *, ** and *** denote signi�cance at the 10, 5 and 1 percent levels.

Under the more restrictive assumption of additive separability between hospital dis-

tance and health, the di�erence of the coe�cients of Table 5.1 can be given a causal
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interpretation. Table 5.2 tabulates all possible combinations of these di�erences for given

lagged and current distances under the additional assumption of homogeneity of the e�ect

of distance across lagged distance. These e�ects are also graphically presented using a

contour plot in Figure 5.2. Speci�cally, the brighter (darker) areas of the plot show for

which combinations of lagged and current distance AMI survival probabilities decrease

(increase). Going from the upper-left corner (illustrating the e�ect of an increase in geo-

graphical distance of 50 kilometers) to the lower-right corner (illustrating the e�ect of a

decrease in geographical distance of 50 kilometers) the �gure shows a clear monotonous

and symmetric pattern of the distance e�ect.

Table 5.2: Estimated e�ects of distance on AMI survival probability for di�erent pre-closure

hospital distances

Lagged Distance (km)

Current distance (km) 0-10 11-20 21-30 31-40 41-50 51-60

0-10 0.000 0.001 0.031 0.036 0.065 0.095
11-20 0.002 0.003 0.033 0.038 0.067 0.097
21-30 -0.041 -0.041 -0.010 -0.005 0.024 0.054
31-40 -0.051 -0.050 -0.019 -0.015 0.014 0.044
41-50 -0.086 -0.086 -0.055 -0.050 -0.021 0.009
51-60 -0.115 -0.114 -0.083 -0.079 -0.050 -0.020

Note.� The table shows the estimated e�ect derived from the last column in Table 5.1 of experiencing a change in
home hospital distance from a distance indicated in a given column to a distance indicated in a given row. Geographical
coordinates are obtained by linking the patient/death data to the population register. Distance is obtained by computing
the distance from an individual patient's registered residence to his or her home hospital. For more information see the
data section. See Table 5.1 for estimation details. See also Figure A.8 for a graphical illustration of the e�ect.
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Figure 5.2: Contour plot of the estimated e�ects of distance
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Note.� Data source: Swedish National Board for Health and Welfare. The �gure shows
a three-dimensional contour plot of the estimated e�ect from Table 5.1 and Table 5.2.
The darker areas in the plot correspond to a lower probability of survival while a brighter
area corresponds to a higher probability of survival. The �gure can be interpreted as
showing the estimated e�ect of going from a given distance to home hospital in time
period t− 1 indicated on the y-axis to a given distance to home hospital in time period
t indicated on the x-axis. See the data section for a de�nition of a home hospital, the
computation of distance to home hospital and an explanation of the sample used in the
analysis and the empirical section for an explanation of the estimated e�ects.

Finally, the model from equation (3) was estimated to statistically test the symmetry

of the distance e�ect. The result from this exercise is shown in Table 5.3. The �rst column

of the table reports the estimated coe�cients for the change in distance and an indicator

variable for a negative change interacted with the change in distance. Similarly, the second

column reports results from regressing AMI survival on the absolute change in distance

interacted with a dummy variable for a positive and a negative change respectively. Since

the hypothesis that the coe�cients are the same cannot be rejected for any conventional

statistical signi�cance levels (p = 0.7990), this suggests that the magnitude of the e�ect

of distance is the same, regardless of whether an individual experienced an increase or a

decrease in the distance to hospital.
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Table 5.3: Estimated e�ects of distance on AMI survival probability: Symmetry of the e�ect

(1) (2)

∆D -0.014***
(0.004)

I[∆D < 0]×∆D 0.004
(0.015)

I[∆D > 0]×Abs[∆D] = b1 -0.014***
(0.004)

I[∆D < 0]×Abs[∆D] = b2 0.010
(0.014)

Test b1 = −b2
χ2-statistic (1 df) 0.06
p-value 0.7990

Observations 331,515 331,515

Note.� The table reports point estimates (standard error) from a linear regression model including the full sample of
AMI patients as explained in the empirical section over the time period 1990-2010. Geographical coordinates are obtained
by linking the patient/death data to the population register. Distance is obtained by computing the distance from an
individual patient's registered residence to his or her home hospital. For more information see the data section. The I[·]
functions are indicator functions that evaluate to one if the arguments within the brackets are true and zero otherwise.
The lower part of the table displays the statistics from a Wald test on parameter equality between the e�ects of distance
from a positive and a negative change in distance, (b1 and b2) respectively. Included covariates are gender, age, the number
of previous hospitalizations (AMIs) and the number of years since the last hospitalization (AMI). Fixed e�ects include
hospital and calendar year dummies. Standard errors are estimated using a robust covariance matrix. *, ** and *** denote
signi�cance at the 10, 5 and 1 percent levels.

5.2 Extensions and robustness checks

The speci�c outcome studied so far has been the probability of surviving until discharged

from a hospital after su�ering an AMI. Table 5.4 presents the results for a number of

alternative survival de�nitions using the same analysis sample and the speci�cation from

the last column of Table 5.1. The �rst column of the table reproduces the main results

while the second column reports the results for the probability of surviving the initial

phase before being admitted to a hospital, i.e. the out-of-hospital phase. The four

right-most columns reports results when the outcome is de�ned as a binary indicator for

whether the patient was alive after one day, one month, one hundred days and one year

from the AMI, respectively.28

The table reveals interesting e�ect mechanisms; �rst, comparing the �rst two columns

of the table, it is clear that most of the e�ect on survival seem to arise from an increased

probability of out-of-hospital mortality.29 This �nding is not unexpected since a longer

28As a complement to this analysis, Figure A.9 in the Appendix plots the distribution of deaths in the
sample for the �rst hundred days after the AMI occurred. Day one is excluded in the �gure for scaling
reasons as the majority of all deaths occur within the �rst day of the AMI.

29The estimated coe�cients are much smaller in magnitude and barely statistically signi�cant when us-
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geographical distance to hospital will increase both the time it takes to reach the patient

and the time it takes to transport him or her to the hospital. Furthermore, the last

four columns of Table 5.4 investigate whether the estimated e�ect is primarily driven

by patients in very poor health, in which the additional distance is simply �the straw

that broke the camel's back�, i.e. a harvesting e�ect, by comparing results from di�erent

survival time horizons after the AMI. Interestingly, the pattern in the last four columns of

Table 5.4 indicate that distance to hospital slightly decreases the probability of surviving

more than one month, compared with surviving only the �rst day. This result suggests

that the estimated e�ect is not due to harvesting, in which case we would rather see a

substantial e�ect just after the AMI and thereafter a diminishing and even reversed sign

of the e�ect for the more long-term outcomes.

Table 5.4: Estimated e�ects of distance on AMI survival probability from emergency room

closures: Di�erent survival outcomes

Survival Outcome

Hospitalization Survival time

Baseline
(AMI=1)

OOH Survival
(AMI6= 2)

Survives
> 1 day

Survives
> 30 days

Survives
> 100 days

Survives
> 365 days

Current Distance Dummies
11-20 km 0.002 0.001 -0.003 0.001 0.003 -0.003

(0.020) (0.018) (0.019) (0.020) (0.020) (0.021)
21-30 km -0.041** -0.031* -0.030 -0.041** -0.053*** -0.070***

(0.020) (0.018) (0.019) (0.020) (0.020) (0.020)
31-40 km -0.051** -0.057*** -0.054** -0.055** -0.064*** -0.075***

(0.023) (0.021) (0.022) (0.023) (0.024) (0.024)
41-50 km -0.086*** -0.052* -0.061** -0.089*** -0.085*** -0.098***

(0.031) (0.029) (0.030) (0.032) (0.032) (0.033)
51-60 km -0.115** -0.090** -0.104** -0.166*** -0.158*** -0.159***

(0.046) (0.044) (0.044) (0.047) (0.047) (0.048)

Observations 331,515 331,515 331,515 331,515 331,515 331,515

Note.� The table reports point estimates (standard error) of the e�ect of distance on survival probability from an acute
myocardial infarction as explained in the empirical section and using the full sample of all AMIs over the time period
1990-2010. Geographical coordinates are obtained by linking the patient/death data to the population register. Distance is
obtained by computing the distance from an individual patient's registered residence to his or her home hospital. For more
information see the data section. The current distance variable is de�ned as the residential distance in kilometers from
an individual's home hospital in the current year while lagged distance corresponds to the same distance in the previous
year. Outcomes are de�ned as indicator functions for being alive when discharged from the hospital following the infarction
or surviving until admitted (in the �rst two columns) and as being alive after a certain time after the AMI occurred (in
columns 3-5). Reported coe�cients in each column are a number of distance dummies for each ten kilometers. Included
covariates are gender, age, the number of previous hospitalizations (AMIs) and years since the last hospitalization (AMI).
Fixed e�ects include hospital and calendar year dummies. Standard errors are estimated using a robust covariance matrix.
*, ** and *** denote signi�cance at the 10, 5 and 1 percent levels.

ing the probability of in-hospital mortality as the outcome. The monotonous pattern remains unchanged,
however.
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Another interesting extension is to investigate whether the estimated e�ects of dis-

tance vary over the time span between an emergency hospital closure and the AMI.

Over time, potential coping strategies from both individuals and the health care ad-

ministrations may arise in order to accommodate any perceived or real distance e�ects

subsequent to the closures. For instance, patients with relatively poor health who expe-

rienced reduced access to emergency health care may decide to move closer to the new

home hospital. Another possibility is that health care authorities may ex post invest

more in emergency health care. Both these potential coping behaviors would then serve

to diminish the distance e�ect on survival over time from the closure.

Table 5.5 presents estimation results for AMI patients living in a region in year t

where an emergency hospital closure occurred t − j years earlier, with j = 1, ..., 5 and

where j = 1 has been the baseline case studied so far. The sample size is di�erent as

the �ve �rst years of the sampling period, i.e. 1987-1992, are dropped from the analysis.

These �ve years are excluded in all the speci�cations in the table in order to facilitate

comparison of the results. The header of each column indicates the number of years from

closure evaluated and the reported results are based solely on variation in distance for

AMI patients who experienced a shift in distance to their home hospital for this particular

number of years since hospital closure.

The results from the estimation are striking; there is only a clear e�ect of distance

for the �rst year after a hospital closure. At each subsequent leading year, the e�ect is

smaller in magnitude and statistically insigni�cant while measured with similar precision.

This pattern indicates that long-run e�ects of distance from the closures on AMI survival

are unlikely to prevail, perhaps as a consequence of various coping strategies among the

involved agents. This result is somewhat reassuring for policy-makers since, besides from

the initial shock, the hospital closures does not seem to have entailed long-lasting elevated

AMI mortality rates.30

30A back-of-the-envelope analysis might bring some further insights regarding the cost-bene�t trade-
o� of the closures. In particular, a regression model was estimated of the survival measure including a
dummy variable for being a�ected by a hospital closure on the right hand side (along with the other
covariates), which subsequently was related to the average survival rates and AMI incidence in the
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Table 5.5: Estimated e�ects of distance on AMI survival probability from emergency room

closures: Short and long-term e�ects

Time Horizon (years from closure)

One Two Three Four Five

Current Distance Dummies
11-20 km -0.002 -0.013 -0.037** -0.040** 0.031

(0.019) (0.019) (0.018) (0.018) (0.019)
21-30 km -0.036* -0.024 -0.017 -0.000 -0.030

(0.019) (0.019) (0.018) (0.019) (0.020)
31-40 km -0.038* -0.001 -0.016 -0.004 -0.010

(0.022) (0.022) (0.022) (0.021) (0.021)
41-50 km -0.082*** -0.052 -0.034 -0.021 -0.027

(0.031) (0.032) (0.030) (0.029) (0.029)
51-60 km -0.116** 0.013 -0.061 0.087** 0.080

(0.046) (0.044) (0.049) (0.044) (0.050)

Observations 285,883 286,030 286,020 286,120 285,988

Note.� The table reports point estimates (standard error) of the e�ect of distance on survival probability from an acute
myocardial infarction as explained in the empirical section and using the full sample of all AMIs over the time period
1990-2010. Geographical coordinates are obtained by linking the patient/death data to the population register. Distance is
obtained by computing the distance from an individual patient's registered residence to his or her home hospital. For more
information see the data section. The current distance variable is de�ned as the residential distance in kilometers from an
individual's home hospital in the current year while lagged distance corresponds to the same distance in the previous year.
Outcome is de�ned as an indicator function for being alive when discharged from a hospital following the infarction. Each
speci�cation pertains to a speci�c time horizon from an emergency room closure (the number of lagged years). Reported
coe�cients in each column are a number of distance dummies for each ten kilometers. Included covariates are gender, age,
the number of previous hospitalizations (AMIs) and the number of years since the last hospitalization (AMI). Fixed e�ects
include hospital and calendar year dummies. Standard errors are estimated using a robust covariance matrix. *, ** and
*** denote signi�cance at the 10, 5 and 1 percent levels.

A potential problem caused by restricting the sample to only include individuals who

su�ered an AMI is that the closures may have endogenously changed the population at

risk of having an AMI. This could occur, for example, if admissions for other reasons

than AMI may change a patient's general perception of his or her health risks and induce

a more proactive behavior. In this respect, the closures may have a�ected the population

at risk for an AMI through the reduced access to health care which, in turn, might have

induced a downward bias on the estimated distance e�ect.

To evaluate whether the closures a�ected the population at risk for an AMI we can

study AMI incidence rates in closing hospitals' catchment areas over time. Figure 5.3

relevant population. The e�ect of being a�ected by a hospital closure reduced the average survival
probability with an estimated two percentage points, i.e. from 0.79 to 0.77 at mean survival rates.
As the annual average number of AMIs is about 20,000, this estimate suggests that about 320 extra
deaths would have occurred had the closures a�ected the full AMI patient population. However, as
the underlying population of the relevant catchment areas is only about ten percent of the total AMI
population in a given year, the closures caused only an estimated 32 additional deaths. Hence, the total
of 16 closures in the data meant an additional two deaths per closure. Assuming that the value of a
statistical life is about e 2 million, the closures could thus be deemed �cost-e�ective� if the cost savings
were more than e 4 million per closed hospital.
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shows the empirical relationship between AMI admission frequency in municipalities

where a closure occurred in years from the time of the closures after adjusting for calendar

year trends in AMI incidence. The dots in the �gure indicate yearly averages and the

solid line plots the piece-wise linear relationship allowing for a discontinuity in the year

of the closure (indicated by the vertical line). The �gure reveals a small increase in AMI

incidence after, as compared to before, the hospital closures. However, the change is not

signi�cantly di�erent from zero at any conventional levels of statistical signi�cance.

Figure 5.3: E�ect of the closures on AMI incidence
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Note.�Data source: Swedish National Board of Health and Welfare. The �gure shows
the relationship between the average number of admissions in a closing hospital's catch-
ment area over time since the closure occurred, adjusting for calendar time trends in AMI
incidence. The dots show the average values for each particular time period and the solid
line pertains to a piece-wise linear relationship allowing for discontinuity at the time of
closure, indicated by the vertical line. The shaded area marks the 95% con�dence interval
of the linear estimate.

Finally, one potential concern of the empirical design is that the closing hospitals used

to generate variation in hospital distance were selectively shut down with respect to the

underlying survival probability of population case-mix in the respective catchment area.

As mentioned earlier, this is unlikely due to the public nature of the health care provi-

sion in Sweden. Moreover, average hospital quality is also controlled for in the analysis.

Nevertheless, the concern is further investigated by analyzing aggregate health charac-

teristics in closing and referral hospital's catchments areas. Figure 5.4 shows the average
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values of a number of aggregate health characteristics for closing and referral hospital

catchment areas (left panel) and their di�erence along with a 95-percent con�dence band

(right panel) for years prior to the hospital closures. The results are reassuring; both

types of regions have, on average, similar health characteristics, indicating that regions

where closures occurred are observationally unrelated to underlying patient population

health characteristics.

Figure 5.4: Aggregate health indicators in closing and referral hospital catchment

areas
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Note.� Data source: Swedish National Board of Health and Welfare. See the data section for a de�nition
of a home hospital, closing hospital and referral hospital. The left panel of the �gure shows the average values
for a number of health indicators for each type of region and the right panel shows the cross-regional mean
di�erence for each of these indicators (point estimate and 95 percent con�dence band). Some variables have
been scaled to make the plot readable.

6 Summary and concluding remarks

Ischemic heart disease, with acute myocardial infarction (AMI) as one of its more serious

manifestations, is the most common cause of death in Sweden as well as in most of the

Western world. Since infarctions often occur relatively unexpectedly and rapid medical

assistance is fundamental for recovery, the probability of surviving an AMI is highly

dependent on a well-functioning health care system which can provide quick access to

health care in emergency situations. This is particularly important in relatively sparsely

populated countries like Sweden, where distances to medical care facilities with emergency

room capacity vary greatly between individual residents.
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This paper evaluates the existence and magnitude of the impact of geographical access

to health care on health using AMI patients as the empirical application. Both the

problem of missing mortality data and the likely residential sorting of individuals are

circumvented by; i) adding nationwide information on AMI deaths from the Swedish

national causes of death registry to supplement the national inpatient registry; and ii)

utilizing geographical variation in distance to hospital arising from a number of emergency

hospital closures during a period of strong centralization of the publicly administered

Swedish health care sector. In Sweden, virtually all inpatient health care is publicly

provided and �nanced, implying that competition e�ects on the number and placing of

hospitals in the country should be negligible. Moreover, as individuals are directed to

a speci�c hospital based on their place of residence, variation over time with respect

to which hospital patients are directed to can be used to obtain plausibly exogenous

shifts in individual distances to hospital. As the full AMI population over a twenty-year

period is included in the analysis, i.e. both admitted patients and patients who die before

reaching a hospital, the empirical design accounts for both of the presumably most serious

identi�cation problems in evaluating the health e�ects of geographical access to health

care.

Using data on more than 300,000 AMI cases and sixteen emergency hospital closures

over the period 1990-2010, we �nd a substantial, statistically signi�cant and monotonously

decreasing e�ect of emergency hospital proximity on AMI survival probability. In par-

ticular, patients who experienced an increase in the distance to their home hospital of

between 51 and 60 kilometers ran an estimated 15 percent lower risk of surviving the AMI

than patients who lived within ten kilometers of their home hospital during both periods.

This e�ect is, as expected, primarily driven by an increased risk of out-of-hospital mor-

tality. Moreover, much smaller e�ects are found when estimating the e�ects of distance

based on actual distances to hospital, indicating that selective residential sorting is likely

to dilute the distance e�ect. When varying the time window between the closures and

AMI occurrence, the e�ect is shown to be only statistically signi�cant in the �rst year
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after the closures. Perhaps reassuring for policy makers, the closures thus only seem

to have had a short-run e�ect, which might later have been counteracted with various

types of coping behavior among the involved agents. Finally, as a number of patients

experienced a cut in hospital distance due to the closures, the symmetry of the distance

e�ect is evaluated. The estimated e�ect is indeed reversed for patients who experienced

a decrease in distance and symmetry cannot be rejected.

To conclude, in times when health care expenditure increased in most Western coun-

tries, Sweden went in the opposite direction and reduced its health care spending by

approximately 11 percent between 1990 and 2000. Most of the cost savings were derived

from structural changes in the health care sector; from inpatient to outpatient care and

from increased resource consolidation of many care services. These tendencies were per-

haps necessary given the public sector budget de�cits, a consequence of the economic

depression in Sweden at the time, but the question remains whether the reduction in

health care expenditure came at the cost of a decrease in access to health care among

individuals living in more remote parts of the country. The results in this paper provide

some evidence for the notion that geographical access to health care does have an impact,

albeit only temporarily, on the survival rates of AMI patients, and hence that health care

centralization may have important side e�ects that should be taken into account. Per-

haps more importantly, this e�ect of distance may be more persistent in other countries

with more unregulated health care sectors due to the strategical positioning of pro�t-

maximizing hospitals. Speci�cally, hospitals in these markets may abandon geographical

areas in which aggregate incidence rates of costly emergency health care is higher, thus

creating a �health care desert� similar to the phenomenon of food deserts recognized in

many countries.
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Appendix A Tables and �gures

Table A.1: Descriptive sample statistics

Group averages Group di�erence

Variable No distance
change

Distance
change

Mean di�erence P (|Z| ≤ z)

Heart surgeries 0.137 0.141 0.004 0.780
(0.537) (0.525) (0.012)

Years since hospital visit 5.841 6.231 0.390 <0.001
(3.001) (3.104) (0.072)

Years since heart surgery 8.549 9.360 0.811 <0.001
(2.450) (1.615) (0.058)

Female 0.313 0.298 -0.015 0.188
Age 71.12 70.75 -0.37 0.165

(1.113) (1.123) (0.027)
Days in hospital 6.728 6.408 -0.320 0.067

(6.607) (5.198) (0.176)
Hospital distance in j 14.175 14.076 -0.100 0.757

(13.516) (11.163) (0.323)
Hospital distance in j + 1 14.175 26.085 11.909 <0.001

(13.516) (12.659) (0.323)
Survived AMI 0.773 0.760 -0.013 0.194
OOH AMI death 0.174 0.194 0.020 0.027
IH AMI death 0.054 0.047 -0.007 0.191

Observations 329,756 1,759 331,515 -

Note.�The table reports estimated means, mean di�erences and (standard deviations) of included covariates for sampled
AMI patients who did or did not experience a change in distance from an emergency hospital closure respectively. The
variables are; the historical number of heart surgeries, number of years since the last hospital visit, years since the last
reported heart surgery, the individual's gender and age, the historical number of days in hospital since 1987, the observed
distance from an individual's registered residence to his or her designated home hospital in time period j and j+ 1 where j
indicates the year of the hospital closure respectively, and �nally the proportion of patients who survived, died outside and
inside a hospital respectively. The last two columns report the di�erence in group means and the result from a standard
t-test of equality of means across the groups.
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Figure A.1: Visits at closing hospitals and their referral hospitals

over time
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Note.� Data source: Swedish National Board for Health and Welfare. The plots on
the left show the monthly number of AMI visits at hospitals with closing emergency
rooms (blue lines and left y-axis) and referral hospitals (red lines and right y-axis).
The plots on the right show the corresponding six-month moving averages of the
same plots (three leads and three lags).

Figure A.2: Visits at closing hospitals and their referral hospitals

over time
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Note.� Data source: Swedish National Board for Health and Welfare. The plots on
the left show the monthly number of AMI visits at hospitals with closing emergency
rooms (blue lines and left y-axis) and referral hospitals (red lines and right y-axis).
The plots on the right show the corresponding six-month moving averages of the
same plots (three leads and three lags).
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Figure A.3: Visits at closing hospitals and their referral hospitals
over time
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Note.� Data source: Swedish National Board for Health and Welfare. The plots
on the left show the monthly number of AMI visits at hospitals with closing emer-
gency rooms (blue lines and left y-axis) and referral hospitals (red lines and right
y-axis). The plots on the right show the corresponding six-month moving averages
of the same plots (three leads and three lags).

Figure A.4: Visits at closing hospitals and their referral hospitals

over time
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Note.� Data source: Swedish National Board for Health and Welfare. The plots on
the left show the monthly number of AMI visits at hospitals with closing emergency
rooms (blue lines and left y-axis) and referral hospitals (red lines and right y-axis).
The plots on the right show the corresponding six-month moving averages of the
same plots (three leads and three lags).
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Figure A.5: Visits at closing hospitals and their referral hospitals

over time
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Note.� Data source: Swedish National Board for Health and Welfare. The plots on
the left show the monthly number of AMI visits at hospitals with closing emergency
rooms (blue lines and left y-axis) and referral hospitals (red lines and right y-axis).
The plots on the right show the corresponding six-month moving averages of the
same plots (three leads and three lags).

Figure A.6: Visits at closing hospitals and their referral hospitals

over time
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Note.� Data source: Swedish National Board for Health and Welfare. The plots on
the left show the monthly number of AMI visits at hospitals with closing emergency
rooms (blue lines and left y-axis) and referral hospitals (red lines and right y-axis).
The plots on the right show the corresponding six-month moving averages of the
same plots (three leads and three lags).
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Figure A.7: Survival probability by home hospital
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Note.� Data source: Swedish National Board for Health and Welfare. AMI sur-
vival probability for each hospital is measured as the share of individuals who were
the subject of an AMI living in the hospitals catchment area and were discharged
from the hospital alive. Individual hospitals are shown on the x-axis in ascending
order with respect to survival probability aggregated over the period 1990-2010.
The horizontal dashed line indicates hospital average survival probability in the
sample of hospitals.

Figure A.8: AMI frequency and average survival rates, 1990-

2010
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Note.� Data source: Swedish National Board for Health and Welfare. The
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Figure A.9: Distribution of deaths by days after an AMI
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Note.� Data source: Swedish National Board of Health and Welfare. The
�gure shows the distribution of the observed number of deaths in the analysis
sample of AMI patients excluding individuals that die on the same day as the
AMI occurred (due to scaling issues). The number of AMI cases ending in death
on the same day as the AMI occurred is approximately 191,000 or 58 percent of
the total number of deaths.
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ABSTRACT
Objective: Switzerland has mountains and valleys
complicating the access to a hospital and critical care
in case of emergencies. Treatment success for acute
myocardial infarction (AMI) or stroke depends on
timely treatment. We examined the relationship
between distance to different hospital types and
mortality from AMI or stroke in the Swiss National
Cohort (SNC) Study.
Design and setting: The SNC is a longitudinal
mortality study of the census 2000 population of
Switzerland. For 4.5 million Swiss residents not living in
a nursing home and older than 30 years in the year
2000, we calculated driving time and straight-line
distance from their home to the nearest acute, acute
with emergency room, central and university hospital
(in total 173 hospitals). On the basis of quintiles, we
used multivariable Cox proportional hazard models to
estimate HRs of AMI and stroke mortality for driving
time distance groups compared to the closest distance
group.
Results: Over 8 years, 19 301 AMI and 21 931 stroke
deaths occurred. Mean driving time to the nearest acute
hospital was 6.5 min (29.7 min to a university hospital).
For AMI mortality, driving time to a university hospital
showed the strongest association among the four types
of hospitals with a hazard ratio (HR) of 1.19 (95% CI
1.10 to 1.30) and 1.10 (95% CI 1.01 to 1.20) for men
and women aged 65+ years when comparing the
highest quintile with the lowest quintile of driving time.
For stroke mortality, the association with university
hospital driving time was less pronounced than for AMI
mortality and did not show a clear incremental pattern
with increasing driving time. There was no association
with driving time to the nearest hospital.
Conclusions: The increasing AMI mortality with
increasing driving time to the nearest university hospital
but not to any nearest hospital reflects a complex
interplay of many factors along the care pathway.

INTRODUCTION
Life-threatening diseases such as acute myo-
cardial infarction (AMI) or stroke need
immediate medical intervention. Multiple

factors can influence the time to treatment
and thus survival. These include time from
the event to the alert of emergency medical
services (EMS), presence of a person to
perform cardiopulmonary resuscitation,
availability of an automated external defibril-
lator, travel time to a hospital with necessary
specialised treatment (eg, thrombolysis or
percutaneous coronary intervention (PCI))
and door-to-balloon time.
The European guidelines on myocardial

revascularisation indicate that the greatest
benefit from reperfusion therapy occurs 2–
3 hours after onset.1 The recommendations
for ST segment elevation myocardial infarc-
tion (STEMI) and non-ST segment elevation
acute coronary syndrome (NSTE-ACS) differ
according to available treatment and patient
risk profile. Patients with STEMI should be
treated without delay, whereas patients with
NSTE-ACS should receive revascularisation
within 24 hours, but in any event no later
than 72 hours after onset. However, high-risk

Strengths and limitations of this study

▪ Data from a nationwide cohort with almost com-
plete mortality follow-up during the study period
were used to investigate the relationship between
distance from home to hospital and dying from
acute myocardial infarction (AMI) or stroke.

▪ Driving time and straight-line distance quantify
the actual travel time by car and the distance
when using helicopter transportation.

▪ We lacked information on the exact location
where the AMI or stroke occurred, but as the
average age of persons experiencing an AMI or
stroke is clearly above the retirement age of
65 years, home can be assumed to be a good
approximation for the place of the event.

▪ Information whether death occurred before being
admitted to a hospital was lacking in our data
but should be accounted for in future research.
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patients with NSTE-ACS should undergo urgent coron-
ary angiography within 2 hours of onset. In patients with
STEMI, primary PCI without previous fibrinolysis is now
recommended over fibrinolysis as the preferred reperfu-
sion therapy if it can be provided in a timely manner by
experienced operators. However, if PCI cannot be per-
formed within 120 min of contact with the health
system, patients should receive fibrinolysis followed by
angiography.1

In a Danish study of patients with STEMI for whom
the time from first contact with the healthcare system to
initiation of reperfusion therapy was no longer than
60 min had a long-term mortality of 15.4%, clearly lower
than the 30.8% mortality of patients with a delay of 181
to 360 min.2 An Italian study showed that with higher
distance from place of residence to the nearest hospital,
the risk of out-of-hospital mortality increased.3 In
Arkansas, the risk of AMI mortality was higher for the
population living in neighbourhoods with a long driving
time to the nearest PCI-capable hospital.4 In a study
from Greece, more than 10 km distance from the place
of AMI onset to the hospital was associated with delayed
hospital arrival.5 Patients with AMI being referred via
field triage, a prehospital diagnosis by ambulance staff,
direct referral to a hospital being specialised in the treat-
ment of patients with AMI, and short time to presenta-
tion at a high-volume primary PCI centre were factors
that reduced the time to EMS contact and start of reper-
fusion therapy as well as improved health outcomes as,
for example, survival.6–9

The 2008 European guidelines for stroke treatment
recommend intravenous thrombolysis within 3 hours of
stroke onset.10 The following year, the treatment window
was extended to 4.5 hours.11 The American Heart
Association/American Stroke Association updated in
2013 their guidelines for early management of patients
with acute ischaemic stroke regarding endovascular
treatment. The results of new randomised clinical trials
provided evidence that endovascular therapy with a stent
retriever when performed within 6 hours from onset
improved the results for recanalisation rates and clinical
outcome.12 Hospital type (eg, academic hospital,
primary stroke centre) and hospital volume of treated
patients with stroke as well as the travel time were asso-
ciated in several studies with risk of dying from a
stroke.13–15

The windows for reperfusion therapy in patients with
AMI and stroke indicate prompt notification of the EMS
and rapid transportation to the nearest hospital with the
appropriate treatment facilities. Geographical inequal-
ities in the provision of healthcare have been shown to
influence the likelihood of dying from AMI or stroke.
In Switzerland, the structural planning of hospitals

and their service type happens at the level of the 26
cantons with some coordination across cantons.16 The
decision of emergency services to which hospital to
admit possible patients with AMI or stroke is regionally
organised via the cantonal rescue coordination centres.

In 2011, an intercantonal agreement defined for the
first time eight accredited stroke centres (http://www.
neurovasc.ch/index.php/stroke-units.html), among
them all the university hospitals. Inhabitants of remote
areas, peripheral valleys or mountainous regions often
face long travel distances to the nearest hospital, which
may not necessarily be a hospital specialised in AMI or
stroke treatment with a catheter laboratory or a stroke
unit. This will affect transport time, treatment and sur-
vival. Switzerland has a high-hospital density and effi-
cient ambulance and air rescue services,17 which should
reduce AMI and stroke mortality for people living
farther from hospitals. However, no study has yet
assessed the relation between AMI and stroke mortality,
and distance to hospitals in Switzerland. We therefore
used Swiss National Cohort (SNC) data to assess for the
years 2000 to 2008 how AMI and stroke mortality in
Switzerland relate to distance as driving time from home
to different types of hospitals.

DATA AND METHODS
Swiss National Cohort
The SNC is a longitudinal study that links census data
for the entire population of Switzerland with mortality
and emigration records. In addition to sociodemo-
graphic and economic variables, the SNC also includes
the geographical coordinates of residences. However,
owing to the lack of a unique person identifier and the
anonymous death registry in Switzerland, the records of
the census of 2000 and the death and emigration
records up to 2008 were linked using deterministic and
probabilistic linkage methods based on sex, date of
birth, place of residence, nationality, marital status, reli-
gion, profession and, if available, date of birth of
partner or children. The SNC and details regarding the
linkage process are described in detail elsewhere.18–20

Hospital information
Annually, the Federal Office for Health (FOH) derives
key figures for Swiss hospitals from hospital character-
istics and discharge statistics available from the Swiss
Federal Statistical Office (SFSO, http://www.bag.admin.
ch/kzss). However, those data do not provide addresses
and further information for all individual hospitals when
a single corporate entity operates more than one hos-
pital in one town or canton. We therefore used add-
itional data from the Federal Office of Topography
(swisstopo) and TomTom to locate individual hospitals.
We derived the geographical coordinates of the FOH

data set using the Geocoding Tools of ArcGIS 10.3 from
ESRI based on the TomTom MultiNet Shapefile (2011)
for Switzerland which provides several data sets to
geocode, to navigate, or which includes points of inter-
ests such as hospital location. To identify additional hos-
pital locations, we compared the coordinates of the
FOH data set with the hospital coordinates that are pro-
vided by swisstopo, and the hospital coordinates
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provided by the TomTom MultiNet Shapefile. We
deleted duplicates and checked for further information
about the hospitals via the Internet. We merged the data
sets to create one data set with the following information
on hospitals operating in 2008: type of hospital (acute
care, acute care with emergency room (ER) 24/7,
central hospital and university hospital) and geograph-
ical coordinates. The wording ‘acute care hospital’ is
used to differentiate between hospitals providing the full
range of hospital care and institutions which only
provide very selected care, like psychiatric inpatient or
rehabilitation facilities.

Distance calculation using geographical information
system
We calculated two related measures of the distance
between residences and hospitals using ArcGIS 10.3:
straight-line distance and driving time. Driving times for
the road network of Switzerland were calculated using
the TomTom MultiNet Shapefile (2011) and ArcGIS
Network Analyst. To model the road options for ambu-
lances, we excluded ferries, car-train tunnels and walk-
ways, but included pedestrian areas. Since not all
buildings are immediately adjacent to streets, we mea-
sured the straight-line distance to the next traversable
street segment, assumed 15 km/hour speed for travel-
ling this distance, and adjusted driving distance and
time accordingly. These data were then added to the
SNC database.

Selection of records
Originally, 7 280 246 persons were included in the 2000
census. We excluded people younger than 30 years at
the 2000 census because cardiovascular disease deaths
are quite rare in this age group (2 534 036 persons). We
also excluded records having no or imprecise building
coordinates that are necessary for the calculation of
exact distance to hospital (188 423 persons). These
buildings also had no Swiss neighbourhood index of
socioeconomic position (SSEP) values21 because exact
location was necessary for the calculation of the SSEP.
Persons with institutional residences, who are older and
have poorer health, were also excluded because they
have higher stroke or AMI risk than the general popula-
tion (67 348 persons). Finally, 4 490 439 persons
remained in the study. Only records with deaths that
were identified by stringent probabilistic linkage were
included as death records. Individuals were followed
from 5 December 2000 until death, emigration or the
end of the study period on 31 December 2008, which-
ever was first.
The primary cause of death was coded using the

International Classification of Disease, Injuries and
Causes of Death, 10th revision (ICD-10). Deaths by AMI
were coded with I21 or I22 and by stroke with I60, I61,
I63 or I64. We performed time-to-event analyses with
outcome AMI death or stroke death (separate analyses).
We calculated rates by dividing the number of AMI or

stroke deaths by the number of person-years at risk and
HRs for variables of interest using Cox proportional
hazard models.
We analysed the association of driving time and

straight-line distance with stroke and AMI mortality
using three different Cox proportional hazard models.
For the time-to-event analysis, we used individual’s age as
time axis, that is, the age at which they were at census
2000 was the starting time and the age at which the
event of interest occurred (or emigration or 31
December 2008) was the stopping time. With the choice
of this time axis, Cox proportional hazards regression
provides HRs for the included predictors which are
adjusted for the individual’s age. To account for calen-
dar effects, we used the Stata command stsplit to create
a variable dividing the time of observation into an early
and a later period. The three models include the follow-
ing information:
▸ Model 1: hospital distance (driving time or straight-

line distance), calendar effect
▸ Model 2: hospital distance, calendar effect, sex, nation-

ality, civil status, religion, education, household type
and language region

▸ Model 3: hospital distance, calendar effect, sex, nation-
ality, civil status, religion, education, household type,
language region, SSEP and urbanisation.
Analyses were stratified for the younger (30–64 years)

and older (≥65 years) persons because other SNC
studies have shown differences in the younger and older
SNC population.22 23 Additionally, we performed separ-
ate analyses for men and women because tests of the
proportional hazards assumption showed a strong viola-
tion for the sex variable. For further information about
the categories of the variables included in the analyses,
see table 1. Driving time and straight-line distance to
each of the four different hospital types (nearest acute
hospital, acute hospital with ER, central hospital or
nearest university hospital) were divided by quintiles
into five groups. In the Cox regression analyses, we then
compared the four more distant groups to the lowest
group (see online supplementary appendix 1 and 2 for
the quintiles used in our analyses). The map in online
supplementary appendix 3 is illustrating the driving dis-
tance quintiles to university hospitals for all included
buildings in Switzerland and the settlement distribution
due to the mountain range of the Alps. Statistical ana-
lyses were carried out in Stata V.13 (Stata Corporation,
College Station, Texas, USA).

Overview of study population
In 2008, 173 hospitals providing acute care were operat-
ing in Switzerland. Of these, 138 had an emergency
department (ED), 12 were central hospitals and 5 were
university hospitals. The distance calculation used
1 293 780 buildings. Of the 4 490 439 study participants,
48% were male, 76.8% were aged 30 to 64 years, 79.3%
lived in households with two or more persons, 69.3%
were married, 25.7% lived in rural regions and 72.2%
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Table 1 Characteristics of the whole study population and specifically of persons who had died from stroke or AMI during the study period

Characteristics

Study population Stroke deaths AMI deaths

Crude rate per 100 000 Crude rate per 100 000

Number Per cent Number Per cent Rate 95% CI Number Per cent Rate 95% CI

All 4 490 439 100 21 931 100 63.8 63 to 64.7 19 301 100 56.2 55.4 to 57

Gender

Male 2 156 749 48 9361 42.7 57.1 55.9 to 58.3 11 446 59.3 69.8 68.5 to 71.1

Female 2 333 690 52 12 570 57.3 70.0 68.8 to 71.2 7855 40.7 43.7 42.8 to 44.7

Age (years)

30–34 549 551 12.2 53 0.2 1.2 0.9 to 1.6 62 0.3 1.4 1.1 to 1.8

35–39 603 925 13.4 88 0.4 1.8 1.5 to 2.3 174 0.9 3.6 3.1 to 4.2

40–44 547 237 12.2 162 0.7 3.7 3.2 to 4.4 287 1.5 6.6 5.9 to 7.4

45–49 491 143 10.9 240 1.1 6.2 5.4 to 7 479 2.5 12.3 11.3 to 13.5

50–54 478 402 10.7 344 1.6 9.1 8.2 to 10.2 790 4.1 21.0 19.6 to 22.5

55–59 438 264 9.8 466 2.1 13.6 12.4 to 14.9 1065 5.5 31.1 29.3 to 33.1

60–64 342 555 7.6 744 3.4 28.2 26.3 to 30.3 1212 6.3 46.0 43.4 to 48.6

65–69 306 346 6.8 1440 6.6 61.9 58.8 to 65.2 1780 9.2 76.5 73 to 80.2

70–74 267 196 6 2685 12.2 136.8 131.7 to 142 2750 14.2 140.1 134.9 to 145.4

75–79 219 519 4.9 4596 21 303.6 295 to 312.5 3662 19 241.9 234.2 to 249.9

80–84 140 276 3.1 5408 24.7 625.0 608.5 to 641.9 3553 18.4 410.6 397.3 to 424.3

85–89 76 053 1.7 3941 18 999.5 968.8 to 1031.2 2554 13.2 647.8 623.1 to 673.4

90–94 25 576 0.6 1516 6.9 1429.7 1359.5 to 1503.5 798 4.1 752.6 702.1 to 806.6

95+ 4396 0.1 248 1.1 1773.0 1565.5 to 2008 135 0.7 965.1 815.3 to 1142.5

Neighbourhood index of SEP

Lowest quintile 898 100 20 4511 20.6 66.2 64.3 to 68.1 4240 22 62.2 60.3 to 64.1

Second quintile 898 083 20 4786 21.8 69.9 68 to 71.9 4336 22.5 63.4 61.5 to 65.3

Third quintile 898 089 20 4577 20.9 66.6 64.7 to 68.6 4119 21.3 59.9 58.1 to 61.8

Fourth quintile 898 081 20 4210 19.2 61.0 59.2 to 62.8 3599 18.6 52.1 50.4 to 53.9

Highest quintile 898 086 20 3847 17.5 55.6 53.9 to 57.4 3007 15.6 43.5 42 to 45.1

Type of household

Single person household 927 282 20.7 9048 41.3 132.5 129.8 to 135.2 6846 35.5 100.2 97.9 to 102.6

Household with 2 or more persons 3 563 157 79.3 12 883 58.7 46.8 46 to 47.6 12 455 64.5 45.3 44.5 to 46.1

Marital status

Single 646 207 14.4 1925 8.8 38.4 36.7 to 40.2 1692 8.8 33.8 32.2 to 35.4

Married 3 110 107 69.3 10 609 48.4 44.2 43.4 to 45 10 865 56.3 45.3 44.4 to 46.1

Widowed 356 153 7.9 8151 37.2 337.5 330.3 to 344.9 5405 28 223.8 217.9 to 229.9

Divorced 377 972 8.4 1246 5.7 42.6 40.3 to 45.1 1339 6.9 45.8 43.4 to 48.3

Urbanisation

Urban 1 301 289 29 7458 34 75.9 74.2 to 77.6 6171 32 62.8 61.2 to 64.4

Periurban 2 034 574 45.3 8602 39.2 54.9 53.8 to 56.1 7652 39.6 48.9 47.8 to 50

Rural 1 154 576 25.7 5871 26.8 66.2 64.6 to 67.9 5478 28.4 61.8 60.2 to 63.5

Language region

German 3 241 186 72.2 16 187 73.8 65.2 64.2 to 66.2 14 075 72.9 56.7 55.7 to 57.6

Continued
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resided in German-speaking Switzerland. About 42.3%
were Catholics, 17.9% did not have Swiss citizenship and
22.2% had tertiary level education (see table 1).

RESULTS
Over the 8 years of the study period, 381 659 persons
(8.5% of 4 490 439) died. About 51.6% of the deceased
were men. A total of 21 931 died of stroke (42.7% male)
and 19 301 (59.3% male) died of AMI. The crude mor-
tality rate per 100 000 persons was 63.8 for stroke and
56.2 for AMI (see table 1).
The average driving time to an acute hospital was

6.5 min (maximum 65 min) and 80.8% of persons in
the SNC data set could access an acute hospital in
<10 min. Just 1.3% had to travel 20 min or more. Seven
minutes was the average driving time to an acute hos-
pital with ER, while to reach a central hospital 17.4 min
on average were necessary. The average driving time to a
university hospital was 29.7 min (maximum 178 min),
while 58.2% had to travel 20 min or more (see online
supplementary appendix 4, for straight-line distance
driving time see online supplementary appendix 5).

Results of the Cox proportional hazard model analyses
We ran 192 Cox analyses, 96 for driving time and 96 for
straight-line distance. Figures 1–4 present the results of
these analyses of AMI and stroke deaths for the 30–64
and 65 and older age groups separated by sex. Each
figure displays the results of 24 separate analyses (12 for
men, 12 for women) for the three models and the
driving time to the four different hospital types are dis-
played (see the tables in online supplementary
appendices 6–13 for the exact numbers of the driving
time analyses and online supplementary appendices 14–
21 for the results of the straight-line distance analyses).

AMI mortality
In younger women (30–64 years), driving time to the
nearest acute hospital, hospital with an ER or central
hospital was not associated with AMI mortality. The
increased AMI mortality with driving time to the nearest
university hospital in model 1 diminished in model 2
and disappeared in the fully adjusted model 3 for
young women (see figure 1 or online supplementary
appendix 6). In younger men, driving time to the
nearest central or university hospital was associated with
AMI mortality in all three models. For the distance to a
university hospital, the hazard of dying from an AMI
increased with every quintile. The highest HR of model
3 for a university hospital was observed in the highest
quintile with HR=1.29 (95% CI 1.13 to 1.48). For a
central hospital, no linear trend was evident. The
highest HRs of model 3 were observed for the third
(HR=1.26, 95% CI 1.11 to 1.43) and fourth (HR=1.23,
95% CI 1.09 to 1.40) distance groups (see figure 1 or
online supplementary appendix 7).
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Figure 2 Results of the Cox proportional hazard model analyses of AMI mortality—driving time quintiles for male and female

persons aged 65 years and older under models 1 to 3 for the four different hospital types. AMI, acute myocardial infarction.

Figure 1 Results of the Cox proportional hazard model analyses of AMI mortality—driving time quintiles for male and female

persons aged 30–64 years under models 1 to 3 for the four different hospital types. AMI, acute myocardial infarction.
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The association of driving time to an acute, central or
university hospital found in model 1 for older women
(65+ years), diminished in model 2 and disappeared in
the fully adjusted model (see figure 2 and online
supplementary appendix 8). In contrast, in older men,
increasing driving time to all types of hospitals was asso-
ciated in all three models, although the HRs decreased
from model 1 to model 3 and just showed an effect from
the fourth quintile onwards, except for acute hospitals
in the fully adjusted model (see figure 2 and online
supplementary appendix 9).

Stroke mortality
The impact of driving time on stroke mortality is less
pronounced than it is for AMI mortality, especially in
younger persons (see figures 3 and 4). We found no
clear relationship between stroke mortality and driving
time for the men and women aged 30 to 64 years (see
figure 3). In young women, we found an association of
driving time to acute and acute hospital with an ER and
stroke mortality always only in the fourth quintile in all
three models (acute hospital, model 3: HR=1.36, 95%
CI 1.08 to 1.71; acute hospital with ER, model 3:
HR=1.41, 95% CI 1.13 to 1.77) (see online
supplementary appendix 10). No clear pattern was
found for young men (see figure 3 and online
supplementary appendix 11). In model 1 for an acute

hospital, living in the fourth driving time quintile was
protective (HR=0.79, 95% CI 0.66 to 0.95), while for a
university hospital living in the highest quintile
increased the hazard dying from stroke (HR=1.25, 95%
CI 1.04 to 1.50). In the second model, from the third
quintile onwards, the stroke mortality risk is increased,
but in the fully adjusted model, just the HR of the third
quintile is statistically significant (HR=1.28, 95% CI 1.05
to 1.56). In older women and men (figure 4), model 1
showed significant associations between driving time to
all types of hospital and stroke mortality. No relationship
between driving time to acute hospitals and those with
an ER was seen in models 2 and 3 for both men and
women. Stroke mortality in older women generally
increased with driving time to central and university hos-
pitals in all 3 models, though results were greatest in the
fourth quintile (central hospital) or third quintile (uni-
versity hospital) (see figure 4 and online supplementary
appendix 12). In contrast, in older men, the increase in
the HR for driving time to the nearest central hospital is
linear in all three models, but in model 1 it is just statis-
tically significant for the fourth (HR=1.10, 95% CI 1.02
to 1.19) and highest (HR=1.12, 95% CI 1.03 to 1.21)
driving time quintile. For university hospitals, we found
higher HR in all models compared to the increased
stroke mortality. Compared to the lowest quintile of
driving time to a university hospital, we found higher

Figure 3 Results of the Cox proportional hazard model analyses of stroke mortality—driving time quintiles for male and female

persons aged 30–64 years under models 1 to 3 for the four different hospital types.

Berlin C, et al. BMJ Open 2016;6:e013090. doi:10.1136/bmjopen-2016-013090 7

Open Access

group.bmj.com on March 15, 2018 - Published by http://bmjopen.bmj.com/Downloaded from 

http://dx.doi.org/10.1136/bmjopen-2016-013090
http://dx.doi.org/10.1136/bmjopen-2016-013090
http://dx.doi.org/10.1136/bmjopen-2016-013090
http://dx.doi.org/10.1136/bmjopen-2016-013090
http://dx.doi.org/10.1136/bmjopen-2016-013090
http://dx.doi.org/10.1136/bmjopen-2016-013090
http://bmjopen.bmj.com/
http://group.bmj.com


stroke mortality in older men in all three models, but it
was not a linear increase. Additionally, in the fully
adjusted model 3, only the HR of the third quintile was
statistically significant (HR=1.12, 95% CI 1.04 to 1.20)
(see figure 4 and online supplementary appendix 13).

DISCUSSION
Main findings
Risk of dying from AMI increased with distance (in
driving time) from a central or university hospital for
male persons younger and older than 65 years in the
SNC. For female persons, this is just true for driving
time to the nearest university hospital. For stroke mortal-
ity, however, a significant association was just observed
with distance to the nearest central and university hospi-
tals in male and female persons aged 65 years and older.
However, we did not observe a clear dose–response rela-
tionship, as the strongest association was seen when com-
paring the third (university hospital, male and female)
and fourth (central hospital, female) quintiles to the
first quintile of distance. For those younger than
65 years, stroke mortality was not clearly associated with
distance from any type of hospital once the analyses
were adjusted for relevant individual and regional
characteristics. Only for the fourth driving time quintile
to an acute hospital and those with an ER, we observed
a significant increase in stroke mortality in women.

Although we found statistically significant increased
hazards for AMI and stroke mortality with increasing dis-
tance to central and university hospitals, the HRs were
relatively small and could be the result of residual
confounding.

Possible mechanisms
Our study analysed the outcome of dying from AMI or
stroke, which can be seen as the end of a rather
complex chain of events and interventions: (1) experi-
encing the AMI/stroke, (2) someone noticing the AMI/
stroke (the patient, if able, or otherwise someone else),
(3) alerting the EMS, (4) cardiopulmonary resuscitation
and defibrillation if needed by patients with AMI, (5)
transport to a treatment facility, (6) treatment, (7)
rehabilitation. Differences observed in AMI/stroke mor-
tality by hospital distance could arise in any element of
this chain.
The positive association of stroke mortality with

distance in those over 65 years might be explained by
differences in the awareness and interpretability of
stroke symptoms by patients themselves, or by persons in
the same household or workplace. Certainly, alarm time
might be longer for older people living alone than
younger people living in family households. Another
possibility is that elderly people, who are known to be at
higher risk for stroke,24 might also be more susceptible

Figure 4 Results of the Cox proportional hazard model analyses of stroke mortality—driving time quintiles for male and female

persons aged 65 years and older under models 1 to 3 for the four different hospital types.
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to time delays due to comorbidities or physical or bio-
chemical disturbances that may accompany a stroke. It
might also be possible that, similar to patients with
trauma who have been observed to have lower trauma
unit admission rates with higher age,25 patients with
stroke—especially those from rural areas where the
awareness of stroke symptoms might be lower—have
lower primary stroke unit admission rates and increased
mortality. In any event, treatment of patients who live far
from a hospital with a stroke unit might more effectively
rely on air transport by helicopter. This preference of
the helicopter over the ambulance vehicle might be a
possible explanation for the non-linear effect that we
found in the stroke mortality analysis for driving time
and straight-line distance in central and university hospi-
tals for the elderly (see figure 4). The highest HRs were
found in the third or fourth quintile and decreases
again in the fourth or highest quintile.
Early after occurrence, AMI (especially STEMI) can

have poor survival, while mortality from stroke often
occurs later due to secondary sequelae such as second-
ary cerebral bleeding in the infarct territory, haemo-
dynamic instability or pulmonary complications.
Furthermore, patients with stroke might suffer severe
neurological impairment, increasing with increasing
time to revascularisation, but still survive. This might
explain why the association between AMI and distance
to hospital was more pronounced in all age groups com-
pared to patients with stroke.

Study limitations
As noted above, the SNC does not contain information
on the exact location of a person when he or she had a
stroke or heart attack. Since the average ages of all
persons dying from stroke and AMI were, respectively, 82
and 78, we assumed that the vast majority of stroke or
AMI events occurred at or close to home and reasonably,
we believe, we used home to hospital distance in our
analyses.
We located SNC participants at a place of residence in

the 2000 census, which was also the basis for defining
the neighbourhood index of socioeconomic position.21

However, over the years 2001 to 2008, residents could
have moved (some surely did) and that information is
not available in the SNC data. For those who died, the
SNC also has information about the community (but
not exact geocode) of the residence at death. Of the
381 659 people who died in our study population,
19 785 (5.2%) did not die in the same community in
which they lived at the census 2000 (1089 in stroke
cases, 908 in AMI cases).
Information on whether a patient was admitted, to

which hospital, was not available. We partially addressed
this problem by including the distance to different types
of hospitals as patients will be admitted to different spe-
cialised hospitals depending on their diagnosis/
symptoms.

Catheter laboratories and stroke units provide the best
evidence-based treatments for patients with AMI and
stroke.1 10 26 It would have been ideal to know the dis-
tance to hospitals that have catheter laboratories or
stroke units. However, in Switzerland, healthcare is
mainly organised at the cantonal level with 26 cantons
in charge of healthcare planning and organisation.16

Information on which treatment services are available at
each hospital does not exist in a national database, and
this includes catheter labs and stroke units operating in
the years 2000 to 2008. At the local level, rescue crews
are supposed to know which hospitals on which day and
hour can receive patients who are in need of specialised
AMI or stroke treatments.

Strengths
This study benefits from data that form a true nation-
wide cohort with almost complete follow-up during the
study period for persons 30 years or older at the 2000
census. All Swiss hospitals operating in 2008 were
included and classified by type. Owing to Swiss topog-
raphy, we decided to calculate driving time instead of
only using straight-line distance because driving time is a
more accurate measure of access in peripheral and rural
areas.27 However, in the mountains and other remote
regions, emergency medical transportation might be
carried out by helicopter. Therefore, we also calculated
straight-line distance to model helicopter flight distance.
We found that results were comparable to driving time
(see online supplementary appendices 14–21).

Comparison with other studies
Several studies have found that AMI and stroke mortality
increase with distance to hospital,3 4 28–32 whereas others
have not found such an association.33–36

Other outcomes than mortality have also been investi-
gated such as referral to and enrolment in a chronic
disease management programme for cardiac rehabilita-
tion which was less likely in patients in Ontario, Canada
who lived 60 or more minutes from a cardiac rehabilita-
tion site.37 Therefore, it is important to distinguish
healthcare usage from emergency treatment in the asso-
ciation of accessibility of healthcare facilities and
outcomes.
When investigating the association of distance to hos-

pital and increased risk of death in patients with life-
threatening emergencies, Nicholl et al38 justified the
exclusion of out-of-hospital cardiac arrests from their
study because survival depends on time from call to
treatment by ambulance staff rather than time or dis-
tance from scene to hospital. In contrast, Evenson et al39

emphasise that in acute stroke care prehospital delay—
the time from onset of symptoms to hospital arrival—
contributes the major proportion of delay time. Since
the SNC lacks detailed information about circumstances
and place of death (eg, death before being reached,
death during transport, death in nursing home or hos-
pital), we could not perform sensitivity analyses by
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excluding prehospital deaths. What we did do, however,
was to exclude persons who lived in institutions at the
2000 census from all analyses because treatment deci-
sions for such persons, most of whom are elderly, might
differ from those still living at home by, for example, the
existence of do not resuscitate orders.

CONCLUSION
Male and female AMI mortality increased with increas-
ing driving distance to central and university hospitals in
the Swiss population both in those under and over
65 years of age, while stroke mortality increased in those
aged 65 years and older and not in those younger than
65 years. This association reflects a complex interplay of
many factors along the care pathway.
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Emergency care – far from home?

EMERGENCY CARE (/BLOG?BLOG_TAGS%5B%5D=67) 

18 FEBRUARY 2014

Any change to the location of hospital care will attract public and media attention, especially when it 

involves the closure or downgrading of a hospital or A&E department. But with health systems feeling the 

financial squeeze the search for savings may require more reconfiguration of services.

Although it is often discussed, there is little information about how far away emergency services actually 

are from where people live in England, how these distances vary across the country and whether they 

are changing. In our new report (//www.qualitywatch.org.uk/focus-on/distance-from-home-

emergency-care) we aim to answer these questions.

Spoiler alert! In short, there are no real surprises.

Firstly, the distance generally isn’t that far. The majority of people who attended a major A&E in 2011/12 

were able to do so within 2.6 miles (4.2km) of their home. Even in more serious cases requiring an 

emergency admission to hospital, most occurred within 3.4 miles (5.5km) of the person’s home, and 70 

per cent were within 6.2 miles (10km).

To put that in context, we travel an average distance of 7 miles (11.3km)

(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/8932/nts2010-

01.pdf) for a normal journey to work, school or shopping etc (Department for Transport 2011).

Secondly, the distance from home to hospital for an emergency admission varies across the country. This 

shouldn’t come as a surprise; if you live in the middle of a densely populated city, it is reasonable to 

expect that you will have a hospital close-by.

Conversely, if you can only see one other building from your home, you wouldn’t expect it to be a 

hospital. That isn’t to say that your personal need is less important than that of someone living in a city, 

just that there is a higher level of need where there are more people.

The NHS has limited resources and must spend them in the most effective way; hospitals are expensive, 

so it’s appropriate to position them where they will support the most people.

ADAM ROBERTS

Senior Research Analyst

Nuffield Trust
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However, in parts of the country where the distances are much greater, the question of distance may 

carry more weight when considering any reconfiguration.

Finally, the average distance to hospital has not substantially changed over the last decade, rising by less 

than a quarter of a mile, from 5.2 miles to 5.4 miles. One of the surprises from this work is how difficult it 

was to get a clear picture of where NHS emergency services have opened or closed in recent years; but 

data provided by Binleys suggests that the number of A&E departments in England has stayed fairly 

stable since 2006.

So what does our research mean for the wider debate on A&E closures?

Obviously, when an A&E department does close there will be an impact on the distances for people 

living nearby. But the opposite is true when an A&E department is opened.

The question of how far is too far for emergency care is a complicated one. Generally, receiving 

treatment quickly following an accident is preferable. But there are many cases, such as stroke or serious 

trauma, where there is a significant benefit from travelling further to reach a specialist centre. Clearly 

there is a balance to be achieved between providing ease of access and over-supplying an inefficient 

service.

There is no doubt that changes or closures to A&E services are a hot topic at the moment – and that 

looks set to continue. But like many debates in healthcare, this one is sadly not fully informed by the 

evidence. This is hardly surprising: the evidence on distances for emergency care, or even where 

services have moved or closed, has been sorely lacking.

While we do not claim that this research fully informs the impact of A&E closures debate, it does provide 

empirical evidence on the true picture of the distances involved, both currently and over the last decade. 

Time will tell whether there will be a dramatic increase in these distances over the next decade.

Comments

We know that what is called (/comment/492#comment-492) 

We know that what is called an "A&E" varies considerably so it may be that the numbers of "A&E" signs 

have not reduced but the level of care available and degree of by-passing has changed behind the 

scenes. It be interesting to analyse distance and mortality. 
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Get our latest data, research and blogs sent straight to your inbox.           

Your email address will be held by the Nuffield Trust and the Health Foundation. More info

(http://www.qualitywatch.org.uk/privacy-policy-cookies) .

Thank you for your comment. (/comment/522#comment-522) 

Thank you for your comment. You’re right to say that the type of service provided at difference sites can 

vary. During this work we were surprised to find how difficult it was to get a clear picture of where 

services are currently delivered, and how this has changed over the last decade. By focusing mostly on 

admissions to hospital rather than attendance at A&E we hope to have avoided much of the variations 

this might cause. Regarding mortality, there has already been some good work published in this area, as 

referenced in the report, but clearly more could be done. 

Sign up for email updates
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PREHOSPITAL CARE

The relationship between distance to hospital and patient
mortality in emergencies: an observational study
Jon Nicholl, James West, Steve Goodacre, Janette Turner
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

See end of article for
authors’ affiliations
. . . . . . . . . . . . . . . . . . . . . . . .

Correspondence to:
Professor Jon Nicholl,
Medical Care Research Unit,
University of Sheffield,
Regent Court, 30 Regent
Street, Sheffield, S1 4DA,
UK; j.nicholl@sheffield.ac.uk

Accepted 22 May 2007
. . . . . . . . . . . . . . . . . . . . . . . .

Emerg Med J 2007;24:665–668. doi: 10.1136/emj.2007.047654

Objectives: Reconfiguration of emergency services could lead to patients with life-threatening conditions
travelling longer distances to hospital. Concerns have been raised that this could increase the risk of death.
We aimed to determine whether distance to hospital was associated with mortality in patients with life-
threatening emergencies.
Methods: We undertook an observational cohort study of 10 315 cases transported with a potentially life-
threatening condition (excluding cardiac arrests) by four English ambulance services to associated acute
hospitals, to determine whether distance to hospital was associated with mortality, after adjustment for age,
sex, clinical category and illness severity.
Results: Straight-line ambulance journey distances ranged from 0 to 58 km with a median of 5 km, and 644
patients died (6.2%). Increased distance was associated with increased risk of death (odds ratio 1.02 per
kilometre; 95% CI 1.01 to 1.03; p,0.001). This association was not changed by adjustment for confounding
by age, sex, clinical category or illness severity. Patients with respiratory emergencies showed the greatest
association between distance and mortality.
Conclusion: Increased journey distance to hospital appears to be associated with increased risk of mortality.
Our data suggest that a 10-km increase in straight-line distance is associated with around a 1% absolute
increase in mortality.

I
t has recently been suggested that reconfiguration of
emergency care to concentrate services in a limited number
of specialist centres could save thousands of lives each year in

the UK, and that opposing the closure of local services could
counterintuitively cost lives.1 In opposition to this view,
concerns have been raised that reconfiguration could lead to
acutely ill patients having to be transported greater distances to
hospital with an associated risk of increased mortality. Few
published studies have addressed this issue, so there is a risk
that policy-making may be driven by anecdote or supposition.

We have recently completed a study to assess the effect on
mortality among patients with life-threatening emergencies of
implementing response time standards in four ambulance
services.2 We have used these data to determine whether longer
journey distances to hospital were associated with an increased
risk of mortality.

METHODS
Call identif ication
Ambulance services use emergency medical dispatch (EMD)
systems to prioritise 999 calls. Two systems were used during
this study: the Advanced Medical Priority Dispatch System
(AMPDS) and the Criteria Based Dispatch (CBD) system. Each
provides structured protocols that allow trained emergency
medical dispatchers to categorise 999 calls depending on
urgency, and assigns each call a priority code based on
condition and urgency. The Department of Health (DH) has
identified a set of EMD codes for each system that correspond
to conditions that are potentially life-threatening and to which
the highest priority (category A) ambulance response should be
made. We selected for inclusion in the study a subgroup of
category A calls identified using the DH codes, in which the
patient was reported as unconscious or not breathing or with
acute chest pain. We termed these A* calls. Exclusion criteria
were A* calls where patients were found dead at the scene, or
were discharged at the scene and not conveyed to hospital, or

were treated in hospitals other than those in our study areas;
calls where no vehicle attended the scene; and out-of-hospital
cardiac arrests (the last category was excluded because survival
from out-of-hospital cardiac arrest has clearly been shown to
depend upon the time from call to treatment that can be
provided by ambulance staff, rather than time or distance from
scene to hospital).3

Data collection
Consecutive, life-threatening category A ambulance calls were
sampled annually from 1997 to 2001 from four ambulance
services: the Royal Berkshire, Derbyshire, Essex and West
Midlands. These services were representative of the types of
environment typically encountered in England and included
urban, mixed urban and rural, and very rural areas. In 1999, the
Derbyshire, Nottinghamshire and Leicestershire ambulance
services merged to become East Midlands Ambulance Service
NHS Trust. Two services used CBD, one used AMPDS, and one
used CBD at the beginning of the study and changed to AMPDS
halfway through.

From all category A calls, we sampled approximately 1000
consecutive A* calls from each service in each year, using the
same sampling period for each service for all years. The
ambulance service dispatch system provided patient informa-
tion (name, sex, age), grid reference for the incident, and
dispatch category codes. This information was then used to
identify the paper ambulance patient report forms (PRFs).
From the PRFs, further information was obtained about the
patient (name, date of birth and address), incident description,
the patient condition on arrival of the crew (including vital
signs), details of treatment given, disposal of the patient (left at

Abbreviations: AMPDS, Advanced Medical Priority Dispatch System;
CBD, Criteria Based Dispatch; DH, Department of Health; ED, emergency
department; EMD, emergency medical dispatch; GCS, Glasgow Coma
Score; NHS, National Health Service; PRF, patient report form; REMS,
Rapid Emergency Medicine Score
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the scene or transported to hospital) and outcome at this point
(alive or deceased).

From the grid references of the incident and hospital, we
calculated the straight-line ambulance journey distance from
scene to hospital. These straight-line distances were preferred
to journey times to hospital because journey times depend on
the accuracy and consistency with which times of leaving the
scene and arrival at hospital are recorded, and they can also be
affected by ’’reverse causation’’. This occurs when the patient
condition is a cause of the journey time rather than vice versa,
such as when ambulances drive as fast as possible to hospital
for critically ill patients but more slowly and with less risk for
patients not critically ill.

If the patient was taken to hospital, the emergency
department (ED) notes were identified and information
recorded on time of arrival and discharge from the ED, patient
condition including vital signs, cardiac rhythm (for cardiac
patients), preliminary diagnosis, condition on leaving the ED
and disposal. If admitted, details of the length of stay, final
diagnosis and disposition were recorded. For any patient who
died, details were recorded of the date, time, place and cause of
death. If the patient died before reaching hospital and was
taken directly to the mortuary, the cause of death was obtained
by accessing death certificates from the coroner or the National
Health Service (NHS) Central Registry.

Details of patients taken to hospital, for whom no records
could be found, were also sent to the NHS Central Registry. For
those identified as dead, the date, place and cause of death
were obtained and used to identify those who had died as a
result of the incident for which the call was made and those
who had survived.

Ethics approval was obtained, covering 27 hospitals that
patients could be taken to within the geographical boundary of
each of the ambulance services.

Analysis
We planned to test for an association between journey distance
to hospital and mortality. Such an association could be
confounded by illness severity. Patients living further from
hospital may have a higher threshold for calling for help and
may therefore be more ill and at higher risk of death. There is
currently no widely validated system for risk-adjusting emer-
gency medical cases, but the Rapid Emergency Medicine Score
(REMS) has been validated in a local setting4 and shown to
predict mortality in our cohort.5 This score uses six variables
(age, Glasgow Coma Score (GCS), oxygen saturation, pulse,
blood pressure and respiratory rate) to give each patient a score
between 0 (lowest predicted mortality) and 20 (highest). We
therefore planned to examine whether patients with a longer
journey distance had higher REMS scores and determine
whether any association between distance and mortality was
confounded by illness severity by testing the association in a
multivariate analysis, with REMS score included as a covariate.
Because full REMS scores were only available for a small
number of patients, we also tried adjusting for partial scores
based only on age and GCS, which were available for 80.8% of
patients. We also tried adjusting for sex, categorical age, and
clinical category coded as chest pain (any cause), respiratory
disease or symptoms, and injury, poisoning, asphyxiation or
haemorrhage, or other and unknown. By including ’’other and
unknown’’ as a category all cases were included in this analysis.
All analyses were undertaken using SPSS V.11.0 (SPSS Inc,
Chicago, Illinois, USA).

RESULTS
Numbers
During the 5-year period, A* calls resulted in ambulance
attendance for 11 794 patients who met the study inclusion
criteria and who were followed up to discharge or traced
through the NHS Central Register. Of these, we excluded 1479
from this analysis because distance to hospital could not be
calculated. This resulted in a study sample of 10 315 (58.3%
male, with a median age of 61 years).

Analyses
Ambulance journey distances ranged from 0 to 58 km, with a
median of 5 km. Overall, 644 patients died (6.2%). Table 1
shows how mortality varied with straight-line distances,
categorised as short (,10 km), medium (10–20 km) or long
(.20 km). Longer distances were associated with higher
mortality (p,0.002, x2 test for trend). Logistic regression
showed that mortality increased with each additional kilometre
of distance travelled, with an odds ratio (OR) of 1.02 per
kilometre (95% CI 1.01 to 1.03; p,0.001). Some association was
observed in all four clinical categories, but it was particularly
striking for patients with respiratory problems (fig 1).

A full REMS score could be calculated for 3882 patients
(37.6%). The mean REMS score was 6.79 (95% CI 6.67 to 6.91)
for those with a short journey distance, 7.22 (6.92 to 7.51) for
those with a medium journey distance and 7.33 (6.78 to 7.88)
for those with a long journey distance. The association between
journey distance and mortality remained significant after
inclusion of REMS score in the logistic regression to adjust
for potential confounding by disease severity (OR = 1.03; 95%
CI 1.01 to 1.05; p = 0.006).

Missing oxygen saturation information was the main reason
why a full REMS score could not be calculated, so we repeated
the analysis using only the age and GCS components of REMS.
We have previously shown that age, GCS and oxygen saturation
are the only components of the REMS score that are
independent predictors of mortality in our cohort.5 We were
able to include 8335 (80.8%) cases and found that the

Table 1 Relationship between ambulance journey distance
and survival to discharge

Distance
category (km)

Outcome

TotalSurvived (%) Died (%)

0–10 7725 (94.2) 475 (5.8) 8200
11–20 1479 (92.3) 124 (7.7) 1603
21+ 467 (91.2) 45 (8.8) 512
Total 9671 (93.8) 644 (6.2) 10315

Figure 1 Variation in mortality with distance to hospital, by clinical
category.
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association between journey distance and mortality remained
significant (OR = 1.018; 95% CI 1.005 to 1.03; p = 0.005).

Adjusting for age, sex, and clinical category, and including all
10 315 patients in the analysis, strengthened the evidence for
the observed association (OR = 1.02; 95% CI 1.01 to 1.03;
p,0.001).

DISCUSSION
Increased journey distance to hospital seems to be associated with
increased risk of mortality, even after potential confounding by
illness severity is taken into account. Our data suggest that each
additional kilometre is associated with a 2% relative increase in
mortality. This equates to an approximate 1% absolute increase in
mortality associated with each 10-km increase in straight-line
distance. Our results show a sharp increase in mortality in patients
with respiratory problems, but less change in patients with chest
pain. This is clinically plausible. This means that, other things
being equal, closing local EDs could result in an increase in
mortality for a small number of patients with life-threatening
emergencies, who have to travel further as a result.

Other evidence
Our results concur with a number of studies from around the
world that have shown increased mortality in rural compared
with urban trauma. However, much of this can be explained by
the increased severity of road traffic crashes and increased
ambulance response times in rural areas. Furthermore, results
may not be generalisable from trauma to other emergency
medical conditions nor from one emergency system to another.
Only a few studies have examined hospital accessibility and
outcomes in the UK. Studies of road traffic crashes in Norfolk,6 all
serious trauma in Scotland,7 and ruptured abdominal aortic
aneurysms in West Sussex8 all failed to find any relationship
between time to hospital and mortality. However, in line with our
findings, two studies of the relationship between accessibility and
mortality in asthma patients have found a 10% increase in the
relative risk of death for each 10-km increase in distance,9 and a
7% increase for each 10-minute increase in journey time.10

Limitations
A number of potential limitations of our study should be
considered when interpreting these results. First, this is an
observational study, and inferring causality from our observed
associations is fraught with difficulties, most notably by
confounding. Although we attempted to adjust for confounding
by illness severity and case mix, it is possible that at least some of
the observed association may be explained by residual confound-
ing. Second, we deliberately selected ambulance service calls that
suggested patients might have life-threatening conditions and a
high risk of mortality. Our findings should not be applied to the
vast majority of patients transported to hospital by ambulance,
who have a much lower risk of death. Third, our results reflect
associations between distance and outcome within the emer-
gency care system as it performed between 1997 and 2001.
Changes in performance in recent years or new policies that have
changed to both increase distances and either improve care at the
more distant facilities or improve the effectiveness of prehospital
care could attenuate the potential effect of increased journey
distance upon mortality.

The emergency medical system and future research
There is good evidence for some groups of emergency patients
that care provided in specialist centres improves outcomes.1

Examples include primary angioplasty for acute myocardial
infarction,11 and care for major trauma patients with multiple
injuries.12 In these cases we can be reasonably confident that
with appropriate pre-hospital care and at distances typical in

the UK, the benefits of specialist care, which is only available in
certain centres, would outweigh any detriments resulting from
the increased travel distances to the centres. However, there are
also some groups of critically ill patients who need urgent but
not specialist care. For example, patients in anaphylactic shock,
choking, drowning, or having acute asthma attacks need urgent
care that would be the same wherever it is provided. For these
patients, there may be a detriment in having to travel increased
distances. Of course, if care for these types of patients, although
the same wherever it is provided, were to be of higher quality in
high-volume centres, there might be other arguments for
concentrating emergency care in some centres by closing local
EDs. However, although the evidence for improved outcomes at
higher volumes is reasonably robust for a few conditions,13 it is
almost non-existent for ED care.14

The debate between local emergency care and more distant,
high-volume or specialist centre care has also confused the
issue of hospital bypass with the issue of ED closure. The
evidence that some critically ill patients have the capacity to
benefit from specialist care is an argument for bypass, not an
argument for closure or restriction of hours of non-specialist
centres. Patients with specialist needs such as burns and
serious head trauma are already taken directly or indirectly to
specialist centres. The current debate should be about extend-
ing the list of patient conditions that should bypass local
hospitals and be taken to specialist centres, rather than about
the closure of locally accessible 24-hour EDs. Closure enforces
bypass for those patients who would benefit but at a cost for
any patients who will not benefit.

Nevertheless, the optimum configuration of local and
specialist emergency care centres for an effective and efficient
emergency care system is unclear. Research is needed to
investigate the benefits of different system configurations
rather than the effectiveness of different services. One
potentially fruitful avenue for future research aimed at
resolving these issues would be to model the emergency
medical system, populating the model based on the epidemiol-
ogy of emergencies in the UK, and using the available evidence
on risks and benefits by distance or time and setting.

CONCLUSION
Decisions regarding reconfiguration of acute services are
complex, and require consideration of many conflicting factors.
Our data suggest that any changes that increase journey
distances to hospital for all emergency patients may lead to an
increase in mortality for a small number of patients with life-
threatening medical emergencies, unless care is improved as a
result of the reorganisation. However, even then it is not certain
that it would be acceptable to trade an increased risk for some
groups of patients, such as those with severe respiratory
compromise, for a reduced risk in other groups such as those
with myocardial infarction.
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Capital Plan Redevelopment – Human Resource Consideration 

 
Future Retirement Forecast at MAHC is an important indicator to consider when determining model selection for capital redevelopment, as it 

will be critically important to address the recruitment and retention challenges that may be inherent in each of the three models.  

The below charts outlines by job classification eligible retirements from current staff levels.  

- Green is 24% or less of the classification can retire 

- Yellow is 25-49% of the classification can retire 

- Red is 50% or more of the classification can retire 

 

 

As the employee population continues to age, the human resources implications with respect to ensuring there is enough talent to fill the gaps 

left through future retirements is an important consideration. Assessing the future model against the human resources considerations as it 

relates to recruitment and retention of qualified health care providers is an important factor.  

 

 

 



Capital Plan Redevelopment – Human Resource Consideration 

 
The table below outlines some key considerations of model decisions, and the impact on health human resources at MAHC. 

Model Opportunities Challenges 
 
 
 

Two Site Acute Care 
 
 
 
 

 Ability to maintain employment in the 
community closest to home 

 Recruitment to two communities is maintained 
with a focus on living in both communities for 
staff 

 Reduces impact of change management 
requirements 

 Higher demand for health human resources 

 Inefficient use of human resources by sending 
staff to another site due to patient care needs  

 Leadership presence is challenged 

 Continued challenges for recruiting into 
specialized areas that are two small for health 
providers to feel comfortable with skill set due 
to low volume (ie. OBS, Surgical Procedures 
etc.).  

 
 
 
 

Two Site 
Ambulatory/Acute 

 
 
 
 
 
 

 Ability to specialize in certain areas of health 
care, particularly if known as a centre of 
excellence for certain programs  

 Increase efficiency of support staff 

 Improves recruitment into specialized areas as 
providers are comfortable with skill set due to 
co-located volume. (OBS, Surgical Procedures, 
etc.) 

 Perceived as having one site as superior to the 
other. Perpetuates ‘have’ and ‘have nots’ 
among staff.  

 May reduce operational flexibility of having 
staff maintain competencies in certain areas 
of acute care. 

 Inequity of workload and job demands across 
two sites. 

 Increase transportation demands of staff to 
accompany patients being admitted from one 
site to the other.  

 Leadership presence is challenged 

 
 
 
 

One Site 
 
 
 
 
 
 

 Focused recruitment efforts to one site and 
single programs.  

 Increased leadership presence 

 Increased efficient use of human resources by 
enhanced operational flexibility, by having a 
larger pool of skilled resources to in one 
location. 

 Elimination of staff travel between sites. 

 Increasing to job satisfaction through 
streamlined work processes and the elimination 
of duplicate work.   

 Amalgamation of existing organizational sub-
cultures 

 Could increase travel time of staff from home 
to work, and commute time is currently a top 
five reason as to why people lave MAHC.  
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Current Challenges/Issues 

1. Staffing challenges i.e.: vacancies, gridlock, on-call 

2. Recruitment of specialty staff / physicians 

3. Older buildings that don’t meet standards, design can’t adapt 

4. Lack of physical space for care/equipment needs and storage 

5. Equipment issues – Lack, outdated, duplication vs. new 

6. Critical mass (volumes split across sites/inefficient to staff) 

7. ALC Flow challenges – community capacity, LTC,  

8. Capacity issues – transfers between departments / sites 

9. Fiscal challenges – operational and capital challenges 

10. Lack of solidarity ‘one organization’ culture (impact 
standardization, practice changes, change management) 

 

 

 





    

 

Access to Hospital Services under 

Different Planning Scenarios 

Percent of region's residents that can reach any hospital within: 

60 minutes 45 minutes 30 minutes 

Single siting scenarios 
Muskoka 
SubLHIN 

East Parry 
Sound 1 

East Parry 
Sound 2 

Muskoka 
SubLHIN 

East Parry 
Sound 1 

East Parry 
Sound 2 

Muskoka 
SubLHIN 

East Parry 
Sound 1 

East Parry 
Sound 2 

Current State: HDMH and SMMH 100% 88% 95% 93% 80% 23% 76% 26% 0% 

Hwy 11 & Hwy 60 98% 100% 95% 88% 88% 32% 55% 52% 0% 

Hwy 11 & Taylor Rd 100% 88% 95% 92% 7% 23% 65% 0% 0% 

Hwy 11 & Hwy 141 100% 88% 95% 93% 71% 23% 73% 0% 0% 

Hwy 11 & Hwy 117 100% 88% 95% 93% 33% 23% 72% 0% 0% 

Huntsville District Memorial only 98% 88% 95% 85% 80% 23% 41% 26% 0% 

South Muskoka Memorial only 100% 79% 95% 85% 0% 23% 50% 0% 0% 



    

 

East Parry Sound Travel Times 

In EPS 2 the average travel to NBRHC is 3 minutes less than to MAHC – HDMH 
 

 
 

Average Travel Time of CSD Residents to: 

Census Subdivision (CSD) 
Parry Sound 

District 

North Bay 
Regional Health 

Centre 

MAHC  
Huntsville 

Perry 62 80 29 

Burk's Falls 66 64 33 

McMurrich/Monteith 49 81 34 

Kearney 97 105 63 

Armour 72 65 39 

Ryerson 69 64 42 

East Parry Sound 1 68 77 37 
Sundridge 70 50 50 

Joly 87 63 67 

Strong 70 49 50 

Magnetawan 58 63 54 

South River 76 44 56 

Machar 86 55 67 

East Parry Sound 2 71 53 56 



    

 

MAHC ED Use by Parry Sound  

SubLHIN Residents 

We established two planning regions in the Parry Sound subLHIN based on MAHC’s 
market share of ED visits by the region’s residents. 
 
Our planning regions, East Parry Sound 1 and 2, are based on Census Subdivisions 

Census Subdivision (CSD) Population 
Visits to 

MAHC ED 
Visits to  
any ED 

MAHC Market  
Share 

Perry 2,344 1,344 1,440 93% 

Burk's Falls 987 440 478 92% 

McMurrich/Monteith  796 487 536 91% 

Kearney 865 382 426 90% 

Armour 1,417 663 740 90% 

Ryerson 642 337 388 87% 

East Parry Sound 1 7,050 3,653 4,008 91% 
Sundridge 1,003 285 427 67% 

Joly 280 71 108 66% 

Strong 1,360 389 605 64% 

Magnetawan 1,488 400 690 58% 

South River 1,068 204 499 41% 

Machar 944 171 437 39% 

East Parry Sound 2 6,143 1,520 2,766 55% 
Other CSDs in Parry Sound SubLHIN    339 20,831 2% 



    

 

Census Divisions in the Parry Sound SubLHIN 

The blue lines mark the Parry Sound SubLHIN boundaries 



    

 

Travel Time Simulations 

This shows the average travel time of MAHC’s 2013/14 patients to alternative locations. 
 
This table includes MAHC’s patients, where the previous tables examined all residents of 
the relevant planning regions. For example: 
MAHC had 28,904 ED visits by Muskoka subLHIN residents; on average these 28,904 
patients travelled 19 minutes to reach MAHC and they would travel 24 minutes on average 
to reach a site at Hwy 11 and Taylor Road 

Average Travel Time MAHC Discharges 

Residence of MAHC's Patients 
Existing 

sites 
Hwy 11 & 

Hwy 60 
Hwy 11 & 
Taylor Rd 

Hwy 11 & 
Hwy 141 

Hwy 11 & 
Hwy 117 

Existing 
sites 

Hwy 11 & 
Hwy 60 

Hwy 11 & 
Taylor Rd 

Hwy 11 & 
Hwy 141 

Hwy 11 & 
Hwy 117 

Muskoka SubLHIN 19 26 24 24 23 32,503 32,503 32,503 32,503 32,503 

Acute Inpatient 19 27 23 24 23 3,599 3,599 3,599 3,599 3,599 

Emergency Department 19 26 24 23 23 28,904 28,904 28,904 28,904 28,904 

NSM LHIN, Not Muskoka 77 85 64 75 66 876 876 876 876 876 

Acute Inpatient 71 81 61 71 62 51 51 51 51 51 

Emergency Department 78 85 64 75 66 825 825 825 825 825 

East Parry Sound 1 37 32 53 42 51 4,028 4,028 4,028 4,028 4,028 

Acute Inpatient 39 32 53 43 51 375 375 375 375 375 

Emergency Department 37 32 53 42 50 3,653 3,653 3,653 3,653 3,653 

East Parry Sound 2 55 50 71 61 69 1,759 1,759 1,759 1,759 1,759 

Acute Inpatient 57 52 73 62 70 239 239 239 239 239 

Emergency Department 55 50 71 60 69 1,520 1,520 1,520 1,520 1,520 

Elsewhere in Ontario 161 163 149 156 150 8,288 8,288 8,288 8,288 8,288 

Acute Inpatient 139 140 132 136 133 425 425 425 425 425 

Emergency Department 162 165 150 158 151 7,863 7,863 7,863 7,863 7,863 



    

 November 17, 2016 | Slide 26 Stage 1 Clinical Services Model Workshop 

Sources: DAD and NACRS 2014/15 to 2016/17; Travel times from MapPoint 2013 using centroid of each 2006 Dissemination Area to each site 

Accessibility: 
Driving time implications of siting scenarios 

Average Driving Times Under Alternative Siting Scenarios 

1. MAHC’s patients travelled an average of 22 minutes for inpatient and ED care 
2. Single siting at either existing MAHC site would increase travel times to 31 minutes 
3. Single siting at a new location on Highway 11 would increase current travel times, but by less than 

single siting on an existing site 
 
How do travel times in Muskoka compare to elsewhere in Ontario? 
 

Travel times for MAHC’s 
patients living in Muskoka  
sub-region and EPS1 

Siting Scenario Average 90th percentile 

Admitted  
medical and surgical  

patients 

Existing configuration 22 42 

SMMH single site 31 54 

HDMH single site 31 49 

Hwy 11 & Hwy 117 26 47 

Hwy 11 & Hwy 141 26 42 

  Siting Scenario Average 90th percentile 

Emergency  
department  

visits 

Existing configuration 22 42 

SMMH single site 31 54 

HDMH single site 31 49 

Hwy 11 & Hwy 117 26 47 

Hwy 11 & Hwy 141 26 42 
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Accessibility: 
Driving time implications of siting scenarios 

Muskoka residents currently have among 
Ontario’s longest average travel times 



Average travel time to nearest hospital by 

patient residence region 

1 

Region 
Current State: 

HDMH and 
SMMH 

Existing: 
Bracebridge 

Existing: 
Huntsville 

Hwy 11 & 
Hwy 117 

Hwy 11 & 
Hwy 141 

Hwy 11 & 
Hwy 60 

Hwy 11 & 
Taylor Rd 

Gravenhurst 26 26 39 24 31 38 22 

Bracebridge 13 13 35 13 21 31 12 

Lake of Bays 29 49 30 39 37 30 42 

Huntsville 15 35 15 26 18 13 29 

Muskoka Lakes 33 34 43 33 31 39 34 

Georgian Bay 38 38 38 38 38 38 38 

Wahta Mohawk 
Territory 

41 41 41 41 41 41 41 

Moose Point 79 57 57 57 57 57 57 57 

Muskoka SubLHIN 21 28 30 24 25 28 25 

East Parry Sound 1 37 58 37 51 43 33 53 

East Parry Sound 2 51 51 51 51 51 48 51 

This shows average travel time to the nearest hospital for the population of each region (not only 
MAHC patients). The closest hospital is not always MAHC. 
For example, Gravenhurst residents would on average travel 26 minutes to their closest hospital 
under the current MAHC siting.  If MAHC were single sited at Hwys 11 & 60, their average travel time 
to the closest hospital would ne 38 minutes. 



Methods 
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We simulated how many patients MAHC would lose if its current patients chose their 
nearest hospital in terms of travel time, under different siting scenarios: 
 
1. Current sites in Bracebridge and Huntsville 
2. New single sites at: 

• Hwy 11 & Hwy 60 
• Hwy 11 & Taylor Rd 
• Hwy 11 & Hwy 141 
• Hwy 11 & Hwy 117 
• The existing Huntsville District Memorial 
• The existing South Muskoka Memorial 

 
 
We combined three years of hospital use and population data to ensure that we had 
large enough sample sizes by community. All volumes reported are three year averages. 
 



Simulation:  

MAHC patients choosing hospital closest to home 
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Care Type Patient Residence LHIN 
Total  
Cases 

Cases lost if Patient 
Went to Hospital 
Closest to home 

Percent of Patients 
Lost 

Acute Inpatient 
North Simcoe Muskoka 3,681 140 4% 

North East 713 254 36% 

Emergency Department 
North Simcoe Muskoka 30,656 1,483 5% 

North East 5,925 1,957 33% 

This exhibit shows how many of MAHC existing North Simcoe Muskoka LHIN patients 
would have gone to another hospital had its patients chosen the hospital closest to 
home. 
 
Volumes are the average of three years. 
 
MAHC would have had an average of 140 fewer inpatients and 1,483 fewer ED visits 
from NSM LHIN residents, had all MAHC’s patients gone to the hospital closest to 
their home. 



Simulation:  

MAHC’s NSM LHIN patients choosing hospital closest to home 
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Collingwood  
and Area 

Barrie  
and Area 

Orillia  
and Area 

Midland and 
Penetanguishene  

Area 
Muskoka 

NSM 
LHIN 
Total 

Acute Inpatient 
Current State: HDMH and SMMH 6 22 21 2 89 140 

Existing: Bracebridge 6 22 21 2 116 167 

Existing: Huntsville 6 22 21 2 751 801 

Hwy 11 & Hwy 117 6 22 21 2 89 140 

Hwy 11 & Hwy 141 6 22 21 2 137 188 

Hwy 11 & Hwy 60 6 22 21 2 618 669 

Hwy 11 & Taylor Rd 6 22 21 2 84 135 

Emergency Department 
Current State: HDMH and SMMH 67 433 269 58 656 1,483 

Existing: Bracebridge 67 433 269 58 928 1,755 

Existing: Huntsville 67 433 269 58 4,826 5,653 

Hwy 11 & Hwy 117 67 433 269 58 656 1,483 

Hwy 11 & Hwy 141 67 433 269 58 1,136 1,963 

Hwy 11 & Hwy 60 67 433 269 58 3,946 4,773 

Hwy 11 & Taylor Rd 67 433 269 58 607 1,434 



Simulation:  

MAHC’s NSM LHIN patients choosing hospital closest to home 
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MAHC's Loss in Cases if its NSM LHIN patients had chosen 

closest hospital to home 

Hospital 
Acute 

Inpatient 
Cases 

Percent of all 
Acute 

Inpatients 
ED Cases 

Percent of all 
ED Patients 

ORILLIA SOLDIERS' MEMORIAL HOSPITAL 64 2% 605 2% 

WEST PARRY SOUND HEALTH CENTRE 47 1% 346 1% 

ROYAL VICTORIA HOSPITAL OF BARRIE (THE) 19 1% 381 1% 

COLLINGWOOD GENERAL AND MARINE HOSPITAL 5 0% 64 0% 

HURONIA DISTRICT HOSPITAL 4 0% 76 0% 

STEVENSON MEMORIAL HOSPITAL 0 0% 11 0% 

subTotal 140 4% 1,483 5% 

Cases remaining at MUSKOKA ALGONQUIN HEALTHCARE 3,541 96% 29,173 95% 

MAHC's Total Cases (3-year average) 3,681 100% 30,656 100% 

Over the past three years, MAHC had an average of 64 acute inpatients per year who 
live in NSM LHIN but closer to the Orillia Soldiers’ Memorial Hospital than to MAHC. 



Simulation:  

MAHC’s NE LHIN patients choosing hospital closest to home 
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MAHC's Loss in Cases if its NE LHIN patients had chosen 
closest hospital to home 

Hospital 
Acute 

Inpatient 
Cases 

Percent of all 
Acute 

Inpatients 
ED Cases 

Percent of all 
ED Patients 

NORTH BAY REGIONAL HEALTH CENTRE 131 18% 536 9% 

WEST PARRY SOUND HEALTH CENTRE 79 11% 452 8% 

NORTH BAY GENERAL HOSPITAL 34 5% 760 13% 

MANITOULIN HEALTH CENTRE 3 0% 8 0% 

SUDBURY HOPITAL REGIONAL 2 0% 64 1% 

WEST NIPISSING GENERAL HOSPITAL 1 0% 19 0% 

LADY MINTO HOSPTIAL (THE) 1 0% 11 0% 

Other hospitals 1 0% 106 2% 

subTotal 254 36% 1,957 33% 

Cases remaining at MUSKOKA ALGONQUIN HEALTHCARE 459 64% 3,968 67% 

MAHC's Total Cases from NE LHIN (3-year average) 713 100% 5,925 100% 

Over the past three years, MAHC had an average of 131 acute inpatients per year who 
live in NE LHIN but closer to the North Bay Regional Health Centre than to MAHC. 



MAHC’s Current Sites: 

Huntsville and Bracebridge 
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All shaded regions are 
closest to MAHC. 
 
Darker regions are in the 
NSM LHIN.  
 
Lighter regions are in 
another LHIN. 



Candidate Site:  

Hwy 11 & Hwy 60 
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All shaded regions are 
closest to the candidate 
MAHC single site. 
 
Darker regions are in the 
NSM LHIN.  
 
Lighter regions are in 
another LHIN. 



Candidate Site:  

Hwy 11 & Taylor Road 
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All shaded regions are 
closest to the candidate 
MAHC single site. 
 
Darker regions are in the 
NSM LHIN.  
 
Lighter regions are in 
another LHIN. 



Candidate Site:  

Hwy 11 & Hwy 141 
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All shaded regions are 
closest to the candidate 
MAHC single site. 
 
Darker regions are in the 
NSM LHIN.  
 
Lighter regions are in 
another LHIN. 



Candidate Site:  

Hwy 11 & Hwy 117 

11 

H
w

y 
1

1
 &

 H
w

y 
1

1
7

 
All shaded regions are 
closest to the candidate 
MAHC single site. 
 
Darker regions are in the 
NSM LHIN.  
 
Lighter regions are in 
another LHIN. 



Candidate Site:  

Existing Huntsville Site Only 
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All shaded regions are 
closest to the candidate 
MAHC single site. 
 
Darker regions are in the 
NSM LHIN.  
 
Lighter regions are in 
another LHIN. 



Candidate Site:  

Existing Bracebridge Site Only 
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All shaded regions are 
closest to the candidate 
MAHC single site. 
 
Darker regions are in the 
NSM LHIN.  
 
Lighter regions are in 
another LHIN. 



    

 

MAHC Muskoka Patients Lost to 

Patient’s Closest Care Centre 
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MAHC Muskoka Patients Lost to Patient's Closest Care Centre 

Care Type Single Siting Scenarios Total Gravenhurst Bracebridge Lake of Bays Huntsville 
Muskoka 

Lakes 
Georgian Bay 

Moose Point 
79 

Acute IP 

Current State: HDMH and SMMH 89 41 0 0 0 40 8 0 

Existing: Bracebridge 116 41 0 0 0 67 8 0 

Existing: Huntsville 751 594 38 0 0 111 8 0 

Hwy 11 & Hwy 117 89 41 0 0 0 40 8 0 

Hwy 11 & Hwy 141 137 129 0 0 0 0 8 0 

Hwy 11 & Hwy 60 618 461 38 0 0 111 8 0 

Hwy 11 & Taylor Rd 84 36 0 0 0 40 8 0 

ED 

Current State: HDMH and SMMH 656 304 0 0 0 274 74 3 

Existing: Bracebridge 928 304 0 0 0 546 74 3 

Existing: Huntsville 4,826 3,589 419 0 0 741 74 3 

Hwy 11 & Hwy 117 656 304 0 0 0 274 74 3 

Hwy 11 & Hwy 141 1,136 1,058 0 0 0 0 74 3 

Hwy 11 & Hwy 60 3,946 2,709 419 0 0 741 74 3 

Hwy 11 & Taylor Rd 607 255 0 0 0 274 74 3 



    

 

MAHC Parry Sound Patients Lost to 

Patient’s Closest Care Centre 
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MAHC East Parry Sound Patients Lost to Patient's  
Nearest Hospital 

EPS1 EPS2 Total 

Acute Inpatient       
Current State: HDMH and SMMH 0 178 178 

Existing: Bracebridge 135 249 384 

Existing: Huntsville 0 178 178 

Hwy 11 & Hwy 117 31 249 280 

Hwy 11 & Hwy 141 0 249 249 

Hwy 11 & Hwy 60 0 54 54 

Hwy 11 & Taylor Rd 86 249 335 

Emergency Department       
Current State: HDMH and SMMH 0 1,261 1,261 

Existing: Bracebridge 1,107 1,773 2,880 

Existing: Huntsville 0 1,261 1,261 

Hwy 11 & Hwy 117 248 1,773 2,021 

Hwy 11 & Hwy 141 0 1,773 1,773 

Hwy 11 & Hwy 60 0 427 427 

Hwy 11 & Taylor Rd 722 1,773 2,495 



    

 

Incorporating the Muskoka Seasonal Population 
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• We defined MAHC’s activity from the seasonal population as that from residents 
outside of the Muskoka and Parry Sound subLHINs 

 

• We had to estimate the seasonal residence of each of MAHC’s patients without a 
local residence (eg. Beyond Muskoka and Parry Sound) 

 

• Using  the seasonal population estimates, we shared MAHC seasonal cases to each 
Muskoka census subdivision 

 

• We then assumed the seasonal population would have the same probability of 
seeking care at the nearest hospital as MAHC’s permanent population 

 

 



    

 

Incorporating the Muskoka Seasonal Population 
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MAHC cases among permanent 
population 

MAHC cases among seasonal 
population 

Total MAHC Cases 

  Total Cases 
Cases potentially lost to 

nearest hospital 
Total Cases 

Cases potentially lost to 
nearest hospital 

Total Cases 
Cases potentially lost to 

nearest hospital 

Acute Inpatient             

Current 3,630 89 440 104 4,070 194 

Existing: Bracebridge 3,630 116 440 116 4,070 232 

Existing: Huntsville 3,630 751 440 182 4,070 933 

Hwy 11 & Hwy 117 3,630 89 440 104 4,070 194 

Hwy 11 & Hwy 141 3,630 137 440 95 4,070 232 

Hwy 11 & Hwy 60 3,630 618 440 171 4,070 789 

Hwy 11 & Taylor Rd 3,630 84 440 104 4,070 188 



    

 

Incorporating the Muskoka Seasonal Population 
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MAHC cases among permanent 
population 

MAHC cases among seasonal 
population 

Total MAHC Cases 

  Total Cases 
Cases potentially lost  

to nearest hospital 
Total Cases 

Cases potentially lost  
to nearest hospital 

Total Cases 
Cases potentially lost  

to nearest hospital 

Emergency Department             

Current 29,829 656 8,338 1,944 38,167 2,600 

Existing: Bracebridge 29,829 928 8,338 2,208 38,167 3,137 

Existing: Huntsville 29,829 4,826 8,338 3,288 38,167 8,114 

Hwy 11 & Hwy 117 29,829 656 8,338 1,944 38,167 2,600 

Hwy 11 & Hwy 141 29,829 1,136 8,338 1,874 38,167 3,010 

Hwy 11 & Hwy 60 29,829 3,946 8,338 3,060 38,167 7,006 

Hwy 11 & Taylor Rd 29,829 607 8,338 1,931 38,167 2,538 



1 Revised 05.08.2018 

High-Level Activity 

Existing Sites 
Inpatient / 

Outpatient 
2 Acute Sites One Site 

HDMH SMMH Site 1: IP Site 2 OP Site 1 Site 2   Consolidated 

 Program/ Service, All 

beds 
37 59 157 81 77 157 

Medicine 28 36 92 45 47 92 

Surgical 12 6 6 12 

Critical Care 5 4 12 4 8 12 

Stroke Rehabilitation 14 14 14 

Obstetrics / LDR Suite / 

PP  
4 3 3 2 2 3 

Complex Continuing Care 16 24 24 0 24 

Beds by Model – 2031/32 Revised

Notes: 
• Nursery bassinettes not included in the total
• Bed distribution based on operational model



2 Revised 05.08.2018 

High-Level Activity  

  

  

  Existing Sites   
Inpatient / 

Outpatient 
  2 Acute Sites   One Site 

  HDMH SMMH   Site 1: IP Site 2 OP   Site 1 Site 2   Consolidated 

Emergency Visits   22,739 21,448 24,525 25,372 24,525 25,372 49,896 

Surgery / Endoscopy 

Cases 
  3,566 4,748 1,959 8,685 5,614 5,031 10,644 

Ambulatory Visits   15,489 9,891 2,631 25,697 15,416 13,118 28,328 

Diagnostic Exams   44,234 36,967 41,649 65,366 51,560 55,456 107,015 

Laboratory Procedures 877,228 1,111,838 2,342,915 606,820 1,756,285 1,193,450 2,949,735 

Select Workload Measures – 2031/32 



    The MAHC Catchment 

1 

Muskoka Algonquin Healthcare Catchment and Market Share of Inpatient Acute Care Admissions 

Sub-Region 

Muskoka Algonquin Healthcare Huntsville District Memorial Hospital South Muskoka Memorial Hospital 

Admissions Catchment 
Market 
Share 

Admissions Catchment 
Market 
Share 

Admissions Catchment 
Market 
Share 

Muskoka 3,655 75% 59% 1,555 63% 25% 2,100 89% 34% 

Nipissing-Temiskaming 768 16% 4.2% 718 29% 4.0% 50 2.1% 0.3% 

Haliburton County and City of 
Kawartha Lakes 

107 2.2% 1.1% 43 1.7% 0.4% 64 2.7% 0.6% 

Other  319 6.6% <0.1% 164 6.6% <0.1% 155 6.5% <0.1% 

Total 4,849 100% 0.4% 2,480 100% 0.2% 2,369 100% 0.2% 

Source: DAD 2015/16 

91 percent of MAHC’s inpatients live in the Muskoka sub-region or East Parry Sound. 
MAHC had:  
• 59 percent of the inpatient admissions among Muskoka sub-region residents 
• 4 percent of the inpatient admissions among Nipissing-Temiskaming sub-region residents 

 
Since 16 percent of MAHC’s patients live in Nipissing-Temiskaming, but MAHC had only 4 percent of total 
activity from that region, we defined two additional custom geographic units: 
1. East Parry Sound 1 
2. East Parry Sound 2 



    

  



    

 

Forecast Population Growth 
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Forecast Population Growth 

Region 2016 2026 10 Yr Growth 

EPS1 7,048 7,076 0% 

EPS2 6,192 6,321 2% 

Muskoka Sub-Region 62,760 66,857 7% 

Sources: Statistics Canada 2011 Census, MOF Population Projections 

Over the next 10 years: 
• The EPS2 population is not expected to increase 
• The EPS1 population is expected to increase by 2 percent  
• The Muskoka sub-region is expected to increase by 7 percent 
 
This summarizes aggregate population growth only.  

Most East Parry Sound 1 and 2 communities are included in Nipissing-Temiskaming in NE LHIN 
 
Some EPS 1 and 2 communities are in the Sudbury-Manitoulin-Parry Sound sub-region in NE LHIN 
Haliburton County and City of Kawartha Lakes is in Central East LHIN 



    

 

Comparison - Ministry of Finance Projections 

and 2011 Census 

Municipality 
Population 2011 

Ministry of Finance 
Projections 

Permanent Population 
from 2011 Census 

Data 

Muskoka 62,500 60,599 

Bracebridge 16,520 16,010 

Georgian Bay 2,567 2,499 

Gravenhurst 12,666 12,311 

Huntsville 20,487 19,816 

Lake of Bays 3,232 3,167 

Muskoka Lakes 6,795 6,588 



    Population growth and aging in Muskoka and Ontario 
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Muskoka’s population growth and aging are less than the provincial averages 



    
Increase in Population Age 65+ 

2012 to 2032 

The total number of residents aged 65+ is expected to increase 82% in the Muskoka subLHIN between 
2012/13 and 2032/33.  This is less than both the NSM LHIN and Provincial average. 

6 

Source: DAD, NACRS 2012/13, MOF Population 



    
Potential implications of the expected population changes: 

Seniors will account for a higher proportion of the population 
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In 2016, the Muskoka sub-region had 49 seniors per 100 adults aged 19 to 64 
This ratio will increase to 89 seniors per 100 adults by 2036 



    

 

Potential implications of the expected population changes: 

Which programs will have the fastest demand increases? 
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Sources: DAD 2016/17, Statistics Canada 2011 Census, MOF Population Projections 



    
Disease prevalence comparison 

2012/13 

This plot shows the age-adjusted prevalence of diseases per 1,000 residents. Disease prevalence for Muskoka 
subLHIN residents is lower than the NSM LHIN average and higher than the Ontario average, with the exception of 
diabetes. 
Since disease prevalence is estimated using hospital diagnosis it includes people who have contact with the hospital 
system only. 10 

Source: DAD, NACRS 2012/13, MOF Population 
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Outline 

• Population growth and aging in the MAHC catchment 
 

• Recent trends in MAHC activity 
 

• Market share and catchment  
 

• Forecasting future MAHC resource and service requirements 
 

• Siting and driving time implications 
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Population Growth 



    Population growth and aging in the Muskoka sub-region 
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Age Group 2016 2025 2030 2035 2041 

<01 477 522 521 507 502 

01-17 9,291 9,420 9,656 9,822 9,823 

18-59 32,107 29,569 29,247 29,627 30,505 

60-79 16,637 21,022 21,735 21,478 20,520 

80+ 4,247 5,888 7,403 9,109 11,394 

Total 62,760 66,421 68,562 70,543 72,744 

Increase relative to 2016 

Age Group 2016 2025 2030 2035 2041 

<01 1.00 1.09 1.09 1.06 1.05 

01-17 1.00 1.01 1.04 1.06 1.06 

18-59 1.00 0.92 0.91 0.92 0.95 

60-79 1.00 1.26 1.31 1.29 1.23 

80+ 1.00 1.39 1.74 2.14 2.68 

Total 1.00 1.06 1.09 1.12 1.16 

The Muskoka sub-region’s population is expected to grow by 16 percent from 2016 to 2041. 
 
The population aged 18 to 59 is expected to shrink over time, while the senior population 
80+ will increase by a factor of 2.68 

Source: Ontario Ministry of Finance Projections (Census 2011-based) 



    
Forecast population growth by age: 

Muskoka and Ontario 
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Muskoka’s population growth and aging are less than the provincial averages 

IMPORTANT 
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Recent Activity Trends 



    

 

Recent Trends: 
Acute Inpatient Activity 
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Trend in Inpatient Acute Care Activity 

Partition 

Muskoka Algonquin  
Healthcare 

Huntsville District  
Memorial Hospital  

South Muskoka  
Memorial Hospital 

2014/15 2015/16 2016/17 2014/15 2015/16 2016/17 2014/15 2015/16 2016/17 

Admissions 

Adult Medical 3,434 3,629 3,969 1,674 1,848 2,092 1,760 1,781 1,877 
Adult Surgical 675 588 537 303 269 243 372 319 294 
Newborns & Neonates 277 282 294 164 165 181 113 117 113 
Obstetrics 286 299 310 169 173 191 117 126 119 
Paediatrics 45 50 48 23 25 25 22 25 23 
Total 4,717 4,848 5,158 2,333 2,480 2,732 2,384 2,368 2,426 

Total  
Days 

Adult Medical 22,930 24,986 23,963 11,139 11,525 11,564 11,791 13,461 12,399 
Adult Surgical 3,630 4,109 3,044 1,751 2,425 1,435 1,879 1,684 1,609 
Newborns & Neonates 451 439 429 259 257 254 192 182 175 
Obstetrics 514 525 550 290 296 320 224 229 230 
Paediatrics 72 103 84 37 46 36 35 57 48 
Total 27,597 30,162 28,070 13,476 14,549 13,609 14,121 15,613 14,461 

Acute  
Days 

Adult Medical 17,291 19,312 19,495 7,897 8,682 9,514 9,394 10,630 9,981 
Adult Surgical 3,413 3,005 2,914 1,655 1,575 1,342 1,758 1,430 1,572 
Newborns & Neonates 451 439 429 259 257 254 192 182 175 
Obstetrics 514 525 550 290 296 320 224 229 230 
Paediatrics 72 103 84 37 46 36 35 57 48 
Total 21,741 23,384 23,472 10,138 10,856 11,466 11,603 12,528 12,006 

ALC  
Days 

Adult Medical 5,639 5,674 4,468 3,242 2,843 2,050 2,397 2,831 2,418 
Adult Surgical 217 1,104 130 96 850 93 121 254 37 
Newborns & Neonates     
Obstetrics     
Paediatrics     
Total 5,856 6,778 4,598 3,338 3,693 2,143 2,518 3,085 2,455 

Source: DAD 2014/15 - 2016/17 
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Increase 
  Partition Discharges ALC Days Total Days ALOS 

Huntsville District 
Memorial Hospital 

Adult Medical 25% -33% 4% -17% 

Adult Surgical -20% -3% -18% 2% 

Newborns and Neonates 10% -2% -11% 

Obstetric 13% 10% -2% 

Paediatric 9%   -3% -10% 

Total 17% -32% 1% -14% 

South Muskoka  
Memorial Hospital 

Adult Medical 7% 2% 5% -1% 

Adult Surgical -21% -69% -14% 8% 

Newborns and Neonates -1% -9% -9% 

Obstetric 2% 3% 1% 

Paediatric 5%   37% 31% 

Total 2% -2% 2% 1% 

MAHC 

Adult Medical 16% -18% 5% -10% 

Adult Surgical -20% -40% -16% 5% 

Newborns and Neonates 5% -5% -10% 

Obstetric 8% 7% -1% 

Paediatric 7%   17% 9% 

Total 9% -19% 2% -7% 

IMPORTANT 
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Diagnostic Group 2014 2015 2016 3 Year 
Change 

Percent 
Change 

Respiratory System 479 512 584 105 22% 
Injuries, Poisoning and Toxic Drug Effects 336 360 413 77 23% 
Hepatobiliary System and Pancreas 128 161 199 71 55% 
Cerebrovascular 132 152 193 61 46% 
Infectious and Parasitic Diseases 101 120 152 51 50% 
Circulatory System 87 114 126 39 45% 
Factors Affecting Health Status and Other Health Service Contacts 206 195 237 31 15% 
Heart 527 537 557 30 6% 
Ear, Nose, Mouth and Throat 21 31 50 29 138% 
Mental Diseases and Disorders 131 144 159 28 21% 
Signs and Symptoms 23 29 48 25 109% 
Endocrine, Nutritional and Metabolic System 87 86 101 14 16% 
Female Reproductive System and Breast 5 8 13 8 160% 
Kidney and Urinary System 213 197 221 8 4% 
Skin and Subcutaneous Tissue 60 79 68 8 13% 
Digestive System 438 462 443 5 1% 
Blood and Blood Forming Organs and Immunological Disorders 57 59 61 4 7% 
Vision and Eyes 1 1 4 3 300% 
Intellectual Disability 0 1 0 0 
Diabetes 49 32 48 -1 -2% 
Alcohol/Drugs OR Alcohol/Drug Induced Mental Disorders 39 34 37 -2 -5% 
Male Reproductive System 9 12 6 -3 -33% 
Vascular 19 17 13 -6 -32% 
Arthritis and Musculoskeletal 65 55 57 -8 -12% 
Nervous System 113 88 93 -20 -18% 
Malignancy 108 143 86 -22 -20% 
Total 3,434 3,629 3,969 535 16% 
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Diagnosis Group 2014 2015 2016 3 Year 
Change 

Percent 
Increase 

Chronic Obstructive Pulmonary Disease 143 219 254 111 78% 
Pancreatitis 67 74 111 44 66% 
Ischemic Stroke 72 82 113 41 57% 
Septicemia & Severe Sepsis : 2 55 66 84 29 53% 
Heart Failure 151 160 177 26 17% 
Syncope & Collapse 40 52 62 22 55% 
Hip Fracture 96 98 117 21 22% 
Transient Ischemic Attack 28 41 47 19 68% 
Clostridium Difficile 9 15 26 17 189% 
Fracture of Lower Limb 13 17 30 17 131% 
Other 2,760 2,805 2,948 188 7% 
Total 3,434 3,629 3,969 535 16% 
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Diagnostic Category 2014 2015 2016 Change 
Digestive System 242 196 178 -64 
Female Reproductive System and Breast 106 84 78 -28 
Hepatobiliary System and Pancreas 71 72 49 -22 
Male Reproductive System 37 30 23 -14 
Arthritis and Muskuloskeletal 84 96 75 -9 
Respiratory System 9 5 5 -4 
Circulatory System 67 52 65 -2 
Skin and Subcutaneous Tissue 3 3 1 -2 
Nervous System 5 4 4 -1 
Vision and Eyes 1 0 0 -1 
Ear, Nose, Mouth and Throat 0 0 1 1 
Kidney and Urinary System 42 36 43 1 
Blood and Blood Forming Organs and Immunological Disorders 4 4 7 3 
Endocrine, Nutritional and Metabolic System 4 8 8 4 
Total 675 590 537 -138 
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Procedure 2014 2015 2016 3 year 
change 

Colorectal Resection, Rectum. 15 10 4 -11 
Appendectomy 61 51 52 -9 
Colorectal Resection, Small Bowel. 21 9 13 -8 
Colorectal Repair, WO Stoma WO Anastomosis 8 6 1 -7 
Colorectal Resection, Colon. 60 52 53 -7 
Gastrointestinal, Other. Minor 16 11 10 -6 
Biopsy/Inspection/Drainage : Digestive 7 3 2 -5 
Bowel Diagnostic Procedures : Other 6 5 1 -5 
Closure of Stoma, Intestine 14 10 10 -4 
Peritoneal Adhesiolysis 11 4 8 -3 
Other procedures 23 35 24 1 
Total Digestive System Procedures 242 196 178 -64 
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Procedure 2014 2015 2016 3 year 
change 

Vaginal Hysterectomy 29 27 19 -10 
Vaginal Repair 20 18 10 -10 
Simple Mastectomy 26 20 18 -8 
Female Reproductive, Other 5 2 0 -5 
Unilateral OR Bilateral Salpingo-Oophorectomy 4 1 1 -3 
Radical Mastectomy 6 3 4 -2 
Breast Lumpectomy/Quadrantectomy. Simple 4 0 2 -2 
Diagnostic Procedures; Female Organs : Other 0 1 0 0 
Vulvectomy 0 0 1 1 
Abdominal Hysterectomy, Partial/Total 12 12 23 11 
Total Female Reproductive System and Breast Procedures 106 84 78 -28 



    

 
Trend in ED Activity 

Muskoka Algonquin Healthcare Huntsville District Memorial Hospital  South Muskoka Memorial Hospital 

2014/2015 2015/2016 2016/2017 Increase 2014/2015 2015/2016 2016/2017 Increase 2014/2015 2015/2016 2016/2017 Increase 

CTAS 1 & 2 4,084 4,811 5,844 43% 2,341 2,896 3,192 36% 1,743 1,915 2,652 52% 

CTAS 3 18,569 18,960 19,195 3% 9,990 9,892 9,993 0% 8,579 9,068 9,202 7% 

CTAS 4 & 5 21,577 20,608 19,148 -11% 11,526 10,530 9,554 -17% 10,051 10,078 9,594 -5% 

CTAS 9 / Blank 6 29 49   0 10 10   6 19 39   

Total 44,236 44,408 44,236 0% 23,857 23,328 22,749 -5% 20,379 21,080 21,487 5% 

Percent 
 CTAS 4&5 49% 46% 43%   48% 45% 42%   49% 48% 45%   

Sources: NACRS 2014/15-2016/17 

Recent Trends: 
Emergency Department Visits 
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Over the past three years, MAHC’s ED visits did not increase, however: 
 
• CTAS 1&2 visits increased by 1,760 (43%) 
• CTAS 3 visits increased by 626 (3%) 
• CTAS 4&5 visits decreased by 2,429 (11%) 

IMPORTANT 
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Market Share and Catchment 
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Muskoka Algonquin Healthcare Catchment and Market Share of Inpatient Acute Care Admissions 

Sub-Region 

Muskoka Algonquin Healthcare Huntsville District Memorial Hospital South Muskoka Memorial Hospital 

Admissions Catchment Market 
Share Admissions Catchment Market 

Share Admissions Catchment Market 
Share 

Muskoka 3,655 75% 59% 1,555 63% 25% 2,100 89% 34% 

Nipissing-Temiskaming 768 16% 4.2% 718 29% 4.0% 50 2.1% 0.3% 

Haliburton County and City of 
Kawartha Lakes 107 2.2% 1.1% 43 1.7% 0.4% 64 2.7% 0.6% 

Other  319 6.6% <0.1% 164 6.6% <0.1% 155 6.5% <0.1% 

Total 4,849 100% 0.4% 2,480 100% 0.2% 2,369 100% 0.2% 

Source: DAD 2015/16 MAHC had:  
• 59 percent of the inpatient admissions among Muskoka sub-region residents 
• 4 percent of the inpatient admissions among Nipissing-Temiskaming sub-region residents 

 
Among MAHC’s acute inpatients: 
• 75 percent live in Muskoka sub-region 
• 16 percent live in Nipissing-Temiskaming 

Most East Parry Sound 1 and 2 communities are included in Nipissing-Temiskaming in NE LHIN 
Some EPS 1 and 2 communities are in the Sudbury-Manitoulin-Parry Sound sub-region in NE LHIN 
Haliburton County and City of Kawartha Lakes is in Central East LHIN 
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Diagnosis Group* Total 
Discharges 

Muskoka 
Algonquin 
Healthcare 

Other 
Hospitals 

Orillia 
Soldiers' 

Memorial 

Barrie 
Royal 

Victoria 

UHN; 
Sunnybrook; 
St Michael's 

Southlake 
Regional 

West Perry 
Sound 
Health 
Centre 

Hepatobiliary System and Pancreas 195 85% 15% 4% 2% 6% 1% 

Circulatory System 101 78% 22% 7% 2% 5% 1% 2% 

Respiratory System 547 78% 22% 8% 1% 2% 3% 1% 

Digestive System 620 77% 23% 5% 2% 2% 1% 3% 

Infectious and Parasitic Diseases 141 74% 26% 13% 1% 1% 3% 

Factors Affecting Health Status 211 70% 30% 6% 6% 5% 2% 4% 

Kidney and Urinary System 259 70% 30% 11% 7% 5% 2% 

Mental Diseases and Disorders 164 69% 31% 6% 2% 1% 1% 3% 

Cerebrovascular 157 69% 31% 4% 12% 8% 3% 

Endocrine, Nutritional and Metabolic System 120 63% 38% 10% 5% 7% 1% 1% 

Heart 748 61% 39% 2% 1% 6% 20% 2% 

Nervous System 120 53% 48% 6% 4% 18% 1% 3% 

Obstetrics 434 52% 48% 38% 2% 2% 0% 1% 

Newborn and Neonates 415 50% 50% 41% 2% 2% 0% 1% 

Malignancy 423 49% 51% 3% 9% 20% 7% 0% 

Injuries, Poisoning and Toxic Drug Effects 596 47% 53% 8% 16% 10% 1% 1% 

Musculoskeletal 412 11% 89% 8% 28% 16% 1% 17% 

Facility Total 6,208 59% 41% 11% 7% 7% 4% 3% 

*Diagnosis groups with fewer than 100 discharges not shown 
Source: DAD 2015/16 

IMPORTANT 
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Muskoka Algonquin Healthcare Catchment and Market Share of ED Visits 

Sub-Region 

Muskoka Algonquin Healthcare Huntsville District Memorial Hospital South Muskoka Memorial Hospital 

Visits Catchment Market 
Share Visits Catchment Market 

Share Visits Catchment Market 
Share 

Muskoka 30,149 68% 82% 12,854 55% 35% 17,295 82% 47% 

Parry Sound 6,058 14% 23% 5,852 25% 22% 206 1.0% 0.8% 

North East Cluster 568 1.3% 0.3% 388 1.7% 0.2% 180 0.9% 0.1% 

North Toronto 538 1.2% 0.6% 237 1.0% 0.3% 301 1.4% 0.4% 

Barrie and Area 411 0.9% 0.4% 224 1.0% 0.2% 187 0.9% 0.2% 

Durham Cluster 344 0.8% 0.1% 197 0.8% 0.1% 147 0.7% 0.1% 

Central York Region 273 0.6% 0.3% 125 0.5% 0.1% 148 0.7% 0.2% 

Urban Waterloo & Rural Waterloo South 248 0.6% 0.1% 182 0.8% 0.1% 66 0.3% 0.0% 

Orillia and Area 218 0.5% 0.6% 52 0.2% 0.1% 166 0.8% 0.4% 

Oakville 204 0.5% 0.4% 112 0.5% 0.2% 92 0.4% 0.2% 

Other 5,399 12% 8.6% 3,104 13% 4.9% 2,295 11% 3.7% 

Total 44,410 100% 0.7% 23,327 100% 0.4% 21,083 100% 0.3% 

Source: NACRS 2015/16 
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Acute Inpatient Care 



    
Age Standardized Rates for Inpatient Acute Care 

Medical/Surgical Admissions 
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Sources: DAD 2015/16, Statistics Canada 2011 Census, MOF Population Projections 

IMPORTANT 



    
Age Standardized Rates for Inpatient Acute 

Care Medical/Surgical Days 
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Sources: DAD 2015/16, Statistics Canada 2011 Census, MOF Population Projections 
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MAHC has shorter lengths of stay than the community hospital average 
• HDMH LOS is 8 percent shorter than expected 
• SMMH LOS is 2 percent longer than expected 
 
 
The LOS analysis adjusts for case mix differences using the HIG method. 
 
 
 

2015/16 Muskoka LOS Benchmarking at Peer Average by Large Community Hospitals 

Partition 
Muskoka Algonquin Healthcare Huntsville District Memorial 

Hospital  
South Muskoka Memorial 

Hospital 

Actual 
Actual/ 

Actual 
Actual/ 

Actual 
Actual/ 

 Expected  Expected  Expected 

Adult Medical 24,955 0.96 11,512 0.88 13,443 1.04 

Adult Surgical 4,144 1.08 2,439 1.23 1,705 0.92 

Newborns & Neonates 439 0.81 257 0.75 182 0.92 

Obstetrics 524 0.89 296 0.85 228 0.95 

Paediatrics 103 0.79 46 0.59 57 1.09 

Total 30,165 0.97 14,550 0.92 15,615 1.02 

Source: DAD 2015/16 

IMPORTANT 
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Actual Expected Potentially Conservable Beds 

Partition Total Acute ALC Total Acute ALC Total Acute ALC 

Adult Medical 24,955 19,650 5,305 25,995 20,784 5,153 -3 -3 0 

Adult Surgical 4,144 3,040 1,104 3,837 3,392 438 1 -1 2 

Newborns & Neonates 439 439   542 531   -0.4 -0.3   

Obstetrics 524 524   589 576   -0.2 -0.2   

Paediatrics 103 103   130 130   -0.1 -0.1   

Total 30,165 23,756 6,409 31,098 25,413   -3 -5 2 

MAHC would have used 3 more beds at the average length of stay of Ontario’s large 
community hospitals 
 
Relative to the Ontario average, MAHC has shorter acute LOS and longer ALC LOS. 
 
 

IMPORTANT 
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Forecasting MAHC’s future service and resource requirements 



    How to forecast future health services 
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What affects future hospital services? 
 
1. Population growth and aging 
2. Market share and programming 
3. Epidemiology 
4. Efficiency 
5. Technology 
6. System of care 



    Candidate Forecast Methods 
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1. Simple demographic forecast 
 

2. MOHLTC method of reducing medical and surgical demographic growth 
rates by 1 percent per year 
 

3. PSG Scenarios 
a. Cap admission rates in every MAHC catchment at standardized 75th percentile 
b. Cap admission rates in every MAHC catchment at standardized 50th percentile 

 



    2024/25 Forecast Medical and Surgical Beds 
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IMPORTANT 



    Forecast Scenarios Over the Long Term 
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23 beds 

MAHC 
Medical and Surgical Beds 

IMPORTANT 



    

 

Emergency Department Visits  
Comparing Forecasts 
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  MOH Base 
Year 

PSG Base 
Year MOH Projections PSG Demographic Projections 

ED Visits 
  2014/15 2016/17 2019/20 2024/25 2024/25      2031/32 2036/37 2046/47 

CTAS 1 - 2 4,084 5,844 4,345 4,633 6,466 7,050 7,465 8,239 

CTAS 3 18,569 19,195 19,757 21,065 20,948 22,692 23,976 26,620 

CTAS 4 - 5 21,583 19,148 21,583 21,583 20,163 21,176 21,913 23,379 

Total Visits 44,236 44,187 45,686 47,281 47,577 50,918 53,354 58,238 

CTAS 4 - 5 MOH Volumes Adjusted* 15,786 15,447 17,021 

Total Visits- MOH Adjusted 38,439 44,187 40,550 42,719 47,577 50,918 53,354 58,238 

IMPORTANT 
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DEMOGRAPHIC MOHLTC METHOD 

  2016/17 2024/25 2031/32 2036/37 2040/41 2046/47   2016/17 2024/25 2031/32 2036/37 2040/41 2046/47 

CTAS 1&2 5,844 6,466 7,050 7,465 7,763 8,239 CTAS 1&2 5,844 6,466 7,050 7,465 7,763 8,239 

CTAS 3 19,195 20,948 22,692 23,976 24,990 26,620 CTAS 3 19,195 20,948 22,692 23,976 24,990 26,620 

CTAS 4&5 19,148 20,163 21,176 21,913 22,483 23,379 CTAS 4&5 19,148 19,148 19,148 19,148 19,148 19,148 

CTAS 9 / Blank 49 52 55 58 60 62 CTAS 9 / Blank 49 52 55 58 60 62 

Total ED Visits 44,236 47,629 50,974 53,412 55,295 58,301 Total ED Visits 44,236 46,614 48,945 50,647 51,960 54,069 

Increase relative to 2016/17 Increase relative to 2016/17 

  2016/17 2024/25 2031/32 2036/37 2040/41 2046/47   2016/17 2024/25 2031/32 2036/37 2040/41 2046/47 

CTAS 1&2 1.00 1.11 1.21 1.28 1.33 1.41 CTAS 1&2 1.00 1.11 1.21 1.28 1.33 1.41 

CTAS 3 1.00 1.09 1.18 1.25 1.30 1.39 CTAS 3 1.00 1.09 1.18 1.25 1.30 1.39 

CTAS 4&5 1.00 1.05 1.11 1.14 1.17 1.22 CTAS 4&5 1.00 1.00 1.00 1.00 1.00 1.00 

CTAS 9 / Blank 1.00 1.07 1.13 1.18 1.22 1.28 CTAS 9 / Blank 1.00 1.07 1.13 1.18 1.22 1.28 

Total ED Visits 1.00 1.08 1.15 1.21 1.25 1.32 Total ED Visits 1.00 1.05 1.11 1.14 1.17 1.22 

The ministry of health has, in the past, forecast ED visits using the demographic forecast for CTAS 1, 2, and 3 
visits and allowing no growth in CTAS 4 and 5 visits. 
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4,200 

IMPORTANT 



    Comparing 2024/25 Forecasts 
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2024/25 Forecast  
based on 2014/15 2016/17 Update 

2014/15 2015/16 2016/17 MAHC 
Submission Ministry Demographic For 

Discussion* 

ED Visits 44,236 44,408 44,187 41,377 47,281 / 
42,719 47,629 46,614 

Medical and Surgical 59 64 64 84 86 93 87 

Obstetrics 7 7 7 3 2 3 3 

ICU 9 9 9 8 9 9 8 

Complex Care 24 16 16 20 25 19 19 

Surgeries 
Inpatient 1,046 822 604 941 1,184 676 676 

Outpatient  3,089 3,185 3,027 3,540 3,557 3,331 3,331 
Total 4,135 4,007 3,631 4,481 4,741 4,007 4,007 

*Methods 
ED Visits CTAS 1,2,3 Demographic forecast; CTAS 4,5 no growth 
Medical and Surgical 1% per year reduction in demographic growth rate 
Obstetrics Demographic 
ICU MOHLTC method of 10.5% of medical and surgical beds 
Complex Care Demographic 

IMPORTANT 



    

 

Service Projection- Adjusted  
Allied Health, Medical Imaging, laboratory, and Pharmacy 
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  Base Year 2016/17 Adjusted Projected Volumes Growth Rate 

  
HDMH SMMH Total 2024/25     2031/32 2036/37  2046/47 2024/25      2031/32 2036/37  2046/47  

Allied Health Services (Attendance Days)                       

Clinical Nutrition 417 687 1,104 1,233 1,371 1,490 1,746 11.7% 24.2% 35.0% 58.2% 

Physiotherapy 4,837 5,468 10,305 11,529 12,841 13,990 16,452 11.9% 24.6% 35.8% 59.6% 

Occupational Therapy - General  947 1,431 2,378 2,680 3,009 3,303 3,939 12.7% 26.5% 38.9% 65.7% 

Speech/Language Pathology 344 196 540 597 659 713 827 10.5% 22.1% 32.0% 53.2% 

Social Work 1,107 285 1,392 1,662 1,959 2,159 2,553 19.4% 40.7% 55.1% 83.4% 

Therapeutic Recreation 847 2,763 3,610 4,250 4,981 5,705 7,323 17.7% 38.0% 58.0% 102.9% 

Medical Imaging Services (Exams)                       

Radiography 19,490 15,815 35,305 38,256 41,053 43,034 46,891 8.4% 16.3% 21.9% 32.8% 

Mammography 1,348 867 2,215 2,316 2,342 2,328 2,310 4.6% 5.7% 5.1% 4.3% 

Computed Tomography 5,463 5,023 10,486 11,390 12,243 12,848 14,025 8.6% 16.8% 22.5% 33.7% 

Ultrasound 8,319 8,388 16,707 18,198 19,556 20,484 22,239 8.9% 17.1% 22.6% 33.1% 

Nuclear Medicine  1,782   1,782 1,919 2,039 2,116 2,253 7.7% 14.4% 18.8% 26.4% 

Echocardiography 342 472 814 884 958 1,006 1,116 8.6% 17.7% 23.6% 37.1% 

ECG 7,490 6,402 13,892 14,920 15,760 16,021 16,718 7.4% 13.4% 15.3% 20.3% 

Clinical Laboratory Services (Procedures)                       

LAB Combined/Multi Functions (Core Lab) 827,228 1,111,838 1,939,066 2,133,870 2,321,075 2,454,401 2,718,003 10.0% 19.7% 26.6% 40.2% 

Pharmacy Services (attendance Days)                       

General Pharmacy  3,687 4,698 8,385 9,371 10,339 11,033 12,485 11.8% 23.3% 31.6% 48.9% 



    

 

Service Volume Projections: Demographic vs Adjusted 
Allied Health, Medical Imaging, laboratory, and Pharmacy 
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Projected Volumes 
  Demographic Adjusted 
  2024/25     2031/32 2036/37  2046/47 2024/25     2031/32 2036/37  2046/47 
Allied Health Services (Attendance Days)         

Clinical Nutrition 1,313 1,522 1,691 2,048 1,233 1,371 1,490 1,746 

Physiotherapy 12,166 14,034 15,581 18,839 11,529 12,841 13,990 16,452 

Occupational Therapy - General  2,839 3,307 3,701 4,537 2,680 3,009 3,303 3,939 

Speech/Language Pathology 639 738 818 985 597 659 713 827 

Social Work 1,695 2,021 2,241 2,677 1,662 1,959 2,159 2,553 

Therapeutic Recreation 4,538 5,522 6,427 8,406 4,250 4,981 5,705 7,323 

Medical Imaging Services (Exams)                 

Radiography 38,494 41,500 43,629 47,784 38,256 41,053 43,034 46,891 

Mammography 2,317 2,343 2,329 2,312 2,316 2,342 2,328 2,310 

Computed Tomography 11,484 12,419 13,082 14,376 11,390 12,243 12,848 14,025 

Ultrasound 18,272 19,695 20,669 22,517 18,198 19,556 20,484 22,239 

Nuclear Medicine  1,923 2,048 2,128 2,270 1,919 2,039 2,116 2,253 

Echocardiography 910 1,006 1,070 1,212 884 958 1,006 1,116 

ECG 15,103 16,102 16,477 17,402 14,920 15,760 16,021 16,718 

Clinical Laboratory Services (Procedures)                 
LAB Combined/Multi Functions (Core 
Lab) 2,181,258 2,409,927 2,572,870 2,895,706 2,133,870 2,321,075 2,454,401 2,718,003 

Pharmacy Services (Attendance Days)                 

General Pharmacy  9,751 11,052 11,983 13,910 9,371 10,339 11,033 12,485 



    

 

Growth Projections: Demographic vs Adjusted 
Allied Health, Medical Imaging, laboratory, and Pharmacy 
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Projected Growth  

  Demographic Adjusted 

  2024/25      2031/32 2036/37  2046/47  2024/25      2031/32 2036/37  2046/47  

Allied Health Services (Workload)         

Clinical Nutrition 19.0% 37.8% 53.2% 85.5% 11.7% 24.2% 35.0% 58.2% 

Physiotherapy 18.1% 36.2% 51.2% 82.8% 11.9% 24.6% 35.8% 59.6% 

Occupational Therapy - General  19.4% 39.1% 55.6% 90.8% 12.7% 26.5% 38.9% 65.7% 

Speech/Language Pathology 18.3% 36.7% 51.5% 82.5% 10.5% 22.1% 32.0% 53.2% 

Social Work 21.8% 45.2% 61.0% 92.3% 19.4% 40.7% 55.1% 83.4% 

Therapeutic Recreation 25.7% 53.0% 78.0% 132.9% 17.7% 38.0% 58.0% 102.9% 

Medical Imaging Services (Exams)                 

Radiography 9.0% 17.5% 23.6% 35.3% 8.4% 16.3% 21.9% 32.8% 

Mammography 4.6% 5.8% 5.2% 4.4% 4.6% 5.7% 5.1% 4.3% 

Computed Tomography 9.5% 18.4% 24.8% 37.1% 8.6% 16.8% 22.5% 33.7% 

Ultrasound 9.4% 17.9% 23.7% 34.8% 8.9% 17.1% 22.6% 33.1% 

Nuclear Medicine  7.9% 14.9% 19.4% 27.4% 7.7% 14.4% 18.8% 26.4% 

Echocardiography 11.8% 23.6% 31.4% 48.9% 8.6% 17.7% 23.6% 37.1% 

ECG 8.7% 15.9% 18.6% 25.3% 7.4% 13.4% 15.3% 20.3% 

Clinical Laboratory Services (Procedures)                 

LAB Combined/Multi Functions (Core Lab) 12.5% 24.3% 32.7% 49.3% 10.0% 19.7% 26.6% 40.2% 

Pharmacy Services (Workload)                 

General Pharmacy  16.3% 31.8% 42.9% 65.9% 11.8% 23.3% 31.6% 48.9% 



Key Issues 
Supporting 
Data 



Stage 1 Clinical Services Model Workshop 

Emergency Department Visits with Surgical Interventions 

2 

Surgical Interventions for  
ED Patients 

Site 2014/16 2015/16 

Huntsville District Memorial Hospital 3 17 

South Muskoka Memorial Hospital 12 8 

Muskoka Algonquin Healthcare 15 25 

How many ED patients had surgical interventions? 



Stage 1 Clinical Services Model Workshop 

Inpatient Surgeries for Patients Admitted 
from the Emergency Department 

3 

Site Location Performed Discharges 

Huntsville District Memorial Hospital Main Operating Room 88 

South Muskoka Memorial Hospital Main Operating Room 74 

Muskoka Algonquin Healthcare Main Operating Room 162 

How many ED patients had surgical interventions? 



Surgical Analysis 
4 Year Comparison 

MAHC: All Sites                                                            
INPATIENT 
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2014/15 2015/16 2016/17 2017/18 
Apr to Oct 

Total Surgical Cases * 
Transfers From Other MAHC Site 

818 
35 

709 
20 

604 
33 

377 
22 

2014/15 2015/16 2016/17 2017/18 
Apr to Oct 

Total Day Surgery (MIS 71262) 
Transfers From Other MAHC Site** 

3,027 
9 

3,122 
13 

2,984 
6 

1,757 
1 

*Based on surgery in main OR 
** Transfer could be from other MAHC site acute or ambulatory care 



Stage 1 Clinical Services Model Workshop 

Patients Admitted to the ICU by Partition 
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How many surgical cases were admitted ICU? 
How many OB patients were admitted to ICU? 

Muskoka Algonquin Healthcare: ICU Admissions and Days 

Muskoka Algonquin 
Healthcare 

Huntsville District 
Memorial Hospital 

South Muskoka  
Memorial Hospital 

SCU Group Partition ICU  
Days 

ICU 
Admissions 

ICU  
Days 

ICU 
Admissions 

ICU  
Days 

ICU 
Admissions 

Combined  
Medical  
Surgical 

Adult Medical 1,754 706 1,033 441 721 265 
Adult Surgical 357 110 225 70 132 40 
Obstetrics 1 1 1 1 
Paediatrics 13 5 10 4 3 1 

Total   2,125 822 1,269 516 855 306 

Sources: DAD 2015/16 



Surgical Analysis 
4 Year Comparison 

MAHC: All Sites                                                            
INPATIENT 
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2014/15 2015/16 2016/17 2017/18 
Apr to Dec 

Total Surgical Cases* 
       Ttl average length of stay (days) 
Surgical Cases in ICU** 
       Avg SCU LOS (hrs) 
       Disch to home from ICU 
 

818 
6.0 

136 
78.4 

18 

709 
5.7 

118 
78.5 

30 

604 
6.1 

104 
85.4 

25 

489 
6.5 
96 

83.8 
22 

 

*    Based on Surgery in main OR 
**  All or part of the hospital stay was in the ICU 
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Total Number of days without Internal 
Medicine coverage 
 
• In 2017, there were a total of 125 days without Internal Medicine 

coverage at the SMMH Site 
• In 2018 to date, there have been 8 days without Internal 

Medicine coverage 
 



Stage 1 Clinical Services Model Workshop 

MAHC: Actual and Expected ICU Days  

8 

Muskoka Algonquin Healthcare  2015/16: Actual and Expected ICU Days 
2015/16 

Muskoka Huntsville District Memorial Hospital South Muskoka Memorial Hospital 
 

  Actual Expected Actual / Expected Actual Expected Actual / Expected Actual Expected Actual / Expected 
Adult Medical 1,633 1,583 1.03 954 849 1.12 679 734 0.93 
Adult Surgical 478 429 1.11 305 236 1.29 173 194 0.90 
Total 2,111 2,012 1.05 1,259 1,085 1.16 852 927 0.92 

Source: DAD 2015/16 
2014/15 

Muskoka Huntsville District Memorial Hospital South Muskoka Memorial Hospital 
 

  Actual Expected Actual / Expected Actual Expected Actual / Expected Actual Expected Actual / Expected 
Adult Medical 1,340 1,527 0.88 833 709 1.17 508 818 0.62 
Adult Surgical 575 480 1.20 424 272 1.56 151 208 0.73 
Total 1,915 2,007 0.95 1,257 981 1.28 659 1,026 0.64 

Source: DAD 2014/15 
2013/14 

Muskoka Huntsville District Memorial Hospital South Muskoka Memorial Hospital 
 

  Actual Expected Actual / Expected Actual Expected Actual / Expected Actual Expected Actual / Expected 
Adult Medical 1,560 1,414 1.10 956 687 1.39 604 727 0.83 
Adult Surgical 537 428 1.25 284 196 1.45 253 232 1.09 
Total 2,097 1,842 1.14 1,240 883 1.41 856 959 0.89 

Source: DAD 2013/14 
2012/13 

Muskoka Huntsville District Memorial Hospital South Muskoka Memorial Hospital 
 

  Actual Expected Actual / Expected Actual Expected Actual / Expected Actual Expected Actual / Expected 
Adult Medical 1,752 1,472 1.19 1,022 701 1.46 730 771 0.95 
Adult Surgical 532 397 1.34 295 212 1.39 238 185 1.29 
Total 2,284 1,869 1.22 1,316 913 1.44 968 956 1.01 

Source: DAD 2012/13 

ICU days estimated from ICU hours reported in DAD 
Expected based on peer average ICU days adjusted for case mix using the HIG method 

This shows 
actual to 
expected ICU 
days by year 
and site. 
 
In 2015/16, 
MAHC had 5 
percent more 
ICU days 
than 
expected. 
 
In 2012/13, 
MAHC had 
22 percent 
more ICU 
days than 
expected. 
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Projections Parameters 

• 2031-32 Planning Horizon 

• Key Workload Measures: 
– Beds by Site 
– ED Visits 
– Surgery Cases 
– Ambulatory Visits 
– Diagnostic Exams 

• Space based on CSA Z8000, New Builds, Ministry benchmarks and 
RPG experience 

• New programs/services e.g., stroke beds, MRI 

• Some services will be shifted to the community or other provider(s) 
e.g., pacemaker, pre-natal clinics, diabetes, etc. 

• Detailed projections for the 4 planning horizons (8, 15, 20, 30 yrs) for 
the preferred model in Part B 

• Note:  comparison to 2015 not done due to different timeframes and 
different planning assumptions for each of the three models 
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Stage 1 Requirements 

• PART A 
– Projected and Future Workload (5,10,20 years) 

– Current and Future Service Delivery  

– Options for Delivering Changes in Service Delivery 

– Human Resources Plan 

– Preliminary Operating Cost 

 

• PART B 
– Spatial Requirements  (Drivers and Projected CGSF by 

Component) 

– Technical Building Assessment 

– Master Site and Building Plans 

– Business Case / Options Analysis 

– Project Cost and Funding/Financing Plan 
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High-Level Activity 

  

  

  Existing Sites   
Inpatient / 

Outpatient 
  2 Acute Sites   One Site 

  HDMH SMMH   Site 1: IP Site 2 OP   Site 1 Site 2   Consolidated 

 Program/ Service, All 

beds 
37 59   157     81 77   157 

Medicine   28 36   92     45 47   92 

Surgical          12     6 6   12 

Critical Care   5 4   12     4 8   12 

Stroke Rehabilitation         14       14   14 

Obstetrics / LDR Suite / 

PP  
  4 3   3     2 2   3 

Complex Continuing Care     16   24     24 0   24 

Beds by Model – 2031/32 Revised 

Notes:  
• Nursery bassinettes not included in the total 
• Bed distribution based on operational model 
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High-Level Activity  

  

  

  Existing Sites   
Inpatient / 

Outpatient 
  2 Acute Sites   One Site 

  HDMH SMMH   Site 1: IP Site 2 OP   Site 1 Site 2   Consolidated 

Emergency Visits   22,739 21,448 24,525 25,372 24,525 25,372 49,896 

Surgery / Endoscopy 

Cases 
  3,566 4,748 1,959 8,685 5,614 5,031 10,644 

Ambulatory Visits   15,489 9,891 2,631 25,697 15,416 13,118 28,328 

Diagnostic Exams   44,234 36,967 41,649 65,366 51,560 55,456 107,015 

Laboratory Procedures 877,228 1,111,838 2,342,915 606,820 1,756,285 1,193,450 2,949,735 

Select Workload Measures – 2031/32 
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Space Definitions 

Net Square Feet (NSF) =  the horizontal area of space 
assignable to a  specific function .  The net area of rooms is 
measured to the inside face of wall surfaces. 

Component Gross Square Feet (CGSF) - all 
individual net areas required by the departmental functions, 
circulation space necessary to link together the net spaces 
and area occupied by internal walls.  It excludes all 
engineering spaces and interdepartmental circulation 
elements such as main corridors, stairways, elevators, and 
dumbwaiters.  

Building Gross Square Feet (BGSF) - includes 
component gross areas, general circulation, mechanical 
and electrical space, and exterior walls. 
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Space by Model (CGSF) 

165,429 278,700 280,887  264,445 

Existing Sites Inpatient / Outpatient  2 Acute Sites One Site 

HDMH SMMH Site 1: IP Site 2 OP Site 1 Site 2 Consolidated 

77,986 87,443 203,920 74,780 143,347 137,540 264,445 

2031/32 

165,429 

278,700 280,887 

264,445 

0

50,000

100,000

150,000

200,000

250,000

300,000

Current Sites IP Site /OP Site 2 Acute Sites One Site
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Admin & Education Allocation 

Administrative Services (One Site Example)         30,790  

Administration (Exec, Fin, HR, IC, MD, PR, OHSA)           5,179  

Auxiliary           1,036  

CCAC           1,120  

Clinical Practice & Education Staff              320  

Foundation           1,750  

Health Records           4,710  

Information & Telecommunications           3,642  

Lobby Services           3,611  

Patient Registration              942  

Physician & Staff Support              640  

Spiritual Care              300  

Security              100  

Staff Facilities, lockers           7,440  

Education & Training Rooms (One Site Example)           3,450  

Meeting Rooms           2,200  

On-Call Rooms           1,000  

Medical Learners Facilities              250  

2031/32 
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Shifting Services to the Community 

2031/32 

Clinic Workload Space (CGSF) 

Diabetes Visits 2,541 300 

Pre-Natal Visits 2,157 300 

Paediatric Visits 159 140 

Pacemaker Visits 807 140 

Laboratory Services 

Microbiology Procedures 139,981 500 

Cytopathology Procedures 20,485 250 

Allied Health Services 

Physio / OT Attendance Days 1,208 1,500 

SASOT   200 

All Services Space   3,300 
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Changes in Space Over Time 

• Increase in Beds and other volumes 

• IPAC (Infection control) standards 

• 80% private accommodation plus accommodating family 
members 

• Building code (accessibility) 

• Bariatric access 

• Privacy / confidentiality of patient spaces 

• New smart technology – infrastructure impact ORs, 
Imaging 

• GMP / NAPRA Standards for pharmaceutical production 

• Controlled circulation to provide separation of clean and 
soiled flows  
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Expected cost by model 

Model site CGSF 
(2031/32) 

BGSF  
(40% gross-
up) 
 

Expected cost range 
(assuming new build) 

$/SF (project 
cost) 

Total (million) 

One Site 
 

Consolidated 
 

264,445 370,223 1,150 – 1,300 $425M - $480M 

2 Acute 
Sites 
 

Site 1 143,347 200,686 1,200 – 1,350 $240M - $270M 

Site 2 137,540 192,556 1,200 – 1,350 
 

$230M - $260M 

Total 280,887 393,242 $470M - $530M 

Inpatient / 
Outpatient  

Site 1: IP 203,920 285,488 1,150 – 1,300 $330M - $370M 

Site 2 OP 74,780 104,692 1,300 – 1,450 $135M - $150M 

Total 278,700 390,180 $465M - $520M 

All project costs include 5 years of escalation and an allowance for design scope 

contingency, site development (not purchase), site work, FF&E and project ancillaries.  
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Expected local share 

Model Expected cost 
range 

Local share 
percentage 

Expected local share range 

One Site 
 

$425M - $480M 25% - 30% $105M - $145M 

2 Acute Sites 
 

$470M - $530M 25% - 30% $120M - $160M 

Inpatient / Outpatient  $465M - $520M 25% - 30% $115M - $155M 
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Conclusions 

• The expected range of project costs overlap between models.  The 

highest ranges of the lowest cost model, falls within the lowest range of 

the costliest model.  Based on this, capital cost is not a differencing 

factor between models at this time. 

 

• As with capital cost, the expected range of local share overlap between 

models.  Based on this, local share is not a differencing factor between 

models at this time. 

 

• These costs are based on new build approach If there is concern that 

the expected capital/local share costs are beyond the fiscal capacity of 

the organization and community, it is worth noting that a development 

scenario which envisions a phased approach, along with a portion of 

the programs and services being delivered in existing spaces will be 

considered during Stage 1B.  It is expected this approach would have a 

material impact on reducing project costs if that approach were 

selected. 
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    2031-32 Operational Budget Forecast Summary 

2 

• The 2031/32 operational budget forecasts range from $85.3M under the one-site model to 
$93.4M under the 2 Acute Sites model 
 

• All forecasts assume that expenses increase in proportion to projected activity growth. Inflation 
was not considered. 
 

• The One-Site model and the Inpatient/Outpatient model include expectations for economy of 
scale efficiencies associated with single siting some services 

* See next slide for complete list of Support Services 

    2031/32 

  
Current 
2016/17 

2 Acute Sites 
Model 

One Site 
Model 

IP OP Model 

Patient Care 
$32.4M $43.9M $41.0M $42.0M 

Nursing, Emergency, Ambulatory Services, Surgery 

Diagnostics 

$13.8M $21.0M $21.0M $21.0M Diagnostic Imaging Services, Clinical Laboratory Services, 
Allied Health Services, Cardiorespiratory Services, 
Pharmacy Services 

Support Services 

$20.6M $28.6M $23.4M $27.1M Administration, Housekeeping, Information Technology, 
Plant Maintenance, Security, Environmental services, 
Registration, Food Services,  Nursing Admin, DI Admin 

Total $66.8M $93.4M $85.3M $90.1M 



    Administration and Support Services Details 

3 

* Under all three models, Administration as a percent of Total Direct services cost was set to the peer median of 
5.0% 

Support Services 
Percent of  Support 
Services  Expenses 

Information Systems Support 18% 

Administration* 15% 

Plant Maintenance/Operation/Security 18% 

Housekeeping 12% 

Registration (Admitting) 6% 

Materials Management 6% 

Health Records 5% 

Finance 4% 

Human Resources 4% 

Food Services 3% 

DI Admin 3% 

Nursing Admin 1% 

Other 6% 

Support Services 100% 



    Assumptions 

4 

 
 
 

In which model are economies of scale expected? 

• Under the One Site and the Inpatient/Outpatient Site models, 2031/32 expenses were discounted to 
account for expected economies of scale associated with single siting some services 

  
2 Acute Sites 

Model 
One Site Model IP OP Model 

Patient Care       

Nursing No Yes Yes 

Emergency No Yes No 

Surgery No Yes No 

Diagnostics       

Diagnostic Imaging Services No No No 

Clinical Laboratory Services No No No 

Allied Health Services No No No 

Cardiorespiratory Services No No No 

Pharmacy Services No No No 

Support Services       

Administration Yes Yes Yes 

Housekeeping, Information Technology, Plant 
Maintenance, Security, Environmental services, 
Registration* 

No Yes No 

Food Services No Yes Yes 
Nursing Admin No No No 
DI Admin No No No 

* See previous slide for complete list of Support Services 



    Most Consequential Assumptions 
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• All forecasts assume that expenses increase in proportion to projected activity growth. 
Inflation was not considered. 
 

• Very few economy of scale efficiencies are expected in the 2 Acute Sites Model   
 

• The One Site model and, in some cases, the Inpatient/Outpatient model include 
expectations for economy of scale efficiencies generated as a result of service 
consolidation to one site 
 
• For nursing, emergency and surgery, economy of scale savings were estimated by 

assuming that MAHC would achieve the median nurse to patient ratio of one-site 
hospitals similar in size to MAHC’s combined size 
 

• For support services, economies of scale were estimated by assuming that MAHC 
would achieve the median support services percent of total direct expenses of 
one-site hospitals similar in size to MAHC’s combined size 
 
 
 

 
 
 
 

 



    Appendix: 2031-32 Planning Assumptions 

6 

 
 
 

 Program 2 Acute Sites Model One Site Model IP OP Model 

Nursing 

1. Beds converted to days at planning occupancy 
rates 
2. MAHC 2016/17 cost per day applied to 2031/32 
patient days 

1. Beds converted to days at planning occupancy rates 
2. MAHC 2016/17 cost per day compared to hospitals similar in 
size to MAHC 
3. Nurse to patient ratio adjusted downwards to equal median of 
hospitals similar in size to MAHC. Calculated adjusted cost per 
day 
4. Adjusted cost per day applied to 2031/32 patient days 

1. Beds converted to days at planning occupancy rates 
2. MAHC 2016/17 cost per day compared to hospitals similar in 
size to MAHC 
3. Nurse to patient ratio adjusted downwards to equal median of 
hospitals similar in size to MAHC. Calculated adjusted cost per 
day 
4. Adjusted cost per day applied to 2031/32 patient days 

Emergency 
MAHC 2016/17 cost per ED visit applied to 
forecasted ED visits 

1. MAHC 2016/17 cost per ED Visit compared to hospitals similar 
in size to MAHC 
3. Nurse to patient ratio per visit adjusted downwards to equal 
median of hospital similar in size to MAHC 
4. Adjusted cost per visit applied to 2031/32 ED visits 

MAHC 2016/17 cost per ED visit applied to forecasted ED visits 

Surgery 
Growth in activity from 2016/17 to 2031/32 applied 
to 2016/17 Expenses 

1. Growth in activity from 2016/17 to 2031/32 applied to the 
2016/17 Expenses 
2. MAHC 2016/17 cost per OR case compared to hospitals similar 
in size to MAHC 
3. Nurse to patient ratio adjusted downwards to equal median of 
hospitals similar in size to MAHC 
4. Ratio of adjusted cost per OR case (after reducing nurse to 
patient ratio) to unadjusted cost per OR case applied to 2031/32 
OR Expenses 

Growth in activity from 2016/17 to 2031/32 applied to 2016/17 
Expenses 

Diagnostic Imaging , Clinical 
Laboratory, Allied Health 
Cardio-respiratory and 
Pharmacy Services 

Growth in activity from 2016/17 to 2031/32 applied 
to 2016/17 Expenses 

Growth in activity from 2016/17 to 2031/32 applied to 2016/17 
Expenses 

Growth in activity from 2016/17 to 2031/32 applied to 2016/17 
Expenses 

Support Services 
2016/17 Overhead as a percent of direct expenses 
applied to 2031/32 Direct Expenses 

1. MHAC 2016/17 Overhead as a percent of Direct Expenses 
compared to hospital similar in size to MAHC 

2.  The minimum of MAHC's % overhead or the peer median % 
overhead applied to 2031/32 Direct Expenses 

2016/17 Overhead as a percent of Direct expenses applied to 
2031/32 Direct Expenses 
 

Food Services 
Growth in expenses proportional to growth in 
inpatient expenses 

1. Growth in expenses proportional to growth in inpatient 
expenses 
2. Expected expenses adjusted downwards to reflect peer median 
UPP hours per patient day 

1. Growth in expenses proportional to growth in inpatient 
expenses 
2. Expected expenses adjusted downwards to reflect peer median 
UPP hours per patient day 

Nursing Admin 
2016/17 MAHC Nursing admin as a percent of direct 
nursing expenses applied to 2031/32 direct nursing 
expenses 

2016/17 MAHC Nursing admin as a percent of direct nursing 
expenses applied to 2031/32 direct nursing expenses 

2016/17 MAHC Nursing admin as a percent of direct nursing 
expenses applied to 2031/32 direct nursing expenses 

DI Admin 
2016/17 DI Admin as percent of direct DI expenses 
applied to 2031/32 direct DI expenses 

2016/17 DI Admin as percent of direct DI expenses applied to 
2031/32 direct DI expenses 

2016/17 DI Admin as percent of direct DI expenses applied to 
2031/32 direct DI expenses 
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Purpose of this Document 

The Ministry of Health and Long-Term Care (MOHLTC, the “ministry”) Health Capital Investment Branch 
(HCIB) develops and deploys Health Capital Planning Bulletins to provide information, advice and 
guidance to Health Service Provider’s (HSP’s) as well as to those who plan, design and construct Health 
Care Facilities (HCFs). Health Capital Planning Bulletins are used to support the Capital Planning Review 
and Approval Process by providing detailed information on design fundamentals and technical 
submission requirements.  Health Capital Planning Bulletins can also detail positions or policies of the 
ministry related to the development of capital projects. 

Health Capital Planning Bulletins are one of the key ways in which the ministry advocates and supports 
planning and design excellence for Ontario’s HCFs. 

Users of the Capital Bulletin series should read and understand all Health Capital Planning Bulletins in 
concert with other supporting documents available from the ministry and cannot rely on only one Health 
Capital Planning Bulletin to articulate all project needs or submission requirements.
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Summary 
A Master Plan is both a strategic and tactical planning tool for the region, for a network of related Health 
Service Providers (HSPs), and for each HSP who delivers specific health care services in their 
community.  A Master Plan supports the strategic vision for a HSP and demonstrates how the health care 
services will be delivered to the community through the facilities and site(s).  For the purposes of this 
bulletin, a Master Plan is discussed in regards to how services are structured and delivered from a single 
Health Care Facility (HCF).  Each LHIN should have a Master Program / Master Plan for their entire 
network, of which each HSP’s Master Plan plays an important and integral part. 

Overview 
A Master Plan is an essential planning tool for every HCF. It supports and demonstrates the strategic 
vision for the facility and its site.  The Master Plan is used to ensure that HCF development proceeds in a 
managed fashion and remains in alignment with the strategic plan and vision for the HSP, the region and 
the province.  The Master Plan must coordinate with the Master Program and the Master Plans for other 
HSPs in the community. The Master Plan must consider the current needs and the long-term “whole life” 
perspective of the facility.   

The Master Plan explores and optimizes the potential for developing a specific site and must provide for 
optimum flexibility to adapt to changes in health care needs and delivery models.  Many criteria and 
factors must be carefully considered in developing a Master Plan.  Like any planning tool, the Master Plan 
must be reviewed and updated regularly to reflect the Province’s and the HSP’s strategic vision.  

Master Plans are most relevant to HCFs such as Hospitals, Ambulatory Care Centers and multi-purpose 
HCFs (CSA Class A or B HCFs) that directly support other Hospitals and HCFs in a community. These 
HCFs often include several operational components with coordinated care being provided to the 
patients/clients. These HCFs are complex in their planning requirements and expensive to construct.  
Strategic investments into these facilities should allow for the possibility of future growth and / or changes 
in the services being provided inside of the HCF.   

Master Planning is important for all HCFs. Community Health Centres (CHCs) and other small community 
HCFs (CSA Class C HCFs) are often located in buildings with the infrastructure similar to, or slightly more 
sophisticated than a Medical Office Building. This type of HCF includes a single HSP and serves a 
smaller catchment area.  In these HCFs, it is important to plan for future growth as documented in the 
Master Program, but the Master Plan does not require the same long-term change strategies appropriate 
for larger more expensive HCFs.  

If a HSP delivers services from only one site, then the Master Plan will consider this one site; but if the 
HSP provides care from multiple sites the Master Plan must consider both the individual sites as well as 
how the various sites work as a whole.  A Master Plan does not distinguish between owned and leased 
space for the purposes of planning. 

Health care professionals must work together with various design professionals in an Integrated Project 
Team to define the various components of the Master Plan. Factors such as the location of the facility, the 
characteristics and condition of the building must be taken into account in the development of a robust 
Master Plan. Items such as site plan, master program, civil and environmental design, municipal and 
transportation plans need to be considered simultaneously. An Integrated Project Team is considered 
essential to producing an effective Master Plan. 
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It is recognized that no one individual or team can predict how health care services will be effectively and 
efficiency delivered into the future. Yet it is known that change will occur, so the HSP must remain flexible 
and consider all options when Master Planning and / or selecting a site for development. 

Goals and Objectives of a Master Plan 
 
A Master Plan should: 

1. explore and demonstrate the potential for developing a specific site for a HCF, and a specific 
HCF for a site, each entity having a direct impact on the opportunities and limitations of the 
Master Plan. 

2. account for all of the physical, regulatory and cultural opportunities and limitations presented by 
that particular site. 

3. in the context of the immediate and “near-term” (0 to 5 year), be coordinated at a detailed level 
with a Master Program which outlines the type and extent of health care services to be delivered 
by the facility.  The Master Program includes projected program, staffing and departmental space 
requirements and is intended to identify in reasonable detail the potential needs of the facility over 
the “mid-term” (5-10 years) and “long-term” (15, 20 and 25 year) timeframes. 

4. at the same time, look more broadly at a much longer term, taking a “whole-life” perspective on 
the facility and the site.  The immediate and near-term requirements for a 20 to 25 year timeframe 
are reasonably predictable, though unforeseen changes such as in service delivery and 
technology will still require modifications to the plan.  The Master Plan must also extend beyond 
that “near-term” at a strategic level, and provide optimum flexibility to accommodate the changes 
that will occur in health care delivery generally, and in the programs and requirements of that 
particular facility.  Beyond the immediate and near- term requirements, the Master Plan should 
also envision how the facility can be replaced, as building components age and require retrofit 
and/or replacement. 

For example, a hypothetical “whole-life” view for a specific site might include the following 
planning timelines. Using Year 0 as the date of occupancy for an new HCF or the date of major 
health care service changes in an existing HCF: 

Life Cycle Change and Growth Planning 

 Years -10 to -5: pre-planning phases (i.e. needs analysis, process redesign, master 
programming) for new services 

 Years -5 to 0: HCF physical planning, renovation and/or construction of a HCF  

 Year 0: the date for implementation for new services  

 Years 0-5: “bed in” period during which use and occupancy of the facility approaches planned 
capacity 

 Years 5-10:  absorb growth in soft spaces and efficiency in program delivery, minor capital 
works may be required to accommodate changes and or new programs  

 Years 10-25: new growth and programs accommodated through a capital project (building 
 additions)  

 Years 25-35: absorb growth in soft spaces and through efficiency in program delivery, minor 
capital works to accommodate new programs  

 Years  35-50: new growth and programs through a capital project (building additions)  
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 Years 50-65: absorb growth in soft spaces and efficiency in program delivery, minor capital 
works to accommodate new programs  

 Years 65-80: new growth and programs through a capital project (building additions)  

 Years 80- 100: absorb growth in soft spaces and through efficiency in program delivery, minor 
capital works to accommodate new programs 
 
 

Life Cycle Maintenance and Replacement Planning 

 Years 50-100: start to consider replacement of major building elements and Master Plan 
considerations for replacement(s) 

 Years 100- 150: execute long-term Master Plan requirements  

Together, the Master Plan and the Master Program further articulate the strategic vision and 
framework for the immediate, near-term and ongoing planning for development in this “whole-life” 
context.   

The Master Plan must optimize flexibility and adaptability to allow for: 

 expansion of both primary and support facilities (such as parking, ambulatory health facilities, 
community partners, etc.)  

 adaptations for the change in services being provided in existing HCFs 

 construction of new facilities as part of an evolving health care campus 

 replacement and renewal of part or all of existing facilities 

 development of the “head end” physical building infrastructure to accommodate high growth 
programs 

5. consider the impact a HCF has on the community planning and development must be considered 
as the emerging economic model of health care on community growth.  Since the emergence of a 
prevention model of health care in the 1980s from the older treatment model, health care facilities 
have a role to play in the health of the community, and are catalysts for other health care focused 
development. 

6. consider past planning influences and the affect that future changes / advances in health care will 
have on the building’s form / typology. 
 
Previous HCF Development Approaches 

a. pre-1950’s: hospitals were designed primarily as inpatient focused facilities. Procedure 
spaces were provided, but the building form was focused on the inpatient bedrooms (i.e. 
narrow floor plates similar to dormitories).  

b. 1970’s and 1980’s:  more sophisticated diagnostic and treatment procedures included. 

i. shifted focus and need of hospitals from the inpatient focused model (bedrooms 
with treatment areas) to procedure focused model (treatment facility with 
bedrooms) to ambulatory care based models (outpatient based treatment 
facilities).  

ii. major advance in procedures and treatment, and the relatively short period of 
time required to perform a procedure compared to the time to recover, caused 
the residential nature of hospitals to shift from longer stays to shorter stays, with 
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an increased focus on the acuity level of the patients.  
 
 

c. today, hospital design must accommodate a large range of diagnostic and treatment 
spaces, while still accommodating a large number of inpatient beds 

i. current building typology reflects these changes, tending to divide hospitals 
functionally into a Diagnostic and Treatment Block and an Inpatient Block.  

ii. there is also the possibility of a third component, an Ambulatory Block, which 
houses same day procedures and clinics without overnight stays 

iii. inpatient blocks respond to a smaller footprint required for accommodating 
bedrooms (dormitory) and a larger, flexible and unobstructed footprint responds 
to the evolving nature of diagnostic and treatment areas   

iv. these different functions continue to be housed in two different building forms 
which are joined at critical transfer points 

d. vertical versus horizontal development 

i. on a restricted site, for example a high-density urban location, needs have 
historically been accommodated by developing vertically, often in a “podium and 
tower” model, with the diagnostic and treatment functions in the podium, and the 
inpatient units in the tower. The Master Plan should help to focus the operational 
impacts of a specific site selection. 

ii. the podium and tower model can lead to conflicts when attempting to stack the 
residential structure on top of a form which calls for a very flexible structure with  
longer structural spans 

iii. where unrestricted, the preference is often to develop horizontally with the 
diagnostic and treatment functions in one block, and the inpatient units are in a 
separate block, often resulting in increased travel distances and an increased 
reliance on portering of patients, residents and/or supplies. 

iv. adjacencies and access, whether vertical or horizontal, are critical  

v. in both models, care must be taken in planning the space to optimize operational 
efficiencies 

vi. in both models, provision for change and expansion of the building and/or 
campus is essential 

7. be reviewed and updated regularly by the HCF to ensure that the strategic vision and framework 
for development are in keeping with the strategic vision for the HSP and align with the ministry’s 
strategic direction. 
 

Facility Development Plan  

A Facility Development Plan (FDP) is a component of the Master Plan that illustrates a distinct, proposed 
project in greater detail.  The FDP provides floor plans which outline the major program location and 
boundaries of the scope of the proposed project and shows major circulation routes, entrances and exits.   
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Every FDP that proposes a capital project to the ministry must conform with the current Master Plan and 
Master Program and be supported by a written description that demonstrates that conformance.  
 

Master Plan Considerations 

Criteria and factors that must be considered in preparing a Master Plan to meet the goals and objectives 
as discussed above include (but are not limited to): 

1. Master Program 

 Including the strategic direction and vision for the services to be offered by the HSP  
 
 

2. Context 

 Regional 
 Community 
 Neighbourhood 
 Adjacent sites, buildings and infrastructure 
 

3. Site characteristics, such as: 

 Area 
 Topography 
 Climate (including sun, prevailing winds) 
 Access for patients (including emergency via land and helicopter), staff, visitors, logistics 

o Roads and entry points from roads (often determined in consultation with local 
authorities) 

o Transit 
 Utilities 
 Geotechnical, including water table  
 Environmental hazards such as contaminated soils 
 Archaeological 
 Existing buildings, structures and infrastructure 
 Existing natural features such as trees and vegetation, watercourses, etc. 

 
4. Requirements of authorities having jurisdiction, including: 

 Official plan 
 Zoning, including coverage and density limits, setbacks, height limitations, limitations on 

occupancy types, parking requirements, open space requirements, etc. 
 Design guidelines and design review 
 Conservation authority, including flood plains, storm water management, etc. 
 Heritage 
 Ministry of the Environment 
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 Ministry of Municipal Affairs and Housing, including planning legislation and Ontario 
Building Code 

 
5. Ministry of Health and Long-term Care requirements  - Design Excellence reflecting: 

 Planning and Design Goals and Objectives - OASIS 
o Operational efficiency 
o Accessibility 
o Safety and Security 
o Infection Prevention and Control 
o Sustainability of the health care system 

 Best Practice Bulletins issued by the ministry 
 Generic Output Specifications 
 Design that meets current best practices 

 

6. Massing and planning considerations within the site including: 

 building form  
 relationship with existing buildings and between new 
 access and entrances 
 patient 

o staff 
o family and visitors 
o logistics and material management (including loading docks, etc.) 

 open space 
 landscape 
 parking 

 

7. Sustainable design 

Integrated Project Team 

1. The ministry requires that HCFs have Integrated Project Teams to complete the Master Plan, and 
coordinated with the Master Program to define the strategic vision and planning framework for the 
facility far into the future. 

2. An Integrated Project Team should include the members appropriate for the scope of services 
and breadth of influence the HCF. The team may include such experts as: 

 Project manager (within the health care facility if available, otherwise engaged as a 
consultant) 

 Team facilitator, who will be responsible for leading, coaching, coordinating and ensuring 
the integrated functioning of the team (role may be filled by another team member with 
the necessary skills and time commitment) 
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 Health care facility administrators and user groups 
 Urban and Municipal Planner 
 Functional Programmer 
 Health care facility designers, including architects, consulting engineers, specialty design 

consultants 
 Environmental consultant 
 Geotechnical consultant 
 Heritage consultant 
 Archaeological consultant 
 Legal advisors 
 Financial advisors 
 Facilities Manager 

 
3. The Integrated Project Team is an essential component to ensure all project-planning decisions 

are made in a coordinated manner, thus ensuring the long-term success of the project. It is wise 
and prudent to have the team meet on a regular basis to review all project management and 
project design decisions. The team should also be involved in all subsequent stages of the 
project. 

Additional Planning Resources 

Generic Output Specifications (GOS) (Beta Version v.1.0 Fall 2007) 
Part 1A 

CSA Standard Z8000 Canadian Health Care Facilities 



Future Planning: Proposed Models at a Glance (Task Force Developed) 
Planning Together for Our Future Generations 

Two Acute Sites: the Two Acute Sites model proposes to maintain acute care beds and Emergency Depts., general surgery, obstetrics and 

intensive care at two sites. These would be supported by other core diagnostic services and allied health and support services at both sites. 

Specialty surgeries and programs like Chemotherapy and Complex Continuing Care that are currently single sited are proposed to continue to 

be at one site only. The future model also proposes to add a Stroke Rehabilitation Unit and MRI capabilities at one site. 

Inpatient Site/Outpatient Site: the Inpatient Site/Outpatient Site model proposes to include Emergency Depts. at two sites and to separate 

outpatient and inpatient services between two sites. The Inpatient site would include all hospital beds, surgical services, obstetrics, and intensive 

care, and would be supported by other core diagnostic services and allied health and support services at both sites. The Inpatient site also 

proposes the addition of a Stroke Rehabilitation Unit and MRI capabilities. The Outpatient site would include services that do not require an 

overnight stay in hospital like endoscopies, x-rays and other diagnostic imaging, and services like chemotherapy and dialysis. 

One Site: the One Site model proposes to provide all programs and services at a single site, including the addition of a Stroke Rehabilitation 

Unit and MRI capabilities. 

Programs and Services MAHC 
Current State 

2017 

Two Acute 
Sites 

Inpatient Site / 
Outpatient Site 

One Site 

Emergency Department Dual Sited Dual Sited Dual Sited Single Sited 

Endoscopy Dual Sited Dual Sited Dual Sited Single Sited 

Diagnostic Imaging (e.g. X-ray, Ultrasound, CT) Dual Sited Dual Sited Dual Sited Single Sited 

Core Laboratory Dual Sited Dual Sited Dual Sited Single Sited 

General Surgery Dual Sited Dual Sited Single Sited Single Sited 

Obstetrics Dual Sited Dual Sited Single Sited Single Sited 

Beds Dual Sited Dual Sited Single Sited Single Sited 

Intensive Care Dual Sited Dual Sited Single Sited Single Sited 

Specialty Surgery (e.g. Cataract, Urology, Gynaecological) Single Sited Single Sited Single Sited Single Sited 

Specialty Programs (e.g. Chemotherapy, Dialysis, Cytology, Nuclear 
Medicine, Pathology)  

Single Sited Single Sited Single Sited Single Sited 

 
Programs and Services That Could be Appropriate to Shift to Community 

With proper design and delivery, MAHC proposes in the future the following services could be safely provided in the community in line with 
Ministry direction to demonstrate a shift of appropriate services from hospital to community: 

 Prenatal Care 

 Paediatric Clinic 

 Pacemaker Clinic 

 Seniors Assessment and Support Outreach Team 

 Diabetes Education 

 Outpatient Dietitian 

 Dialysis   

 Microbiology 

 Cytology 

 



Future Planning: Proposed Models in Detail (Task Force Developed) 
 Planning Together for Our Future Generations  
 

TWO ACUTE SITES 
This model proposes to maintain many 
services in two sites as they are today, 

supported by other core diagnostic services, 
allied health and support services 

Acute Site 

– Emergency  

– General Surgery & 
Endoscopy 

 Medical Device 
Reprocessing 

– Specialty Surgery 

– Obstetrics 

– Intensive Care 

– Beds 
(Medical/Surgical) 

– Specialty Programs  

– Stroke Care 

– Diagnostic Imaging 

– Cardiorespiratory 

– Core Laboratory  

– Pharmacy 

– Allied Health 

 Rehabilitation 

 Clinical Dietitian 

 Social Work 

– Palliative Care 

– Spiritual Care 

– Support Services 

– Telemedicine 

– MRI 

Acute Site 

– Emergency  

– General Surgery & 
Endoscopy 

 Medical Device 
Reprocessing 

– Specialty Surgery 

– Obstetrics 

– Intensive Care 

– Beds 
(Medical/Surgical) 

– Specialty Programs  

– Stroke Care  

– Diagnostic Imaging 

– Cardiorespiratory 

– Core Laboratory  

– Pharmacy 

– Allied Health 

 Rehabilitation 

 Clinical Dietitian 

 Social Work 

– Palliative Care 

– Spiritual Care 

– Support Services 

– Telemedicine 

– Beds (Complex 
Continuing Care) 

 

INPATIENT SITE / OUTPATIENT SITE 
This model proposes Emergency Depts. at 

two sites and to separate inpatient and 
outpatient services between two sites 

Inpatient Site 

– Emergency 

– All Beds 

 Discharge 
Planning 

– General Surgery & 
Endoscopy 

 Medical Device 
Reprocessing 

– Obstetrics 

– Surgical Services 

– Intensive Care 

– Diagnostic Imaging 

 MRI 

– Stroke Care 

– Cardiorespiratory 

– Laboratory 

– Pharmacy 

– Allied Health 

 Rehabilitation 

 Clinical Dietitian 

 Social Work 

– Palliative Care 

– Spiritual Care 

– Support Services 

– Telemedicine   

Outpatient Site 

– Emergency  

– Endoscopy 

 Medical Device 
Reprocessing 

– Chemotherapy & 
Supportive Care 

– Dialysis 

– Diagnostic Imaging 

– Cardiorespiratory 

– Rehabilitation 

 Physiotherapy 

 Occupational 
Therapy 

– Core Laboratory 

– Pharmacy 

– Telemedicine 

  

 

ONE SITE 
This model proposes to provide               

all programs and services                          
at a single site 

 

– Emergency  

– General & Specialty Surgery & Endoscopy 

 Medical Device Reprocessing 

– Obstetrics 

– Intensive Care 

– Beds  

 Medical/Surgical 

 Complex Continuing Care 

 Discharge Planning 

– Specialty Programs  

– Stroke Care 

– Diagnostic Imaging 

 MRI 

– Cardiorespiratory 

– Laboratory  

– Pharmacy 

– Allied Health 

 Rehabilitation  

 Clinical Dietitian 

 Social Work 

– Palliative Care 

– Spiritual Care 

– Support Services 

– Telemedicine 

 

 

PROGRAMS & SERVICES THAT COULD BE APPROPRIATE TO SHIFT TO COMMUNITY 
– Prenatal Care 
– Paediatric Clinic 
– Pacemaker Clinic 

– Seniors Assessment and Support Outreach Team 
– Diabetes Education 
– Outpatient Dietitian 

– Dialysis  
– Microbiology  
– Cytology 
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Memorandum regarding the Final Report 
Land Use & Community Planning Analysis Report for Muskoka 
Algonquin Healthcare Capital Planning Process, prepared by Urban 
Strategies Inc. 

June 13, 2018 

Background & Overview  
On behalf of Muskoka Algonquin Healthcare (MAHC), Stantec retained Urban Strategies Inc. to provide 
land use planning consulting services in support the Stage 1 Proposal Submission. Urban Strategies Inc. 
prepared a final draft report (dated March 15, 2018), providing a land use and community planning 
analysis related to the capital master planning process.  MAHC circulated the draft report to the District of 
Muskoka, Town of Bracebridge and Town of Huntsville for review and comment. Urban Strategies Inc. 
provided a response to the comments received on the report, and reissued the report with responses 
(dated May 22, 2018). The updated report was circulated and presented to the MAHC Task Force on May 
28, 2018.  

Based on the discussion at the Task Force May 28, 2018 Task Force and additional comments received 
from the Town of Bracebridge, Urban Strategies Inc. has made the following modifications to the report. 
The enclosed report (dated June 13, 2018) is the final version of the report.  

Modifications to the Final Report  
The following indicates the modifications to the final report incorporated in the final version (June 13, 
2018). 

• Pg. 17 – Employment and Long-term Economic Prosperity - Final paragraph has been
revised to refer to a larger geographic area, including North and South Muskoka area, as well as
East Parry Sound.

• Pg. 5 & pg. 53 – Summary Table - Approvals Risk – The colour of the box related to the
Potential Location at Highway 11 & Taylor Road has been updated to green to reflect the
approvals risk indicated in the report.

• Pg. 42 - Site Location: Alternate location in Bracebridge at Highway 11 and Taylor Road
area

o A note has been added in this section based on the memorandum from the Town to
indicate that the Town of Bracebridge has entered into a purchase and sale
agreement to acquire Site B (Fowler Site/Lot 7 CON 2 Macaulay, Con 2) for a future
hospital. Based correspondence from the Town, it would support a zoning by-law
amendment to allow a hospital site in this location, and views this site as very low
risk from an approvals perspective.

o At this time, more detailed site analysis related to specific site locations is not being
undertaken by MAHC and the Task Force. Detailed site selection and a more
comprehensive analysis of potential site locations and planning considerations will be
pursued by MAHC in the future, if required.
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Executive Summary 
1. Introduction

On behalf of Muskoka Algonquin Healthcare (MAHC), Stantec retained Urban Strategies Inc. to provide 
land use planning consulting services in support the Stage 1 Proposal Submission. The following report 
provides a land use and community planning analysis to inform MAHC’s evaluation of models of care.  
The report considers potential general locations for a future hospital site from a land use planning 
perspective, and provides a comprehensive review and analysis of the provincial and municipal planning 
policy framework guiding the location and development of hospitals in the District of Muskoka. The intent 
of this report is to inform MAHC’s evaluation of the models of care, and inform potential site selection 
processes, if required in the future.  

Site Locations for Consideration  
MAHC directed Urban Strategies Inc. to consider the following site locations as potential future sites for 
hospitals in the District of Muskoka, as illustrated in Figure 1 (Refer to attachment):  

• Existing HDMH Site in Huntsville;
• Existing SMMH Site in Bracebridge;
• Alternative location in the Town of Bracebridge at the Highway 11 and Taylor Road area;
• Alternative location in the Town of Bracebridge at the Highway 11 and Kirk Line Road area;
• Alternate location in the Town of Bracebridge at the Highway 11 and High Falls Road area; and
• Alternate location in Town of Huntsville at the Highway 11 and 141 area (Port Sydney area).

2. Summary of Planning Policy Review and Analysis

Provincial Policy Framework: Land use planning in Ontario is guided by the provincial Planning Act and 
the Provincial Policy Statement (“the PPS”) (2014). The Planning Act identifies matters of provincial 
interest, and provides the basis for the land use planning system in Ontario. The Province of Ontario has 
recently introduced significant changes to the Planning Act through Bill 139, which changes the way 
development applications are reviewed and approved in Ontario. It provides greater authority to municipal 
councils in the review and approve development applications, and limits appeals to matters of 
consistency with provincial plans and conformity with municipal official plans.  

The PPS (2014) sets the overall policy direction of matters on provincial interest related to land use 
planning and development, and identifies settlement areas and rural areas. Settlement areas are the focal 
areas for growth and development. The Planning Act requires that all decisions are consistent with the 
PPS. The location and development of a public service facility (public hospital) must be consistent and 
cannot conflict with the PPS. This applies to any District or local municipal decision regarding the same.  

District Official Plan Growth Management Planning Framework: The Draft District Official Plan and 
in-force Local Municipal Official Plans (Huntsville and Bracebridge) implement the PPS at the District and 
local municipal levels, and are required to be consistent with it. The District of Muskoka is in the process 
of a comprehensive update of the Official Plan. The municipal planning documents provide a 
comprehensive growth management and land use planning framework to guide growth and development 
in a sustainable manner. The District (Draft) Official Plan identifies and designate Urban Centres, 
Community Areas, Rural Areas and Waterfront Areas, as described further below.  
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• Urban Centres (Existing SMMH Site, HDMH Site & Taylor Road Bracebridge locations)  
• The District’s growth management strategy directs growth and major employment 

generators to Urban Centres. The Urban Centres correspond with existing urban 
settlement areas (Bracebridge, Huntsville). The District Draft Official Plan delineates 
the boundary of Urban Areas to accommodate growth over a 20-year horizon. Per 
the PPS, adjustments and extensions to the Urban Centre boundary are only 
permitted as part of the comprehensive review of the Official Plan (e.g. not through 
individual applications). Urban Areas have existing/planned municipal servicing, have 
a concentration of population and employment, and regional services and amenities.  

• Based on the policies of the PPS and the District and municipal official plans, large-
scale public facilities and institutional uses (such as hospitals) are permitted and 
anticipated in Urban Centres. Locating hospitals within Urban Centres contributes to 
the objectives, character and scale of Urban Centres, and the overall growth 
management framework for the District of Muskoka. 

• Locating hospitals within Urban Centres represents a low-risk planning approval 
option, as it is consistent with the PPS and conforms to the District Official Plan. 
Pursing site locations within Urban Centres is recommended from a land use 
and community planning perspective.  

 
• Community Areas (Port Sydney location)  

• Community Areas are service nodes for rural and waterfront areas, and intended to be 
developed as small-scale complete communities. Development must be appropriate to 
the infrastructure which is planned or available, and avoid the need for unjustified and/or 
uneconomic expansion of infrastructure. Development in Community Areas is limited to 
infill and minor rounding out of existing development, and restricted to uses that are 
sustainable on private individual on-site services.  

• A large-scale public hospital is not anticipated nor permitted in a Community Area. 
Locating a hospital in a Community Area would have a significant impact on the overall 
planned small-scale rural character of these areas. A large-scale public hospital facility 
would be out of scale with the planned character and scale of a Community Area, and 
would not be proximate to other residential and employment areas, and other supporting 
community services and infrastructure. It would not allow for multi-modal transportation 
and transit access to the hospital. In addition, the development of a hospital in a 
Community Area could attract other forms of development in the area, further impacting 
the existing and planned character and scale of the Community Area.  

• The development of a large-scale hospital in a Community Area (Port Sydney location) is 
inconsistent with the policy objectives of the PPS, and not conform to the District and 
municipal Huntsville Official Plans, and in our opinion, does not represent good planning. 
Pursuing this site location represents a high-risk planning approvals option. Pursing 
locations in Community Areas (Port Sydney location) is not recommended from a 
land use and community planning perspective.   
 

• Rural Areas and Waterfront Areas (Kirk Line Road / High Falls Road locations) 
• Rural Areas are comprised of resource-related activities, and small-scale or space 

extensive development. Rural Areas fall outside of settlement areas, and do not have 
existing or planned municipal servicing connections. While small-scale institutional uses 
are permitted in Rural Areas in the Draft District Official Plan, a large-scale public facility, 
such as a public hospital use is not permitted. This is consistent with the PPS policy 
direction for land uses permitted in rural lands. In order to permit a major hospital facility 
in a Rural Area, an amendment to the Official Plan would be required.  
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• If a location is contiguous and adjacent to the Urban Centre boundary (locations 
generally in the Kirk Line Road area to the immediate north of the Bracebridge Urban 
Centre), MAHC could potentially make the case the location represents an appropriate 
amendment to the Urban Centre boundary to be able to plan for public service facilities 
beyond a 20-year planning horizon. There would need to be a strong planning rationale in 
support of this change. This approach should be discussed further with the District. 

• A location that is not contiguous, nor proximate to the Urban Centre boundary (locations 
further north towards High Falls Road) would represent a significant change to the Official 
Plan and planned character of the District’s Rural Area. Locating a hospital in a location 
that is not proximate to the Urban Centre boundary would require a significant extension 
of municipal services, and would impact the overall planned settlement pattern of the 
District, and could result in a non-contiguous development pattern, resulting in the 
leapfrogging of development, and leading to fragmentation of rural lands.  

• A location along High Falls Road area within an identified Waterfront Area would also 
represent a significant change to the Official Plan. The purpose of Waterfront Areas is to 
protect ecological features and functions of lakes, rivers and shorelines, encourage 
conservation of the overall landscape, and protect the integrity of the landscape and 
natural environment.  Permitted uses are limited to recreational dwellings, limited 
permanent residential dwellings, tourist commercial uses, and industrial and commercial 
uses that provide services to the Waterfront Area. A large-scale hospital use in a 
Waterfront Area is not permitted, and would be incompatible with the ecological functions 
and recreation resource uses of Waterfront Area.  

• The development of a large-scale hospital in a Rural Area and/or Waterfront Area that is 
not proximate nor contiguous to an Urban Centre is inconsistent with the policy objectives 
of the PPS, and not conform to the District and Huntsville Official Plans, and in our 
opinion, does not represent good planning. Pursuing locations along the High Falls Road 
represents a high-risk planning approvals option. 

• Pursing locations in a Rural Area and/or Waterfront Area, beyond the Urban Centre 
is not recommended from a land use and community planning perspective.   

 
Planning for Public Service Facilities: The PPS includes specific policies to guide development of 
public service facilities and infrastructure. The District Draft Official Plan policies are aligned with the 
policies in the PPS and state that before consideration is given to developing new facilities, the use of 
existing facilities should be optimized, and opportunities for adaptive re-use should be considered, and 
that public service facilities should be strategically located to support the effective and efficient delivery of 
emergency management services. It is intended that planning for public service facilities, infrastructure 
and land use planning be coordinated and aligned. The District Draft Official Plan provides stronger policy 
direction, and specifically states that major public facilities shall be located in Urban Centres.  

 
The local municipal official plans (Bracebridge and Huntsville) provide more detailed land use 
direction for the municipalities of Bracebridge and Huntsville, and provide local growth management 
strategies, in accordance with the District Official Plan. Local official plans must be consistent with the 
upper tier Official Plan and in turn with the PPS.  
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3. Recommendations and Conclusions 
 
Site Analysis Summary - The following table summarizes the site analysis, associated planning risks 
and recommendations from a land use and community planning perspective:  
 

Site Analysis Summary Table  
Site  District Official Plan Land 

Use Designation  
Approvals Risk  Planning Analysis Recommendation / 

Summary  
 
Existing HDMH 
Site  
 
 
 

 
Huntsville Urban Centre  

 
Very Low  
Amendment to the District 
(Draft) Official Plan and 
Huntsville Official Plan would not 
be required to develop the lands 
with hospital uses.  
 

 
The site is appropriate for a large-scale 
hospital facility.  
 
 

 
Existing SMMH 
Site  
 

 
Bracebridge Urban Centre 
 

 
Low/Moderate, depending on 
the scale and nature of 
development.  
Amendments to the District 
Official Plan and Bracebridge 
Official Plans would not be 
required to permit a hospital use 
in this location.  
 

 
The site is not an appropriate location for 
a large-scale hospital facility due to size 
and adjacent residential land uses, and 
lack of proximity to the regional highway 
network.  
 
 

 
Potential 
Location – 
Highway 11 & 
Taylor Road   
 
 
 

 
Bracebridge Urban Centre*  
 
*assuming locations within 
the Urban Centre boundary   

 
Very Low/Low, assuming the 
site location is within the Urban 
Centre boundary. Amendments 
to the District Official Plan and 
Bracebridge Official Plans would 
not be required to permit a 
hospital use in this location, if 
the location/proposed use meets 
the policies of the Official Plan.  
 
 

 
The general location is appropriate for a 
large-scale hospital facility.  

 
 
Potential 
Location – 
Highway 11 & 
Kirk Line Road  
 
 
 
 
 

 
 
Rural Area / to the north of 
Bracebridge Urban Centre  

 
 
High  
Amendments to the District 
Official Plan and Bracebridge 
Official Plan would be required. 

 
Locations that are not contiguous nor 
immediately proximate to the Urban 
Centre boundary are not appropriate 
locations for a large-scale hospital 
facility.  
 
Locations that are contiguous to the 
Urban Centre boundary may be 
appropriate, if there is a strong health 
care planning rationale, and but should 
be discussed further with the District, 
and would require further study.  
 

 
Potential 
Location – 
Highway 11 & 
High Falls 
Road  
 

 
Rural Area/Waterfront Area, 
depending on exact site 
location, to the north of 
Bracebridge Urban Centre.  

 
Extremely High  
Amendments to the District 
Official Plan and Bracebridge 
Official Plan would be required. 
 

 
Locations that are in the Rural Area, that 
are not proximate to Urban Centre, and 
on or in proximity to Waterfront Area are 
not appropriate locations for a large-
scale hospital facility.  

 
Potential 
Location – 
Highway 11 & 
141  
 

 
Community Area / Rural 
Area, depending on exact 
site location   

 
Extremely High   
Amendments to the District 
Official Plan and Huntsville  
Official Plan would be required. 

 
Locations that are in the Rural 
Area/Community Area are not 
appropriate locations for a large-scale 
hospital facility.  
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Based on the review of the provincial and municipal planning policy frameworks, it our recommendation to 
pursue hospital locations in Urban Centres, in locations that are consistent with the PPS and the District 
and municipal official plan policy objectives.  
 
From a land use planning perspective, a site within an Urban Centre reflects the most appropriate 
location for a large-scale public facility, as it provides opportunities for complementary uses, make use of 
existing and planned infrastructure, services and amenities, and is proximate to existing and planned 
concentrations of population and employment. Locating hospitals within identified Urban Centres 
minimizes the need to expand infrastructure and services to rural areas, and reflects an efficient and 
sustainable land pattern, in accordance with provincial and municipal policy objectives.  
 
The following site locations provide appropriate locations for large-scale hospitals within the District of 
Muskoka:  

• Existing HDMH Site, Huntsville Urban Centre – Large site within the Huntsville Urban Centre 
with opportunity for phased redevelopment. Location provides both regional highway and local 
transportation connectivity, and complementary adjacent land uses; and/or  

• Potential Locations at Highway 11 and Taylor Road, Bracebridge Urban Centre – Large 
sites within the Bracebridge Urban Centre with opportunity for phased redevelopment. Locations 
provides both regional highway and local transportation connectivity, and complementary 
adjacent land uses including nearby public facilities and community services and amenities.   

 
From a planning and development perspective, the existing SMMH Site in Bracebridge does not 
represent an optimal location for a large-scale hospital facility, due to its small size and location within a 
predominately residential area that does not offer space for complementary land uses. The location does 
not offer direct regional highway transportation access, which has been identified by MAHC as a priority 
feature.  
 
If MAHC determines that a location that is contiguous and adjacent to the Urban Centre boundary 
(Kirk Line Road south locations) represents the best location from a healthcare planning perspective 
and has a strong rationale to justify this location, MAHC could potentially make the case such a change to 
the Official Plan and amendment to the Urban Centre boundary is appropriate from a planning 
perspective, as it is planning for a public service facility and infrastructure in the long-term, beyond the 20-
year planning horizon of the Official Plan, as contemplated by the PPS. However, MAHC would need to 
make the case that locating a major public facility beyond the existing Urban Centre boundary meets the 
other policy tests of the PPS and the District Official Plan. This approach should be discussed together 
with the District before pursing this as a preferred site location. Further study would be required prior to 
recommending this approach from a land use and community planning perspective.  
 
It is not recommended to purse a site location that is well outside of the limits of an Urban Centre in a 
Rural Area/Waterfront Area (High Falls Road location) or in a Community Area (Port Sydney), as 
this would require significant amendments to both the District and Bracebridge/Huntsville Official Plans.  It 
would be extremely challenging to make the case that these site locations are consistent with the PPS, 
represent good planning, and address the policy objectives and intent of the District and municipal official 
plans.  
 
It is recommended that MAHC continues to work with the District and municipal staff to ensure potential 
site locations are in alignment with provincial and municipal policy, and represent feasible site locations 
for a hospital from a planning approvals perspective.   
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1. Introduction  
 
This report provides a land use and community planning analysis to inform 
MAHC’s evaluation of models of care for the future, and the preparation of the 
Stage 1 Proposal submission.   
 

1.1 Background  
 
About MAHC  
Muskoka Algonquin Healthcare (MAHC) is a multi-site healthcare organization providing acute care 
services at the South Muskoka Memorial Hospital (“SMMH”) in Bracebridge and the Huntsville District 
Memorial Hospital (“HDMH”) in Huntsville. Muskoka is the most northerly of sub-regions in the North 
Simcoe Muskoka Local Health Integration Network (“NSM-LHIN”) area. Another catchment area includes 
regions to the north including residents of East Parry Sound.   
 
There are a number of challenges that MAHC faces related to the existing health system and its hospital 
facilities. In 2012, the Ministry of Health and Long-term Care (MOHTLC) undertook a facilities condition 
assessment of SMMH and the HDMH facilities, examining structural, mechanical, electrical and 
architectural systems, and assessing the remaining useful life of the major building systems. Both 
facilities were rated in the ‘fair’ and ‘poor’ range respectively. Both facilities face significant space 
challenges now and also when considering future needs, and importantly do not meet current standards 
for accessibility and infection control. The assessment concluded that major investment in MAHC’s 
facilities would be required to meet the long-term demands of the health care system.  
 
MAHC’s Capital Planning Process  
In 2011-2012, MAHC initiated capital planning to explore and define its future role within the evolving 
health care system, and address the organization’s need to update current facilities to provide safe, 
efficient and quality health care now and in the future for Muskoka residents.  
 
In 2012, MAHC submitted a Pre-Capital Submission to MOHTLC and the NSM-LHIN. MOHTLC 
subsequently requested that MAHC develop a Master Program and Master Plan to inform future decision-
making on the use of its facilities. As part of the Master Program and Master Plan process, MAHC 
explored future models for providing care. In 2015, MAHC selected the “centrally located one hospital 
model” as the preferred model for healthcare delivery to the year 2030 and beyond.  
 
In 2017, MOHLTC awarded MAHC the funds to prepare a Stage 1 Capital Submission. The Stage 1 
Capital Submission is the first of five distinctive stages in MOHTLC’s health care capital planning process. 
The Stage 1 Capital Submission considers both program/service elements and physical/cost elements, 
analyzes multiple development options, and identifies a preferred physical development solution.  
 
In addition to the capital planning work undertaken by MAHC, the NSM LHIN Board of Directors approved 
the formation of the Muskoka and Area Health System Transformation (MAHST) Council in 2016, to 
develop an integrated health care model for Muskoka and the surrounding area. The MAHST project is 
reviewing the entire health care system in the Muskoka area. MAHC is an active participant in the MAHST 
process. Long-term hospital planning will incorporate MAHST’s planning work to remain flexible and 
provide health care resources into the future.  
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Models of Care for Consideration  
As part of the Stage 1 Capital Submission process, MOHLTC directed MAHC to explore and re-evaluate 
the models of care under consideration. MAHC is in the process of considering and evaluating three 
models of hospital care for the future. As described in MAHC’s Community Information Session 
presentation (August 28-31 2017), the models of care for consideration consist of the following:  
 

• Two Sites (Not Status Quo) - Operate two facilities with emergency care, and consolidate 
programs and services across two sites. Service siting would be based on clinical needs and 
service co-location requirements to create greater efficiencies, larger volumes and critical mass, 
and reduce duplication of staffing and equipment;  

• Two Sites (One site Outpatient / One Site Inpatient) – Operate two facilities, one site with an 
outpatient focus and one site with a primarily inpatient focus; or   

• One Site (Centrally Located) – Provide all programs and services on a single hospital site. 
Exploration of this option will include determining the role of potential vacated building(s) 
including the ability to support local urgent and primary care needs, community services, health 
hub development, or alternative models.  
 

At this stage, MAHC is not reviewing the models of care in relation to specific site locations; however, 
land use and community planning matters may impact decisions regarding the various models.  
 
Site Locations for Consideration  
The potential site locations for consideration for the one site and two site options are the following (see 
Figure 1):  

• Existing HDMH Site in Huntsville;  
• Existing SMMH Site in Bracebridge;  
• Alternative location in the Town of Bracebridge at the Highway 11 and Taylor Road area;  
• Alternative location in the Town of Bracebridge at the Highway 11 and Kirk Line Road area;  
• Alternate location in the Town of Bracebridge at the Highway 11 and High Falls Road area; and  
• Alternate location in Town of Huntsville at the Highway 11 and 141 area (Port Sydney area).   

 
The intent of this report is to inform the Capital Plan Development Task Force Stage 1 Proposal planning 
process and the selection of a preferred model, and the future site selection process (if required).   
 
Note: This report does not provide a review or commentary on the one and two site delivery models of 
care from a land use planning perspective. Any use of the singular / plural when referring to “hospital” or 
“site” is not intended to be interpreted as providing commentary or recommendations on the models of 
care and/or single or multiple site delivery approach. The basic policy planning analysis would be relevant 
regardless of model.  
 
This report was prepared to help inform MAHC’s decision-making process with regards to potential site 
locations related to the models of care from a land use planning perspective. Further analysis related to 
community and social service planning considerations could be taken into consideration as 
supplementary considerations.  
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1.2 Report Objective and Methodology   
 
Report Objective and Overview   
This report provides a land use and community planning analysis to inform MAHC’s evaluation of the 
models of care. This report considers potential site locations related to the one and two site options. This 
report provides:  

• An overview and discussion of the existing and emerging provincial and municipal policy 
framework guiding land use planning and development, and the siting of hospitals in the District 
of Muskoka;   

• A discussion of the planning considerations related to the models of care and potential site 
locations;  

• A discussion of the planning and development approvals process and potential risks.  
 
Methodology  
In order to prepare this report, Urban Strategies undertook the following:  

• visiting the existing hospital sites and potential site location areas;  
• reviewing relevant background information and documentation related to MAHC’s master 

program and master plan, and the assessment of the models of care;  
• reviewing the relevant planning legislation and policies including provincial and municipal 

planning documents;  
• meeting with the District of Muskoka, Town of Huntsville and Bracebridge staff on two 

occasions on October 13th and December 5th 2017 to discuss the models of care and 
planning considerations, as further discussed below; and   

• discussing land use planning considerations in relation to the models of care with MAHC’s 
project team.  

The documents referenced in this report and the list of meeting attendees at the meetings on October 13th 
and December 5th 2017 are listed on page 52.  

On October 13th, MAHC, and representatives from Urban Strategies and Stantec met with the staff from 
the District of the Muskoka and Towns of Bracebridge and Huntsville to discuss the Draft District Official 
Plan in relation to MAHC’s master planning work and the evaluation of the models of care.  

On December 5th, MAHC and representatives from Urban Strategies and Stantec met with staff from the 
District of Muskoka, and Towns of Bracebridge and Huntsville for a further discussion on the models of 
care from a planning perspective, and discuss potential site locations and related planning 
considerations. Following the meeting, the District of Muskoka provided further information and fact-
finding maps regarding potential site locations for consideration. The attendees from the two meetings in 
the References on page 52.  

A final draft of this report was provided to the Task Force and also circulated to the District of Muskoka, 
the Towns of Bracebridge and Huntsville for review and comment in the spring of 2018. This final report 
has been updated to address comments received from the District and Towns.  
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2. Due Diligence Review of Previous Master Planning Work

The following provides a summary and review of the previous master programming and 
master planning work.   

2.1 Master Program and Master Plan (Revised February 2016, January 2016) 

In 2012, MAHC prepared a pre-capital submission to MOHLTC in October 2012.  MOHTLC responded 
and directed MAHC to complete a Master Program and Master Plan in October 2013. MAHC retained 
Resource Planning Group (RPG) and Stantec to prepare the Master Program and Master Plan.  

Master Program  
The Master Program projects the services provided, and the Master Plan outlines the facilities where 
these services will be delivered. As part of the Master Program / Master Plan process, MAHC and its 
consultant team (RPG-Stantec) considered nine models of care and development options, which were 
reduced to three options for evaluation:  

• 2 Full Service Acute Sites (Not Status Quo) – Develop the two existing hospitals on the current
sites to remain as two acute care hospitals, recognizing there will continue to be challenges to the
programs and services across the two sites;

• Centres of Focus (Hybrid) - Maintain two acute care hospitals with Emergency Departments in
the existing communities. Some programs and/or services would be offered only at one site or the
other to create efficiencies and larger volumes, and reduce duplication and the need for
expensive technology and equipment in both sites.

• One Hospital (Central Muskoka Location) - Construct one new acute care hospital on a single
site that is centrally located. The existing sites and hospitals would become surplus.

Drive Time Analysis (pg 19-21 of Master Program Report, Revised Feb. 2016, and updated 
analysis)  
A drive time analysis was prepared as part of the Master Program. The analysis considers the percentage 
of the Muskoka population residing within a 30-minute, to 45-minute, or 60-minute drive time to either 
MAHC’s two existing hospital facilities. The Master Program and Master Plan assumes that any new 
site(s) being considered for future redevelopment would need to consider the drive times, driving 
conditions, and distances. The drive time analysis also considered the following potential locations for 
future hospital facilities:  

• Highway 11 and Highway 60;
• Highway 11 and Taylor Road;
• Highway 11 and Highway 141;
• Highway 11 and Highway 117;
• Huntsville District Memorial (existing location); and
• South Muskoka Memorial (existing location).

The analysis determined that all scenarios fulfill or nearly fulfill the ‘guidelines’ in the Rural and Northern 
Health Care Framework, except for single siting services at either the Huntsville or Bracebridge locations. 

Planning Due Diligence Review: While helpful for high-level hospital planning, the drive time analysis 
did not consider or assess the potential locations from a land use planning and servicing perspective, nor 
consider the location’s District Official Plan land use designation and related land use and servicing 
policies, and required planning approvals to locate hospitals in these locations. The potential locations 
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considered for the drive time analysis may not be feasible or appropriate from a land use planning 
perspective. This report augments this analysis, and provides a more complete analysis of the provincial 
and municipal planning policy framework and site planning considerations related to range of potential 
locations.  
 
Master Plan (MP Status Report, January 21, 2016)  
The Master Plan report reviewed the existing site conditions, and also considered development options 
by projecting the space requirements for the three service delivery models.  
 
Existing Conditions  
The review of existing site considerations including physical and cultural factors, existing site uses, allied 
health providers site development, and regulatory factors.  Based on the existing site assessment, it 
concluded the following: (pg. 19)  
 
SMMH  

• “Generally, the SMMH site will provide challenges for redevelopment. The size of the lot is below 
contemporary standards for health care facilities of the contemplated size. Nevertheless, the 
location and topography of the site are suitable for use and redevelopment.”  

 
HDMH 

• “The HDMH site is suitable for redevelopment in terms of size and location. However, the 
challenge in redeveloping this site is the proportion of currently available site area that has a high 
degree of topographic variation and other pending redevelopment of a long-term care facility. 
These factors limit hospital redevelopment opportunities and require careful consideration.”  

 
Planning Due Diligence Review: The Master Plan included a high-level review of the existing site 
context, including zoning regulations. This report provides a more detailed review of the land use 
considerations related to each the existing sites in Section 5 of his report.  
 
Options for Development (as described in pg. 21 of report)  
Option 1: Two Sites, Full Service Acute Care Sites  

• “Construct new facilities at both the HDMH (Huntsville) and SMMH (Bracebridge) sites to 
accommodate the local requirements to create two acute care facilities.”  

 
Option 2: Two Sites, Centres of Focus Care  

• “Renovate existing and construct new space at both HDMH and SMMH to accommodate the local 
requirements for ambulatory and acute care space at both sites, providing distinct and specialized 
services at each site, thus providing two centres of focus.”  

 
Option 3: One Hospital Site, Centralized Full Service Acute Care  

• “Provide a new state of the art hospital centrally located and decommission the existing facilities 
upon completion.”  

 
Option 1 and 2 were reviewed considering the utilization of the existing HDMH and SMMH Sites. Option 3 
was considered on a centralized full service acute hospital on a greenfield site within the District of 
Muskoka. Although the One Site option did not consider nor recommend a specific location and site for 
the one hospital site model, MAHC indicated that a site between Bracebridge and Huntsville in the vicinity 
of Highway 11 and Highway 141 (Port Sydney) would best service MAHC’s catchment population and 
optimize travel time and access to services.   
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Recommendation / Preferred Option (Board Decision, May 1, 2015)  
The evaluation process assessed each option based on criteria related to patient and family-centred care, 
design, construction, financial, approval and community support. The approvals criterion included sub-
criteria related to District and local municipal support.  

Overall the One Hospital Site model was recommended as the preferred model due to the following 
reasons: (pg. 5-6 of Board Decision Briefing Note, May 1, 2015).  

• “Supports a patient and family-centered care approach through providing quality of space with the
opportunity to maximize light, views and room sizes; 

• Provides the opportunity to maximize clinical and operational adjacencies and provide optimal
clinical flow all under one roof with no duplication of services; 

• Ensures a stable environment that attracts and retains doctors and sub-specialties, and offers
optimal working conditions that help to recruit staff 

• Protects the viability of core services;
• Is the least expensive model to build, and is the least expensive model to operate;
• Meets future growth needs with flexibility and growth potential and existing physical assets would

become surplus;
• Requires only one construction phase with no impact on existing hospital operations with duration

of approximately 3.5 years; and
• And most importantly, enables MAHC to ensure a sustainable model to deliver safe, high-quality

health care for the future.”

Planning Due Diligence Review:  The previous work did not provide a detailed review and analysis of 
potential locations in the context of the provincial and municipal land use planning framework, and 
consider the required planning approvals and associated risks. This report provides a more 
comprehensive discussion of potential site locations, within the context of the land use planning policy 
framework and site planning considerations.  
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3. Planning Framework  
 

Land use planning is an important consideration in the capital planning process and 
assessment and evaluation of the models of care and potential hospital site locations.  In 
Ontario, land use planning is guided by provincial legislation and the Provincial Policy 
Statement, and upper and lower tier municipal official plans. Together these documents 
set a framework for land use planning and development.  
 
The District and municipal planning frameworks establish a land use pattern to guide 
long-term growth in Muskoka in a manner that is consistent with provincial policy.  The 
District and local municipal official plans establish an overall growth pattern that directs 
the majority of growth to Urban Centres (urban areas of Bracebridge and Huntsville) to 
support the efficient use of land and infrastructure, promote the vitality and regeneration 
of these areas, and conserve and enhance the natural environment and rural character 
outside of these areas.   
 
The provincial and municipal planning frameworks provide guidance to inform MAHC’s 
future growth and development plans, and site selection and decision-making process. 
This section of the report provides a review and discussion of the provincial and 
municipal land use planning framework.  
 

3.1 The Planning Act  
 

The Planning Act R.S.O. 1990. C. P. 13 establishes the basis for land use planning in Ontario. It 
integrates matters of provincial interest into provincial and municipal planning decisions. The Planning Act 
states that the Minister may issue policy statements on matters relating to municipal planning that are of 
provincial interest. Decisions that affect a planning matter shall be consistent with the policy statement.   
 
Section 2 establishes matters of provincial interest, and states that the Minister, the council of a 
municipality, a local board, a planning board and the Municipal Board (renamed Local Planning Appeal 
Tribunal through Bill 139 as discussed below) shall have regard to matters of provincial interest in 
carrying out the responsibilities under the Planning Act.  
 
Matters of provincial interest include the protection of ecological systems, conservation and management 
of natural resources, the orderly development of safe and healthy communities, the adequate provision 
and distribution of health facilities, the appropriate location of growth and development, and the adequate 
provision and efficient use of transportation, sewage and water services, among other matters.  
 
Section 6 establishes that any provincial ministry of the Government of Ontario will have regard for the 
established planning policies of the municipality before carrying out or authorizing any undertaking that 
the ministry considers will directly affect any municipality.  
 
Summary  
The Planning Act establishes the overall framework for land use planning in Ontario, and sets out matters 
of provincial interest, including the provision and distribution of health facilities. Any decision regarding 
land use planning must have regard for matters of provincial interest. Further, any provincial ministry 
(including MOHTLC) must have regard for the established planning policies of a municipality. Accordingly, 
the siting and location of a hospital in the District of Muskoka must have regard for matters of provincial 
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interest, must be consistent with the Provincial Policy Statement (PPS), and must have regard for the 
planning policies of the District and local area municipalities.   

3.2 Bill 139: Building Better Communities and Conserving Watersheds Act, 2017 

On December 12, 2017, Bill 139, the Building Better Communities and Conserving Watersheds Act 
received Royal Asset in the Legislative Assembly of Ontario, and came into effect on April 3, 2018. Bill 
139 introduces significant amendments to the Planning Act to revise the jurisdiction and authority of the 
Ontario Municipal Board (renamed the Local Planning Appeal Tribunal). The Bill introduces significant 
changes to the land use planning framework in Ontario, and changes the way planning and development 
applications are reviewed and approved in Ontario.  

Bill 139 renames the Ontario Municipal Board, the Local Planning Appeal Tribunal (LPAT) and modifies 
the Planning Act to limit the grounds upon which an official plan, official plan amendment, zoning by-law 
and zoning by-law amendment can be appealed on the basis of: consistency with provincial plans, and 
conformity with official plans.  Bill 139 also excepts a broad range of municipal land use planning 
decisions from appeal to the Tribunal. It prohibits appeals related to provincial approvals of official plans 
and official plan updates, if the Minister is the approval authority.  

Bill 139 introduces a new two-step appeal process that applies to official plans and zoning by-law 
amendments. The two-step appeal process provides greater authority to municipal councils to reconsider 
the application after an appeal is filed.  Bill 139 provides the Minister of Municipal Affairs (the Minister) the 
authority to identify an appeal to the Tribunal as being a matter of provincial interest; and limit the 
Tribunal’s powers on appeal.  

Summary  
Bill 139 introduces significant changes to the Planning Act and appeals process. MAHC should be aware 
of the changes to the statutory planning review and appeals process, as it may impact the ability to move 
forward with a single site option, depending on the proposed location of the site, and the required 
municipal planning approvals. Bill 139 limits appeals to matters of consistency with provincial plans and 
conformity with official plans, giving greater authority to municipal official plans.  

While MAHC would be unlikely to appeal a municipal council decision, under Bill 139, it will become more 
complex to pursue a siting and development option that is not in alignment with the District and local 
official plans, and does not have support of the District and municipal councils.  
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3.3 Provincial Policy Statement, 2014 
 

The Provincial Policy Statement (PPS) came into effect on April 30, 2014. The PPS describes the 
Province’s vision for Ontario’s land use planning system, and sets direction on matters of provincial 
interest related to land use planning and development. It promotes a provincial policy-led planning 
system. The PPS applies to all decisions in respect of the exercise of any authority that affects a planning 
matter, made on or after April 30, 2014.   
 
The Planning Act requires that all decisions of a council of a municipality, a local board, a ministry, 
commission or agency of the government, in respect of the exercise of any authority that affects a 
planning matter “shall be consistent” with the PPS. Policy 4.2 also states that comments, submissions, or 
advice that affect a planning matter that are provided “shall be consistent with” the PPS.  
 
All provincial decisions, including decisions by the MOHLTC related to capital funding and approvals that 
affect a planning matter must be consistent with the PPS. Moreover, any decision by a council of a 
municipality that affects a planning matter must be consistent with the PPS. Accordingly, the siting and 
development of a public hospital is a planning matter, and must be consistent with, and cannot conflict 
with the PPS. Similarly, the District and local Official Plans and planning decisions must be consistent 
with the PPS.  
 
The following sections provides a detailed analysis of the provincial policies, applicable to the potential 
siting of a hospital facility.  
 
Healthy, Liveable and Sustainable Communities  
Policy 1.1.1 provides direction to manage and direct land use to achieve efficient land use patterns that 
provide for healthy, liveable and safe communities. This will be achieved by: promoting efficient 
development and land use patterns; accommodating an appropriate range and mix of uses to meet long-
term needs; avoiding development and land use patterns which may cause environmental or public health 
and safety concerns, and that would prevent the efficient expansion of settlement areas in those areas 
which are adjacent or close to settlement areas; promoting cost-effective development patterns and 
standards to minimize land consumption and servicing costs; and ensuring that necessary infrastructure 
and public service facilities are or will be available to meet current and projected needs, among other 
considerations.   
 
Policy 1.1.2 states that sufficient land shall be made available to accommodate an appropriate range and 
mix of land uses to meet projected needs for a time horizon of up to 20 years. As per the PPS direction, 
municipal official plans are typically prepared for a 20-year planning horizon. The Province directs 
municipalities to make sufficient land available through intensification and redevelopment, and if 
necessary, designated growth areas. Designated growth areas mean lands available in the official plan 
for urban residential use, rather than non-residential uses, such as a public hospital. The PPS specifically 
states that nothing limits for planning for infrastructure and public service facilities beyond a 20-year time 
horizon. 
 
Following the PPS’ direction, the siting and development of a hospital facility should reflect an efficient 
and cost-effective development and land use pattern that prevents the unnecessary expansion of 
settlement areas, and minimize land consumption and servicing costs. As a public service facility, a 
hospital will be planned to meet current and projected needs.  
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The PPS does not prevent planning for a public service facility (such as a hospital facility) beyond a 20-
year time horizon. This policy may provide some flexibility for MAHC to plan for the long-term growth of its 
facilities, beyond the 20-year planning horizon of the District Official Plan.  
 
Settlement Areas  
The PPS identifies settlement areas as urban areas and rural settlement areas within municipalities that 
consist of built-up areas where development is concentrated and which have a mix of land uses, and 
lands which have been designated in an official plan for development (designated growth areas).  
Settlement areas are to be designated in municipal official plans for development over the long-term 
planning horizon. The PPS states that settlement areas shall be the focus of growth, and their vitality and 
regeneration shall be promoted (Policy 1.1.3.1).  
 
Policy 1.1.3.2 sets out that land use patterns within settlement areas will be based on densities and a mix 
of land uses which efficiently use land and resources, are appropriate for, and efficiently use 
infrastructure and public service facilities which are planned and available, and avoid the need for their 
unjustified and/or uneconomical expansion, among other considerations.  
 
The PPS provides direction for how to plan and manage growth through intensification and 
redevelopment of existing built-up areas and in designated growth areas within settlement areas. 
Designated growth areas mean lands within settlement areas designated in an official plan for growth 
over the long-term planning horizon, which have not yet been fully developed. Policy 1.1.3.6 requires that 
new development taking place in designated growth areas should occur adjacent to the existing built-up 
area, with a compact form, mix of uses and densities that allow for the efficient use of land, infrastructure 
and public service facilities.  Policy 1.1.3.7 directs planning authorities to establish and implement 
phasing policies to ensure the orderly progression of development within designated growth areas, and 
the timely provision of the infrastructure and public service facilities to meet current and projected needs.  
 
Policy 1.1.3.8 states that expansions of settlement areas may only be permitted through a municipal 
comprehensive review, and in cases where it has been demonstrated that sufficient opportunities for 
growth are not available through intensification, redevelopment and in designated growth areas to 
accommodate the projected needs over the identified planning horizon, and infrastructure and public 
service facilities are planned or available are suitable for the development over the long term and are 
financially viable over their life cycle, and protect public health and safety of the natural environment.  
 
The PPS provides policy direction to direct growth and development to settlement areas, with the broad 
objective to support their vitality and regeneration over the long term, and establish land use patterns 
based on densities and a mix of land uses which efficiently use land and resources, including appropriate 
phasing of development to avoid undeveloped ‘islands’ within growth areas. The PPS generally supports 
locating public service facilities, such as hospitals within urban settlement areas, where growth and 
development is anticipated, and where there are a concentration of development and a mix of land uses. 
Locating major public facilities within settlement areas will minimize the need for the expansion of 
infrastructure.  
 
The PPS directs municipalities to identify the limits of settlement areas in their official plans to 
accommodate growth to a 20-year planning horizon. The District of Muskoka Official Plan implements the 
PPS at a District municipal level by identifying the limits of settlement areas.  Any expansion of the 
settlement area to accommodate growth needs would need to be completed as part of a municipal 
comprehensive review, in accordance with the PPS. 
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Rural Areas and Rural Lands  
Section 1.4 and 1.5 of the PPS detail the policies regarding rural areas and rural lands.  Rural settlement 
areas should be the focus of growth in rural areas. When directing development in rural settlement areas, 
planning authorities shall give consideration to rural characteristics, the scale of development, and the 
provision of appropriate service levels (Policy 1.1.4.3).  
 
Rural lands are lands located outside of settlement areas and outside of prime agricultural lands. On rural 
lands within municipalities, permitted uses are limited to the management or use of resources; resource-
based recreational uses; limited residential development; home occupations and home industries, 
cemeteries; and other rural land uses (Policy 1.1.5.2).   
 
Growth and development in rural areas and rural lands is intended to be rural in characteristics and scale, 
with consideration for the provision of appropriate service levels. Rural settlement areas are intended to 
be the focus of growth in rural areas.  Development in rural settlement areas should be rural in 
characteristic, and appropriate to service levels. Large-scale public facilities are therefore not intended in 
rural settlement areas, as they are generally not rural in character and scale.   
 
Based on the policies of the PPS, land uses in rural lands are limited to resource and rural land uses. 
Large-scale public facilities, such as hospitals are not permitted on rural lands, outside of settlement 
areas. Accordingly, it would be extremely difficult to locate a public hospital outside of an identified 
settlement area, as it is not a permitted use as per the PPS, and does not meet the planned intent of rural 
areas. Locating a large-scale hospital on rural lands is inconsistent with the policies of the PPS.  
 
Coordination  
Section 1.2 of the PPS details the coordination policies. Policy 1.2.1 states that a coordinated, integrated 
and comprehensive approach should be used when dealing with planning matters within municipalities, 
across lower, single, and upper-tier municipal boundaries, and with other orders of government, agencies 
and boards, including managing and/or promoting growth and development, and infrastructure and waste 
management systems.  
 
Based on the policies of the PPS, the planning of a public hospital requires a coordinated, integrated and 
comprehensive approach, as it is a planning matter that impacts both District and local municipalities, as 
well as the Province of Ontario (MOHLTC).  
 
Employment and Long-term Economic Prosperity  
The PPS directs planning authorities to promote economic development and competitiveness by 
providing for an appropriate mix and range of employment and institutional uses to meet long-term needs, 
and providing for a diversified economic base, and encouraging compact mixed-use development that 
incorporates compatible employment uses to support liveable and resilient communities.  
 
MAHC is a major employer and driver of economic development in the District of Muskoka, and supports 
long-term needs of a large geographic area, including both the North and South Muskoka areas, as well 
as East Parry Sound. The location and siting of hospital facilities must be consistent with the economic 
development and competitiveness policies of the PPS. The siting of a hospital facility in the District should 
consider economic development opportunities and associated impacts in the District, North and South 
Muskoka and East Parry Sound, and consider and assess the potential impacts related to relocating 
hospitals and supportive uses, such as other health and community support services. MAHC, in 
association with the District and Towns has retained a separate consultant to examine the economic 
considerations related to the models of care and potential site locations.  
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Infrastructure and Public Service Facilities  
Section 1.6 of the PPS provides policy direction regarding infrastructure and public service facilities. 
Public service facilities are defined as lands, buildings and structures for the provision of programs and 
services provided or subsidized by a government or other body, such as social assistance, recreation, 
policy and fire protection, health and educational programs, and cultural services. Based on this 
definition, a hospital/health care facility is considered a public service facility.  
The following policies detail the provincial policy direction regarding infrastructure and public service 
facilities:  

Policy 1.6.1.  “Planning for infrastructure, electricity generation facilities and transmission and 
distribution systems, and public service facilities shall be coordinated and integrated with land use 
planning so that they are: 

a) Financially viable over their life cycle, which may be demonstrated through asset
management planning; and

b) Available to meet current and projected needs.”

Policy 1.6.3. “Before consideration is given to developing new infrastructure and public service 
facilities:  

a) The use of existing infrastructure and public service facilities should be optimized;
and

b) Opportunities for adaptive re-use should be considered, wherever feasible.”

Policy 1.6.4. “Infrastructure and public service facilities should be strategically located to support 
the effective and efficient delivery of emergency management services.”  

Policy 1.6.5. Public service facilities should be co-located in community hubs, where appropriate, 
to promote cost-effectiveness and facilitate service integration, access to transit and active 
transportation.”  

The provincial policies guiding the planning and location of infrastructure and public service facilities 
provide specific direction to inform the location and planning of hospital facilities. Based on Policies 1.6.1 
to 1.6.5, planning for public facilities should be coordinated with land use planning. The PPS directs 
authorities to consider the use of existing public services facilities before developing new facilities, and 
also consider opportunities for adaptive re-use, and locating facilities in community hubs, where 
appropriate. This policy directs MAHC and municipal authorities to give consideration for the 
redevelopment and potentially adaptive reuse of the existing hospital sites.   

The PPS also recognizes that public service facilities should be strategically located to support the 
delivery of emergency management services. Following this direction and based on MAHC’s initial 
analysis, a hospital site in the District of Muskoka should have direct or near-direct access to Highway 11 
to be able to effectively deliver emergency management services to MAHC’s catchment area.   

Policies 1.6.1 to 1.6.5 provide direction for both infrastructure (such as sewage and water systems and 
transportation corridors and facilities), and public service facilities (such as hospitals). Accordingly, the 
siting and location of a public hospital facility must consider both infrastructure and health-care planning 
matters. Planning for public service facilities must be coordinated with both infrastructure planning and 
land use planning. 
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Sewage, Water and Stormwater  
The PPS details the provincial policies for planning for sewage and water services. There is a close 
relationship between planning for services and planning for growth. The PPS requires integrating 
servicing and land use considerations in all stages of the planning process (Policy 1.6.6.1.d). Policy 
1.6.6.1 states that planning for sewage and water services shall direct and accommodate expected 
growth or development in a manner that promotes the efficient use and optimization of existing municipal 
sewage and water services, and ensure that these services are provided in a manner that can be 
sustained, is feasible, financially viable and complies with all regulatory requirements, and protects 
human health and the natural environment.  
 
Policy 1.6.2.2 states that municipal sewage and water services are the preferred form of servicing for 
settlement areas. Policy 1.6.2.3 states that where municipal sewage and water services are not provided, 
municipalities may allow for private communal sewage and water services. Policy 1.6.4.4. states that 
where not provided, individual on-site water and sewage services may be used provided that site 
conditions are suitable for the long-term provision of such services with no negative impacts.  
 
A large-scale public facility/hospital will require municipal sewage and water servicing. The siting options 
must be consistent with the PPS direction with regard to municipal sewage and water services.  
 
The servicing and land use policies of the PPS direct authorities to direct and accommodate growth in a 
manner that promotes the efficient use and optimization of services. The District of Muskoka Official Plan 
sets out the overall servicing plan in Muskoka, over a 20-year planning horizon, and provides further 
direction regarding servicing. Based on the policy direction of the PPS, it would be very difficult to seek 
municipal approval to extend municipal services beyond the Urban Centre limits to service a public 
hospital.  
 
Wise Use and Management of Resources  
Section 2 of the PPS details the provincial policies to protect natural heritage, water, agricultural, mineral 
and cultural heritage and archaeological resources. This section details policies related to development 
and site alternation related to natural heritage systems in the Province. It also details policies to protect, 
improve, or restore the quality and quantity of water.  
 
The development of a public hospital must be consistent with the natural heritage and water and resource 
policies of the PPS.  
 
Implementation and Interpretation  
Section 4 of the PPS details the implementation and interpretation policies. Policy 4.7 states that the 
official plan is the most important vehicle for implementation of the PPS, and that comprehensive, 
integrated and long-term planning is best achieved through official plans. It states that official plans 
should coordinate cross-boundary matters to complement the actions of other planning authorities and 
promote mutually beneficial solutions.  
 
Summary  
The PPS sets out the overall basis for land use planning and development in the Province of Ontario. All 
planning decisions, including the siting and development of a public hospital must be consistent with the 
PPS.  Planning for infrastructure, public service facilities (including hospitals), and land use planning must 
be coordinated and integrated to be financially viable and available to meet current and projected needs. 
The PPS provides general direction to direct growth to settlement areas in a compact form, with the 
objective to support healthy and liveable communities, and use land and resources efficiently. The PPS 
states that growth in rural areas (including rural settlement areas) and rural lands are intended to be rural 
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in characteristic and scale.  Large-scale public facilities are not permitted on rural lands, as permitted 
uses are limited to resource and rural land uses. Therefore, it would be inconsistent with the PPS to 
locate a large-scale public hospital facility on rural lands, outside of a settlement area.  
 

3.4 The Official Plan of the District Municipality of Muskoka (The Draft District Official Plan)  
 

The District of Muskoka (“the District”) is in the process of preparing a new District Official Plan. The new 
Official Plan will provide an updated policy framework to guide growth and physical change across 
Muskoka to a planning period of 2036. It implements the PPS (2014) at the District level, and establishes 
broad, upper tier policy that provides guidance to Area Municipalities, and establishes a framework for 
coordination and cooperation between the District and Area Municipalities.  
 
The District held a Statutory Public Meeting on the Draft District Muskoka Official Plan (“Draft OP”) on 
August 29, 2017, and a Second Statutory Public Meeting on November 23, 2017. It is anticipated that the 
District will come forward with a final recommended Official Plan for Council adoption and provincial 
approval in the spring of 2018. Once the official plan is in effect, it guides all planning decisions in the 
District and within Area Municipalities. All new services, sewer or watermains, for example, must conform 
to the plan. All lower-tier official plans and zoning by-laws must conform with the upper-tier official plan.  
 
If the hospital development proposal conflicts with the upper-tier and/or lower-tier municipal plan, an 
amendment to the plan would be required in the form of an official plan amendment. The official plan 
amendment would need to be consistent with the Provincial Policy Statement, as described above.  
 
The following sections describe the Draft OP (dated October 5, 2017), where a policy is significantly 
changed from the current in-force Official Plan, it is noted in a grey textbox.  
 
Vision and Guiding Principles  
The Draft OP is based on an overall vision for the District that aims to wisely manage and direct growth 
and physical change and promote efficient land use and development pattern. The vision establishes that 
“sustainable development will allow for the desired growth and change that respects the small-town, rural 
and waterfront character of Muskoka.” The Draft OP aims to protect the natural environment, provide a 
diverse economy with year-round employment opportunities, promote healthy communities by ensuring 
development patterns contribute positively public health and safety, and provide transportation options 
that are efficient, cost effective and promote alternates to the personal vehicle.  
 
Sustainable Muskoka: Growth Management, Servicing and Healthy Communities  
The growth management objectives of the Draft OP aim to manage growth in a sustainable way that 
makes the most efficient use of land, infrastructure, public services and facilities, provide infrastructure 
and services to support growth in a fiscally responsible manner, and direct permanent residential and 
employment development in Urban Centres where full services are available to support the efficient use 
of land and infrastructure and to meet the needs of present and future residents and businesses. The 
growth management objectives of the Plan emphasize the need to phase urban development in 
conjunction with required infrastructure improvements, and ensure the construction and expansion of 
infrastructure occurs in a manner that meets the need of present and future residents and businesses in 
an efficient, environmentally sensitive, cost effectively and timely manner.  
 
The vision, guiding principles and growth management objectives of the Draft OP establish an overall 
settlement pattern to make efficient use of land, resources and infrastructure, protect the quality of 
cultural and natural environments, and accommodate sustainable growth by facilitating development that 
supports healthy communities. The development of a major public hospital facility should align with and 
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advance the vision and guiding principles for the District, and the Draft OP’s growth management 
objectives.  
 
Muskoka Settlement Pattern – Land Use Designations and Policies   
The following provides a summary of the land use designations and related policies in the Draft Official 
Plan. Section 5 of this report provides a high-level analysis of how each potential site location relates to 
the District’s land use structure and land use policies. A central objective of the Draft OP is to strengthen 
the settlement structure of Muskoka as a “composite of urban, rural and waterfront areas by focusing 
growth to Urban Centres and supporting appropriate development in Community, Rural and Waterfront 
Areas designation, which maintains the character and integrity of each of these areas” (I.1.1.a).  
 
Settlement Areas  
The Draft OP states that settlement areas will be the focus of growth in the District. It identifies two types 
of settlement areas: Urban Centres and Community Areas. Urban Centres are locations where municipal 
sewage services and municipal water services are provided, and Community Areas are locations where 
municipal sewage services are not provided (B2a and b). The urban areas of Huntsville and Bracebridge 
are identified as Urban Centres, and the Port Sydney area is identified as a Community Area.  
 
The Draft OP identifies the limits of Urban Centres and Community Areas on Schedule A (see Figure 2 in 
the attachment). Boundary expansions or adjustments may only be undertaken as part of a 
comprehensive review of the Official Plan, and require an amendment to the Plan (Policy B2c, Policy 
B11). In undertaking a comprehensive review of the Plan, the level of detail of the assessment should 
correspond with the complexity and scale of the settlement boundary expansion or adjustment.   
 
Urban Centres – The urban areas of Bracebridge and Huntsville are both identified as Urban Centres, 
and are intended to be the focus of growth. The Draft OP promotes the efficient use of existing and 
planned infrastructure and public service facilities in Urban Centres, and encourages increases in density 
in designated growth areas, and infill or intensification to maximize the use of infrastructure and minimize 
the amount of land required for development (I1.1).  
 
The Draft OP identifies designated growth areas within Urban Centres. Designated growth areas are 
outside of the existing built-up area, and are located where greenfield development is anticipated over the 
planning horizon of the Plan. Major development in designated growth areas are subject to a series of 
policy considerations, and must demonstrate that the development is a logical extension of the existing 
built-up area, is compact, and makes efficient use of land, among other considerations.  
 
Permitted uses in Urban Centres allow for a full range of uses, in accordance with the requirements of the 
Plan and Area Municipal Official Plans, except where municipal water and sewage services are not 
available. The Draft OP states: “the majority of permanent residential uses, major employment generators 
and uses requiring municipal services will be directed to Urban Centres (I1.2a). It also states that “all new 
development shall be appropriate to the infrastructure which is planned or available, to avoid the need for 
unjustified and/or uneconomical expansion of this infrastructure” (I.1.2b). This policy aims to limit 
extensions of infrastructure, beyond the limits of the planned services and the identified limits of the 
Urban Centre boundary.  
 
The current in-force Official Plan contains similar policy language as the Draft OP; however, the in-force 
Official Plan states that the expansion of boundaries of an Urban Centre will proceed by Local Official 
Plan amendment and be considered based on a growth management strategy that assesses the needs of 
a community, rather than a municipal comprehensive review (D.6), as now required under the PPS. Policy 
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D.7 states that it is “anticipated that most major employment generators, health and social service 
facilities and educational institutions will be located in Urban Centres.” 
 
Community Areas – The Draft OP recognizes Community Areas as service nodes for rural and 
waterfront areas, and encourages the development of complete small-scale community, with 
opportunities for housing, employment, learning, and accessing amenities and services, and encourages 
the provision of an appropriate range and mix of housing (I2.1). It promotes the use of infrastructure and 
public services facilities, while ensuring the density of development can be sustained by private individual 
on-site water and sewage services. It encourages the provision of an appropriate range of employment 
opportunities and the diversification of the economic base through the provision of small-scale 
commercial and industrial uses.  
 
Permitted uses in Community Areas are subject to meeting servicing requirements and other 
requirements, as set out in the Plan and Area Municipal Official Plans. Policy I2.2a states: “growth will be 
limited to infill and minor rounding out of existing development and shall be restricted to uses that are 
sustainable or private individual on-site services.” Policy I2.2.b states: “all new development shall be 
appropriate to the infrastructure which is planned or available, to avoid the need for unjustified and/or 
uneconomical expansion of this infrastructure.”  
 
The current in-force Official Plan has similar policies for Communities. Policy D.9 specifically states that 
uses permitted in Communities “include low density residential development and accessory uses, resort 
development, recreational facilities, and small-scale commercial, institutional and industrial 
establishments.” Accordingly, institutional uses are intended to be small-scale in nature.  The in-force 
Official Plan states that the expansion of boundaries of Communities will proceed by Local Official Plan 
amendment and sets out the issues that must be addressed. The 2014 PPS requires that boundary 
adjustments occur through a municipal comprehensive review. The Draft OP has been updated to reflect 
the changes in provincial policy.  
 
Rural and Waterfront Areas   
The Draft OP details policies guiding Rural Areas and Waterfront Areas. These areas are not intended as 
locations for growth and development, and are intended for natural, resource and agricultural and open 
spaces uses.  
 
Rural Areas – The Rural Area is generally comprised of a mix of resource-related activities, limited low 
density residential uses, and other small scale or space extensive developments. The Plan aims to 
preserve the character of the Rural Area and large tracts of undeveloped lands for environmental 
protection, and limit development that could result in fragmentation of significant natural habitat, 
sterilization of resources, or strip development that detracts from the rural function and character.  
 
Permitted uses include: agricultural uses, home industries/businesses, limited small-scale commercial, 
industrial, and institutional uses, particularly related to arts, culture, and tourism, resource-based 
recreational uses, limited residential development, uses related to the management of use of resources, 
and other rural land uses as identified by Area Municipalities (Policy I.3.3).  
 
The current in-force Official Plan has similar policies for the Rural land use designation. Policy D31 states 
that permitted uses include “resource management, wildlife management, recreation and low-density 
development areas within Muskoka”. Policy D.35 states that “industrial, commercial and institutional uses 
that require urban services will be directed to Urban Centres. Some large-scale industrial, commercial 
and institutional uses may be permitted in the Rural designation subject to the following:  
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a) The proposed use is resource based or cannot be accommodated in an Urban Centre or 
Community and does not require urban services;  

b) The proposed use is non-toxic, low effluent producing and can be serviced with individual 
water and sewage services and the use conforms to the other servicing policies of the Plan;  

c) The proposed use does not negatively impact the natural and cultural heritage of the area; 
and,  

d) The proposed use is compatible with surrounding uses.  
 
Waterfront Areas – Waterfront Areas are located along and in proximity to lakes, rivers and shorelines. 
The objectives of the Plan aim to protect the ecological features and functions of lakes, rivers and 
shorelines, encourage the conservation of the overall landscape including tree cover and vegetation, and 
protect the integrity of the landscape and natural environment.  Permitted uses include: low density, 
single detached permanent residential and recreational dwellings, tourist commercial uses, industrial and 
commercial uses that are appropriate and necessary in the Waterfront Area, open space uses and 
waterfront landing areas (Policy I.4.3).  
 
The following summarizes the applicable land use designation objectives and policies that inform the 
location and siting of a hospital in Muskoka.  The Draft OP establishes an overall settlement structure in 
Muskoka of urban, rural and waterfront areas, with the aim to maintain the character and integrity of these 
areas. The location of major public facility should be consistent with the planned character of the District’s 
areas.  
 

• Urban Centres are intended to be the focus for permanent population growth where full services 
are available. The majority of permanent residential uses, major employment generators and 
uses requiring municipal services will be directed to Urban Centres. Growth in Urban Centres will 
make use of infrastructure and minimize the amount of land required for development. Based on 
the policy directions of the Draft OP, a large-scale hospital is permitted and anticipated in Urban 
Centres. As a major employment generator, hospitals will contribute to the planning objectives for 
Urban Centres. Locating a hospital in an Urban Centre concentrates job growth and public 
services in an area with other community and social/health services infrastructure, and 
compatible and complementary land uses, where there is existing and planned municipal water 
and wastewater services. Locating a hospital in an Urban Centre promotes the efficient use of 
existing and planned infrastructure and public services, and reflects a sustainable development 
pattern to contribute to the Draft OP’s objective to achieve healthy communities.   

• Community Areas (e.g. Port Sydney location) are intended as service nodes for rural and 
waterfront areas. Development in Community Areas is intended to be small-scale in nature, and 
growth is limited to infill and minor rounding out of existing development. Development must be 
sustained by private individual on-site water and sewage servicing. Permitted uses are subject to 
meeting servicing requirements. The servicing requirements represent a significant constraint to 
the development of a hospital in the Port Sydney Community Area. Large-scale public facilities 
are not anticipated in Community Areas. The development of a large-scale hospital in a 
Community Area would not maintain the character and integrity of the Community Area, and 
would be inconsistent with the objectives for Community Areas as a small-scale rural service 
node. There is a risk that even if the servicing constraints could be overcome and the hospital 
was permitted as a singular standalone amendment in a Community Area, the development of a 
hospital in a Community Area could lead to other development activity in proximity to the hospital, 
changing the character and scale of the area.   

• Rural Areas are comprised of resource-related activities, and small-scale or space extensive 
developments. Large-scale public facilities, such as a hospital, are not permitted within Rural 
Areas, and are inconsistent with the policy objectives for Rural Areas. Rural Areas fall outside of 
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settlement areas, and do not have existing or planned municipal servicing connections. While 
small-scale institutional uses are permitted in Rural Areas, a large-scale public facility, such as a 
public hospital use is not explicitly allowed. This is consistent with the PPS policy direction for 
land uses permitted in rural lands. A hospital development and other adjacent uses in a Rural 
Area could potentially result in fragmentation of natural habitat and detract from the rural function 
and character of the area.  

• Waterfront Areas are intended to protect and conserve the ecological features and functions of 
lakes, rivers and shorelines in the District. Large-scale public facilities, such as hospitals are not 
permitted in Waterfront Areas. Large-scale public facilities in proximity to Waterfront Areas may 
detract from the ecological features and functions of these areas, and would need to be carefully 
considered in terms of the environmental impact and fragmentation of natural habitat.  

 
In summary, based on the land use policy designations, large-scale public facilities, such as hospitals, are 
only permitted and anticipated in Urban Centres, where there are a mix of land uses, existing built-up 
area and planned growth areas, and existing and planned service connections. Locating a public hospital 
in an Urban Centre addresses the objectives of the Official Plan to make the most efficient use of land, 
infrastructure, public services and facilities, and contributes to the planned character of Urban Centres.  
 
An official plan amendment would be required to allow the development of a public hospital in a 
Community Area, Rural Area and/or Waterfront Area, or to extend the Urban Centre boundary to a site 
location beyond the limits of the Urban Centre boundary. Expansions or adjustments of the Urban 
Centre/Community Area boundary may only be undertaken as part of a comprehensive review of the  
District Official Plan. Amendments to the Official Plan would need to be consistent with the PPS, be in the 
public interest, and be considered against all of the policies of the Official Plan. Based on the policies of 
the Draft OP, it would be challenging to make the case that locating a major public hospital facility outside 
of an Urban Centre is consistent with the PPS and meets the objectives of the Plan. We do not 
recommend that MAHC pursues these options from a land use planning perspective.  
 
Servicing and Waste Water Management  
The Draft District OP’s places an emphasis on aligning growth or development and sewage and water 
services to promote the efficient use and optimization of services. (Refer to Figure 5 in the attachment).  
 
Municipal Sewage Services - The District of Muskoka is responsible for municipal sewage and water 
services. Municipal sewage services and municipal water services are the preferred form of servicing for 
Urban Centres.  Schedule B – Urban Service Areas identifies boundaries of municipal sewage service 
areas and municipal water services, and identifies Single Service Areas, Future Service Areas and 
Special Policy Areas. An amendment to the Plan is required for an expansion of service areas. Minor 
adjustments to service areas to enable infill and minor rounding may be permitted without an amendment 
to the Plan, provided they are in general conformity with Schedule B (Policy 15.2c.).  
 
Policy B15.2e. states that the District may allow lot creation in Urban Centres only if there is confirmation 
of sufficient reserve sewage system capacity or reserve water system capacity within municipal sewage 
services and municipal water services.  
 
Policy 15.2.f. states: “the extension of municipal sewage services and/or municipal water services beyond 
the boundary of an Urban Centre may only be considered to address failed services and/or public health 
concerns or to facilitate installation of works that have been determined to be in the public interest.”  
 
Policy 15.2g provides direction for the District to require an economic/fiscal impact analysis in support of a 
proposal related to expanding the boundaries of existing municipal sewage and water service into future 
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serviced areas. This would consider the operating and capital budgets and financing implications, and the 
ability to financially and technically provide for required servicing infrastructure.  
 
Individual On-site Sewage Services and Individual On-site Water Services – The Draft OP identifies 
a set of criteria to guide individual on-site sewage services and individual on-site water services, which 
includes the following parameters (Policy B.15.3):  

• In Urban Centres individual on-site services will only be used where development represents 
limited infill in an established built up area or development of an existing vacant lot of record 
where municipal services are not immediately available or available in the foreseeable future;  

• In Community Areas individual on-site services may only be used for infilling and minor rounding 
out of existing development;   

• In both Urban Centres and Community Areas, private individual on-site services will only be 
permitted where development represents a low intensity use(s) and no immediate or foreseeable 
supply, health or environmental issues would be created or further compounded;  

• Where individual on-site sewage services and/or individual water services are proposed within a 
Future Service Area for municipal services, the private services shall be designed and installed in 
a manner that facilitates future connection to municipal services; and  

• New lot creation in any land use designation on individual on site-services and private individual 
on-site water services may be considered where it has been demonstrated that sufficient capacity 
for hauled sewage is available.  

 
Private communal sewage and communal water services are not permitted.  
 
The Draft OP also details phasing policies (Section B.15.8) to encourage the timely provision of 
infrastructure as urban development occurs. It provides direction for local municipalities to establish 
phasing plans for all settlement areas that will consider the capacity of water and water infrastructure, and 
transportation systems, among other considerations.  
 
The Draft OP servicing policies are generally consistent with the servicing policies in the current in-force 
Official Plan; however, the structure, organization and wording of the policies differs.  
 
The Draft OP details comprehensive servicing policies, which are closely aligned with the District’s overall 
growth strategy. The intent is to coordinate and align growth and servicing infrastructure to manage 
growth in a sustainable way that will make the most efficient use of land, infrastructure, and public 
services and facilities, in alignment with the PPS. Where investments have been made in municipal 
infrastructure, the District’s approach to land use is to direct growth to these investment areas. 
 

• Urban Centres are areas with existing and planned service connections (identified as Full 
Service, Single Service Future Service Areas).  

• Community Areas and Rural Areas do not have existing or planned municipal services, and 
there are no plans to extend services within these areas. According to the Draft OP, the extension 
of municipal services beyond the boundary of an Urban Centre can only be considered to 
address failed services and or public health concerns, or facilitate the installation for works that 
have been determined to be in the public interest.  

  
An official plan amendment would be required to allow the development of a public hospital in a 
Community Area and/or Rural Area, and extend municipal services to these areas. MAHC would need to 
provide a strong defensible rationale that the extension of public works in this area is consistent with the 
PPS, and is not only in the public interest, but addresses the land use planning objectives of the Official 
Plan, and also represents good planning. MAHC would need to make the case that there is a greater 
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provincial public interest that must be addressed that outweighs other land use and community planning 
considerations.  
 
Public Service Facilities  
The Draft OP details policies for developing new infrastructure and public service facilities. A 
hospital/healthcare facility is considered a public service facility, as per the definitions of the PPS.  
 
Policy B16 provides policy direction regarding public service facilities and specifically states that major 
public service facilities will be located in Urban Centres.  
 

a) “Before consideration is given to developing new infrastructure and public service facilities:  
i) The use of existing infrastructure and public service facilities should be prioritized and 

optimized;  
ii) Opportunities for adaptive re-use should be considered, wherever feasible;  

b) Infrastructure and public service facilities should be strategically located to support the effective 
and efficient delivery of emergency management services and should generally be focused in 
settlement areas. Major public facilities shall be located in Urban Centres.   

c) Public service facilities should be co-located in community hubs, where appropriate, to promote 
cost-effectiveness and facilitate service integration access to transit and active transportation.”  

 
The existing in-force Official Plan contains a section on community services, and details policies on 
Institutional Uses. The Draft OP details more generalized policies on public service facilities that are 
generally consistent with the PPS.  
 
Policy I.2 state that “community facilities which provide a regional as well as local service should be:  

a) Reviewed jointly by affected levels of government;  
b) Have regard for locational and design criteria. At a minimum, facilities should be:  

i) Located in proximity to major transportation routes;  
ii) Located centrally within the service area;  
iii) Located adjacent to or in combination with other community facilities or support 

services; and  
iv) Located and sited to accommodate hard and soft servicing requirements, such 

as waste, water and parking.  
Policy I.16 to 1.20 detail policies for health and social services, with the intent to identify certain Provincial 
and District interests and to assist in the planning and delivery of health and social programs. I.18 states 
that “proposals for new health care and social service facilities shall be reviewed by the District and the 
Ministry of Community and Social Services.” Policy I.19 states that the “District shall encourage major 
health and social services facilities to locate in Urban Centres.” The in-force policy provides more 
flexibility than the Draft OP, as it states that the District shall encourage health facilities to locate in Urban 
Centres. 
 
Policy I.26 states that “new institutional uses shall generally be restricted to locations designated in local 
and other documentation. Said documentation may contain policies which subdivide institutions into 
categories by size or function of the institution”. Policy I.27 states that “institutions will be encouraged to 
located in Urban Centres and Communities”.  
 
The Draft OP policies provide explicit direction on how to evaluate the development and expansion of a 
hospital. MAHC has provided commentary to the District on the Draft Official Plan.   
 



 27 

The Draft OP is in alignment with the PPS direction on public service facilities; however, the Draft OP 
adds the specific requirement that major public facilities shall be located in Urban Centres. Policy B16 
specifically provides direction that public services facilities should be strategically located. This provides 
direction that may support a rationale for a centralized health care model, if there is a rationale related to 
the effective and efficient delivery of health care and emergency management services. However, Policy 
16b also specifically states that a major public facility shall be located within an Urban Centre. If approved 
in its current wording, this policy would require that MAHC locate its facility within an Urban Centre 
(existing locations or alternate locations within Bracebridge and Huntsville urban areas).  
 
Other Applicable Polices  
 
Promoting Sustainable Development and Healthy Communities  
The policies with regards to sustainable development encourage a land use and development pattern that 
supports the health and well-being and contribute to a higher quality of life. With regards to community 
hubs, Draft Policy B18.8 states that the District supports and encourages land, buildings and structures to 
be utilized to their fullest potential for provision of programs and services, provided or subsidized, by 
government or other body. When and where available these uses are encouraged to co-locate within 
Community Hubs. It further states that coordination of co-located services may occur within the District, 
and that community hubs may offer opportunities for school and community partnerships, and respond to 
local service and recreational needs, provide more efficient and sustainable services, and provide 
improved access to services.  
 
The policies on community hubs generally support co-locating a major health facility in locations that 
proximate and offer opportunities for co-location of other health, social and community services, rather 
than a standalone facility. This policy is generally consistent with the provincial policy direction in the 
PPS, and other provincial initiatives regarding community hubs. Locations within an Urban Centre 
adjacent and proximate to other services and facilities allows opportunities for co-location of services and 
programs, and complementary uses.  
 
Economic Development Policies  
The Draft OP’s policies related to economic development aim to create and maintain a strong economy. 
The policies draw a link between the natural environment and economic development, and encourage 
growth, diversification and vitality of the economy. The policies aim to reinforce the function of Urban 
Centres and Community Areas as cultural, administrative, entertainment, retail and social focal points. 
The District’s draft policies support the development and retention of education, health, cultural and 
religious facilities to promote and facilitate growth and wellbeing.  
 
The draft economic policies provide broad direction to encourage the co-location of major employers in 
the District within Urban Centres and Community Areas, which are intended as the foci points in the 
District. MAHC is a major employer in the District, and an important contributor to the District’s economic 
development goals.  
 
Transportation  
The transportation policies relate to the transportation system and classification of roads. The 
transportation policies generally aim to provide a variety of options to connect people and goods, and 
promote public transit and active transportation.  
 
Schedule F illustrates the District’s existing and planned transportation network (refer to Figure 3 in the 
attachment), including provincial roads and Class A, B and C regional roads. In terms of the planned 
transportation corridors, the transportation corridor north of the Town of Bracebridge Urban Centre 



 28 

between Highway 11 and Muskoka Road 118 (north and south of High Falls Road), is part of the 
Bracebridge North planned transportation corridor. In January 2012, the District initiated a Class 
Environmental Assessment (EA) Study for the corridor. The Study was completed in September 4, 2016.  
 
Based on the directions of the District OP and MAHC’s site location considerations, an optimal site 
location from a land use planning and transportation connectivity perspective would provide highway 
transportation connectivity, in addition to local transportation options to promote public transit and active 
transportation modes.   
 
Mineral Aggregate Resources  
Section G.1.2 of the Plan details the policies regarding mineral aggregate resources. Resource Areas are 
shown on Schedule E1 of the Plan (Refer to Figure 4 in the attachment), and indicate sand and gravel 
resource areas of primary and secondary significance. The District OP protects mineral aggregate 
operations from development and activities that would hinder their expansion or continued use which 
would be incompatible for reasons of public health, public safety and environmental impact. Development 
proposed within 300 metres of pit and 500 metres from a quarry will be required to complete a land use 
compatibility assessment to determine conformity with the Plan. Policies G.1.2.3.3.1 and G.1.2.3.3.2 
provide further criteria to assess development and activities in adjacent lands and areas with known 
deposits of mineral aggregate resources.  
 
Any potential hospital location in proximity and adjacent to Resource Areas will have to carefully consider 
and assess the policies regarding mineral aggregate resources to determine the appropriateness of 
development, and assess appropriate land use compatibility. This will need to be carefully considered as 
part of future site selection processes.  
 
Summary 
The District Draft OP provides a comprehensive policy framework to guide growth and development in the 
District of Muskoka for a 20-year planning horizon. It recognizes that the District is made up of a number 
of communities of different sizes and characteristics. Major permanent residential growth and major 
employment generators are directed to Urban Centres in order to promote the efficient use of land and 
infrastructure to meet the needs of presents and future residences and businesses, and align growth and 
municipal services. The Draft OP permits major public facilities (such as public hospitals) in Urban 
Centres, and states that major public facilities shall be located in Urban Centres. It neither anticipates nor 
allows for a major public facility, including a public hospital in Rural Area, Waterfront Area and/or 
Community Area. The Draft OP aims to protect and support the District’s rural areas, and ensure 
development contributes to the character of the Muskoka’s different rural and urban areas.  
 
A hospital location within an Urban Centre boundary is consistent with the PPS policy direction, and 
conforms to the District’s growth management objectives and land use planning policies. Locating a 
hospital in an Urban Centre will allow for the co-location of other community services and infrastructure 
and complementary uses, make use of existing infrastructure and services, and support active 
transportation and transit usage. If MAHC pursues a site location within the Urban Centre boundary 
(existing sites / alternate sites in the Bracebridge Urban Centre), an amendment to the District Official 
Plan should not be required. 
 
A hospital location outside of an Urban Centre in a Rural Area, Waterfront Area and/or Community 
Area are not permitted nor anticipated in the District Official Plan. If MAHC pursues a site location outside 
of an Urban Centre in a Rural Area/Waterfront Area and/or Community Area an amendment to the District 
Official Plan would be required. MAHC would need to apply for an amendment to allow for a large-scale 
institutional use and extension of municipal services beyond the Urban Centre boundaries. MAHC would 
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need to make the case that the proposed amendment is consistent with the PPS, represents good 
planning, and that there is a greater public interest and provincial policy matter that justifies the changes 
to the Official Plan.  

• If MAHC pursues a hospital location in a Community Area (Port Sydney location), an official 
plan amendment to would be required to specifically permit a large-scale public facility in a 
Community Area, and also permit municipal services in this location. A large-scale public hospital 
facility would be out of scale with the planned character and scale of a Community Area, and 
would not be proximate to other residential and employment areas, and other supporting 
community services and infrastructure. It would not allow for multi-modal transportation and 
transit access to the hospital.  

• If MAHC pursues a hospital location within a Rural Area, in a location that is contiguous 
with, and immediately adjacent to the existing Urban Centre boundary, MAHC could 
potentially make the case that the change represents an appropriate amendment to the Urban 
Centre boundary, as it is planning for a public service facility and infrastructure in the long term, 
beyond the 20-year planning horizon of the Official Plan, as contemplated by the PPS. This 
approach would need to be discussed with the District.  

• If MAHC pursues a location that is not contiguous with the Urban Centre boundary in a 
Rural Area, MAHC would need to either:  
• Seek an amendment to allow a major public facility in designated Rural Area, and allow the 

extension of municipal services to these areas; or  
• Seek an amendment to the overall District land use concept and extend the Urban Centre 

boundary to this location, and redesignate this area as part of the Urban Centre. This is only 
permitted as part of the comprehensive review of the Official Plan, as the District has 
designated sufficient land to support growth over the next 20-year period, and does not 
anticipate any significant changes to the Urban Centre boundary.  

 
A location that is not contiguous, nor proximate to the Urban Centre boundary would represent a 
significant change to the Official Plan and planned character of the District’s Rural Area. Locating a 
hospital in a location that is not proximate to the Urban Centre boundary would require a significant 
extension of municipal services, and would impact the overall planned settlement pattern of the District, 
and could result in a non-contiguous development pattern, resulting in the leapfrogging of development, 
and leading to fragmentation of rural lands.  
 
In summary, based on our review of the Draft OP and within the context of the PPS, in our opinion, 
a location within an identified Urban Centre reflects good planning, is consistent with the PPS and 
conforms to the District Official Plan, and is most appropriate location for a hospital in the 
District.  It is not recommended that MAHC pursue a site location that is well beyond the limits of 
the Urban Centre boundary. In our opinion, locations beyond the Urban Centre are not consistent 
with the PPS, and do not meet the intent of the District Official Plan, nor represent good planning.  
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3.5 Local Area Municipalities Official Plans  
 

The local area municipalities provide more detailed land use policy direction to guide growth and 
development within each municipal area. Any hospital development proposal would need to conform with 
both the District of Muskoka Official Plan, and the applicable local area municipal official plan. If the 
proposal conflicts with an aspect of the official plan, an official plan amendment to the lower tier municipal 
official plan would be required. An official plan amendment would need to be in conformity with the District 
Official Plan, and be consistent with the PPS.  
 
The following provides a high-level summary of the Huntsville and Bracebridge Official Plans. A more 
detailed review of local municipal official plans should be conducted as part of a more detailed site 
selection process.  
 

3.5.1 Huntsville Official Plan  
 

The Town of Huntsville Official Plan provides a comprehensive framework to guide future land use and 
physical development in the Town of Huntsville. The Town of Huntsville is in the process of updating its 
Official Plan. At this time, the Town has yet to release a Draft Official Plan for review.  
 
The existing in-force Official Plan aims to guide sustainable growth and development, conservation, 
preservation initiatives in the Town over the next twenty years. It aims to reinforce a strong urban centre, 
and distinct rural and waterfront areas, and protect, conserve and preserve significant features of the 
natural interest. The Plan directs growth and settlement to appropriate locations, promotes positive 
sustainable forms of development, and supports Huntsville as a regional centre for commercial, health 
and education services, among planning objectives.  
 
The Huntsville Official Plan recognizes Huntsville as a regional centre that supports the broader Muskoka 
area. It is intended to be a regional focus and service centre for economic, cultural and recreation activity 
in the District of Muskoka for residents and visitors.  
 
Urban Settlement Area & Institutional Uses  
The Official Plan identifies an urban settlement area that generally corresponds with the Urban Centre 
area identified in the District Official Plan. The Plan identifies the boundaries of the Urban Settlement 
Area and corresponding land use designations (including institutional) on Schedule A-1 (refer to Figure 12 
in the attachment). The Urban Settlement Area provides a 20-year supply of land to accommodate 
projected population growth.   
 
The Huntsville Urban Settlement Area will provide a nucleus for a full range of land uses and community 
facilities at urban densities, generally on full municipal sewer and water services.  The growth strategy 
directs the majority of intensive, commercial, institutional, industrial growth to the Huntsville Urban 
Settlement Area where full serviced are required and available, and states that only low density 
residential growth will be permitted outside of the Huntsville Urban and Hidden Valley Settlement Area.  
 
Section 4.8 provides direction regarding Institutional Uses in the Urban Settlement Area. It states:  

Policy 4.8.5 -  New large-scale Institutional uses may be permitted in areas designated 
Institutional, Commercial or Industrial.  In other locations, such uses shall only be permitted 
following an evaluation of the impact of the facility on the surrounding area and approval of a 
zoning amendment. Large-scale Institutional uses are considered to be those which are 
substantially out of character with land uses in the surrounding area taking into account building 
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area and height, building coverage of lot area, vehicular traffic and parking requirements, among 
others.   

 
4.8.6 New large-scale Institutional uses shall be:  

a) located on collector or arterial roads in order to provide adequate vehicular access to 
individual sites;  

b) located centrally within the service area; 
c) located adjacent to or in combination with other institutional uses where appropriate and 

possible; and  
d) appropriately sited to accommodate demands with regard to parking facilities, servicing or 

other similar matters 
 
Port Sydney  
Port Sydney is located within the Town of Huntsville. The OP describes Port Sydney as a historic 
settlement, with existing development serviced by private water and sewage disposal systems. It states 
that due to servicing costs and constraints, Port Sydney will not be serviced by expanded municipal water 
supply and/or sewage disposal system in the foreseeable future. Outside areas designated as water 
service area (as shown on Schedule B-3, refer Figure 15 in the attachment), new development will 
proceed on individual water supply and sewage disposal services. The Official Plan identifies a village 
core in Port Sydney, with a mix of low density residential development, commercial and institutional 
development at a limited scale. Permitted uses provide for limited-scale commercial and institutional uses.  
 
The Official Plan states that Institutional or Open Spaces may be permitted in identified locations on 
Schedule A-3. New large-scale institutional uses must be established by an official plan amendment, and 
are considered those which are substantially out of character with land uses in the surrounding area 
taking into account building area and height, building coverage of lot area, vehicular traffic and parking, 
among others.  
 
Rural Area  
Rural Area are lands located outside of other land use designations in the Plan. The Rural Area provides 
locations for resource-related uses, conservation activities, environmentally sensitive lands and wildlife 
habitat areas, and residential, commercial and industrial uses at a scale sustainable on private services. 
Large-scale institutional uses/public facilities are not anticipated nor permitted in the Rural Area. The OP 
describes the Rural Area as a rural setting predominately of natural, forested landscape. Services are to 
be provided by private individual water and sewage systems.  
 
The Official Plan identifies Highway 11 as a rural corridor that has been developed with rural industrial 
and commercial uses. This development pattern is encouraged at new interchanges.  
 
Servicing  
The Official Plan directs development to locations where there is an appropriate level of municipal 
infrastructure. Intensive uses requiring municipal sewer and water services are directed to fully serviced 
areas of the Town. The servicing policies state that policies for Huntsville Urban Area based on service 
provision within Full Service Urban Area, Future Urban (Full Service) and Future Service Area with 
related policies guiding service provision, as shown on Schedule B-1 (Refer to Figure 14 in the 
attachment).  
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3.5.2 Bracebridge Official Plan  
The Bracebridge Official Plan provides direction to manage growth and development in the Town, over 
the next 20 years. It was approved by the Town Council in April 2013, and by the District Council in 
October 2013.  It sets out a vision to enrich the social, cultural, economic and natural environments, 
which includes becoming South Muskoka’s centre of health through enhanced recreation, child care, 
nutrition, active transportation infrastructure and health care services.   
 
The Bracebridge Official Plan land use concept and settlement pattern is based on the following 
designations: Urban Centre, Muskoka Falls Community, Rural Area and Waterfront (Schedule A), Refer 
to Figures 8 - 9 in the attachment).  
 
Permanent residential and Employment Area growth will generally be directed to the Urban Centre on full 
municipal services. The Town’s Official Plan recognizes the Town as a regional service centre for health 
services, and recognize the employment benefits associated with new and expanding institutional, 
medical, and educational facilities in the Town. It promotes the integration of institutional facilities into the 
existing community.  
 
Potential locations in the Town of Bracebridge include:  

• Existing SMH Site location within the Urban Centre;  
• Locations along the Taylor Road/Highway 11; and  
• Locations High Falls Road/Kirk Line Road/Highway 117.  

 
Community Facilities  
The Official Plan defines Community Facilities as uses with the primary purpose of serving the 
educational, health and social needs of the community and include hospitals, medical clinics, and other 
health care and social service facilities, in addition to other education and community services (Policy 
B.7.1). Community Facilities are permitted within all land use designations in the Urban Centre, subject to 
the provisions of the Zoning By-law, and provided the use is, or can be made, compatible with 
surrounding uses, adequate parking facilities are provided to accommodate the use, and the use is 
adequately buffered from any surrounding residential uses (Policy B.7.2). The Official Plan encourages 
community facilities in locations where they can be accessed through an active transportation network 
(Policy B.7.3).  
 
Small-scale Community Facilities permitted in the Rural Area designation include: place of workshop, 
cemetery, fire station, open air recreation facilities, research facilities that require proximity to the Rural 
Area, and Municipal, Provincial and Federal government facilities (Policy B.7.4). Hospital uses are not 
permitted in the Rural Area designation.  
 
Policy B 7.5 provides direction regarding location and states that Community Facilities shall generally be 
located in proximity to arterial and collector roads as identified on Schedules ‘C1’ and ‘C2’ of the 
Transportation Plan. Alternative locations shall only be considered upon submission of a traffic study that 
conforms the surrounding road network has the capacity to support the use, that conflicts will not occur 
between existing uses and the community facility, and that parking will be adequately managed.  
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Urban Centre  
The Urban Centre is identified as the major settlement area in the Town. This area is a major service 
area for the surrounding waterfront and rural areas. The Urban Centre is the primary location for 
permanent residential and Employment Area growth in the Town. The objectives for the Urban Centre 
promote the integration of institutional facilities in the existing community (A.7.8.2.7).  
 
The Urban Centre Boundary is illustrated on Schedule A, and is based on sufficient land to accommodate 
permanent residential and Employment Area growth for a 20-year period. Urban Centre boundary 
adjustments are not anticipated to be required and will only be considered as part of a comprehensive 
review of the Plan (Policy A 6.3.3).  
 
The Official Plan identifies existing and future Service Areas (Schedule D) for the Bracebridge Urban 
Centre. Within the Urban Centre, municipal water and waste water treatment services required for growth 
will be provided on a cost-effective basis (Policy A.6.3.4).  
 
Rural Area  
The Rural Area designation contains expansive undeveloped areas which provide opportunities for space 
extensive resource, recreation use, small scale commercial and industrial uses and low density residential 
development. The Rural Area Countryside designation permits development that recognizes the rural 
character of the Town, and has minimal negative impacts on the natural environment.  
 
Permitted uses in the Rural Area countryside designation include traditional resource based small scale 
(Class B) pits and accessory uses, low density residential development, bed and breakfast 
establishments, and home businesses. The Plan states that small scale community facilities are also 
permitted, subject to the policies of the Plan (E 2.3.2). Policy E2.4.7 states:   

 
“community facility uses shall generally be directed to the Urban Centre. However, new small-
scale community facility uses may be permitted in the Rural Area Country Designation in 
accordance with Section B7.4 of this Plan, and subject to an amendment to the implementing 
Zoning By-law. Before considering such an Amendment, Council shall be satisfied that:  
 
i) the scale of the proposed community facility use is appropriate for the area;  
ii) the building housing the proposed use is set back an appropriate distance from adjacent 

uses and from lot lines;  
iii) any noise emanating from the use will not have an adverse impact on the enjoyment of 

adjacent properties;  
iv) a servicing and stormwater management plan is established to the satisfaction of the 

Municipality; and  
v) the development is subject to Site Plan Control.”  

 
Servicing  
Section I4.0 details water and wastewater servicing policies for the Town. All development in the Urban 
Centre shall proceed on the basis of full municipal water and sewer services within the area designated 
for municipal water and sewage services within the area. Schedule D (refer to Figure 9 in the attachment) 
indicates Existing Service and Future Service Areas, and the Official Plan provides policy direction to 
guide the extension of municipal water and sewage services in Future Service Areas.  
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Summary  
The local Huntsville and Bracebridge Official Plans provide local planning policy direction, which is 
aligned with the PPS and the District Official Plan. Both official plans direct large-scale institutional uses 
to Urban Areas/Urban Settlement Areas, in accordance with the District Official Plan. 
 
The Huntsville Official Plan provides specific direction to locate large-scale public facilities in Urban 
Settlement Areas, which MAHC would need to review chooses an alternate location within Huntsville. 
Large-scale public facilities are not anticipated nor permitted in Port Sydney Community Area or in Rural 
Areas, outside of Urban Settlement Areas, and can only be established through an Official Plan 
Amendment.  
 
The Bracebridge Official Plan similarly anticipates that institutional facilities will locate within the existing 
Bracebridge Urban Centre area. It does not permit the extension of municipal water and sewer services 
outside of Urban Centre Boundaries. It only allows such works when they are undertaken in the public 
interest to remedy a health hazard or an environmental concern, in which case an amendment to this 
Plan is not required. In order to permit a hospital and extend municipal services beyond the Urban Centre 
boundary, an amendment to both the District and Bracebridge Official Plan would be required. This would 
be considered a significant amendment.  
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4. Discussion of Planning Policy Issues   
 
Alignment with provincial and District and local municipal planning direction   
The PPS and the District and local municipal land use planning policy documents establish an overall 
planning framework, which directs growth and development to settlement areas. The District and local 
municipal planning frameworks establish a land use pattern to guide long-term growth in Muskoka, in a 
manner that is consistent with provincial policy.  
 
Settlement Pattern: Planned Character, Scale and Service Provision Levels  
The District and municipal Official Plans establish an overall growth pattern that directs the majority of 
growth and major employment generators to Urban Centres (Bracebridge, Huntsville), where there are a 
mix of uses, and existing and planned municipal servicing. The planning documents direct growth, 
services and infrastructure to Urban Centres to support growth in a socially, environmentally, and 
economically sound manner and achieve sustainable land use and development patterns. Urban Centres 
contain a mix of services and amenities, including health care services, employment opportunities and a 
mix of housing forms. They are intended to continue to grow as the focus areas for the District into the 
future. The District and local official plans explicitly permit and anticipate public hospital facilities in Urban 
Centres.  
 
The planning documents delineate the boundaries of Urban Centres to accommodate population 
(residential) growth to a 20-year planning horizon. Extensions of the Urban Centre boundary limits are not 
contemplated within the planning horizon of the District Official Plan, and if requested, can only be 
considered as a comprehensive 10-year review of the District Official Plan. The PPS and District OP, 
however allow for planning for infrastructure beyond the 20-year horizon. This policy could be invoked if it 
could be demonstrated that locating a public facility beyond the existing urban boundary met the other 
tests of the PPS and the Official Plans regarding appropriateness of siting on existing land uses (e.g. 
avoiding fragmentation of natural lands and leapfrogging of development, efficient use of infrastructure, 
appropriate access etc.) and community impacts (traffic, economic development, community cohesion 
and support). It should be stressed that this is a policy that is typically used for hard infrastructure and not 
community infrastructure and services. Accordingly, the Official Plans have policies that state large-scale 
institutional uses are not anticipated or permitted outside of Urban Centres.  
 
Public Service Facilities  
The PPS and the District Draft OP provide direction to inform the planning and location of public service 
facilities. Planning for public services facilities, including hospitals is intended to be coordinated and 
aligned with land use planning and infrastructure planning. The PPS and the District and municipal official 
plans provide overall support for co-locating public service facilities with other services and amenities to 
contribute to healthy and sustainable communities, and promote active transit and transportation.  
 
Planning for a major facility such as a hospital should also anticipate the types of ancillary development 
and uses that are likely to occur in proximity to a hospital. Potential adjacent and complementary uses 
may include doctors’ offices, allied health clinics, quick service restaurants, seniors housing and long-
term care. Locating complementary uses together allows for and creates efficiencies for clients and users, 
and may reduce vehicle trips and promote transit use.  
 
Hospitals, even in urban areas, are high traffic generators and require significant parking. Siting 
considerations should consider both ease of access from highways and regional transportation network 
for emergency service access, as well as ease of access from nearby streets, in addition to the provision 
of parking. Similarly, the impact of traffic flow on local area streets and adjacent areas should be 
considered. Finally, new hospitals tend to require larger footprints than older style facilities, due to higher 
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space standards per patient related to contemporary infection control and accessibility standards, and 
higher floor to floor heights to accommodate medical and mechanical systems. The appropriateness of 
built form and land use on adjacent uses and areas should be considered as part of the analysis.  
 
A location that is not contiguous nor proximate to an identified Urban Centre provides limited opportunity 
to allow for complementary and ancillary uses near a hospital. Locating a hospital facility in a Community 
Area (Port Sydney) or in a Rural Area/Waterfront Area would change the existing and planned rural 
character of the areas, and would have a significant impact on the overall growth management strategy in 
the District.  
 
Servicing   
The PPS, the District and local municipal official plans provide direction to coordinate and align public 
sewage and water services, growth and development, and public service facilities. Public sewage and 
water services are not planned to extend beyond the limits of Urban Centres.  
 
Official plan amendments to the District and local official plans would be required to extend municipal 
services to service a hospital outside of the Urban Centre. There is very limited policy basis to justify this 
extension, even if MAHC would independently finance the operating and maintenance costs related to 
municipal services. Extending public services beyond the limits of the Urban Centre represents a 
significant change to the Official Plan, and is generally not in alignment with the provincial policy direction, 
as set out in the PPS.  We do not recommend pursing a site location that would require the extension of 
municipal services well beyond an Urban Centre boundary. It would be challenging to make the case that 
the extension of municipal services to service a hospital is consistent with the PPS and represents good 
planning.  
 
Balancing Healthcare and Land Use Planning Matters and Public Interests   
The provision and distribution of health facilities is a matter of provincial interest. The selection of a new 
MAHC hospital location must allow for the best model of healthcare delivery, with consideration for 
healthcare planning and delivery objectives.  However, locating the hospital within the District is also a 
land use planning matter, and will require District and municipal planning approvals. Therefore, we 
recommend aligning the site selection process with the PPS and the District and local official plan policy 
framework.  
 
Planning Approvals and Risk  
Based on our review of the PPS, the in-force Official Plan and the Draft OP and the local area municipal 
official plans, it will be extremely challenging to obtain an amendment to the District Official Plan and 
municipal official plans to allow for a large-scale hospital site in a location that is not within nor 
immediately adjacent to an Urban Centre. This would consistent a significant change to the District 
Official Plan, and represents a high-risk option, as further discussed in the following section.  
 
There is the ability for municipal councils to amend the Official Plan policy, and allow for an official plan 
amendment, provided that the amendment is consistent with provincial policy. However, MAHC should 
consider the required planning approvals and associated risks prior to moving forward with any siting 
option.  
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5. Site Analysis  
 
This section of the report provides a high-level assessment and analysis of potential 
hospital site locations, for the one or two site models.  
 
Site Requirements & Planning Considerations  
 
As part of the assessment of the delivery models, MAHC is undertaking a preliminary review of physical 
opportunities and constraints associated with each of the existing facilities and sites, and considering new 
locations that may be associated with the delivery models. In order to consider potential site locations, 
MAHC has identified the following site requirements:  

• Size: A minimum 30-acre site that provides flexibility for the multi-phase long-term expansion and 
renewal to serve the District;  

• Transportation Access: To provide efficient and effective delivery of emergency and acute care 
for the entire District and the East Parry Sound region, any site(s) should be located along the 
Highway #11 corridor.  

 
In addition to the site requirements, there are a number of land use and community planning 
considerations that need to be considered to determine the appropriateness of potential site locations 
under both the one and two site delivery models:  
 
Land Use Planning 
Framework  

• Consistency with PPS  
• Conformity with District and Local Municipal Plan Policy 

Direction  
• Required Municipal Approvals   

 
Site Context  • Surrounding land uses and built form  

 
Capacity for Growth and 
Phased Development  

• Size and location offers ability to develop/redevelop the hospital 
in phases  

 
Servicing  • Access and connections to municipal / individual site servicing  

 
Transportation and 
Access   

• Highway and emergency access  
• Transportation access to surrounding community  

 
Opportunity for Alternate 
Uses / Redevelopment  

• Opportunity to redevelop / use site for other complementary / 
healthcare or other uses (if vacated over long term, only 
applicable to existing sites)  

Complete Community / 
Complementary Uses  

• Contributes to complete community and allows for 
complementary and ancillary uses  
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Site Location: Existing HDMH Site, 42 acres  
 
Land Use Planning 
Framework  
 

• Consistency with 
PPS  

• Conformity with 
District and Local 
Municipal Plan Policy 
Direction  

• Required Municipal 
Approvals   

 

• Provincial Policy Statement: Location is located within 
Settlement Area (Urban). Location is consistent with PPS.  

• District Draft Official Plan: Located within Huntsville Urban 
Centre (Refer to Figure 2 in the attachment).  

• Huntsville Official Plan: Lands are located within Huntsville 
Settlement Area and designated Institutional Use (Refer to 
Figure 13 in the attachment).  

• Planning Approvals:  
• Amendments to the District Official Plan and Huntsville 

Official Plan would not be required to redevelop the 
site with institutional (hospital) uses.  

• Amendments to the Huntsville zoning by-law may be 
required. The use is permitted and can be expanded 
on the site. Depending on the size and location of the 
expansion, it is possible but unlikely that a site-specific 
zoning by-law amendment would be required to 
address setbacks or other development-specific 
details. This would need to be reviewed once a more 
detailed development option comes forward, if MAHC 
chooses to pursue this site location.  

• Planning Approvals Risk: Very Low.  
 

Site Context  
• Surrounding land 

uses and built form  
 

• The site is located within Town of Huntsville, north of the 
downtown core.  

• Site uses: Existing uses on the site include: acute hospital, 
Howland Building – hospice run by Algonquin Family Health 
Team and building with IT services and Northern Ontario 
School of Medicine Teaching facilities, and helipad.  

• Surrounding uses: The site is surrounded by forested area, 
identified as Future Urban area to the west, Mixed Use Area to 
the southeast along Highway 3, with existing commercial and 
medical related uses. A medical office building is located along 
Highway 3 (Refer to Figure 13 in attachment for adjacent land 
use designations).  

• The adjacent built form is predominately low-rise, commercial 
in nature. Hospital growth and redevelopment would not be in 
conflict with adjacent uses.  
 

Capacity for Growth and 
Phased Development  

• Size and location 
offers ability to 
develop/redevelop 
the hospital in 
phases  

 

• Size (42 acres) is sufficient to allow for phased redevelopment.  
• There is a 32-metre grade change from south to north, which 

would need to be addressed through redevelopment plans.    
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Servicing  
• Access and 

connections to 
municipal / individual 
site servicing  

• The site is serviced by existing municipal service connections 
and is within Full Urban Service Area (Refer to Figure 14 in the 
attachment). The District will be running an new water line 
along Earl’s Road to improve water pressure and capacity.  

Transportation and Access   
• Highway and 

emergency access  
• Transportation 

access to 
surrounding 
community  

 

• The site is located on just off of Highway 60, with direct 
connection to Highway 11.  

• The site location offers good highway for emergency access.  
• There is the potential to extend the street grid network north 

and east to provide additional transportation connectivity to 
surrounding urban areas.  

 
Refer to Figure 3 & Figure 16 for District and local transportation maps.  

Opportunity for other Uses 
/ Redevelopment  

• Opportunity to 
redevelop / use site 
for other 
complementary / 
healthcare or other 
uses (if vacated over 
long term, only 
applicable to existing 
sites) 

• MAHC has been by approached by allied health providers to 
develop Fairven Long-term Care Facility on an abutting 
property. This would provide a complementary use.  

• Any master plan option would require close coordination with 
Fairven facility to maximize the cost-effective opportunity for 
MAHC.  

• From a land use planning perspective, the site location could 
continue to develop as a ‘campus of care’ and health-related 
uses, or potentially be used for commercial uses, as an 
extension of Highway 3 mixed use area, if MAHC determines 
site is not required for medical-related uses. Changing the land 
use designation would be subject to planning approvals.  

Complete Community / 
Complementary Uses  

• The site location allows for complementary uses along 
Highway 3 for retail/commercial and other medical-related 
uses.  

• The site is located within Town of Huntsville urban area, and 
contributes to establishment of complete community.  

 
 
Summary - The HDMH Site provides an appropriate location for a hospital site. It is located in the 
Huntsville Urban Centre / Settlement Area, in an existing urbanized area suitable for intensification. The 
site is an appropriate size (42 acres) for a large-scale public hospital, and allows for phased 
redevelopment. The site is accessible by the provincial / regional highway network, provides good 
emergency service access, and also offers potential for local transportation connections to surrounding 
areas. The site location and surrounding context and adjacent uses allows for complementary health-
care/medical and commercial uses, and contributes to the establishment of a complete community within 
an identified Urban Centre.  
 
Approvals Risk: Very Low  
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Site Location: Existing SMMH Site, 11 acres in size  
Land Use Planning 
Framework  
 

• Consistency with 
PPS  

• Conformity with 
District and Local 
Municipal Plan Policy 
Direction  

• Required Municipal 
Approvals   

 

• Provincial Policy Statement Location is generally consistent 
with PPS and conforms to municipal official plan.  

• District Official Plan: Located within Bracebridge Urban 
Centre (Refer to Figure 2 in the attachment) 

• Bracebridge Official Plan: Lands located within Bracebridge 
Urban Centre. Lands are designated as a Residential land use, 
although it is zoned for Institutional Uses (Refer to Figure 7 in 
the attachment).  

• Amendments to the District Official Plan would not be required 
to redevelop site with hospital uses.  

• Amendments to the Bracebridge Official Plan would not be 
required. Amendments to the zoning-by-law should not be 
required, but may be dependent on the uses, building 
envelope, parking/access, and other technical considerations. 
These would need to be reviewed once a more detailed 
development option comes forward, if MAHC chooses to 
pursue this site location.  

• Planning Approvals Risk: Low / Moderate, depending on the 
scale and nature of development.  

Site Context  
• Surrounding land 

uses and built form  
 

• The site is located within Town of Bracebridge, just north of the 
downtown core.  

• Site uses: Existing uses on the site include: acute hospital, 
helipad, and parking areas. Hospital occupies most of the 
site’s developable land.  

• Surrounding uses: The site is primarily bounded by 
Residential Uses, and is not the most optimal location for a 
large-scale public hospital (Refer to Figure 7 in the attachment 
for adjacent land use designations):  

§ The site is bounded by Liddard Street to the north, 
Aubrey Street to the east, Anne Street to the south, 
and ravine to the west.  

§ A ravine intersects north-west corner of the site.  
§ The site is surrounded by low-rise residential uses.  
§ The surrounding built form is predominately low-rise 

and residential in nature. Several complementary 
medical clinics operate in proximity to the hospital. 

Capacity for Growth and 
Phased Development  

• Size and location 
offers ability to 
develop/redevelop 
the hospital in 
phases  

 

• The size of the site and location within primarily residential 
neighbourhood presents challenges for redevelopment. 

• The size (11 acres) is insufficient to allow for phased 
redevelopment. The size of the lot is below contemporary 
standards for health care facilities of contemplated size, and 
would be difficult to decant the existing hospital and replace 
with new facilities.  

• The small size of the site, and the surrounding residential uses 
would make it difficult to expand the site area for 
redevelopment.  
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• The small site would make providing increased parking 
associated with expanded services difficult and may put 
additional pressure on local area streets.  

Servicing  
• Access and 

connections to 
municipal / individual 
site servicing  

• The site is serviced by existing municipal service connections. 
Identified within Existing Service Area Refer to Figure 9 in the 
attachment).  

Transportation and Access   
• Highway and 

emergency access  
• Transportation 

access to 
surrounding 
community  

 

• Primary access to the site is from Anne Street; used by the 
public and emergency vehicles.  

• Secondary access is from Liddard Street and is used by staff 
and service vehicles. A helipad is located north of hospital near 
Liddard Street. The Helipad location at grade adjacent to 
residential uses is not an ideal land use relationship.  

• The site location in downtown Bracebridge does not offer direct 
vehicular highway and emergency access. 

• Traffic congestion associated with downtown may be 
exacerbated due to limited river crossings often delaying 
emergency access to hospital (to be confirmed through 
transportation analysis). Capacity of local roads to 
accommodate increased activity from expanded hospital scale 
would need to be considered.   

(Refer to Figure 3 & Figure 10 for District and local transportation 
maps) 

Opportunity for Other Uses 
/ Redevelopment  

• Opportunity to 
redevelop / use site 
for other 
complementary / 
healthcare or other 
uses (if vacated over 
long term, only 
applicable to existing 
sites) 

• The site is designated as Residential Use, surrounded by other 
Residential Uses and is located within walking distance of the 
historic main street and recreation opportunities along the 
river.   

• If MAHC determines the site is not required for hospital uses, 
from a land use planning perspective, the site could be 
redeveloped / used for other health-care related uses (such as 
long-term care facilities, ambulatory care), community uses or 
could be an appropriate site for residential uses (including 
market and affordable).  

Complete Community / 
Complementary Uses  

• The site location offers limited ability to locate complementary 
uses in the immediate surrounding area. The site is 
surrounded by low-rise residential uses, with limited 
opportunity for complementary commercial and medical-
related uses.  

 
Summary - The SMMH Site is located within an identified Urban Centre, and generally aligns with the 
PPS and the District Official Plan land use permissions. However, the site does not provide an optimal 
location for a large-scale hospital facility. It is a small site (11 acres) and it is bounded primary by 
residential uses, and does not offer flexibility for phased redevelopment. The SMMH Site is centrally 
located within the Town of Bracebridge, and does not have direct highway access for emergency medical 
uses. Local roads would need to be evaluated for their capacity to carry the level of vehicular traffic 
associated with an expanded or revised hospital program.  
Approvals Risk: Low/moderate, depending on scale and nature of development.  
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Site Location: Alternate location in Bracebridge at Highway 11 and Taylor Road area  
Potential Location for One Site or Two Site Model Delivery Models  
 
Potential site locations in this area may include:  

- A) 300 Pine Street, Town of Bracebridge, Located within Urban Centre boundary, west of 
Highway 11 corridor, site currently used as gravel pit / industrial use, 44.5 acres.  

- B) Lot 7 CON 2 Macaulay, Con 2, Town of Bracebridge, located within Urban Centre boundary, 
west of Highway 11. Site consists of vacant commercial property, 21 acres.  

- C) 1060 Taylor Road, Town of Bracebridge, located on southeast periphery of Urban Centre 
boundary, east of Highway 11. Northern portion of site falls within Urban Centre and southern 
portion falls outside of Urban Centre, Site consists of farm with residence. 84.47 acres  

 
These potential locations have been identified through discussion with the District of Muskoka for the purposes of 
informing the planning analysis. The site locations are general to help inform the land use and community planning 
analysis. Detailed site selection and a more comprehensive analysis of potential site locations will be pursued during 
a future phase, if required.  
 
Note: The Town of Bracebridge has entered into a purchase and sale agreement to acquire Site B for a future 
hospital. Based correspondence from the Town, it would support a zoning by-law amendment to allow a hospital site 
in this location, and views this site as very low risk from an approvals perspective.  
 
Land Use Planning 
Framework  
 

• Consistency with 
PPS  

• Conformity with 
District and Local 
Municipal Plan Policy 
Direction  

• Required Municipal 
Approvals   

 

• Provincial Policy Statement: Location is generally consistent 
with PPS; located generally within Settlement Area (Urban).  

• District Official Plan: Locations A and B are within existing 
Bracebridge Urban Centre; Location C is partially within and 
also on the periphery but contiguous to the Urban Centre 
boundary). (Refer to Figure 2 in the attachment) 

• Amendments to the District Official Plan would be required for 
site location C outside of Urban Centre boundary.  

• Bracebridge Official Plan: Amendments to the Bracebridge 
Official Plan would not be required if the exact site location 
falls within an Urban Centre (e.g. A & B) as the Bracebridge 
Official Plan permits community facilities in all land use 
designations in Urban Centres, subject to certain planning 
criteria. A zoning by-law amendment will likely be required to 
redesignate the lands for Institutional Uses. These would need 
to be reviewed once a more detailed development option 
comes forward, if MAHC chooses to pursue this site location 
area.  

• A more detailed planning review of the potential site locations 
would need to be undertaken as part of the site selection 
process, if MAHC pursues this general site location area for a 
future hospital site. (Refer to Figure 7 & 8 in the attachment for 
Official Plan Land Use Designations)  

• Approvals Risk: Very low/low, assuming the site location falls 
within the Urban Centre boundary (e.g. A & B) and meets the 
policies of the Official Plan and the planning criteria related to 
the location of Community Facilities (Policy B.7.5).  
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Site Context  
• Surrounding land 

uses  
 

• Site area is located on eastern edge of Town of Bracebridge 
Urban Centre.  

• A) 300 Pine Street  
• Site use: The site is currently occupied by a gravel pit, 

will likely require further study to determine 
environmental state of site and potential remediation.  

• Surrounding uses:  
§ Northeast: Smart Centre retail complex; North 

– low-rise residential uses;  
§ West and south – commercial / industrial uses.  

 
• B) Lot 7 CON 2 Macaulay, Con 2  

• Site use: The site is currently vacant, commercial 
land.  

• Surrounding uses: Surrounding uses contains mix of 
commercial and institutional uses, which are 
complementary to a major public hospital facility. The 
site location would allow for co-location of existing and 
potential future health/institutional and other 
complementary commercial uses.  

§ South: Taylor Road to the south. South of 
Taylor Road is Smart Centre retail complex / 
other retail and commercial uses;  

§ West: Cedar Lane to the west, west of Cedar 
Lane are a mix of other institutional/community 
uses including The Pines Long-Term Care, 
Ontario Court of Justice, District of Muskoka 
offices, School Board offices.  

§ North: MacNaughtan5 Court to the north, 
further north are low-rise residential uses; and  

§ East: Highway 11 corridor. 
C) 1060 Taylor Road 

• Site use: Farm with residence.  
• Surrounding uses: Surrounding uses are generally rural 

in nature.   
§ North: Taylor Road, to the north, with residential / 

commercial uses in rural setting; 
§ South: Rural uses to south; and  
§ East: Forested areas along Highway 11 corridor  
§ West: Rural residential / forested areas.  

(Refer to Figure 7 & 8 in the attachment for Official Plan Land Use 
Designations) 

Capacity for Growth and 
Phased Development  

• Size and location 
offers ability to 
develop/redevelop 
the hospital in 
phases  

• Site A – 400 Pine (44.5 acres) and Site C – 1060 Taylor Road 
(84.47 acres) are sufficient to allow for phased development.  

• Site B - Lot 7 CON 2 is smaller than the preferred size, (21 
acres), however it may be possible to extend the site area and 
includes lands to the north.  
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Servicing  
• Access and 

connections to 
municipal / individual 
site servicing  

 

• A) 300 Pine Street – Future Service Area  
• B) Lot 7 CON 2 Macaulay, Con 2 – Single Service Area  
• C) 1060 Taylor Road – Northern portion of site within Urban 

Centre boundary Single Service Area.  
 
MAHC would need to work with the District to provide full service to 
these locations.  
 
(Refer to Figure 5.3 & Figure 9 in the attachment)  
 

Transportation and Access   
• Highway and 

emergency access  
• Transportation 

access to 
surrounding 
community  

 

• The site locations are generally along Highway 11 corridor, 
with excellent highway connections.  

• Site B is located along both Highway 11 corridor with 
immediate highway connection and also offers potential for 
connections to surrounding local street. The site offers 
potential for excellent highway and emergency access to 
service District, and also access to local community in 
Bracebridge.  

 
(Refer to Figure 3 & Figure 10 for District and local transportation 
maps)  

Opportunity for Other Uses 
/ Redevelopment  

• Opportunity to 
redevelop / use site 
for other 
complementary / 
healthcare or other 
uses (if vacated over 
long term, only 
applicable to existing 
sites) 

• N/A   

Complete Community / 
Complementary Uses  

• Site A is located in proximity to the Smart Centre retail 
complex and business park, and is partially designated as 
Special Purpose Commercial and partially an Industrial Area. 
This location provides potential for co-location and clustering of 
community, institutional and complementary uses. Further 
analysis would need to be completed related to any required 
remediation related to the former gravel-pit use and industrial 
uses.  

• Site B offers potential for co-location and clustering of 
community, institutional and complementary uses. Site B is 
well-located within Town of Bracebridge Urban Centre, with 
potential transportation connections to surrounding streets, 
and good highway access.  

• Site C is located more rural setting, with limited opportunities 
for complementary uses.  
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Summary - The Taylor Road site location area (Site A and B) offers a potentially appropriate location for 
a hospital site in the District of Muskoka. The Taylor Road site location offers excellent highway 
connection, and is within the Bracebridge urban community, and contributes to the establishment of a 
complete community, and supports a compact and contiguous pattern of growth in an identified Urban 
Centre. More detailed analysis related to an exact site location would need to be undertaken in the future, 
if MAHC determines that an alternate location in the Town of Bracebridge is required.  
Site B reflects an appropriate location from a land use planning perspective, as it within the Urban Centre, 
offers both regional and local transportation connections, and is located in an area with complementary 
uses, including community and provincial services, and retail/commercial amenities. MAHC would need to 
work with the District to determine the expected timing/delivery of full municipal services in this location. 
Site A also reflects an appropriate location for a hospital location, as it is located within the Urban Centre, 
and in an area with potential complementary uses. Environmental work and further analysis would be 
required to confirm the environmental quality of the site.  
 
Approvals Risk: Low/very low depending on site location in relation to Urban Centre. If the preferred site 
location falls within the Urban Centre boundary, an amendment to the District Official Plan and 
Bracebridge Official Plan would not be required. The Bracebridge Official Plan allows for Community 
Facilities in all land use designations in the Urban Centre, subject to meeting certain planning criteria as 
identified in Policy B.7.5.   
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Site Location: Alternate location in Bracebridge at Highway 11 and Kirk Line Road  
Potential Location for One Site or Two Site Model Delivery Models  
 
Potential site locations in this area may include:  

- A) 1082 Kirk Line Road West, Located in Town of Bracebridge, current use residential, rural 
setting, Outside of Urban Centre, Immediately adjacent, contiguous to northeast portion of Urban 
Centre, 61.53 acres.  

- B) 107 Rosewater Drive, Located in Town of Bracebridge, Current use is industrial – gravel pit / 
sand pit, Outside of Urban Centre, on western side of Highway 11, 91.93 acres.  

- C) 1087 Kirk Line Road West, Located in Town of Bracebridge, current use vacant land with 
residential use, Outside of Urban Centre, ~600 metres from northern Urban Centre boundary, 
100 acres.  

- D) 1105 Kirk Line Road West, Located in Town of Bracebridge, current use gravel pit / quarry, 
sand pit, Outside of Urban Centre, ~1.26 kilometres from northern boundary of Urban Centre, 
63.43 acres.   

- E) 1043 Kirk Line Road East, Unit 3, Located in Town of Bracebridge, current use farm with 
residence, with commercial, industrial operation, Located to west Highway 11 corridor, outside of 
Urban Centre boundary, ~940 metres from northwestern boundary of Urban Centre, 59 acres.  

 
These potential locations have been identified through discussion with the District of Muskoka for the purposes of 
informing the planning analysis. The site locations are general to help inform the land use and community planning 
analysis. Detailed site selection and a more comprehensive analysis of potential site locations will be pursued during 
a future phase, if required.  
 
Land Use Planning 
Framework  
 

• Consistency with 
PPS  

• Conformity with 
District and Local 
Municipal Plan Policy 
Direction  

• Required Municipal 
Approvals   

 

• Provincial Policy Statement: Locations fall outside of 
identified Settlement Area (Urban) and on Rural Lands, and 
are generally not consistent with the PPS.  

• District Official Plan: Located on the western edge of the 
Bracebridge Urban Centre boundary.  Sites in this area fall 
within the Urban Centre boundary (depending on exact site 
locations, potential sites east of the Highway 11 corridor and 
south of Taylor Road may fall outside of the Urban Centre 
limits). (Refer to Figure 2 in the attachment) 

• Site A is contiguous and immediately adjacent with Urban 
Centre, other Sites (B-E) are not contiguous with Urban 
Centre.  

• Amendments to the District Official Plan would be required to 
permit a hospital use outside of an Urban Centre in a Rural 
Area or extend the Urban Centre boundary north.  

• Bracebridge Official Plan: Amendments to the Bracebridge 
Official Plan and zoning by-law would be required to permit a 
hospital in this general location. This would need to be 
reviewed once a more detailed development option comes 
forward, if MAHC chooses to pursue this site location. (Refer to 
10 & 11 – for Official Plan Land Use Designations).  

• It would be difficult and high risk to make the case that the 
hospital site location is consistent with the PPS and meets the 
intent of the Official Plan, for locations that are not contiguous 
with the Urban Centre boundary.  

• Approvals Risk: High   
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Site Context  
• Surrounding land 

uses and built form  
 

• Site locations (A-E) are outside of the Urban Centre and 
outside of the urbanized area of Bracebridge.  

• Surrounding land uses are predominately rural in nature.  

Capacity for Growth and 
Phased Development  

• Size and location 
offers ability to 
develop/redevelop 
the hospital in 
phases  

 

• The size of the sites is appropriate and offer potential for 
phased development/redevelopment.   

Servicing  
• Access and 

connections to 
municipal / individual 
site servicing  

 

• The site locations are outside of Urban Service Areas, and 
would require extension of the Urban Service Areas north.  

 
(Refer to Figure 5 and Figure 14)  

Transportation and Access   
• Highway and 

emergency access  
• Transportation 

access to 
surrounding 
community  

 

• The site location area is along Highway 11 corridor, with direct 
highway access from Kirk Lane exit. The area offers excellent 
highway and emergency access to service District area.  

• The site area is well located within District of Muskoka.  
• The site location generally does not offer connections to 

surrounding urban community, as it is located in rural area, 
with limited local street connections.  

 
(Refer to Figure 3 & Figure 11 for District and local transportation 
maps) 

 
Complete Community / 
Complementary Uses  

• The site location area is within predominately rural. Location 
offers limited opportunity for complementary / adjacent uses.  
 

 
Summary - The Kirk Line Road location is well located with the District of Muskoka in terms of 
emergency access and regional highway connectivity. The sizes of the potential sites are appropriate for 
large-scale hospital facilities. However, from a land use planning perspective, locating a hospital on a site 
that is not within nor contiguous to the Urban Centre does not reflect a sustainable development pattern, 
and may lead to the leapfrogging of development and growth.  
 
The site locations along Kirk Line Road are located in the Rural Area, and falls outside of the identified 
Urban Centre. Locations to the south of Kirk Line Road are generally contiguous and adjacent to the 
Urban Centre boundary. Locations further north are not contiguous to the Urban Centre boundary, and 
are approximately 0.7 to 1.5 km. from the limits of the Urban Centre.  
 
This general location does not offer opportunities for adjacent complementary health care/medical related 
uses, and other commercial uses, and is not immediately proximate to centres of employment and 
residential uses. This general location would require the extension of municipal services beyond the 
Urban Centre boundary, which can only be approved by an official plan amendment.  
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Approvals Risk: High  
These locations will require Amendments to both the District and Bracebridge Official Plans. An 
amendment to the municipal official plan would be required to specifically permit large-scale major public 
facilities outside of the Urban Centre, and also redesignate the lands to Institutional Uses to permit the 
development of a hospital. This would be considered a significant amendment to the Official Plan. We do 
not recommend pursuing locations that are not contiguous nor proximate to the Urban Centre boundary 
limits.  
 
If MAHC pursues a location that is contiguous to, and immediate adjacent to the Urban Centre boundary, 
MAHC could potentially make the case that the change represents an appropriate amendment to the 
Urban Centre boundary to enable infill and minor rounding. This approach would need to be discussed 
with the District.  
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Site Location: Alternate location in Bracebridge at Highway 11 and High Falls Road  
Potential Location for One Site or Two Site Model Delivery Models  
 
At this stage, no specific potential locations have been identified in the Highway 11 / High Falls Road 
location.  
 
Land Use Planning 
Framework  
 

• Consistency with 
PPS  

• Conformity with 
District and Local 
Municipal Plan Policy 
Direction  

• Required Municipal 
Approvals   

 

• Provincial Policy Statement: Locations fall outside of 
identified Settlement Area (Urban) and on Rural Lands and are 
generally not consistent with the PPS.  

• District Official Plan: Located in Rural Area. Lands along 
High Falls Road are located in Waterfront Area.   

• Amendments to the District Official Plan would be required to 
permit a hospital use outside of an Urban Centre in a Rural 
Area. This would represent significant amendment to the 
Official Plan. (Refer to Figure 2).  

• It would be difficult and high risk to make the case that the 
hospital site location is consistent with the PPS and meets the 
intent of the Official Plan, for locations in a Rural Area that are 
not contiguous with the Urban Centre boundary, and on or in 
proximity to Waterfront Areas.  

• Bracebridge Official Plan: Amendments to the Bracebridge 
Official Plan and zoning by-law would be required to permit a 
hospital in this general location. This would need to be 
reviewed once a more detailed development option comes 
forward, if MAHC chooses to pursue this site location.   

• Approvals Risk: Extremely High   
Site Context  

• Surrounding land 
uses and built form  

• The site is located in predominately natural area.  

Capacity for Growth and 
Phased Development  

• Size and location 
offers ability to 
develop/redevelop 
the hospital in 
phases  

• The size of potential is appropriate and offer potential for 
phased development/redevelopment.   

Servicing  
• Access and 

connections to 
municipal / individual 
site servicing  

• The site locations are outside of Urban Service Areas, and 
would require significant extensions of the Urban Service 
Areas north.  

Transportation and Access   
• Highway and 

emergency access  
• Transportation 

access to 
surrounding 
community  

• The site location area is along Highway 11 corridor, with direct 
highway access from High Falls Road / Cedar Lane exits. 
Offers highway and emergency access to service District area.  

• The site location does not offer connections to surrounding 
urban community, as it is located in rural naturalized area, with 
no local street connections.  
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Complete Community / 
Complementary Uses  

• The site location area is within predominately rural/natural 
area. The location offers very limited opportunities for 
complementary adjacent uses.  
 

 
Summary - This general location does not provide an appropriate location for a large-scale hospital from 
a land use and community planning perspective. A hospital use in this location is generally inconsistent 
with the existing and planned character of the Rural Area and surrounding Waterfront Area. It does not 
offer local transportation connections and multi-modal transportation opportunities. This location does not 
offer opportunities for adjacent complementary health care/medical related uses, and other commercial 
uses, and is not immediately proximate to centres of employment and urban residential uses. This 
general location would require the significant extension of municipal services to a Rural Area, where there 
are no plans for municipal servicing.  
 
The High Falls Road location is well located with the District of Muskoka in terms of emergency access 
and regional highway connectivity. However, from a land use planning perspective, locating a hospital on 
a site that is not within nor contiguous to the Urban Centre does not reflect a sustainable development 
pattern, and may lead to the leapfrogging of development and growth. The development of a hospital in 
this location would have an impact on the natural environment and ecological features and functions of 
the waterfront area along the river shoreline, and may led to fragmentation of the natural habitat. This 
location is generally not an appropriate location for a hospital from a land use and community planning 
perspective.  
 
Approvals Risk: Extremely High  
This location will require amendments to both the District and Bracebridge Official Plans. An amendment 
to the District Official Plan would be required to specifically permit a large-scale institutional use outside of 
the Urban Centre in a Rural Area/Waterfront Area. An amendment to the Bracebridge Official Plan would 
also be required to redesignate the lands to Institutional Uses to permit the development of a hospital. 
These would be considered significant amendments to both the District and Bracebridge Official Plans.  
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Site Location: Alternate location, at Highway 141 and Highway 11 Area, Port Sydney, Town of 
Huntsville.  
 
At this stage, no specific potential locations have been identified in the Port Sydney / Highway 141 and 
Highway 11 Area.  
  
Land Use Planning 
Framework  
 

• Consistency with 
PPS  

• Conformity with 
District and Local 
Municipal Plan Policy 
Direction  

• Required Municipal 
Approvals   

 

• Provincial Policy Statement: The location falls within 
Settlement Area (Rural Area) based on definitions of PPS. 
Location is generally not consistent with the PPS.  

• District Official Plan: Located in Port Sydney Community 
Area (lands to the east of Highway 11 corridor are located 
within Community Area; lands to the west of the Highway 11 
corridor are in the Rural Area) (Refer to Figure 2)  

• Amendments to the District Official Plan would be required to 
permit a hospital use outside of an Urban Centre in a 
Community Area/Rural Area.  

• Huntsville Official Plan: Amendments to the Huntsville 
Official Plan and zoning by-law would be required to permit a 
hospital in this general location. This would need to be 
reviewed in further detail in relation to specific site locations. 
(Refer to 21 for Land Use Designations).  

• It would be difficult to make the case that the hospital site 
location is consistent with the PPS and meets the intent of the 
Official Plan for locations that are in a Community Area.  

• Approvals Risk: Extremely High   
Site Context  

• Surrounding land 
uses and built form  

 

• Surrounding land uses are predominately rural / small-scale 
commercial/industrial in nature, and are generally not 
compatible with large-scale hospital uses.  
 

Capacity for Growth and 
Phased Development  

• Size and location 
offers ability to 
develop/redevelop 
the hospital in 
phases  

 

At this time, no site has been identified. Therefore it is difficult 
to determine if the development is available.  There may be 
parcels that are appropriate for phased redevelopment in 
terms of site size.  

Servicing  
• Access and 

connections to 
municipal / individual 
site servicing  

 

• The site location falls outside of municipal service areas. There 
are no plans to extend or provide municipal services in Port 
Sydney.   
 

(Refer to Figure 15)  

Transportation and Access   
• Highway and 

emergency access  
• Transportation 

access to 

• The site location area is along Highway 11/141 corridor, with 
direct highway access. The location offers excellent highway 
and emergency access to service MAHC’s catchment area. 
However, the site location offers limited opportunity for 
connections to surrounding urban community with 



 52 

surrounding 
community  

opportunities for multi-modal transportation, as it is located in 
small-scale settlement area/rural area, with limited local street 
connections.  

Complete Community / 
Complementary Uses  

• Site location area is within predominately rural / small-scale in 
nature. Location offers limited opportunity for complementary / 
adjacent uses. Location would likely have significant impacts 
on the overall planned scale and character of Port Sydney 
Area. Port Sydney is not municipally serviced for water and 
sewer, therefore it is difficult to determine what complementary 
uses could be developed in association with the hospital.  

 
Summary - This general location does not provide an appropriate location for a large-scale hospital from 
a land use planning perspective. A hospital use in this location is generally inconsistent with the existing 
and planned character and small rural service node scale of the Port Sydney Community Area. It does 
not offer local transportation connections and multi-modal transportation opportunities. This location does 
not opportunities for adjacent complementary health care/medical related uses, and other commercial 
uses, and is not immediately proximate to centres of employment and urban residential uses. This 
general location would require the extension of municipal services to an identified Community Area, 
where there are no plans for municipal servicing.  
 
Approvals Risk: Extremely High  
These locations would require amendments to both the District and Huntsville Official Plans. An 
amendment to the District official plan would be required to specifically permit a large-scale institutional 
use in a Community Area. These would be considered significant amendment to the Official Plan.   
It is not recommended to pursue this location from a land use and community planning perspective.  
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The following table summarizes the site analysis, associated planning risks and 
recommendations from a land use and community planning perspective:  
 

Site Analysis Summary Table  
Site  District Official Plan Land 

Use Designation  
Approvals Risk  Planning Analysis Recommendation / 

Summary  
 
Existing HDMH 
Site  
 
 
 

 
Huntsville Urban Centre  

 
Very Low  
Amendment to the District 
(Draft) Official Plan and 
Huntsville Official Plan would not 
be required to develop the lands 
with hospital uses.  
 

 
The site is appropriate for a large-scale 
hospital facility.  
 
 

 
Existing SMMH 
Site  
 

 
Bracebridge Urban Centre 
 

 
Low/Moderate, depending on 
the scale and nature of 
development.  
Amendments to the District 
Official Plan and Bracebridge 
Official Plans would not be 
required to permit a hospital use 
in this location.  
 

 
The site is not an appropriate for large-
scale hospital facility due to size and 
adjacent residential land uses, and lack 
of proximity to the regional highway 
network.  
 
 

 
Potential 
Location – 
Highway 11 & 
Taylor Road   
 
 
 

 
Bracebridge Urban Centre*  
 
*assuming locations within 
the Urban Centre boundary   

 
Very Low/Low, assuming the 
site location is within the Urban 
Centre boundary. Amendments 
to the District Official Plan and 
Bracebridge Official Plans would 
not be required to permit a 
hospital use in this location, if 
the location/proposed use meets 
the policies of the Official Plan.  
 
 

 
The general location is appropriate for a 
large-scale hospital facility.  

 
 
Potential 
Location – 
Highway 11 & 
Kirk Line Road  
 
 
 
 
 

 
 
Rural Area / to the north of 
Bracebridge Urban Centre  

 
 
High  
Amendments to the District 
Official Plan and Bracebridge 
Official Plan would be required. 

 
Locations that are not contiguous nor 
immediately proximate to the Urban 
Centre boundary are not appropriate 
locations for a large-scale hospital 
facility.  
 
Locations that are contiguous to the 
Urban Centre boundary may be 
appropriate, if there is a strong health 
care planning rationale, and but should 
be discussed further with the District, 
and would require further study.  
 

 
Potential 
Location – 
Highway 11 & 
High Falls 
Road  
 

 
Rural Area/Waterfront Area, 
depending on exact site 
location, to the north of 
Bracebridge Urban Centre.  

 
Extremely High  
Amendments to the District 
Official Plan and Bracebridge 
Official Plan would be required. 
 

 
Locations that are in the Rural Area, that 
are not proximate to Urban Centre, and 
on or in proximity to Waterfront Area are 
not appropriate locations for a large-
scale hospital facility.  

 
Potential 
Location – 
Highway 11 & 
141  
 

 
Community Area / Rural 
Area, depending on exact 
site location   

 
Extremely High   
Amendments to the District 
Official Plan and Huntsville  
Official Plan would be required. 

 
Locations that are in the Rural 
Area/Community Area are not 
appropriate locations for a large-scale 
hospital facility.  
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6. Recommendations and Conclusions   
 
In order to inform the site options and selection process, we recommend aligning the discussion related to 
the long-term hospital growth planning process with District and local growth planning frameworks. The 
development of a hospital must represent good planning, be consistent with the PPS, and conform to the 
District Official Plans.  
 
The planning frameworks provide guidance to inform Muskoka’s Health’s future growth and development 
plans and the site selection and decision-making process. The District and municipal Official Plans 
establish an overall growth pattern that directs growth and major employment generators to Urban 
Centres (Bracebridge, Huntsville) with existing and planned municipal servicing and a concentration of 
jobs and people, a mix of land uses and supporting community services and amenities, and multi-modal 
transportation connections.  
 
Based on our review of the provincial and municipal planning policy frameworks, it is recommended to 
pursue site locations within Urban Centres, in a location that is consistent with the PPS and the District 
and municipal official plan policy objectives.  
 
From a land use planning perspective, a location within Urban Centres reflects the best location for a 
large-scale public facility, as it provides opportunities for complementary uses, make use of existing and 
planned infrastructure, services and amenities, and is proximate to concentration of population and 
employment. Based on our planning review, the following locations provide appropriate locations for a 
large-scale hospital within the District of Muskoka:  
 

• Existing HDMH Site in the Huntsville Urban Centre; and  
• Potential Alternate Locations in the Bracebridge Urban Centre – Taylor Road Area.  

 
We do not recommend pursing site locations that are well outside of the limits of an Urban Centre in a 
Rural Area (High Falls Road location) or in a Community Area (Port Sydney), as this would require 
significant amendments to both the District and municipal official plans. It would be extremely challenging 
to make the case that these site locations are consistent with the PPS, represents good planning, and 
addresses the policy objectives and intent of the District and municipal official plans. These site locations 
represent high-risk approval approvals, and are unlikely to be supported by the District, particularly in the 
context of Bill 139 and the changes to the land use planning approvals and appeals process.    
 
If MAHC determines that a location that is contiguous and adjacent to the Urban Centre boundary (Kirk 
Line Road south locations) represents the best location from a healthcare planning perspective and has a 
strong rationale to justify this location, MAHC could potentially make the case that the change in the 
Official Plan and amendment to the Urban Centre boundary is an appropriate adjustment to plan for a 
public service facility and infrastructure in the long-term, beyond the 20-year planning horizon of the 
Official Plan, as contemplated by the PPS. However, MAHC would need to make the case that locating a 
major public facility beyond the existing Urban Centre boundary meets the other policy tests of the PPS 
and the Official Plan. This approach should be discussed together with the District before pursing this as 
a potential preferred site location. Further study would be required to recommend this approach from a 
land use and community planning perspective. Municipal councils have the ability to allow amendments to 
the Official Plan, however the amendment needs to be consist with the PPS and also represent good 
planning. It is recommended that MAHC continues to work with the District and municipal staff to ensure 
potential site locations are in alignment with provincial and municipal policy, and represent feasible site 
locations for a hospital from a planning approvals perspective.  
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of Bracebridge 

ü 

Summer Valentine, 
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ü         
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Harold Featherston ü Natalie Bubela ü     
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MEMORANDUM 
Mayor’s Office 

The Corporation of the Town of Bracebridge 
 

   

 Page 1 

TO:    C. Renwick, Chair, Muskoka Algonquin Healthcare, Capital Plan Development 
Task Force 

COPY: H. Featherston, Muskoka Algonquin Healthcare, Chief Executive Diagnostics, 
Ambulatory & Planning 

FROM:   G. Smith, Mayor 

PREPARED BY: C. Kelley, Director of Planning and Development 

 M. Holmes, Manager of Planning Services 

DATE: June 4, 2018 

SUBJECT: Comments on Urban Strategies Inc. Land Use & Community Planning Analysis 
Final Report for Muskoka Algonquin Healthcare Capital Planning Process 

  
This memorandum has been prepared to provide comments from the Town of Bracebridge related to the 
Land Use & Community Planning Analysis Final Report dated May 22, 2018 prepared by Urban 
Strategies Inc. for Muskoka Algonquin Healthcare’s Capital Plan Development Task Force which is 
overseeing MAHC’s Stage 1 Proposal planning work.  The Memorandum is provided as a follow-up to the 
initial comments provided to the Task Force in the March 28, 2018 Memorandum from C. Kelley, Director 
of Planning and Development. 

The Town of Bracebridge appreciates the review of the Town comments on the final draft report dated 
March 15, 2018 and the incorporation of some changes to address these comments.  Despite the 
changes made to the Final Report, the Town of Bracebridge continues to have concerns over the 
“Approval Risks” rating that has been giving to two options located in the Town of Bracebridge. 

The first option is the group of sites that include the Fowler site located in the vicinity of Highway 11 and 
Taylor Road.  While the final report amended the rating of this option from the “Low/Moderate” category to 
“Very Low/Low”, it is the Town’s opinion that this Fowler site in particular is still be devalued.  In reviewing 
the Final Report, the devaluing of this site appears to be due to the grouping of this site with the two other 
sites being the site on the north side of Taylor Road and the site at 1060 Taylor Road. 

While the Town would concur that the these two other sites would be appropriately rated “Low” and not 
“Very Low” due to either size or servicing constraints, the Fowler site contains none of these challenges.  
The Fowler site does not require an Amendment to either the Town or District Official Plans, the site is in 
close proximity to existing services, the size of the site meets the 40 acre requirement outlined in the 
report and a zoning amendment for the site would be supported by Council and both the  Town and 
District Official Plans. 

To remedy the mixing of ratings for this option in the Final Report, these three sites should be evaluated 
separately with the Fowler site being rated “Very Low”.  It should be noted that the Fowler site was the 
only one of the three sites in this option that was presented to MAHC and the Town has entered into a 
purchase and sale agreement with Fowler to acquire the site for a future hospital at no cost to MAHC. 

The Town also continues to have concerns with the rating of the existing South Muskoka Memorial 
Hospital (SMMH) site in the Final Report.  This site has been rated as “Low/Moderate” due primarily to the 
size of the site and proximity to residential uses.  The Bracebridge Memorial Arena is located in close 
proximity to this site and the Town will be commencing construction on a new arena in a different location 
shortly.  The Bracebridge Memorial Arena lands along with four other lots owned by the Town comprise 
almost the entire block bounded by Ann Street, James Street, Hiram Street and Chub Downey Lane. 
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Given the Town’s on-going commitment to Muskoka Algonquin Health Care and MAHC’s capital planning 
work, I am confident that the Town could make these lands available at no cost to MAHC to supplement 
the existing site, which could be used for ancillary uses or additional parking for the hospital. 

Town staff are available to assist the Task and MAHC in your continuing planning work.  Please contact 
me at 705-645-5264 or gsmith@bracebridge.ca if you have any questions regarding this memorandum or 
if the Town can provide further assistance. 

   

 
Graydon Smith, Mayor 
 
 
c Bracebridge Town Council 
 J. Sisson, Chief Administrative Officer 
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June 27, 2018 

Harold Featherston, RRT, AHLP,  

Muskoka Algonquin Healthcare 

100 Frank Miller Drive 

Huntsville, ON  

P1H 1H7  

Dear Mr. Featherston: 

RE: Muskoka Algonquin Healthcare – Economic Impact Analysis (Muskoka District, Ontario) 

urbanMetrics inc. is pleased to submit our report evaluating the potential economic impacts associated with the 

proposed changes to healthcare delivery service in the towns of Bracebridge and Huntsville, Ontario. This report 

provides an independent, third-party assessment of the potential impacts of three (3) healthcare delivery options 

on the two municipalities from an economic development perspective.  

Our evaluation is intended to help Muskoka Algonquin (MAHC) stakeholders understand what, if any, impacts the 

potential relocation or future repurposing of hospital sites in Bracebridge and Huntsville could have on the ability of 

these municipalities to attract and retain residents and businesses on a go-forward basis.  In conducting our 

evaluation, we have relied on a number of methodologies to determine if the options under consideration by 

MAHC would lead to identifiable, long-term impacts on economic development and growth in Bracebridge, 

Huntsville and Muskoka District as a whole.  
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We appreciate the opportunity to conduct this assignment on behalf of MAHC. We look forward to discussing the 

results of our report with you.  

Yours truly, 

 

 

 

 

Peter Thoma, MCIP, RPP, PLE        Craig Ferguson 

Partner          Associate Partner 

pthoma@urbanMetrics.ca        cferguson@urbanMetrics.ca  

   



 

 

Contents 

1.0 Introduction .............................................................................................................................................................................. 1 

1.1 Background ......................................................................................................................................................................................... 2 

1.2 Purpose ............................................................................................................................................................................................... 9 

1.3 Approach ............................................................................................................................................................................................ 9 

2.0 Economic Impact Analysis ....................................................................................................................................................... 11 

2.1 Input-Output Model (Construction Impact) ..................................................................................................................................... 12 

2.2 Industry Overview – General Medical and Surgical Hospitals ......................................................................................................... 20 

2.3 Employment Impact Analysis ........................................................................................................................................................... 23 

2.4 Summary........................................................................................................................................................................................... 30 

3.0 Review of Baseline Studies ...................................................................................................................................................... 33 

4.0 Community Resiliency ............................................................................................................................................................. 36 

4.1 Socio-Economic Characteristics........................................................................................................................................................ 38 

4.2 Healthcare Facilities in Huntsville and Bracebridge ......................................................................................................................... 45 

4.3 Impact of Hospital Closures on Surrounding Commercial and Office Uses ..................................................................................... 48 

5.0 Business Locational Decisions .................................................................................................................................................. 56 

5.1 Importance of a Hospital in Economic Development ...................................................................................................................... 57 

5.2 Corporate Locational Decisions ........................................................................................................................................................ 58 

5.3 Resident Location Decisions ............................................................................................................................................................. 59 

6.0 Summary and Conclusions ...................................................................................................................................................... 63 

 



 

 

Figures 
Figure 1-1: Bracebridge and Huntsville Hospital Locations .................................................................................................................................. 2 

Figure 1-2: Estimated Number of Jobs by Healthcare Delivery Option (2031/32 Estimate) ................................................................................ 5 

Figure 1-3: Estimated Construction Costs by Healthcare Delivery Option ........................................................................................................... 6 

Figure 1-4: Huntsville and Bracebridge Community Profile ................................................................................................................................. 7 

Figure 1-5: Place of Residents for Employees at HDMH and SMMH .................................................................................................................... 8 

Figure 2-1: Estimated On-Site Construction Jobs for New and Redeveloped Hospitals .................................................................................... 19 

Figure 2-2: Hospital Industry Supply Chain Purchases, Muskoka ....................................................................................................................... 22 

Figure 2-3: Employment Impact - Option A ........................................................................................................................................................ 23 

Figure 2-4: Employment Impact – Option B – Scenario 1 ................................................................................................................................... 25 

Figure 2-5: Employment Impact – Option B – Scenario 2 ................................................................................................................................... 26 

Figure 2-6: Employment Impact – Option C – Scenario 1 ................................................................................................................................... 28 

Figure 2-7: Employment Impact – Option C – Scenario 2 ................................................................................................................................... 29 

Figure 2-8: Summary of Employment Impact (on-going) ................................................................................................................................... 31 

Figure 4-1: Socio-Economic Profile, Penetanguishene and Midland, 2006 and 2016 ........................................................................................ 39 

Figure 4-2: Socio-Economic Profile, Shelburne and Orangeville, 2006 and 2016 .............................................................................................. 41 

Figure 4-3: Socio-Economic Profile, Prince Edward County and Belleville, 2006 and 2016 ............................................................................... 43 

Figure 4-4: Vacancy and Tenant Mix in the Keele-Ingram Professional Centre ................................................................................................. 50 

Figure 4-5: Vacancy Rate and Tenant Mix in Medical Office Buildings Surrounding the Former Finch Hospital .............................................. 52 

Figure 4-6: Vacancy Rates surrounding Oakville Hospital .................................................................................................................................. 54 

Figure 5-1: Categories and Weighting for Best Places to Live and Best Place to Retire in Canada .................................................................... 61 

 



Muskoka Algonquin Healthcare – Economic Impact Analysis (Muskoka District, Ontario)     |     i 

 

Executive Summary 
urbanMetrics inc. has been retained by Stantec, acting as the lead consultant for Muskoka Algonquin Healthcare (MAHC, the Client), to 

evaluate and assess the potential economic impact associated with the proposed changes to healthcare delivery in Huntsville, Bracebridge, 

Gravenhurst, East Perry Sound and surrounding communities.  

MAHC currently provides acute care services at two (2) sites: the South Muskoka Memorial Hospital (SMMH), located in the Town of 

Bracebridge and the Huntsville District Memorial Hospital (HDMH), located in the Town of Huntsville. These two hospitals serve a 

catchment area that includes patients drawn from the Muskoka Census Division as well as communities in East Parry Sound. 

MAHC has identified the need for “a new model of healthcare delivery” to serve its large and geographically dispersed patient catchment 

area. Since 2012, MAHC, working in partnership with community stakeholders, has carefully considered a variety of future options, each 

designed to provide more efficient and more effective healthcare for patients, family and staff living and recreating in the Muskoka area.  

As part of the Capital Development Stage 1 Planning process, MAHC has identified three (3) different models of how healthcare could be 

delivered in the future. These options include the provision of services through: (a) Two Acute Hospitals, (b) an Inpatient Hospital and 

Outpatient Hospital and (c) a One Hospital Model.  

As part of the Stage 1 Capital Plan, urbanMetrics has been asked to carry out an evaluation of the three (3) potential healthcare delivery 

models for MAHC.  Our analysis is intended to be a high-level assessment of each of the models, offering relative comparisons based on 

information available at this time.  Our report is intended to quantify the economic impact of the various proposed models through an 

economic development lens. Our role is to provide an independent and pragmatic assessment of the community impacts that bely each of 

the healthcare delivery models currently under consideration. 
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The following summarizes our key findings: 

 Utilizing the Statistics Canada Input-Output Multipliers, and the Analyst economic modeling software made available through 

Ontario Ministry of Agriculture Food and Rural Affairs (OMAFRA), the capital expenditures requirements for the Two Acute Sites 

option would generate the largest positive one-time economic impact in terms of both construction and ongoing employment from 

operations. The large economic impact is related to this option requiring the largest one-time and ongoing capital investments. 

Conversely, the One Hospital model is expected to require the smallest capital investment, and therefore has the smallest positive 

economic impact. The economic and employment impact related to the Inpatient / Outpatient model is expected to fall somewhere 

between the other two models.  

 Based on the Supply Chain evaluation tool available through the Analyst software, only about one-third of purchases made by the 

General Medical and Surgical Hospital Industry in Muskoka actually occur in the District. Therefore, while the hospitals in 

Bracebridge and Huntsville provide a direct economic benefit through employment at the facilities, many of the indirect and 

induced benefits flow out of the municipalities.  

 It is important to point our that these economic impact models have some built-in limitations, particularly when applied to small-

area or local-level geographies. Therefore, caution is advised when interpreting these results as ‘recommendations’ for one option 

over the other. This is of particular interest in Muskoka, as the municipalities of Bracebridge and Huntsville are relatively close to 

one another, and there is already a well-established pattern of economic integration. 

 Recognizing these concerns, we have utilized other methods to help determine the potential economic impact of the proposed 

service delivery models. For example, a literature review of case studies which have systematically attempted to measure the 

economic impact of hospital closures suggest that there is generally no economic impact associated with a hospital closures in rural 

or smaller jurisdictions when alternative options are available. In cases where an impact was observed, it related to the complete 

elimination of all hospital services at the county-wide (regional) level.  This background research may have important implications 

on future directional decision facing MAHC, as the options being explored are intended to maintain a high level of healthcare 

service continuity for Muskoka-area patients. 

 Based on our review of selected Ontario municipalities that have recently experienced hospital closures (or a significant reduction 

in hospital services), we have not identified a discernible impact on the local communities relative to neighbouring communities 
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where hospital services were subsequently relocated.  We would point out that this analysis is based on a limited number of cases 

and is therefore not statistically significant.  

 Our review of private medical office buildings and commercial properties near or adjacent to recently closed hospital sites in 

Ontario indicated that hospital closures appear to have only limited, short-term impacts on the vacancy rates of surrounding 

medical office buildings.  In the various shuttered hospital sites we analyzed, the vacancy rate in private medical office building 

increased in the period immediately preceding the closure of the hospital. However, in each case, the vacancy rates have 

subsequently recovered to a level that is in-line with, or better than the prevailing commercial vacancy conditions in the broader 

market.  

 Finally, municipalities such as Huntsville and Bracebridge are re-inventing themselves as ‘lifestyle communities’ that are becoming 

more reliant on amenities, such as hospitals, and placemaking to spur population and economic growth. The Two Acute hospitals 

model and Inpatient/Outpatient would have little, if any, impact on residents’ perceptions of the communities as a desirable place 

to live. On the other hand, the One Hospital model could have some degree of reputational impact on the community that “lost” its 

hospital.  

Summary 

In general terms the research carried out by urbanMetrics suggests that each of the service delivery models being explored by MAHC will 

result in positive economic and employment impacts for the region as a whole. The degree of impact is the greatest (most positive) for the 

Two Acute Hospitals model and smallest (least positive) for the One Hospital Model. At the local municipal level, the Two Acute Hospital 

model is expected to have the most positive economic and employment impact on both Bracebridge and Huntsville. On the other hand, 

under the Inpatient / Outpatient Model and One Hospital Model, there would be some winners and losers, given that the distribution of 

employment will not be evenly partitioned. Nonetheless on a region-wide basis, these options also represent a net positive benefit overall. 
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1.0 Introduction 
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urbanMetrics inc. has been retained by Stantec, acting on behalf of Muskoka Algonquin Healthcare (“MAHC”) to evaluate and assess the 

potential economic impact associated with the proposed changes to healthcare delivery in Huntsville, Bracebridge, Gravenhurst, East Perry 

Sound and surrounding communities.  

1.1 Background 

Current Healthcare Delivery Model 
MAHC currently provides acute care services at two 

sites: the South Muskoka Memorial Hospital (SMMH), 

located in the Town of Bracebridge and the Huntsville 

District Memorial Hospital (HDMH), located in the 

Town of Huntsville. The location of these two 

hospitals is shown in Figure 1-1. These two hospitals 

serve a catchment area that includes patients drawn 

from the Muskoka Census Division and East Parry 

Sound communities. 

Based on information provided by MAHC, the two 

existing hospitals generally support a similar number 

of employment positions. The SMMH in the Town of 

Bracebridge currently supports 235 Full-Time 

Equivalent (FTE)1 jobs and approximately 75 positions 

for non-medical doctors and learners for a total of 

                                                      
1 A FTE represents the equivalent of one person working full-time for a duration of one year.   

Figure 1-1: Bracebridge and Huntsville Hospital Locations 
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310 positions.2 The HDMH in the Town of Huntsville currently supports 274 FTE jobs in addition to an estimated 75 positions for non-

medical doctors and learners for a total of 349 positions.  

Both the SMMH and HDMH offer a range of inpatient and outpatient health services. Based on the current MAHC healthcare delivery 

model, the following medical services are provided at both hospital sites: 

 Emergency Department 

 Endoscopy 

 Diagnostic Imaging (e.g. X-rays, Ultrasound, CT) 

 Core Laboratory 

 General Surgery 

 Obstetrics 

 Beds 

 Intensive Care 

In addition to these health services, Specialized Surgeries (e.g. Complex Continuing Care, Urology, Gynaecological, Histology and 

Pathology) are provided at the SMMH in Bracebridge and Specialized Programs (e.g. Cataract Surgery, Chemotherapy, Dialysis, Cytology, 

Nuclear Medicine, District Stroke Centre) are provided at the HDMH in Huntsville.  

Proposed Healthcare Delivery Models 
MAHC has identified the need for “a new model” of healthcare delivery to serve its large, geographically dispersed patient catchment area.  

Since 2012, MAHC, working in partnership with community stakeholders, has carefully considered a variety of future facility options, each 

designed to provide more efficient and more effective healthcare for patients, family and staff living and recreating in the Muskoka area.  

                                                      
2 Non-medical doctors and learners include nursing students, imaging and lab placements and some of the therapy disciplines.  
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As part of the Capital Development Stage 1 Planning process, MAHC has identified three (3) different models of how healthcare services 

and programs could be delivered in the future. These options are defined as follows: 

a. Two Acute Hospitals - the Two Acute Sites model proposes to maintain acute care beds and emergency departments, general 

surgery, obstetrics and intensive care in both communities, Bracebridge and Huntsville. These facilities would be supported by 

other core diagnostic services and allied health and support services in both sites. Specialty surgeries and programs like 

Chemotherapy and Complex Continuing Care that are currently single-sited are proposed to continue to be delivered at one site 

only. The future model also proposes to add a Stroke Rehabilitation Unit and MRI capabilities at one of the sites, the location of 

which has not been determined. 

b. Inpatient Hospital / Outpatient Hospital - the Outpatient/Inpatient model proposes to include emergency departments at both 

sites and to systematically separate outpatient and inpatient services between the sites. The Outpatient site would include services 

that do not require an overnight stay in hospital like endoscopies, x-rays and other diagnostic imaging, and services like 

chemotherapy and dialysis. The Inpatient site would host all hospital beds, surgical services, obstetrics, and intensive care, and 

would be supported by other core diagnostic services and allied health and support services in both sites. It is understood that the 

Inpatient site would also host the proposed Stroke Rehabilitation Unit and MRI facility. Based on the Land Use & Community 

Planning Analysis Report for Muskoka Algonquin Healthcare Capital Planning Process prepared by Urban Strategies Inc. and 

Muskoka Algonquin Healthcare – Stage 1A Siting Report, prepared by Stantec, there are three sites being recommended for the 

Inpatient / Outpatient Model. These include the site of the existing HDMH, the site if the existing SMMH and a greenfield site 

located in the proximity of the Highway 11 and Taylor Road interchange in Bracebridge. 

c. One Hospital - the One Site model proposes to provide all programs and services at a single site, including the addition of the new 

Stroke Rehabilitation Unit and MRI facility.  Based on the Land Use & Community Planning Analysis Report for Muskoka Algonquin 

Healthcare Capital Planning Process prepared by Urban Strategies Inc. and Muskoka Algonquin Healthcare – Stage 1A Siting Report, 

prepared by Stantec, there are two sites being recommended for the One Site Model. This includes the site of the existing HDMH 

and greenfield site located in the proximity of the Highway 11 and Taylor Road interchange in Bracebridge. 

To fully evaluate these healthcare delivery options, MAHC have prepared estimates of the number of jobs that could ultimately be 

supported by each model, as well as the estimated construction costs associated with these new (redeveloped) facilities.  
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The estimated number of jobs is summarized in Figure 1-2 for the 2031/32 fiscal year. As shown, each of these options would eventually 

result in an overall increase in the total number of hospital-based jobs, as the two hospitals currently support 659 FTE, including non-MD’s 

and learners. In the simplest of terms, the commitment to expand healthcare, under each of the option identified above, would be a 

positive economic benefit to the District of Muskoka, bringing new construction and on-going (on-site) employment positions to the 

regional labour market.  

Figure 1-2: Estimated Number of Jobs by Healthcare Delivery Option (2031/32 Estimate) 

 

 

In 2018, construction cost estimates for each of the three healthcare delivery models were established by Stantec Architecture based on 

floor area information provided by Resource Planning Group Inc. and cost information from Hanscomb. These construction cost estimates 

are summarized in Figure 1-3, below. As this was a high-level review of construction costs, Hanscomb provided an expected construction 

cost range per square foot of building gross floor area. For the purposes of our analysis, we have assumed the mid-point of the range when 

estimating the economic impact of each service delivery model. However, it is important to note that the highest ranges of the lowest cost 

model fall within the lowest range of the costliest model.  

As demonstrated, the Two Acute sites results in the largest number of (on-site) jobs and highest redevelopment costs. This is due to the 

duplication of many programs, services and facilities that would need to be into each of the two hospital sites. By comparison, the One Site 

delivery model has somewhat fewer (on-site) jobs but also yields the lowest development cost, as there would be efficiencies associated 

with not having to replicate programs, services and facilities. It is important to point out that since the MAHC is still in the early stages of 

HDMH SMMH

FTEs 328 311 456 151 574

Non-MD's, learners 98 90 133 45 170

Total Jobs (estimated) 426 401 589 196 744

One Site

2 Acute Sites Inpatient 

Site

Outpatient 

Site

Source: urbanMetrics inc. based on information from MAHC. 
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planning, these job and redevelopment cost estimates are likely to change. The estimates set out below do however provide a reasonable 

indication of the general order of magnitude between the three healthcare delivery options.  

Figure 1-3: Estimated Construction Costs by Healthcare Delivery Option 

  

 

Model Jobs
1

Facility Size 

(Sq.ft.) Low High Average

2 Acute Sites 827 393,424 $470.0 $530.0 $500.0

Inpatient / Outpatient Hospitals 785 390,180 $465.0 $520.0 $492.5

One Site 744 370,223 $425.0 $480.0 $452.5

Redevelopment Cost ($millions)

1 Includes FTEs, non-MD’s and learners. 

Source: urbanMetrics inc. based on information from MAHC. 
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Socio-Economic Community Profile 
The following section provides a brief socio-economic profile of the Town 

of Bracebridge and Town of Huntsville based on information from the 

2006 and 2016 Census of Canada (Figure 1-4).  

 As illustrated, the two municipalities have somewhat similar population 

and employment characteristic. They also share similar level of household 

income and unemployment. While the average household income in both 

municipalities was slightly below the Provincial average ($97,860 in 

Ontario), the unemployment rates in both municipalities sits well below 

the Provincial average (7.4% unemployment rate in Ontario). It is 

important to recognize that these numbers exclude the influence of 

seasonal residents and who are drawn to the Muskoka District as 

cottagers and tourists. It should be noted that the seasonal population 

base of Muskoka District actually exceeds the number of permanent 

residents by a relatively significant margin (85,200 and 60,600 

respectively)   

Based on Data from the Census, each municipality maintains a relatively 

large number of jobs in the healthcare and social assistance sector, 

representing about 15% of all jobs in the municipalities. This includes 

employment at hospitals, nursing homes, residential care facilities, office 

of healthcare practitioners, etc.  

The two municipalities are also linked economically. Approximately 7% of 

people who live in Bracebridge commute to Huntsville for work. Similarly, 

10% of people living in Huntsville work in Bracebridge. Therefore, even 

with a potential restructuring of healthcare services, it is reasonable to 

Figure 1-4: Huntsville and Bracebridge Community Profile 
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suggest that there would be staff and patients commuting among and between Bracebridge and Huntsville regardless of where the where 

services are ultimately sited. 

In addition to commuting to work data from the Census of Canada, we have also examined information provided by MAHC that 

summarizes the municipality of residence for employees at both HDMH and SMMH. This information is summarized in Figure 1-5. It should 

be noted that there are 66 unallocated employees at MAHC who do not have a fixed location of work due to the nature of their positions. 

These employees are excluded from the figures below. It is also important to note that over the past decade, hiring practices at MAHC 

have changed. Many positions at the hospital are identified as “multi-site” positions and staff can be scheduled to work at either HDMH or 

SMMH.  

Figure 1-5: Place of Residents for Employees at HDMH and SMMH 

 

Place of Residence Employees Percent Employees Percent Employees Percent

Muskoka District
Hunstville 189 70% 64 19% 253 42%

Bracebridge 10 4% 153 45% 163 27%

Gravenhurst 1 0% 43 13% 44 7%

Muskoka Lakes 2 1% 12 4% 14 2%

Lake of Bays 0 0% 2 1% 2 0%

Sub-total 202 75% 274 81% 476 78%

Parry Sound 52 19% 24 7% 76 12%

Simcoe County 7 3% 28 8% 35 6%

All Other Locations 9 3% 13 4% 22 4%

Total 270 100% 339 100% 609 100%

Employees at HDMH Employees at SMMH
Employees at HDMH 

and SMMH
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Overall, the majority of people working at HDMH and SMMH live in Muskoka District. As shown, 70% of employees at HDMH live in 

Huntsville, while another 19% live in the neighbouring Parry Sound District. Only 4% of people who work at HDMH live in Bracebridge. 

Employees at SMMH are more likely to commute to work from outside Bracebridge. Only 45% of employees at SMMH also live in 

Bracebridge, while 19% live in Huntsville.  

The information provided by MAHC indicates that employees at both hospitals currently commute between municipalities. More so for 

SMMH than HDMH. The recent hiring practices at MAHC also indicates that employees at both hospitals recognize there is a possibility of 

travel between hospital locations. This suggests that if the one-hospital service delivery model was selected, it is a likelihood that 

employees would commute to the new hospital location in either Huntsville or Bracebridge.  

1.2 Purpose 
As part of the Stage 1 Capital Plan, urbanMetrics has been asked to carry out an evaluation of the three (3) healthcare delivery models that 

are being considered. Our analysis is intended to be a high-level assessment of the models, offering relative comparisons based on 

available information. This report is intended to quantify the economic impact of the various models that are being proposed through an 

economic development lens. Our role is to provide an independent and pragmatic assessment of the community impacts that bely each of 

the healthcare delivery models identified by MAHC.  

1.3 Approach 
We have assessed the potential economic impact of the three healthcare delivery models using a variety of approaches. Each of these 

approaches are outlined below:  

1. Economic Impact – We have estimated the economic impact associated with the construction of the three healthcare delivery

models. This evaluation is based on the Statistics Canada Input-Output tables and construction costs provided by MAHC. The

purpose of this analysis is to identify the number of jobs and labour income associated with the construction of new / redeveloped

facilities. We have also assessed the potential effect of proposed healthcare delivery models on the regional economy based on
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Analyst software, which is an industry recognized tool maintained by Ontario Ministry of Agriculture, Food and Rural Affairs 

(OMAFRA). 

2. Socio-Economic Impact – In addition to the ‘predicted’ economic impacts assessed using the Statistics Canada Input-Output Tables 

and the OMAFRA Analyst software, we have also investigated the socio-economic impacts experienced in similar-sized jurisdictions 

that have witnessed hospital closures and/or significant reductions in the size and services provided by their legacy hospitals. As 

part of this evaluation, we have compared the socio-economic profile of a municipality that “lost” a hospital against the profile of 

the municipality that “gained” a new (consolidated) hospital or increased its function capacity.  Our “benchmarking” approach was 

used to help determine if there were any identifiable impacts on the overall stability of these communities in terms of: population 

growth, income stability, unemployment and the number of jobs.  As part of the benchmarking analysis, we have also examined the 

impact that the loss certain healthcare services have on the commercial stability of the community, measured in terms of vacancy 

rates for buildings in the general vicinity of the closed hospital.  

3. Baseline Studies – urbanMetrics has conducted a literature review to identify relevant case studies that examine the economic 

impacts associated with the loss (relocation) of important community assets. In our review, we have focused on studies that 

estimate the economic impact associated with the loss of hospitals in particular.  

4. Impact on locational decisions of businesses – Finally, urbanMetrics has set out to investigate the extent to which hospitals are 

used as “promotional vehicles” to advance help advance economic development, namely attracting residential and commercial 

investment within a local municipality. For this analysis, we have reviewed the economic development websites of comparable 

sized municipalities in Ontario which host local and/or regional-focused healthcare centres.  As part of this evaluation we have also 

relied upon third-party survey research on corporate site selection decisions to determine the extent to which the proposed service 

delivery options could impact future business prospects looking at Muskoka as a potential investment location.  

The following sections of this study present the results of our analysis and summarizes our detailed research findings.  
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2.0 Economic Impact Analysis 



12     |     Muskoka Algonquin Healthcare – Economic Impact Analysis (Muskoka District, Ontario) 

 

 

The quantitative economic impacts associated with the three healthcare delivery models has been estimated using the Statistics Canada 

Input-Output Tables and the Analyst Tool maintained by OMAFRA. These economic impact models were used to quantify the impact 

associated with the potential capital expenditures on key outcomes such as:  job creation, labour income, value added spending in the 

economy, and tax revenue. In this analysis, we have relied on construction cost estimates information provided by MAHC.  

2.1 Input-Output Model (Construction Impact) 
The economic impacts of future construction investments have been measured at the national and provincial levels, through the use of the 

Statistics Canada Interprovincial Input-Output tables. 

The estimated economic impacts are based on the Supply and Use tables produced by Statistics Canada, which illustrate the structure of 

the economy through the depiction of transactions (sales and purchases) made among and between different industry sectors of the 

economy.    

National and Provincial impacts have been determined using construction expenditure estimates provided by MAHC.  These inputs have 

been analyzed using the Statistics Canada Input-Output tables in order to generate value added to the economy, income, employment by 

sector and tax impacts. 

The model has been developed to generate the following economic impacts: 

 Gross Output; 

 Value Added;  

 Employment; 

 Labour Income; and, 

 Tax Revenues to Provincial and Federal Levels of Government. 
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Quantitative Estimate of Economic Impacts 
Estimating the economic impacts involved modelling the direct, indirect and induced impacts of future construction expenditures on the 

new / redeveloped hospitals.  Specifically, this has involved the application of economic multipliers to measure the marginal impact of 

these expenditures on value added to GDP, employment, labour income and accrued taxes going forward. 

urbanMetrics inc. has utilized the Statistics Canada input-output tables for this analysis, which is based on the Canadian National Input-

Output Accounts.  These accounts can be used to estimate the total impact of expenditures, on an aggregate and industry-specific basis at 

the provincial and national levels.  

The basic principle of this type of model is the concept that each dollar of expenditure on goods and/or services purchased from a given 

industry sector circulates and re-circulates within the economy, thereby multiplying the effects of the original expenditure.  As such, this 

process is referred to as the multiplier effect.  The estimated multiplier has three components: 

 Direct Impacts, which represents the initial capital expenditures in the hospitals. These expenditures include the purchase of 

labour, equipment, other infrastructure and related services; 

 Indirect effects, which represent the subsequent purchases by suppliers required to produce the goods and services related to the 

capital investments in the hospitals; and 

 Induced Impacts, which result when workers employed in the sectors, stimulated by initial and indirect expenditures, spend 

portions of their incomes on consumer goods and services. 

Direct, indirect and induced impacts are estimated in terms of the following measures: 

 Value Added (Gross Domestic Product) – represents the net impact on the economy after eliminating the double counting that can 

occur when calculating gross output and lead to the calculation of inflated multipliers.  This measure only considers final goods 

(gross sales less cost of purchased inputs).   

 Employment – total full-time, full-year jobs generated by direct, indirect and induced expenditures.  For one-time capital 

expenditures, such as those being analyzed, the employment figures produced by the model represent years of full-time 
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employment.  For example, one job identified by the model represents the equivalent of one person working full-time for the 

duration of one year. 

 Labour Income – total value of wages, salaries and benefits received by employees associated with direct, indirect and induced 

expenditure. 

 Government Revenues – revenues accruing to the federal and provincial levels of government as a result of direct, indirect and 

induced expenditures.  Revenue categories include personal and corporate income tax, sales taxes (e.g. PST and GST) and other 

miscellaneous taxes, tariffs and fees. 

 Multipliers are expressed by the ratio of total impacts (direct, indirect and induced) to initial expenditures.  For example, the value 

added multiplier is calculated by dividing total value added by the initial expenditure on the bundle of goods and/or services in 

question.  The only exception is that of the employment multiplier, where total employment is divided by direct employment in 

order to preserve the common units3. It is important to note, that because the multipliers are linear, larger capital investments 

yield larger economic and employment impacts.  

In the case of the service delivery options being proposed by MAHC, the options that involve the highest level of capital investment 

generate the largest economic impact. As noted previously in Figure 1-3, the two acute care hospital model involve the largest 

capital investment. Therefore, this options also has the largest economic and employment impact. By comparison, the one hospital 

site involved the smallest capital investment and therefore yields the smallest economic and employment impact. 

While the economic and employment impact should be considered in the decision regarding the most appropriate healthcare 

delivery option, it not be viewed in isolation. There are a multitude of additional factors that should also be considered in the 

ultimate decision, such as the impact on the health of local residents and the efficiency of healthcare delivery.  

                                                      
3 For example, the gross output multiplier on a $10 million construction project can be thought of in the following manor.  Some $2 million of the budget was paid to 

the design firm for staff wages, equipment and materials.  Some $5 million was paid to the construction firm for wages, materials and equipment.  Subsequently, 

design and construction employees paid $1 million from their wages for food, entertainment, and other living expenses.  The gross output would be $10 + $5 + $2 + $1 

million, or $17 million, or a gross output multiplier of 1.7. 
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Figures 2-1 to 2-4 summarize the economic impacts based on the Input-Output tables. These figures estimate the direct, indirect and 

induced impacts generated by future capital investments into the various service delivery models being analyzed.  

As shown, each of these service delivery models will have a substantial economic impact on the Provincial economy, a portion of which will 

benefit residents and workers in the local municipalities. This will be addressed in the more detail next section of this report. As shown, 

due to the linear nature of the economic multipliers, the Two Acute Sites option is duly expected to generate the largest economic impact, 

followed by the Inpatient / Outpatient delivery model and finally the One Hospital Site model.  
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Figure 2-1: Economic Impact – Value Added (GDP)    Figure 2-2: Economic Impact – Labour Income 
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Figure 2-3: Economic Impact – Employment (Full-Time Equivalent) Figure 2-4: Economic Impact – Taxes on Products and 
Production 
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Localized Impacts 
Statistics Canada calculates input-output accounts at the national and provincial levels only. As such, any impacts at the local or regional 

level must be estimated using methodologies designed to assist decision-makers in their evaluative process. One methodology that is 

commonly used in estimating the local economic impact is examining the relative strength of the local employment market and the 

concentration of particular industries that would be involved in the value-chain necessary to complete an infrastructure project. The logic 

to using this methodology to estimate localized impacts is that the relative share of employment within a given industry should be similar 

to the share of a purchase within that industry that could be sourced locally.  The principal issue with this approach is that when it is 

applied to a municipality within a much larger urban area, it does not account for the potential for cross-jurisdictional purchasing between 

municipalities (i.e. “leakage”), regardless of the employment composition.4  Therefore, while these methodology can be utilized in large, 

diverse regions, such as the Greater Toronto Area (GTA), in smaller regions, such as Muskoka, the localized impacts estimated using this 

methodology are somewhat less reliable. 

In the case for adequately measuring the economic impact related to investments in various healthcare delivery models, it is likely that 

there would be significant “leakage”. The leakage is related to the specialized nature of hospital construction. The construction firms that 

have experience in the construction of hospitals are likely not located in Huntsville and Bracebridge. Also, as demonstrated above, there 

would be a large number of jobs required to construct the hospital. Figure 2-1 summarizes the number of construction jobs on-site for 

various new and redeveloped hospitals across Ontario. As shown, based on these projects, each $1,000,000 in construction value results in 

an average of approximately 1.2 on-site construction jobs at peak employment. As there are still discussions surrounding the potential 

model for healthcare delivery, we have applied this average to the estimated construction costs for the three service delivery options. This 

results in an estimate of between 525 and 580 construction jobs required on-site.  

                                                      
4 For example, a firm building a project in one jurisdiction may purchase equipment and supplies from another municipality. Furthermore, construction employees 
may live outside of the jurisdiction in which the project is being built and thus spend their wages closer to where they live. 
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Figure 2-1: Estimated On-Site Construction Jobs for New and Redeveloped Hospitals 

       

 

Bracebridge and Huntsville, on a combined basis, had 1,270 unemployed persons in their municipalities in 2016. Therefore, a portion of 

these unemployed persons could be hired in the construction of the hospital(s). However, it is important to note that a portion of these 

people would not necessarily have the requisite skills and trade certifications to carry out the work on-site. Therefore, it is reasonable that 

trades people currently living outside the municipality would be brought in to fulfill a portion of the construction jobs required.   

Hospital Municipality Contract Value

Estimated 
Construction 
Jobs on Site

Construction 
Jobs per 

$1,000,000 of 
Contract Value

Cambridge Memorial Hospital Cambridge $187,000,000 200 1.1

Hawkesbury & District General Hospital Hawkesbury $125,700,000 150 1.2

Joseph Brant Hospital Burlington $353,600,000 275 0.8

Bluewater Health Sarnia $214,100,000 300 1.4

Kingston General Hospital Kingston $142,100,000 75 0.5

Markham Stouffville Hospital Markham $200,400,000 300 1.5

Niagara Health System St. Catharines $759,000,000 1,000 1.3

Average 1.2

Service Delivery Options
Estimated 

Contract Value

Estimated 
Construction 
Jobs on Site

Two Acute Sites $500,000,000 580
Inpatient / Outpatient Hospitals $492,500,000 570
One Hospital $452,500,000 525

Source: urbanMetrics inc. based on information from Infrastructure Ontario. 
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Based on our assessment, it is likely that a portion of the direct economic impacts related to the physical construction of hospital buildings 

and supporting infrastructure would likely be absorbed by businesses and workers outside of the local municipalities of Huntsville and 

Bracebridge. Having said that, it is likely and reasonable to suggest that many of the indirect and induced economic impacts related to the 

provision of accommodations, food services, security, etc. would be absorbed by business and workers in either of the two local 

municipalities, and the surrounding labour market.  

2.2 Industry Overview – General Medical and Surgical Hospitals 
The following section provides an overview of the General Medical and Surgical Hospital industry (hereafter referred to as the ‘Hospital 

Industry’) in Muskoka District, as well as the municipalities of Bracebridge and Huntsville. This overview is based on information from the 

Analyst economic analysis software that is made available through the Ontario Ministry of Agriculture Food and Rural Affairs (OMAFRA). 

The Analyst software allows for the analysis of the impact of the Hospital Industry by looking at the purchases the Hospital Industry makes 

from all other industries in the economy.  

Based on Analyst, the Hospital Industry in Muskoka makes total purchases of approximately $37.2 million per year (in 2013 dollars), with 

approximately 34% of purchases being made from suppliers within the region, or $12.8 million. Figure 2-2 summaries the estimated 

purchases made by the Hospital Industry in Muskoka by industry group and the share of purchases made in Muskoka. As shown, the 

manufacturing industry accounted for the largest share of purchases by the Hospital Industry in Muskoka. This was followed by the 

Healthcare and social assistance, wholesale trade and retail trade industries. It is important to note that very little purchasing activity in 

the manufacturing and wholesale trade industries are actually made within Muskoka. Therefore, much of this activity flows to suppliers 

located out of the region in terms of economic activity.  

Industries were a large share of purchases remained in the region included healthcare and social assistance, retail trade and administrative 

support. It is these industries that would experience the largest impact from the closure or expansion of a hospital in a local municipality.  

We have also utilized the Analyst software to identify purchases made by the Hospital Industry in both Bracebridge and Huntsville. Based 

on Analyst, the Hospital Industry in Bracebridge accounted for total purchases of approximately $18.9 million, of which, 27% of purchases 

remained in Bracebridge. In Huntsville, there were approximately $18.3 million in purchases made by the Hospital Industry, of which 23% 
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remained within Huntsville. This demonstrates that, while the Hospital Industry does contribute towards overall economic activity in the 

communities of Bracebridge and Huntsville, the majority of economic activity actually takes place outside of these communities. This 

suggests that, while the closure of a hospital, or reclassification of a hospital to an outpatient hospital, for example, could impact economic 

activity in a municipality, most of the impact will be contained to the hospital industry, with limited spill-over impact on other industries in 

the municipalities. This will be explored in more detail in the next section of this report.  
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Figure 2-2: Hospital Industry Supply Chain Purchases, Muskoka 
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Source: urbanMetrics inc. based on OMAFRA Analyst Software.  
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2.3 Employment Impact Analysis 
Using the Analyst software available through OMAFRA, we have also calculated the economic impacts of the proposed service delivery 

options from an ongoing operational perspective. For this analysis, we have utilized the employment estimates provide by MAHC for each 

of the service delivery options being considered. These 

are identified as Options A, B and C in the following 

sections.  

It is important to note that under the three options 

considered, the number of jobs at the Muskoka District 

level are estimated to increase by the year 2031/2032, 

from the current jobs in 2016/2017. Therefore, there is 

estimated to be a positive economic benefit on the 

District of Muskoka as a whole.  

Option A – Two Acute Sites 
As summarized earlier in this report, Option A proposes 

to maintain acute care beds and emergency 

departments, general surgery, obstetrics and intensive 

care in both Bracebridge and Huntsville.  

Based on information provided by MAHC, under Option 

A, total employment across the two hospitals would 

increase by 168 jobs, with the increase in jobs being 

split roughly evenly between Huntsville and 

Bracebridge.  

Huntsville 

(Site 1)

Bracebridge 

(Site 2)

Muskoka 

Distrct
1

Current Employment (2016/2017) 349 310 659

Projected Employment (2031/2032) 426 401 827

Change in Employment 77 91 168

Economic Impact
Jobs

Initial 77 91 168

Direct, Indirect & Induced 23 23 68

Total 100 114 236

Multiplier 1.30 1.25 1.40

Share of jobs in Healthcare and Social Assistance 82% 85% 76%

Share of jobs in other industries 18% 15% 24%

Wages $5,778,726 $6,772,174 $13,193,824

Figure 2-3: Employment Impact - Option A  

1 Economic impact for individual municipalities may not add to Muskoka District 

Impact due to leakage between municipalities.  

Source: urbanMetrics inc. based on OMAFRA Analyst Software.  
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As shown in Figure 2-3, the Analyst software estimates that the increase in 168 hospital jobs would generate a total of 236 jobs in 

Muskoka, an employment multiplier of 1.40. It is notable that the multipliers are similar across Huntsville, Bracebridge and Muskoka. This 

suggests that a positive or negative “shock” would not impact one municipality more than the other. 

Figure 2-3 also illustrates that at the Muskoka District level, over three-quarter of the jobs created would be in the Healthcare and Social 

Assistance Industry. Other industries that could be impacted by the increase jobs in the Hospital Industry include the retail trade and the 

accommodations and food services industries.   

The increased employment in the hospital industry under Option A would also generate approximately $13.2 million in annual wages at an 

average wage of $55,800 per year. A portion of these wages would go towards increased spending in the communities, which will, in part, 

support the induced jobs.  

Option B – Inpatient Hospital and Outpatient Hospital 
The Inpatient / Outpatient model proposes to include an Inpatient Hospital in one municipality and an Outpatient Hospital in the other 

municipality. The Outpatient site would include services that do not require an overnight stay in hospital like endoscopies, x-rays and other 

diagnostic imaging, and services like chemotherapy and dialysis. The Inpatient site would host all hospital beds, surgical services, 

obstetrics, and intensive care, and would be supported by other core diagnostic services and allied health and support services in both 

sites. It is assumed that the Inpatient site would also host the proposed Stroke Rehabilitation Unit and MRI facility. 

Employment estimates provided by MAHC indicates that while total hospital employment across the two hospitals would increase by 

2031/2032 under the Inpatient / Outpatient model, the municipality with the Outpatient hospital would likely experience a decline in 

hospital employment. It is important to note that MAHC has not identified which municipality could potentially receive an Inpatient 

Hospital and which municipality could receive an Outpatient Hospital. For this reason, we have conducted our economic impact analysis 

based on two scenarios.  

 Scenario 1 - Assumes the Inpatient Hospital is located in Bracebridge and Outpatient Hospital is located in Huntsville. 

 Scenario 2 -  Assumes the Inpatient Hospital is located in Huntsville and Outpatient Hospital is located in Bracebridge. 
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Scenario 1 

Based on employment estimates provided by 

MAHC, Option B would result in a total of 126 new 

hospital jobs in Muskoka by the year 2031/2032.  

Assuming the Outpatient Hospital is located in 

Huntsville and the Inpatient Hospital is located in 

Bracebridge, it would result in 153 fewer hospital 

jobs in Huntsville and 279 additional hospital jobs in 

Bracebridge.  

It is important to note that the economic impacts 

calculated for Huntsville and Bracebridge are at the 

municipal level. As shown in Figure 2-4, the impacts 

in the individual municipalities do not add to the 

Muskoka District impact, as Muskoka District is 

comprised of six municipalities, some of which also 

benefit directly and indirectly from the hospitals. 

For example, new jobs created in either Bracebridge 

or Huntsville could benefit suppliers located in 

Gravenhurst, restaurants located in Lake of Bays, 

etc. Figure 2-4 shows that there would be 27 direct, 

indirect and induced jobs that would be created in 

Muskoka District, outside of Bracebridge and 

Muskoka (177 total jobs in Muskoka, minus the difference between the 199 lost jobs in Huntsville and the 349 new jobs in Bracebridge). 

As shown in Figure 2-4, the Outpatient Hospital in Huntsville could result in a total of 199 fewer jobs in the municipality. This includes the 

153 job losses at the Huntsville Hospital in addition to the loss of 46 direct, indirect and induced jobs. Over 80% of these job losses would 

be in the healthcare and social assistance industry. Other industries that could experience job losses include the retail trade industry and 

Huntsville 

(Outpatient)

Bracebridge 

(Inpatient)

Muskoka 

Distrct
1

Current Employment (2016/2017) 349 310 659

Projected Employment (2031/2032) 196 589 785

Change in Employment -153 279 126

Economic Impact
Jobs

Initial -153 279 126

Direct, Indirect & Induced -46 70 51

Total -199 349 177

Multiplier 1.30 1.25 1.40

Share of jobs in Healthcare and Social Assistance 82% 85% 76%

Share of jobs in other industries 18% 15% 24%

Wages -$11,482,403 $20,763,038 $9,895,368

Figure 2-4: Employment Impact – Option B – Scenario 1 

1 Economic impact for individual municipalities may not add to Muskoka District 

Impact due to leakage between municipalities.  

Source: urbanMetrics inc. based on OMAFRA Analyst Software.  
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the accommodation and food services industries (21 lost jobs). Most of these job losses would likely occur at local businesses that serve 

employees at the Huntsville Hospital. It is important to note that many of the 153 fewer jobs at the Outpatient Hospital in Huntsville would 

likely be transferred to the Inpatient Hospital in Bracebridge.   

The Inpatient Hospital in Bracebridge is expected to 

result in 349 new jobs in the community, of which 

279 jobs would be at the Inpatient Hospital. The 70 

direct, indirect and induced jobs would be created in 

other industries in Bracebridge, such as the retail 

industry and the accommodations and food service 

industry. Of the 349 new jobs related to the Inpatient 

Hospital in Bracebridge, 85% of these jobs would be in 

the healthcare and social assistance industry. This 

suggests that there would be limited spin-off benefits 

associated with additional jobs at the hospital.   

Scenario 2 

Figure 2-5 summaries the economic impact of locating 

the Inpatient Hospital in Huntsville and the Outpatient 

Hospital in Bracebridge. It is important to note that the 

economic impact at the Muskoka District level is the 

same as Option B, Scenario 1. This occurs because at 

the District level, the economic impact model is not 

influenced by the location of the Inpatient and 

Outpatient hospitals.  

Under this scenario, the Town of Huntsville would 

add a total of 313 new jobs, of which 240 would be 

Huntsville 

(Inpatient)

Bracebridge 

(Outpatient)

Muskoka 

Distrct
1

Current Employment (2016/2017) 349 310 659

Projected Employment (2031/2032) 589 196 785

Change in Employment 240 -114 126

Economic Impact
Jobs

Initial 240 -114 126

Direct, Indirect & Induced 73 -29 51

Total 313 -143 177

Multiplier 1.30 1.25 1.40

Share of jobs in Healthcare and Social Assistance 81% 85% 76%

Share of jobs in other industries 19% 15% 24%

Wages $18,011,612 -$8,483,822 $9,895,368

Figure 2-5: Employment Impact – Option B – Scenario 2 

1 Economic impact for individual municipalities may not add to Muskoka District 

Impact due to leakage between municipalities.  

Source: urbanMetrics inc. based on OMAFRA Analyst Software.  
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located in the new Inpatient Hospital. Many of the direct, indirect and induced jobs are estimated to occur in the retail industry and 

accommodations and food services industries.  

An Outpatient Hospital located in Bracebridge is expected to result in 143 fewer jobs in the municipality, of which 114 would be job losses 

at the hospital. As noted in Option B, Scenario 1, many of the lost jobs at the hospital in Bracebridge would likely be transferred to the new 

Inpatient Hospital in Huntsville. Many of the direct, indirect and induced jobs lost in Bracebridge would be in the healthcare and social 

assistance industry, the retail industry and the accommodation and food services industry.  

Overall, the Scenario 1 and Scenario 2 aggregate impacts are very similar. This is due to both municipalities having similar employment 

multipliers (1.30 in Huntsville and 1.25 in Bracebridge). It is also important to note that economic impact analysis provide estimates of 

economic interrelations between industries. At small geographies such as the Town of Huntsville and Town of Bracebridge, the results 

should be viewed with caution, particularly give the similar results for the two scenarios. Also, the Analysis software is a static economic 

impact model and does not take into consideration changes in commuting patterns that could result in the relocation of a hospital. For 

example, a hospital worker could live and work in the Town of Bracebridge. If their job was relocated to Huntsville, they may choose to 

continue to live in Bracebridge and commute to work in Huntsville. Therefore, the reduction in wages shown in Figure 2-5 likely overstates 

the economic impact, as this hospital workers wages would remain in Bracebridge and be spent at local businesses.  

Option C – One Site Model 
The One Site model proposes to provide all programs and services at a single site, including the addition of the new Stroke Rehabilitation 

Unit and MRI facility. Based on the Land Use & Community Planning Analysis Report for Muskoka Algonquin Healthcare Capital Planning 

Process prepared by Urban Strategies Inc. and Muskoka Algonquin Healthcare – Stage 1A Siting Report, prepared by Stantec, there are two 

sites being recommended for the One Site Model. This includes the site of the existing HDMH and a greenfield site located in the proximity 

of the Highway 11 and Taylor Road interchange in Bracebridge.  

Employment estimates provided by MAHC indicate that while total hospital employment across the two hospitals would increase by the 

year 2031/2032 under the One Site Model, the municipality that loses a hospital would experience significant job losses. It is important to 

note that MAHC has not identified which municipality could potentially receive the hospital. For this reason, we have conducted our 

economic impact analysis based on two scenarios.  
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 Scenario 1 - Assumes the hospital is located in Huntsville. 

 Scenario 2 -  Assumes the hospital is located in Bracebridge. 

Scenario 1 

Under the One Site Model with a hospital located in 

Huntsville, total employment in the District of Muskoka 

would increase by 85 jobs by the year 2031/2032. The 

net employment increase at the Muskoka District level 

is the same in both Scenario 1 and Scenario 2.  

As shown in Figure 2-6, if a centralized hospital was 

located in the Town of Huntsville, total employment in 

the municipality would increase by 515 jobs, of which 

395 jobs would be located in the new hospital. 

Approximately two-thirds of the new direct, indirect 

and induced jobs could occur in the healthcare and 

social assistance industry, retail industry and 

accommodations and food services industry.  

A centralized hospital in Huntsville would result in a 

total of 388 fewer jobs in the Town of Bracebridge. It is 

notable that many of these jobs would be transferred 

over to the central hospital in Huntsville and therefore 

the “net” impact on the District of Muskoka would be 

limited. Many of the direct, indirect and induced job 

loses would occur in the healthcare and social 

assistance industry, retail industry and 

accommodations and food services industry.  

Huntsville 

(Central 

Hospital)

Bracebridge 

(No Hospital)

Muskoka 

Distrct
1

Current Employment (2016/2017) 349 310 659

Projected Employment (2031/2032) 744 0 744

Change in Employment 395 -310 85

Economic Impact
Jobs

Initial 395 -310 85

Direct, Indirect & Induced 120 -78 35

Total 515 -388 120

Multiplier 1.30 1.25 1.41

Share of jobs in Healthcare and Social Assistance 82% 85% 76%

Share of jobs in other industries 18% 15% 24%

Wages $29,644,112 -$23,070,043 $6,675,447

Figure 2-6: Employment Impact – Option C – Scenario 1 

1 Economic impact for individual municipalities may not add to Muskoka District 

Impact due to leakage between municipalities.  

Source: urbanMetrics inc. based on OMAFRA Analyst Software.  
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This model does not take into consideration the potential reuse of the existing hospital in Bracebridge. If the existing SMMH was 

repurposed for other uses, it could reduce the job losses in Bracebridge.   

Scenario 2 

Figure 2-7 summaries the economic impact of locating 

the Centralized Hospital in Bracebridge. It is important 

to note that the economic impact at the Muskoka 

District level is the same as Option C, Scenario 1. This 

occurs because at the District level, the economic 

impact model is not influenced by the location of the 

central hospital. 

A central hospital located in Bracebridge is estimated to 

result in 544 new jobs in the municipality, many of 

which would be at the new hospital facility. The new 

hospital located in Bracebridge is also expected to 

result in 110 new direct, indirect and induced jobs. 

Similar to the economic impacts calculated in Option C, 

Scenario 1, many of these jobs would be in the 

healthcare and social assistance, retail and 

accommodations and food services industries.  

The potential loss of the hospital in Huntsville would 

result in 455 fewer jobs in the municipality, as many of 

the jobs in the existing HDMH would be transferred to 

the new hospital in Bracebridge. There would also be 

106 fewer direct, indirect and induced jobs.   

Huntsville 

(Central 

Hospital)

Bracebridge 

(No Hospital)

Muskoka 

Distrct
1

Current Employment (2016/2017) 349 310 659

Projected Employment (2031/2032) 0 744 744

Change in Employment -349 434 85

Economic Impact
Jobs

Initial -349 434 85

Direct, Indirect & Induced -106 110 35

Total -455 544 120

Multiplier 1.30 1.25 1.41

Share of jobs in Healthcare and Social Assistance 82% 85% 76%

Share of jobs in other industries 18% 15% 24%

Wages -$26,191,886 $32,298,060 $6,675,447

Figure 2-7: Employment Impact – Option C – Scenario 2 

1 Economic impact for individual municipalities may not add to Muskoka District 

Impact due to leakage between municipalities.  

Source: urbanMetrics inc. based on OMAFRA Analyst Software.  
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Similar to the previous scenario, we have not assumed that the existing HDMH is repurposed for alternative uses. If the HDMH is 

repurposed, it could reduce the impact identified in Figure 2-7.  

2.4 Summary 
 Using the Statistics Canada Input-Output multipliers, we have calculated the economic impacts for the estimated construction 

expenditures provided by MAHC for the three healthcare service delivery options. Based on these multipliers, the capital 

expenditures related to the Two Acute Sites options would generate the largest positive one-time economic impact from 

construction. The large economic impact is related to this option requiring the largest capital investments. Conversely, the One 

Hospital model is expected to require the smallest capital investment, and therefore has the smallest positive economic impact.  

 Based on our assessment, it is likely that a portion of the direct economic impacts related to the physical construction of hospital 

buildings and supporting infrastructure would likely be absorbed by businesses and workers outside of the local municipalities of 

Huntsville and Bracebridge. Having said that, it is likely and reasonable to suggest that many of the indirect and induced economic 

impacts related to the provision of accommodations, food services, security, etc. would be absorbed by business and workers in 

either of the two local municipalities and the surrounding communities.  

 Based on the Supply Chain tool available through the Analyst software, only about one-third of purchases made by the Hospital 

Industry in Muskoka actually occur in the District. Therefore, while the hospitals in Bracebridge and Huntsville provide a direct 

economic benefit through employment at the facilities, many of the indirect and induced benefits are captured by businesses and 

individuals located in other municipalities.  

 We have utilized the Analyst software to help estimate the economic impact of the three service delivery models from an ongoing 

operational perspective. Each of the three models, it has been determined, would result in a greater number of jobs in Muskoka 

District by the year 2031/2032. That being said, depending on the service delivery model ultimately selected, there could be 

significant employment impacts on the local municipalities of Bracebridge and Huntsville. Similar to the construction impacts, the 

Two Acute sites service delivery option would have the largest positive employment impact on the District of Muskoka, in addition 

to the Towns of Bracebridge and Huntsville. By comparison, the One Site model will have the smallest positive employment impact 

on the District of Muskoka. This service delivery option will also result in a large positive employment impact on the municipality 
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that receives the centralized hospital, while the other municipality would experience a reduction in employment in the 

municipality. A summary of the various service delivery options is summarized in Figure 2-8.  

Figure 2-8: Summary of Employment Impact (on-going) 
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 We recognized that the provision of healthcare services represents a major source of employment in both Huntsville and 

Bracebridge.  The results of our analysis suggest that healthcare employment attributed to MAHC will ultimate lead to job growth 

for residents of Muskoka District.  On an on-going basis the range of total employment growth represents somewhere in the order 

of 120 net new jobs under the One Hospital Model, increasing up 236 for the Two Acute Site model. It is important to note that 

while there will be job growth across Muskoka District under each of the three service delivery models, under the Inpatient / 

Outpatient Model and One Hospital Model, there would be some winners and losers, given that the distribution of employment will 

not be evenly allocated between the two facilities. The municipality that receives the inpatient hospital or centralized hospital 

would experience an increase in number of jobs in the municipality, while the other municipality would see a decline in the number 

of jobs  
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3.0 Review of Baseline Studies 
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This section of the report provides an overview of baseline studies related to the impact of hospital closures on the surrounding 

community. The impacts identified in these studies are primarily economic in nature, considering factors such as per capita income and 

housing values. 

The Economic Impact of Hospital Closures in Rural Settings 
Hospitals form an important and central public service to communities, particularly in rural settings. The closure or consolidation of rural 

hospitals can present both real and perceived impacts on the economic outcomes within the communities they serve. Understanding the 

academic and institutional research on the topic hospital closure is a fundamental step for making informed public policy.  

urbanMetrics has identified and reviewed four case studies in the literature that have attempted to quantify the economic impacts of 

hospital closures on rural-scale municipalities. These studies include: 

 The Impact of Rural Hospital Closures on the Economic Health of the Local Communities, David R. Pearson, Hassan Tajalli; 2003 

 Underserved Populations – the Effect of Rural Hospital Closures on Community Economic Health; Georges M. Holmes, Rebecca T. 

Slifkin, Randy K. Randolph, and Stephanie Poley, 2006 

 The Economic Impact of Hospital Closure on Rural Communities in Three Southern States: A Quasi-Experimental Approach, Lucia Y 

Ona, Agus Hudoyo and David Freshwater, 2007 

 The Impacts of Hospital Closures on Rural Housing Values in Illinois; Christina Miller, Silda Nikaj and John Pender, 2015 

In 2003, Pearson and Tajalli studied 24 rural counties in Texas that have experienced hospital closures to determine if there was an 

identifiable impact on the economic health of the local communities after the hospital closed. To facilitate their study, the authors utilized 

a comparative analysis, identifying 24 similar counties across Texas that had not experienced a hospital closure. To evaluate the impact, 

five data points were considered: total labor force employed, the unemployment rate, total earned income, total personal income and 

population size. Comparative changes in each of the variables tested as part of the study were determined to be “not statistically 

significant”. The authors of the study concluded that hospital closure does not directly cause significant short or long-term harm on rural 

economies.  
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Holmes et al (2006) expanded upon the on the analytical framework developed by Pearson and Tajalli by evaluating the impacts of rural 

hospital closures on local economies spread across the entire United States. Their findings suggested that the closure of a hospital in a 

county served by one hospital resulted in a reduction of per-capita income by 4.0%, and an increase in the unemployment rate by 1.6%. 

However, with respect to the closure of a hospital in a county that was served by at least one other nearby hospital, researchers identified 

no long-term economic impact. The study findings suggest that the closure of a hospital has an impact on income in the short-run, 

however the authors suggest that the long-term implications are “insignificant”.  

Ona, Hudoyo and Freshwater studied the economic impact of rural hospital closures on smaller communities in Georgia, Tennessee and 

Texas over a two year period (1998-2000). The methodological approach compared the sample communities to other rural municipalities 

with similar characteristics. The findings of their analysis suggest that - in economic terms - municipalities that experienced hospital 

closures were no more, no less adversely impacted relative to those that did not experience a hospital closure. The authors suggest that 

the proximity of alternative health services within the study area (i.e. hospitals in surrounding counties, regional medical centres etc.) likely 

have had a mitigating effect on the economic impact of hospital closures.  

Similarly, Miller et al (2015) extend this approach, and explored the impact of hospital closures on rural housing values. Using Carmi, 

Illinois as a case study, Miller’s analysis evaluated the extent to which distance from a closed hospital correlates to any impact on 

residential property values. The findings of the study suggest that there is no statistically significant correlation between the factors tested. 

The findings noted above broadly suggest that there is no long-term economic impact associated with a hospital closures in rural or small-

scale jurisdictions. In cases where an impact was observed, it typically related to the closure of all available hospital options in that County.   

The academic research highlighted in this section suggests that continuity of healthcare services, even if relocated to a neighbouring 

county or jurisdiction, provides an important offset in terms of reducing any lasting negative economic outcomes for a community.  

Notwithstanding the different healthcare approaches between Canada and the US, the research suggests that the economic impacts of 

potentially modifying the availability of healthcare – including locational changes involving one or both Muskoka host communities - could 

be absorbed by a clear and sustained commitment for improved healthcare with a more regionally-oriented focus.  The options being 

explored by MAHC all provide reasonable assurances to maintain healthcare delivery to patients living in Muskoka district. Although the 

body of research does not offer definitive outcomes with respect to the unique experience of Muskoka, the baseline studies provide 

important insight as to likely outcomes derived from any changes made to the regional hospital network.  



36     |     Muskoka Algonquin Healthcare – Economic Impact Analysis (Muskoka District, Ontario) 

 

 

4.0 Community Resiliency  
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Utilizing an approach similar to Pearson and Tajalli, urbanMetrics has examined how three comparable-sized communities in Ontario have 

responded to hospital closures or downsizing. This has been done, in part, to assess the ‘community resiliency’ after the closure or 

downsizing of a hospital. As part of this analysis, we have examined a variety of socio-economic variables, such as: population growth, 

household income, unemployment rates and employment growth. The data presented include both pre and post closure/downsizing 

conditions, along with an similar assessment of nearby communities which now host the displaced services.      

The municipalities examined in this analysis include: 

 Town of Penetanguishene, which experienced a hospital closure in 2014. The hospital beds were moved to Midland; 

 Town of Shelbourne, which experienced a hospital closure in 2010. The hospital beds were moved to Orangeville; and, 

 Town of Picton, which saw the number of beds decline by 43% between 2013 and 2014.  

Our analysis is based on data from the 2006 and 2016 Census of Canada. We have utilized this 10-year period for two reasons:  

 the 10-year timeframe allows for the full effect of the hospital closure or downsizing to be more fully realized; and 

 the 2011 National Household Survey (NHS), which replaced the long-form Census in 2011 is not reliable for comparison purposes, 

as it utilized a different data collection methodology.  

In addition to Census data, we have also relied on data from CoStar, a subscription based real estate database which tracks commercial 

real estate transactions (leasing and sales) and vacancy rates in the Greater Golden Horseshoe market (note: the CoStar data does not 

cover rural Ontario markets). Utilizing CoStar data, urbanMetrics has assessed the impact that hospital closures in Oakville and Toronto 

have had on commercial vacancy rates in the local area, particularly on medical-focused office buildings located near the closed hospital. 
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4.1 Socio-Economic Characteristics 

Penetanguishene General Hospital 
In 2008, the Penetanguishene General Hospital was voluntarily 

integrated with the Huronia District Hospital to form the current 

Georgian Bay General Hospital, which is now located one site at 

1112 St. Andrew’s Drive in Midland.  

In May 2014, it was further announced that the Penetanguishene 

Hospital would close permanently, with many of the beds being 

relocated to the Midland site. At the time the closure was 

announced, the Penetanguishene Hospital had a total of 47 beds, 

of which 36 were being transferred to the Midland Hospital and 

11 beds were lost permanently.  

The Penetanguishene General Hospital was located at 25 Jeffery 

Street, which is approximately 10 kilometres from the current site 

of the Georgian Bay General Hospital. Although the hospital 

function was formally closed, a select number of health services 

were retained at the Penetanguishene site, including a nine-

station dialysis unit, as well as Hospice Huronia and Georgian Bay 

Cancer Support Centre.  

Figure 4-1 compares various socio-economic variables in Penetanguishene and Midland. These variables include population, average 

household income, unemployment rate, total employment in the municipality and healthcare and social assistance jobs. The purpose of 

this comparison is to identify if there were any changes in the socio-economic profile of the two municipalities as a result of the relocation 

of hospital services from Penetanguishene to Midland.  
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As shown, the population in Penetanguishene declined slightly between 2006 and 2016. By comparison, the population in Midland 

increased, albeit slightly. Average household income increased in both Penetanguishene and Midland. In fact, average household income 

was higher in Penetanguishene than in Midland and also grew at a faster rate.  

In both municipalities, the unemployment rate increased and total employment declined. As these changes occurred in each municipality, 

it suggests that the higher unemployment rate and reduced employment are not a result of the closure of the hospital and are instead a 

result of general economic conditions. Penetanguishene experienced an increase in healthcare and social assistance employment, despite 

the closure of the local hospital. The increase is likely due, in part, to employment growth at the Waypoint Centre for Mental Health Care.  

Overall, based on our review of the socio-economic profile of Penetanguishene and Midland it appears that the closure of the hospital in 

Penetanguishene did not have a significant negative economic impact on the municipality.  

Figure 4-1: Socio-Economic Profile, Penetanguishene and Midland, 2006 and 2016 

  

Source: urbanMetrics inc. based on 2006 and 2016 Census of Canada. 
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Shelburne General Hospital 
In June 2010, the Shelburne General Hospital relocated the 

last remaining 22 beds in their hospital facility to the main 

hospital facility in Orangeville. While some services, including 

x-ray and laundry remained at the facility, in 2012 the 

decision was made to sell the hospital site and move all 

remaining services.  

The Shelburne General Hospital was located on Centre 

Street, which is approximately 25 kilometres (25-minute 

drive) from the current site of the Headwaters Health Care 

Centre in Orangeville.  

To assess the potential impact that the hospital closure may 

have had on Shelburne, we have examined various socio-

economic variables.  

As shown in Figure 4-2, despite the closure of the hospital, 

the population in Shelburne increased significantly between 

2006 and 2016. In fact, Shelburne has the distinction of being 

one of the fastest growing towns - both provincially and 

nationally - between 2011 and 2016. Similarly, household 

income in Shelburne grew by approximately 30% between 

2006 and 2016, in comparison to Orangeville, where household income grew by 27%. Strong population growth in Shelburne is due, in 

part, to its proximity to the Greater Toronto Area (GTA), as growth has radiated out from Toronto. That being said, the population in 

Shelburne increased more than Orangeville, which is located closer to the GTA and also benefited from having a hospital. This suggests 

that the closing of the hospital in Shelburne did not have a negative impact on population growth in the municipality.  
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Both municipalities experienced higher unemployment rates over the period, due to broader economic circumstances. However, the 

unemployment rate in Shelburne increased at a slightly faster pace than Orangeville. Both municipalities also saw the number of jobs in 

the municipality decrease between 2006 and 2016. However, in Orangeville, the number of jobs in healthcare and social assistance 

increased, while the number of these types of jobs in Shelburne decreased slightly.  

Overall, it appears that the relocation of the hospital in Shelburne to Orangeville did not negatively impact population growth and average 

household income in Shelburne as both of the variables grew more quickly than in Orangeville. However, the relocation of the hospital 

may have had some impact one employment. While both municipalities experienced higher unemployment rates and fewer jobs overall, 

Shelburne was slightly more impacted than nearby Orangeville.  

Figure 4-2: Socio-Economic Profile, Shelburne and Orangeville, 2006 and 2016 

 

Source: urbanMetrics inc. based on 2006 and 2016 Census of Canada. 
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Prince Edward County Memorial Hospital 
In recent years, the number of hospital beds 

and services offered at the Prince Edward 

County Memorial Hospital have been reduced 

drastically. In 2013 and 2014, a total of nine 

beds were cut in the Prince Edward County 

Memorial Hospital, which represented a 

reduction of 43% from the total of 21 beds that 

were previously available at the hospital. In 

addition to the loss of beds, the maternity 

department closed, 3,000 colonoscopies were 

cut, the outpatient laboratory and on-site 

physiotherapy services were eliminated.  

We have examined the socio-economic impact 

of a reduction in the number of beds in the 

Prince Edward County Memorial Hospital, as 

this could be similar to the impact of the 

Inpatient / Outpatient service delivery model 

proposed in Muskoka, where the outpatient 

hospital would result in one municipalities losing some services along with an overall reduction in the number of on-site healthcare staff.  

Figure 4-3 summarizes the socio-economic profile of Prince Edward County before and after the announced intention to reduce the 

number of beds and on-site healthcare service. Figure 4-3 also includes the socio-economic profile of Belleville, which includes the hospital 

that did not have a reduction in beds. It is important to note that, to our knowledge, the beds in the Prince Edward County were not 

moved to Belleville.  



Muskoka Algonquin Healthcare – Economic Impact Analysis (Muskoka District, Ontario)     |     43 

 

As shown, there was a slight reduction in the population of Prince Edward County between 2006 and 2016. However, it is important to 

note that a portion of this population decline occurred between 2006 and 2011, prior to the reduction in the number of hospital beds.  

Figure 4-3 also shows that average household income in both municipalities increased between 2006 and 2016. However, incomes in 

Prince Edward County grew at a faster rate than Belleville, 29% versus 23%, respectively.  

Employment data show that in Prince Edward County, while the unemployment rate declined, there were fewer jobs in the municipality as 

a whole, particularly in the healthcare and social assistance sectors. By comparison, the unemployment rate in Belleville increased and 

there were fewer jobs in the municipality.  

Figure 4-3: Socio-Economic Profile, Prince Edward County and Belleville, 2006 and 2016 

 

 Source: urbanMetrics inc. based on 2006 and 2016 Census of Canada. 
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Conclusions 
Based on our review of three Ontario municipalities that have recently experienced hospital restructuring, we have not identified any 

discernible economic impact on the local communities relative to nearby communities where these same healthcare services were 

ultimately redeployed.  While it is true the populations in Penetanguishene and Prince Edward County have declined, it is important to 

note that population in these communities was already declining before the announced hospital closures came into effect. In the case of 

Prince Edward County, the transition of the economy toward a great reliance on tourism, hospitality and visitor services has led to greater 

levels of investment activity along with new business creation despite changes in local healthcare delivery.  In the case of Shelbourne, the 

community continues to grow, despite the elimination of the local hospital.   

Our analysis has identified that average household income tended to be higher and tended to grow faster in municipalities that lost 

hospitals, in comparison to the closest municipalities analyzed. One identifiable impact was with regards to employment in healthcare and 

social assistance. In both Shelburne and Prince Edward County, employment in healthcare and social assistance declined in comparison to 

the municipalities analyzed.  However, important to point out that this analysis is only of three communities and therefore should not be 

viewed as statistically significant.  
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4.2 Healthcare Facilities in Huntsville and Bracebridge 
The purpose of this section is to review the impact of hospital restructuring the viability of surrounding commercial uses, particularly 

complementary healthcare facilities such as pharmacies, physicians’ offices, optometrists, podiatrists, audiologists, etc. In our experience, 

it is common for these types of healthcare uses tend to locate in close proximity to hospitals to create what is commonly referred to as 

healthcare ‘nodes’ or ‘clusters’.  It is worth noting that health-related services demonstrate a market-driven propensity to co-locate in 

multi-tenant facilities that share common management and ownership such as clinics and medical-buildings. In communities that are 

supported by a hospital, ancillary health and medical services are quite often situated in privately-owned “professional” buildings located 

near or adjacent to the hospital. That being said, the presences of a hospital is not necessarily a pre-requirement for clustered healthcare 

services.  
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Town of Huntsville 
There is one primary medical office building located in proximity to the 

HDMH, the Muskoka Medical Centre, located at 348 Muskoka District 

Road. Based on information from the College of Physicians and Surgeons 

of Ontario, this building is home to 48 of the 66 licensed physicians 

situated in the Town of Huntsville. In addition to the Muskoka Medical 

Centre, there is also a building located at 367 Muskoka District Road 3 

that is tenanted by healthcare related uses, such as an optometrist, foot 

care centre and message therapist. These uses also likely benefit from 

proximity to the hospital and the medical building across the street.  

It is possible, that if the hospital in Huntsville were to become an 

outpatient hospital, or relocate within Muskoka District, some of these 

healthcare-related uses may leave the municipality.  

The website for the College of Physicians and Surgeons of Ontario identify 

66 doctors with practice locations in Huntsville. Of these, 46 are defined 

as family medicine. Therefore, it is unlikely that these family medicine 

practitioners will move their practice out of Huntsville if the local hospital were to become an outpatient hospital or if the hospital was 

relocated outside Huntsville. These family practitioners would largely be serving Huntsville-area residents and are therefore less influenced 

by the presence of a hospital than specialists or surgeons that utilizes the services in the hospital more heavily. The extent to which the 

medical office buildings located in proximity to the Huntsville District Memorial Hospital will be impacted by the potential loss of the 

hospital will be examined in more detail later in this study.  
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Town of Bracebridge 
There are three medical office buildings located within a short 

walk of the SMMH in the Town of Bracebridge. These buildings 

include the South Muskoka Medical Centre, located at 230 

Manitoba Street, the Algonquin Medical Building located at 205 

Hiram Street and the new Bracebridge Medical Arts Centre, 

located at 36 McDonald Street. These medical buildings are 

mostly tenanted by physicians, some of whom are associated with 

the hospital. Therefore, there is the possibility that if the SMMH 

were to become an outpatient-only hospital or if the hospital 

function was relocated elsewhere in Muskoka District, some of 

these physicians could pursue alternative locations outside the 

Bracebridge urban area, depending on leasing circumstances.  

The website for the College of Physicians and Surgeons of Ontario 

identify 49 doctors with practice locations in Bracebridge. Of 

these, 36 practice in family medicine. Therefore, similar to 

Huntsville, it is unlikely that these family-oriented practitioners 

would relocate their practice out of Bracebridge if the local 

hospital were to become an outpatient-only hospital or if the 

hospital was relocated outside the Town.  
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4.3 Impact of Hospital Closures on Surrounding Commercial and 
Office Uses 

To identify the direct impact that a hospital closure may have on medical office buildings and surrounding retail and service commercial 

uses, urbanMetrics has analyzed readily-available commercial market data. The purpose of this analysis is to determine if there is an 

identifiable and sustained impact on business conditions in the areas adjacent to a shuttered hospital.  

For this analysis, we have identified three shuttered hospital sites –  

 Humber Regional Hospital - Keele (Toronto),  

 Humber Regional Hospital - Finch (Toronto), and  

 the former site of Trafalgar Memorial Hospital (Oakville).  

We note that a third hospital within the Humber Regional Hospital System formerly located on Church Street was considered for analysis. 

However, this site was removed because it was located in a residential neighbourhood and not served by any commercial facilities in the 

immediate surrounding area. Therefore, any relationship between the hospital and directly supporting commercial uses is less clear in this 

circumstance.  

Based on a review of the uses surrounding each hospital site and our understanding of the relationship between hospitals and the 

surrounding commercial uses, we have identified all properties within close proximity to each hospital. We have developed a profile of 

these areas and provided data related to historical vacancy rates and composition of users in the areas impacted by hospital closures.  
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Humber Regional Hospital – Keele Site 
The former Humber Regional Hospital’s Keele location was 

located at 2175 Keele Street and was one of three hospitals 

that closed when the Humber River Hospital was consolidated 

at one regional facility in 2015. As shown, the Keele site is 

located approximately 8 kilometres from the new Humber 

River Hospital facility.  

The Keele location was supported by one stand-alone medical 

– office facility, the Keele Ingram Professional Centre. This 

building, which is located at 2221 Keele Street, contains some 

24,000 square feet of leasable space. As shown in Figure 4-4, 

the property initially experienced an increase in vacancy rates 

in the period immediately surrounding the closure of the Keele 

hospital. However, as shown, vacancy rates at the Keele-

Ingram Centre area have moderated to a competitive 3.3%, 

which is lower than the vacancy rate prior to the hospital 

closure. Therefore, the closure of the hospital did not appear to have a long-term, sustained impact on the local medical office building.  

Figure 4-4 also includes an assessment of tenant composition in the Peel Ingram Professional Centre. As shown, some 55% of tenants are 

classified as medical uses (i.e. family doctors, specialists, testing labs etc.). An additional 22% of tenants are health-related users that may 

not have their locational decisions directly influenced by proximity to a hospital, including optical, dental and auditory- type practitioners. 

As a cautionary note, this observation may change over time as future renewals may provide medical tenants with an opportunity to 

relocate without breaking their lease terms. Nonetheless, current figures suggest that the commercial space in the area is still strongly 

represented by medical-based tenants. To date, these tenants have not moved en masse to be closer to the new hospital. 

The lower vacancy rate in the Keele-Ingram Professional Centre is consistent with broader commercial market trends in the vicinity of the 

former Humber Regional Hospital Keele Site. At the time of the hospital closure, the commercial vacancy rate within two kilometres of the 
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former hospital site was 2.8%. Since closure in 2016, vacancy levels have improved, tightening to 2.3%. To provide context, we consider a 

competitive commercial vacancy rate to be between 5.0% and 7.0%. Overall, it does not appear that the closure of the Humber Regional 

Hospital Keele site has had a significant and long-term impact on the commercial health and viability of nearby properties.   

  

 

Figure 4-4: Vacancy and Tenant Mix in the Keele-Ingram Professional Centre 
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Source: urbanMetrics inc. based on data from CoStar Realty Services. 
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Humber Regional Hospital – Finch Site 
Similar to the Humber Regional Hospital’s Keele location, the Humber 

Regional Finch site was also closed when the new Humber River Hospital 

opened in 2015. The Finch location was formerly located at 2115 Finch 

Avenue West and was supported by almost 175,000 square feet of 

primarily medical-professional office space spread across three separate 

commercial properties, which include:  

 2100 Finch Avenue West (36,000 square feet); 

 2115 Finch Avenue West (58,000 square feet); and, 

 2065 Finch Avenue West (81,000 square feet). 

Taken together these three facilities all continue to serve the local 

population. As shown in Figure 4-5, the surrounding commercial facilities 

experienced significant increases in the vacancy rate in the period 

immediately prior to the closure of the Finch facility. As shown, the 

vacancy rate in these buildings increase from a low of 0.4% to 15.8% in the 

two years prior to the hospital closure, substantially higher than the rates 

seen in the broader area local area. This suggests that there was 

substantial turnover as tenants reacted to pending circumstance. 

However, as shown, in the years since the closure, the vacancy rate has 

moderated significantly, and currently sits at a healthy level of 2.5%.  

Figure 4-5 also shows that despite the relocation of the Finch hospital - the defining local node – the composition of tenants in the 

surrounding area remains oriented toward medical and health- related uses. As shown, some 77% of all tenants located across the 

surveyed buildings could be categorized as medical in nature. An additional 9% were categorized in the optical/hearing/dental category. 

Therefore, it appears as though the primary function of buildings in the area around the former hospital site continues to serve a strong 

medical node despite the relocation of the anchoring hospital out of the area. 
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Figure 4-5: Vacancy Rate and Tenant Mix in Medical Office Buildings Surrounding the Former Finch Hospital 
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Oakville 
The former Oakville Trafalgar hospital located at 327 Reynolds Street closed in early 2016. The legacy site was served by three medical 

office buildings greater than 10,000 square feet, in addition to a handful of smaller medical office buildings located in converted residential 

dwellings. The medical office buildings in the vicinity of the legacy hospital include: 

 331 Sheddon Avenue (18,200 square feet); 

 358 Reynolds Avenue (10,800 square feet);  

 435 Reynolds Street (13,800 square feet); 

 455 Trafalgar Road (2,000 square feet); 

 440 Inglehart Street (5,100 square feet); 

 445 Inglehart Street (5,200 square feet); 

 440 Reynolds Street (3,500 square feet); and 

 443 Reynolds Street (6,400 square feet). 

In total, there is nearly 65,000 square feet of space in these 

eight buildings.  We note that the Oakville Medical Centre, 

located at 331 Sheddon Avenue, was subsequently sold in 

June 2016 and the site is intended to be redeveloped for 

residential purposes.  

As shown in Figure 4-6, the vacancy rate in these buildings increased moderately from 2.0% in 2013 to 5.3% in 2015, when the hospital 

ultimately closed. These properties have since experienced fluctuating vacancy rates, as high as 10.0% since the hospital’s closure, and 

now report no vacancies. Figure 4-6 also shows that the uses in the immediate surroundings of the former Oakville Hospital site continue 

to support a significant complement of medical-type uses. In fact, some 45% of all uses are medical in nature, and an additional 9% offer 

optical, auditory, or dental- type services. For the purposes of this analysis, we have removed the tenants located at 331 Sheddon Avenue 

from our totals.  
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NOTE: Data for certain quarters were unavailable due to data gaps. 

SOURCE: urbanMetrics inc., based on CoStar Realty Services. 

 

 

 

 

 

Figure 4-6: Vacancy Rates surrounding Oakville Hospital 
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Conclusion 
Based on our analysis of the commercial properties surrounding recently closed hospitals the following conclusions can be drawn: 

 Hospital closures appear to have short-term impacts on the vacancy rates of surrounding medical office buildings. In all three 

examples, the vacancy rate in the medical office building increased in the period immediately preceding the closure of the hospital. 

However, in all examples cited, the vacancy rate quickly normalized to a rate that is in line with, or better than, the local 

commercial market patterns.  

 The tenant composition of the buildings surveyed continues to support a significant portion of medical- type uses (i.e. family 

doctors, specialists, testing labs, etc.), despite the closure of a long-standing hospital.  Moreover, the presence of other health 

related services in many buildings such as dentist, optometrists and auditory specialists can help temper short-term vacancy 

challenges that may occur. 

Overall, our investigations suggest that if one or more hospitals in Muskoka District were to close as part of the proposed MAHC 

realignment process, the extent to which either of the host communities (i.e. Bracebridge or Huntsville) would be at risk in terms of 

permanently losing locally based medical practitioners would be unfounded. Moreover, if the inpatient / outpatient delivery model was 

chosen by MAHC, it is unlikely to have any impact on the surrounding medical office buildings.  
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5.0 Business Locational Decisions 
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To assess the impact that the various proposed healthcare delivery models could have on the site selection process of future businesses 

evaluating Bracebridge and Huntsville as a prospective location, we have reviewed the websites for economic development agencies in 

municipalities similar in size to Bracebridge and Huntsville to understand how local hospital and healthcare services are featured as a 

marketing tool to help attract new investment. In addition, we have also relied on third-party survey results that identify key factors that 

commonly used by businesses and site selection specialists to select suitable locations.    

We recognize that municipalities north of the GTA are going through a period of transition. Economic growth is becoming less reliant on 

traditional industrial industries such as manufacturing and transportation. Municipalities are re-inventing themselves as ‘lifestyle 

communities’ that are more reliant on amenities and placemaking to spur population and economic growth. As such, we have examined 

the impact that the presence of a hospital in a community could have on people’s overall perception of the municipality and ultimate 

decision to live there.  

5.1 Importance of a Hospital in Economic Development 
We have also reviewed the Economic Development websites of municipalities that include a hospital within their municipal boundaries. In 

this review, we have focused on municipalities that have a population similar to Huntsville and Bracebridge. While this review is anecdotal, 

it does provide some insight into the perceived importance that municipalities place on the presence of a local hospital.  

Municipal and local economic development websites that we have reviewed include: 

 Owen Sound 

 Uxbridge 

 Cobourg 

 Midland 

 Tillsonburg, and 

 Ingersol 
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All of these municipalities highlight the importance of a hospital in their marketing efforts. Certainly, the presence of a hospital is being 

used as a tool to attract new residents and businesses to the municipalities. However, what is less clear is how the presence of a hospital is 

factored into the decision-making process of new residents and businesses.  

5.2 Corporate Locational Decisions 
There are a variety of financial and non-financial factors that are considered by businesses in their site selection process. These factors are 

not homogeneous across industries. The “factors” considered important are varied and unique. While a warehousing and distribution firm 

may rank land costs as an important factor, and firm engaged in finance or insurance may rank the availability of graduates in Business and 

Commerce programs as a critical factor.  

Area Development is a publication focused on site selection and facility planning. For over 30 years, Area Development has conducted a 

survey of its readers to identify key variables that factor into their expansion and site selection plans. The most recent (2017) survey 

identified the following top-ten factors considered in corporate site selection: 

1. Highway accessibility 

2. Labour costs 

3. Availability of skilled labour 

4. Quality of life 

5. Tax exemptions 

6. Occupancy or construction costs 

7. Proximity to major markets 

8. Corporate tax rate 

9. State and local incentives 

10. Available land 

It is obvious from the responses, that the survey included corporate executives in the United States. It is also important to note that about 

one-third of the respondents were engaged primarily in manufacturing-based industries.  The responses do provide a general view into 
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variables that are ultimately factored into site selection decisions. The presence of a hospital in a municipality is not specifically identified 

as a factor in site selection. Nonetheless, a hospital could be considered important in the “quality of life” in a municipality. A hospital could 

also indirectly contribute to the availability of skilled labour, depending on the company.  

In assessing the impact that the three healthcare delivery options could have on the site selection decisions of corporations, we have 

considered each of the healthcare delivery options that are being proposed.  

It is our opinion that the Two Acute Sites and Inpatient / Outpatient options would have little to no impact on future corporate site 

selection decisions involving Muskoka as a perspective investment location. In essence the Two Acute Sites model represents “business as 

usual”, thus rendering Bracebridge no more, no less attractive than current conditions support. Meanwhile, under the Inpatient / 

Outpatient model, there would still be a hospital in both Bracebridge and Huntsville. And, there would still be a number of health services 

that would continue to be available in both municipalities, such as an emergency department, endoscopy, diagnostic imaging and core 

laboratory. It is important to note that under the Inpatient / Outpatient option, general surgery, obstetrics, beds, intensive care, specialty 

surgery and specialty programs would only be provided in one of the two municipalities. Therefore, it is possible – but by no means certain 

- that under the Inpatient / Outpatient option, some healthcare practitioners engaged these specific areas of practice may voluntarily 

decide to move to the municipality that ultimately hosts the Inpatient hospital.  

Under the One Site delivery model, the impact on a hypothetical site selection process might be influenced by the ultimate location for a 

new consolidated hospital.  With that said, the prospect of a modern, purpose-built, state-of-the-art hospital would reasonably work to the 

advancement of broader economic development goals by increasing the profile and stature of Muskoka as a community supported by top-

tier healthcare options.  

5.3 Resident Location Decisions 
Over the past few decades Huntsville and Bracebridge have transitioned into ‘lifestyle economies’ that are more focused on leveraging 

their abundance of amenities to attract residents to fuel economic growth and less upon traditional industrial industries, such as 

manufacturing and transportation. These communities are also putting a greater emphasis on placemaking, which is a process of 
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capitalizing on a local community’s assets, inspiration and potential to create quality public spaces to contribute to the health, happiness 

and well being of residents.  

Therefore, to ensure that these municipalities are well-positioned to continue to attract residents and the older adult segment of the 

market that is fueling the lifestyle economy, we have examined the impact that the presence of a hospital could have on the locational 

considerations of new residents, particularly older adults.  

MoneySense produces the de facto source-guide for identifying and rank ordering the top communities in Canada to live, including those 

best suited for retirement. These rankings provide a detailed list of the variables that go into preparing these rankings, as well as the 

relative weighting of each variable.  

The 2017 Top Places to Live in Canada ranks Bracebridge 64th and Huntsville 127th among 417 Canadian municipalities. The MoneySense 

rankings also identify the ‘Top Features’ of each community. The top features in Bracebridge include community safety, doctors per 1,000 

residents and the low unemployment rate. In Huntsville, the top features included the low unemployment rate, community safety and the 

percentage of residents employed in arts and recreation.  

In examining the best places to retire, Bracebridge had a slightly lower ranking at 72nd, while the ranking of Huntsville rose to 83rd among 

the top 100 municipalities to retire. Figure 5-1 below summarizes the 11 categories that go into preparing the rankings, as well as their 

relative weighting.  

As shown, Health care accounted for 10 of the 101 available points for the best places to live and 4 of the available 101 points for best 

places to retire. Variables that go into the health care category include: 

Doctors: the number of general practice and specialty physicians per community, converted into doctors per 1,000 people; 

Health Professionals: percentage of people in each city who are employed in health occupations. 

Number of Doctors’ Offices per ‘000: the number of medical offices in a community divided by the population.   

In addition, within the Amenities category, two points are awarded for the presence of a hospital in the community.  
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Figure 5-1: Categories and Weighting for Best Places to Live and Best Place to Retire in Canada 

  

Therefore, while healthcare and the presence of a hospital are considered in the rankings of the best places to live and retire, they are by 

no means the most important considerations in developing a municipal evaluation system for Canadian cities and towns. In preparing this 

report we have also considered the impact that the three service delivery models being considered by MAHC could have on the 

MoneySense rankings, and more specifically, the perception of the communities as a place to live and retire.  
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The Two Acute hospitals model would not have an impact on the MoneySense rankings, as both municipalities already have hospitals 

located within their boundaries. Similarly, the inpatient / outpatient service delivery model would not have an impact on the MoneySense 

rankings, as both municipalities would still have a hospital. The One Hospital model is the only service delivery model that would have an 

impact on the MoneySense rankings, as one municipality would no longer have a hospital, which would reduce their ranking.  
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6.0 Summary and Conclusions 
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MAHC currently provides acute care services at two hospital sites. These include the South Muskoka Memorial Hospital (SMMH), located in 

the Town of Bracebridge and the Huntsville District Memorial Hospital (HDMH), located in the Town of Huntsville. MAHC has identified the 

need for a new model of healthcare delivery across a large patient catchment area. Since 2012, MAHC has carefully considered a variety of 

options each designed to provide more efficient and more effective healthcare to the diverse and geographically dispersed communities it 

serves.  

As part of Capital Development Stage 1 Planning process, MAHC is currently exploring three (3) different models of providing healthcare in 

the future. These include the Two Acute Hospitals model, the Inpatient Hospital and Outpatient Hospital model and the One Hospital 

model. As part of the Stage 1 Capital Plan, urbanMetrics has been asked to carry out an economic impact evaluation of the three 

healthcare delivery models that are being proposed. To accomplish this, we have assessed the potential economic impact of each of the 

delivery models using a variety of approaches. 

Overall, it is our opinion that there would likely be no discernible economic impact associated with the three healthcare delivery models 

(as proposed) from an economic development perspective. Based on the methodologies employed in this study, the closure or reduction in 

healthcare services at either SMMH (Bracebridge) or HDMH (Huntsville) as proposed by MAHC would not have any negative, long-term or 

sustained impacts in terms of business retention or expansion.  

The results of our work are summarized as follows:  

 Using the Statistics Canada Input-Output multipliers, we have calculated the economic impacts for the estimated construction 

expenditures provided by MAHC for the three healthcare service delivery options. Based on these multipliers, the capital 

expenditures related to the Two Acute Sites options would generate the largest positive one-time economic impact from 

construction. The large economic impact is related to this option requiring the largest capital investments. Conversely, the One 

Hospital model is expected to require the smallest capital investment, and therefore has the smallest positive economic impact.  

 We have also utilized the Analyst software to calculate the economic impact of the three service delivery models from an ongoing 

operational perspective. Each of the three models would result in a greater number of jobs in Muskoka District by the year 

2031/2032. That being said, depending on the service delivery model ultimately chosen, there could be significant employment 

impacts on the local municipalities of Bracebridge and Huntsville. Similar to the construction impacts, the Two Acute sites service 

delivery option would have the largest positive employment impact on the District of Muskoka, in addition to the Towns of 
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Bracebridge and Huntsville. By comparison, the One Site Model will have the smallest positive employment impact on the District 

of Muskoka. This service delivery option will also result in a large positive employment impact on the municipality that receives the 

centralized hospital, while the other municipality would experience a reduction in employment in the municipality.  

 While the economic and employment impact should be considered as a relevant part of the overall evaluation of options for MHAC, 

it should never be viewed in isolation. Clearly there are a multitude of additional factors that require priority considered in the 

ultimate decision, such as: the impact on the health of local residents, lifecycle cost containment and the overall efficiency of 

healthcare delivery.  

 A literature review of case studies which have attempted to evaluate the economic impact of hospital closures indicated that there 

is generally no economic impact associated with a hospital closures in rural or smaller jurisdictions. In cases where an impact was 

observed, it related to the complete closure of all hospital services at the county-wide (regional) level.  

 Based on our review of three Ontario municipalities that have experienced hospital closures or a significant reduction in services, 

we have not identified a discernible impact on the local communities relative to nearby communities where healthcare facilities 

were subsequently expanded.   

 Our review of medical office buildings and commercial properties near/adjacent to recently closed hospital sites in Toronto and 

Oakville indicated that hospital closures appear to have only limited short-term impacts on the vacancy rates of surrounding 

medical office buildings. In all the examples analyzed, the vacancy rate in nearby medical office building increased in the period 

immediately preceding the closure of the hospital. However, in all examples, the vacancy rates have subsequently recovered to a 

rate that is in line with, or better than prevailing local commercial market patterns.  

 The tenant composition of the buildings surveyed also continues to contain a significant portion of medical uses (i.e. family doctors, 

specialists, testing labs, etc.), despite the closure of the hospital. Additionally, buildings contain a significant portion of users that 

are health related in nature (i.e. dental, optical and hearing services). Overall, this suggests that if the hospital were to close in one 

or both of the municipalities, it is unlikely to have a significant long-term impact on vacancy rates in the surrounding medical office 

buildings. Furthermore, if the inpatient / outpatient delivery model was chosen by MAHC, it is unlikely to have any lasting impact 

on the surrounding medical office buildings.  
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 urbanMetrics has reviewed both financial and non-financial factors that impact corporate investment decisions from a location 

perspective. These factors were examined to help determine if the presence of a hospital in a jurisdiction would meaningfully 

influence the investment decision by businesses seeking new locations. Based on our review, factors that were considered 

important included: highway accessibility, labour costs, availability of skilled labour and quality of life. It is not evident that the 

presence of a hospital in a community provides a direct competitive advantage in terms influencing the corporate site selection 

process.  

 Finally, municipalities such as Huntsville and Bracebridge are re-inventing themselves as ‘lifestyle communities’ that are becoming 

more reliant on amenities and placemaking to spur population and economic growth. To ensure that these municipalities are well 

positioned to continue attracting residents and the older adult segment of the market, we have examined the impact that the 

presence of a hospital could have on the locational considerations of new residents, particularly older adults. Based on community 

rankings of the top places to live in Canada, the availability of healthcare and the presence of a hospital are considered in the 

rankings of the best places to live and retire. That being said, they are by no means the most important considerations. The Two 

Acute hospitals model and Inpatient/Outpatient would have little, if any, impact on residents’ perceptions of the communities. On 

the other hand, the One Hospital model could have some degree of reputational impact on the community that “lost” its hospital. 

Conclusion 

In general terms the research carried out by urbanMetrics suggests that each of the service delivery models being explored by MAHC will 

result in positive economic and employment impacts for the region as a whole. The degree of impact is the greatest (most positive) for the 

Two Acute Hospitals model and smallest (least positive) for the One Hospital Model. At the local municipal level, the Two Acute Hospital 

model is expected to have the most positive economic and employment impact on both Bracebridge and Huntsville. On the other hand, 

under the Inpatient / Outpatient Model and One Hospital Model, there would be some winners and losers, given that the distribution of 

employment will not be evenly partitioned. Nonetheless on a region-wide basis, these options also represent a net positive benefit overall.  
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Executive Summary 

This report provides a siting analysis to inform MAHC’s evaluation of the models of care.  The analysis is focused on 

the architectural and engineering issues related to siting options. 

Analysis related to land use and community planning; operating costs; capital costs; clinical impact and social impact 

are not included in this report. 

The issues raised in this report will be further explored and tested in the second half of (stage 1B) the Stage 1 Capital 

Submission once the model of care is selected. 

Two siting options are recommended in Bracebridge.  Reuse of the existing site for a small to medium size hospital or 

a greenfield site, ideally close to Highway 11.  Only the existing site in Huntsville is recommended for consideration.  

It is recommended that any site outside the towns of Bracebridge or Huntsville not be considered. 

A summary of the siting options for each service delivery model are as follows: 

 

Model of Care 
(Service Delivery 

Model) 

Siting Options 

One site model • Huntsville – renovation and addition to the existing hospital on the existing HDMH 
site 

or 

• Huntsville - replacement hospital adjacent to the exiting hospital on the existing 
HDMH site 

or 

• Bracebridge - new hospital on a greenfield site within the Town of Bracebridge 
 

Two acute sites model Site 1   

• Huntsville – renovation and addition to the existing hospital on the existing 
HDMH site 

or 

• Huntsville - replacement hospital adjacent to the exiting hospital on the existing 
HDMH site 
 

Site 2  

• Bracebridge – renovation and addition to the existing hospital on the existing 
SMMH site 

or 

• Bracebridge - new hospital on a greenfield site within the Town of Bracebridge 
 

Inpatient site / 
Outpatient site 
model 

Ambulatory Site   

• Huntsville – renovation and addition to the existing hospital on the existing 
HDMH site 

or 

• Bracebridge – renovation and addition to the existing hospital on the existing 
SMMH site 
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Acute Site  

• Huntsville – renovation and addition to the existing hospital on the existing 
HDMH site 

or 

• Huntsville - replacement hospital adjacent to the exiting hospital on the existing 
HDMH site 

or 

• Bracebridge – renovation and addition to the existing hospital on the existing 
SMMH site 

or 

• Bracebridge - new hospital on a greenfield site within the Town of Bracebridge 
 

 

Once the recommended service delivery model is established, a comprehensive study and evaluation of the various 

siting options will need to be undertaken.  Evaluation and selection of the facility development model is work done in 

Stage 1B and is subject to a detailed study of patient and staff quality of space, engineering details, building 

configuration, phasing and construction costs. 
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1.0 INTRODUCTION  

1.1 BACKGROUND 

As part of the Stage 1 Capital Submission Process (Master Program / Master Plan), Muskoka Algonquin Healthcare 

(MAHC) is evaluating three models of care (service delivery models) for their hospital system.  The three models 

under consideration are: 

• Two acute sites model 

• Inpatient site / outpatient site model 

• One site model 

The development, analysis, evaluation and ultimate selection of the preferred model of care forms the first part of the 

work involved in the Stage 1 Capital Submission Process.  Following the selection of the model, the hospital will then 

prepare the Facility Development Plan, which will focus on the physical development and implications of the model of 

care.  

1.2 REPORT OBJECTIVE AND OVERVIEW 

This report provides a siting analysis to inform MAHC’s evaluation of the models of care.  The analysis is focused on 

the architectural and engineering issues related to siting options. 

Analysis related to land use and community planning; operating costs; capital costs clinical impact and social impact 

are not included in this report. 

This report should be read in conjunction with the Land Use & Community Planning Analysis Report for Muskoka 
Algonquin Healthcare Capital Planning Process, prepared by Urban Strategies Inc, dated March 15, 2018. 

The issues raised in this report will be further explored and tested in the second half of the Stage 1 Capital 

Submission once the model of care is selected. 
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2.0 EXISTING CONDITIONS  

2.1 REGIONAL CONTEXT 

Located within the North Simcoe Muskoka Local Health Integrated Network (NSM LHIN), Muskoka Algonquin 

Healthcare (MAHC) is a multi-site health care organization providing 24-hour emergency health care services, acute 

inpatient care and ambulatory services at the Huntsville District Memorial Hospital in Huntsville and the South 

Muskoka Memorial Hospital in Bracebridge. In addition, the organization delivers outpatient programs at the Almaguin 

Highlands Health Centre in Burk's Falls. Situated in rural Ontario’s cottage country, MAHC serves the permanent 

residents of the Muskoka Census Division and East Parry Sound communities, and surging volumes of seasonal 

residents and transient visitors. 

MAHC’s South Muskoka Memorial Hospital (SMMH) site, located in a residential neighbourhood of Bracebridge, is a 

two-storey facility with penthouses and a partial basement. The oldest portions of the structure date from 1964, with 

major additions built in 1970, 2000 and 2006. Over time, some interiors have been renovated. 

MAHC’s Huntsville District Memorial Hospital (HDMH) site, located on a treed parcel of land in Huntsville, is a two-

storey facility with a penthouse. The original portion of the structure dates from 1978, with minor additions in 1987 

and 2003. 

 

Figure 1 MAHC Catchment 
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2.2 HUNTSVILLE DISTRICT MEMORIAL HOSPITAL (HDMH) 

The Huntsville District Memorial Hospital is located within the Town of Huntsville, north of the downtown core.  The 

site is located east of Highway 11 on Highway 60, 45km west of Algonquin Provincial Park.  The site is surrounded 

mainly by forest.  There are residential communities located to the east across Muskoka District Road Hwy 3 and a 

retail area located to the south across Highway 60.  Fairy Lake is located to the south-east of the site, the elevation 

provides views to the lake below. 

 

Figure 2 Existing HDMH location 

 

The site is bounded by Highway 60 on the west and south, Muskoka District Road Hwy 3 on the East and Earls Road 

to the north.  All site access occurs from Muskoka District Road Hwy 3, with a seasonal road access to Earls Road to 

the north.  A Helipad is located north of the hospital building. 

The site slopes down towards Fairy Lake, in a south-east direction.  There is approximately a 32 meter change in 

grade from the top of the site to the bottom.  
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Figure 3 Existing HDMH context 

 

2.3 SOUTH MUSKOKA MEMORIAL HOSPITAL (SMMH)  

The South Muskoka Memorial Hospital is centrally located within the Town of Bracebridge, west of Highway 11. The 

site is surrounded by residential communities with a golf course to the north, across Liddard Street.  A ravine 

intersects the north-west corner of the site. 

 

Figure 4 Existing SMMH location 
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The site is bounded by Liddard Street to the north, Aubrey Street to the east, Ann Street to the south and a ravine to 

the west.  Primary access occurs from Ann Street and is used by the public and emergency vehicles.  Secondary 

access occurs from Liddard Street and is used by staff and service vehicles.  A Helipad is located north of the 

hospital near Liddard Street. 

The site of the existing South Muskoka Memorial Hospital site is mainly flat, with only a 5 meter grade change over 

the buildable site, sloping towards the south.  There is a significant slope, at the ravine along the south west border of 

the site. 

 

 

Figure 5 Existing SMMH context 

 

.  
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3.0 GENERAL COMMENTS  

Common to any of the models of care, there are a number comments and recommendations related to the various 

siting options. 

3.1 BRACEBRIDGE OPTIONS 

Existing SMMH site.  The site is relatively small for a community hospital, therefore any use of this location for 

development would likely require a mix of an addition to the current facility and renovation of the current building.  As 

with any renovation and addition, the resultant building massing may result in a less than ideal layout and 

adjacencies of the clinical departments within the building.  Some of the existing facility may not be needed and could 

be demolished.  Ultimately, this type of development would have a high level of complexity related to construction 

staging and sequencing in order to keep the existing hospital in use throughout the construction process. 

Development on the site would restrict parking and site circulation. 

Finally, siting the heliport would be a challenge in a more developed site, as it must comply with federal regulations 

that govern hospital heliports. 

Regardless, there are existing developments in place that support the hospital’s current location.  Options including 

acquiring adjacent properties and potential road realignments could improve the options for reuse. 

Given the existing site constraints, without more land, there would be a limit as to the size of hospital that could be 

built on this site. 

Other locations.  There are other siting options within the town of Bracebridge.  While a comprehensive site 

selection process has not been undertaken, several potential locations have been identified.  Each option would offer 

more flexibility in building configuration and size and a greater level of construction simplicity compared to the existing 

site.  For access reasons, a site close to Highway 11 would generally offer a better location. 

Recommendation.  Two siting options are recommended in Bracebridge.  Reuse of the existing site for a small to 

medium size hospital or a greenfield site, ideally close to Highway 11.  A final recommendation would only be 

possible after a careful business case analysis of the pros and cons of the cost benefit of each scenario. 

3.2 HUNTSVILLE OPTIONS 

Existing HDMH Site.  The existing site is relatively large; however, it has significant elevation change across the 

property.  Using this site for hospital development would require site servicing upgrade and second road access. 

Nevertheless, the size of the site provides the opportunity for a development to be either a replacement building 

adjacent to the existing building, or a mix of addition and renovation. 
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Site phasing would be required during redevelopment, but the final development would have the ability to increase 

parking capacity on the site. 

There are also options for the location of the heliport. 

Other Locations.  Other locations within Huntsville are not reasonable to consider at this time as the costs 

associated with land acquisition and servicing would be at a higher cost than the options that use the existing site.  In 

addition, the location of the current site is ideal in terms of access. 

Recommendation.  Only the existing site in Huntsville is recommended for consideration. 

3.3 SITES OUTSIDE EXISTING URBAN CENTRES 

There are potential sites outside the towns of Bracebridge and Huntsville for a new hospital development.  Any of 

these locations would add additional costs to the project that could be quite significant. 

First, there would be the cost to acquire the land.  In addition, there would be costs associated with servicing the land.  

There have been preliminary discussions with the District to try and determine these costs, but without much further 

detailed analysis it is difficult to make any estimates.  Regardless, it would be significant in both capital cost and have 

ongoing operational costs associated with it.  

In some cases, the distance of the site away from the towns would require a standalone facility to service the site.  

Based on review of other hospitals, this type of solution is most often done in northern locations (for example 

Canadian Territories), or developing countries (for example Africa).  There are some examples where a “net zero” or 

“off the grid” solution has been attempted, but in most cases only with partial success.  Given the increased costs 

related to this type of solution, it is not suitable for the needs of MAHC. 

Finally, there would be additional costs for the environmental assessments and other studies and reports.  While a 

detailed site selection process would have to be undertaken, it is likely that many sites would not be able to meet the 

environmental or engineering requirements. 

It should also be noted that the Land Use & Community Planning Analysis Report for Muskoka Algonquin Healthcare 
Capital Planning Process, prepared by Urban Strategies Inc, dated March 15, 2018, indicates that locations outside 

Urban Centres do not comply with Provincial, District or local planning guidelines are as such not recommended from 

a land use and planning point of view 

 

Recommendation.  It is recommended that any site outside the towns of Bracebridge or Huntsville not be 

considered. 
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4.0 SITING OPTIONS FOR SERVICE DELIVERY MODELS  

Based on the analysis there are a number of siting options for each of the service delivery models being considered 

by MAHC.  Each of the options have different benefits and drawbacks, and some options may even be “non-starters” 

due to the significant number of drawbacks associated with it.  Nevertheless, they all are theoretical options that 

should be noted in the eventual Stage 1 Report submitted to the Ministry.  Once the recommended service delivery 

model is established, a comprehensive study and evaluation of the various siting options will need to be undertaken.  

Evaluation and selection of the facility development model is work done in Stage 1B and is subject to a detailed study 

of patient and staff quality of space, engineering details, building configuration, phasing and construction costs. 

The siting options for each service delivery model are as follows: 

4.1 SITING OPTIONS FOR ONE SITE MODEL 

• Huntsville – renovation and addition to the existing hospital on the existing HDMH site 

• Huntsville - replacement hospital adjacent to the exiting hospital on the existing HDMH site 

• Bracebridge - new hospital on a greenfield site within the Town of Bracebridge 

4.2 SITING OPTIONS FOR TWO ACUTE SITES MODEL 

• Site 1   

o Huntsville – renovation and addition to the existing hospital on the existing HDMH site 

o Huntsville - replacement hospital adjacent to the exiting hospital on the existing HDMH site 

• Site 2  

o Bracebridge – renovation and addition to the existing hospital on the existing SMMH site 

o Bracebridge - new hospital on a greenfield site within the Town of Bracebridge 

 

4.3 SITING OPTIONS FOR INPATIENT SITE / OUTPATIENT SITE MODEL 

• Outpatient Site   

o Huntsville – renovation and addition to the existing hospital on the existing HDMH site 

o Bracebridge – renovation and addition to the existing hospital on the existing SMMH site 

• Inpatient Site  
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o Huntsville – renovation and addition to the existing hospital on the existing HDMH site

o Huntsville - replacement hospital adjacent to the exiting hospital on the existing HDMH site

o Bracebridge – renovation and addition to the existing hospital on the existing SMMH site

o Bracebridge - new hospital on a greenfield site within the Town of Bracebridge



1 

Local Share Meeting 
November 8, 2017 



2 

Who We Serve 

 Six municipalities - Bracebridge, Gravenhurst, Huntsville, Lake of 
Bays and Muskoka Lakes, (Georgian Bay)  

 East Parry Sound catchment area 

 Two First Nations communities: Wahta and Moose Deer Point 

 Permanent residents of 60,599 with significant seasonal 
resident population (up to 84,460 more people). 
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Catchment and Market Share 

• Inpatient and Acute Care Admission 
– Market Share 59% 
– Catchment 75% (+16% East Parry Sound) 
 

• ED Visits 
– Market Share 82% 
– Catchment 68% (+14% East Parry Sound) 
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What Happens at MAHC? 
Bed Types: Acute Complex Continuing Care 

South Muskoka Memorial Hospital 43 16 

Huntsville District Memorial Hospital 37 0 

Admitted Patients 4,891 

Emergency Visits 44,236 

Surgeries & Scopes 8,547 

Births 282 

Chemotherapy/Infusion Clinic Visits 3,009 

Dialysis Treatments 3,183 

Diabetes Visits 1,537 

X-Rays 35,923 

Mammography/Breast Screening Exams 5,941 

CT Scans 10,486 

Ultrasounds 16,707 

Laboratory Tests 420,553 

Employees 625 

Active Physicians 85 

Volunteers 320 

Total Operating Budget $75 million 

Total Capital Needs  $39 million 

4 Bargaining Units 

Note: the above activity data is 2016-2017 data for all MAHC sites 
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Financial Needs 

• Operating Costs 
• Capital Costs – equipment  $9M 
• Capital Costs – Infrastructure   $48M 

– Facility Condition Index: Fair – Poor 
– By 2022: $22M SMMH / $26M HDMH 
– Roof – SMMH $1.4M 
– Redundant water line HDMH – $1M 
– Sprinkler System HDMH – $2.5M 
– Plumbing upgrades – $3M 
– Flooring both sites – $2M 
– HIRF priority items (Schedule A) – $22M investment $600,000 

• Capital Costs – Future Planning Local Share 
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Historic Foundation Giving 

• 2013-14 -- $1,094,060 
• 2014-15 -- $3,160,929 
• 2015-16 -- $1,961,386 
• 2016-17 -- $1,956,384 
• 2017-18 -- $776,758 (6 months) 

 
• 2013 -- $1,595,269 
• 2014 -- $2,220,706 
• 2015 -- $2,352,074 
• 2016 -- $2,096,697 
• 2017 -- 1,284,617 
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MOHLTC Capital Planning Toolkit 

Funding/Financing Plan (4.6) 
• The Health Service Provider must identify how 

the capital project will be funded. If the Health 
Service Provider is required to share in the 
capital project costs, evidence of financial 
viability is required.  

• A plan for the local share will be required 
which clearly identifies the cost of financing 
and the sources of payment for such costs. 
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Local Context 

Muskoka not alone in hospital development, 
funding concerns: Smith 
News Oct 19, 2017 by Alison Brownlee 
Bracebridge Examiner  
Graydon Smith  

… Aitchison along with other municipal representatives 
are on record saying that they want two fully functioning 
hospitals in Huntsville and Bracebridge. He said he is on 
the task force to make sure that point of view is heard. 
“They think I’m a royal pain in the ass and they prefer I 
wasn’t there, but I just keep coming back [saying] you 
need two sites… and by the way, you’re never going to 
convince me, no matter how many millions you spend, 
that one site is a good idea, unless of course it was in 
Huntsville and that’s not going to happen,” 
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Georgian Bay 

• Boundaries NSM LHIN / District of Muskoka 
• Average travel time analysis results 
• Utilization: 8 Admissions / 80 ED visits 
• Who is MAHC planning for? 
• If Georgian Bay not a user, what is impact 

around District table? 
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Historic Municipal Support for 
Healthcare 
• 2009: District of Muskoka council committed 

$3 million over 10 years to RVH’s regional 
cancer care centre  

• 2009: District of Muskoka’s Hospital Capital 
Fund ($400K/yr) 

• 2016: District of Muskoka council promises 
$10.5 million for Fairvern redevelopment 
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KCI Municipal Hospital Support 
Research Scan (June 2017) 
KCI monitors municipal government support of hospital and 
healthcare campaigns, and we have observed the following 
trends in current and recent public hospital campaigns: 

• A majority of hospital campaigns in Ontario (approx. 
70%) have some form of municipal support. 

• The portion of municipal support relative to the local 
share is challenging to determine in some cases, but 
where known the proportion ranges from 14% to 
over 50% 

• Campaigns in smaller communities tend to have a 
larger proportion of municipal support relative to the 
total campaign goal. 
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Support for Local Share 

88% 

12% 

Yes

No

Out of 2,183 responses 

Result from 2017 MAHC Future Planning Survey  

“Would you support a portion of your municipal taxes contributing 
toward future hospital development need?” 
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Planning for Local Share 

$80-100M 
• Foundations 
• Auxiliaries 
• Municipal  
• Other? 
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Transient Accommodation Tax 

Estimated 
to generate 
$1.4M 



THE DISTRICT MUNICIPALITY OF MUSKOKA 

January 31, 2018 

Moved By: 

Seconded By: 

WHEREAS The District Municipality of Muskoka established a Hospital 
Financing Levy in 2009; 

AND WHEREAS Muskoka Algonquin Healthcare (MAHC) has identified 
significant facility needs at the South Muskoka and Huntsville sites; 

NOW THEREFORE BE IT RESOLVED THAT the Hospital Financing Levy 
be increased from $400,000 to $600,000; 

AND FURTHER THAT upon the completion of all current allocations as 
identified in report CES-15-2015-1, the hospital levy be dedicated only to 
existing MAHC facility needs or other projects as identified; 

AND FURTHER THAT The District Municipality of Muskoka disband the 
Hospital Funding Advisory Committee as established through Corporate & 
Emergency Services Committee resolution R42/2009; 

AND FURTHER THAT The District Municipality of Muskoka establish a 
joint Committee of MAHC representatives and Muskoka District Councillors 
to review future expenditures. 

/ 
Carried 

Defeated 



2017 Feedback Survey 
(Opinion) Results Report 

Capital Planning Process: Stage 1 

November 2017 
Muskoka Algonquin Healthcare 



Overview & Purpose 
As part of community engagement and consultation for MAHC’s Stage 1 journey to plan the future of 
hospital care for Muskoka and area in the year 2030 and beyond, MAHC created a survey to engage 
the community to provide preliminary, anonymous feedback from all stakeholders. 

The feedback survey was available electronically on the MAHC website from August 28 to October 
13, 2017 with hard copies available in key locations across the region and upon request.  

Eleven questions were posed, and for some questions respondents were able to select more than one 
response. The survey was structured so that respondents were not limited in the number of times they 
could respond. This was important to ensure there were no barriers for members of any given 
household to complete the survey from the same computer or a shared device. 

The electronic survey link was shared broadly through local media and social media, while hard 
copies of the survey were made available at the two hospital sites, in public facilities such as 
Municipal Offices, libraries, recreation facilities and physician offices, and by mail upon request.  
The purpose of the feedback survey was to identify what is important to respondents by seeking 
written input on the models presented, and the draft criteria that would be used to evaluate the 
models. The survey was not designed as a rigorous, scientific tool. It was created to garner feedback 
on what is important to our communities with respect to future hospital planning.  

There were three main objectives for the survey: 
• to help shape the criteria that will be used to evaluate different potential hospital models by

asking respondents what is most important to them with respect to proposed criteria, 
• to provide an opportunity for respondents to identify if any criteria were missing,
• to understand at a high level what respondents liked and disliked about three different

potential hospital models for the future (although the three models were not fully developed or
understood at the time of the survey).

Feedback Survey Results  
During the seven-week survey period, 2,183 responses were received either electronically or in hard 
copy. The following is a summary of the feedback survey results. For further details, see Appendix A: 
Feedback Survey Data, and Appendix B: Feedback Survey. 

Demographics 
Survey questions 1-4 were framed to gather demographic information from respondents and to 
ascertain if they attended one of the eight information sessions to help with their understanding of the 
context of MAHC’s future planning work. (See Appendix A, slides 2-4).  

The results showed that the majority of survey respondents: 
• did not attend a presentation;
• were permanent residents;
• were aged 50 to 75 years; and
• were not health care workers.

Draft Criteria 
Survey questions 5 and 6 were structured to obtain feedback on the proposed evaluation criteria by 
understanding what of each of the draft criteria was most important to respondents, and to provide 
an opportunity for respondents to identify any potential missing criteria. The table below 



summarizes the draft criteria that respondents felt was important by tallying the response rate of 
“strongly agree” or “agree”. (See Appendix A, slides 5-6). 

Summary: Criteria that respondents answered ‘Strongly Agree’ or ‘Agree’ Total 
% 

Provides access to care with reasonable travel times 96% 
Facilitates the safest care by meeting infection control, health & safety etc. requirement 95% 
Assists with recruiting and retaining the best staff, physicians and volunteers 94% 
Is able to accommodate future needs to grow and change 92% 
Is supported by our communities at large 91% 
Has the ability to allow for expanded or specialized programs and services 89% 
Maintains strong local economies 87% 
Is supported by my local municipal government 80% 
Generates the required community fundraising share of building/renovation costs 74% 
Leverages the funding we get to run the hospital 67% 
Consistent with municipal and district planning principles 63% 
How much it costs to operate 61% 
How much it costs to build 54% 
Aligns with Ministry of Health and Long-Term Care directions and North Simcoe Muskoka LHIN priorities 50% 
Aligns with the Muskoka and Area Health System Transformation (MAHST) initiative to redesign health care 
delivery 

50% 

Models 
Questions 7 through 10 were geared to understand preliminary feedback from respondents on three 
different potential models for delivering hospital services in the future. Respondents were asked what 
they liked and disliked about the three hospital models for the future although the three models were 
not fully developed or understood at the time of the survey. Such thoughts or observations, albeit 
early and without a fulsome definition of each model, were helpful to generate preliminary feedback so 
each model could be better developed to mitigate against concerns or challenges identified by 
respondents. Responses also help provide direction to MAHC with respect to additional information 
sharing and community education.  

Members of the Capital Plan Development Task Force each were responsible for reviewing a subset 
of the comments provided by respondents (likes and dislikes for each model). The table below 
summarizes the themes identified by the task force from the responses. (See Appendix A, slides 7-8). 

Two Sites –  
Not Status Quo 

Two Sites – 
One Inpatient, One Outpatient 

One Site –  
Centrally Located 

Likes Dislikes Likes Dislikes Likes Dislikes 

Access to care 

Supports community 
vitality and growth 

Safety and security 

Ensures community 
support 

Familiar, causes 
little change 

Services a large 
geographic area 

Cost 

Duplication of 
Services 

Not sustainable 

“Not Status Quo” not 
clearly defined 

Splitting of 
resources 

Funding formula is 
flawed 

Access to care 

Streamlines the 
system 

Saves money 

Flexible and 
supports expansion 

Increases efficiency 

Maintains health 
care presence in 
both communities 

Limiting of beds 

Transportation 
needs increase 

Splitting resources 

Confusing – which 
hospital to go to 

Family & friend 
support for patients 

Creates barriers to 
access for 
vulnerable sector 

Efficient 

Everything under 
one roof 

Quality care 

Cost effective 

Sustainable 

Supports 
recruitment and 
retention – full 
staffing at one site 

Access to care 

Impact on town’s 
economy 

Travel times 

Disadvantages 
areas of the region 

Impact on 
vulnerable sector 

Loss of community 
identity/community 
pride  



 

Local Share 
The final survey question was intended to help understand community support for taxation in support 
of future hospital development financing. The Ministry of Health and Long-Term Care provides 90% of 
the funding required for hospital redevelopment, and each of the models require a local share to be 
paid for by the community. The majority of respondents supported a portion of their municipal taxes 
contributing toward future hospital development need. (See Appendix A, slide 9). 

Summary 
While considered an initial survey to obtain preliminary feedback, the three objectives of the survey 
were met. The survey results are assisting the Capital Plan Development Task Force in 
understanding what is important to respondents in terms of criteria for evaluating models. As well, the 
preliminary model feedback from survey respondents will help shape model development to mitigate 
against concerns or challenges.  
 
A number of lessons were learned from the initial survey. The models presented were superficially 
designed and more clarity is required before the next survey or outreach to the community. It is 
recognized that this lack of clarity created some confusion, and the feedback received was not 
informed feedback rather largely opinions. Another valuable learning was the need to improve 
community outreach to ensure better reach to all members and demographics of the community.  
 
The learnings from the initial feedback survey will be used to improve consultation and feedback 
opportunities in the future. The time spent by respondents to provide their feedback through the 
survey is very much appreciated. Further survey(s) are anticipated in 2018 and all stakeholders are 
encouraged to engage and participate with MAHC in planning together for our future generations. To 
review the detailed results in person at either of MAHC’s sites, please contact Allyson Snelling at 705-
789-2311 ext. 2544 to make an appointment. 

Appendices 
Appendix A – Feedback Survey Data 
Appendix B – Feedback Survey  
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Outstanding Care ~ Patient & Family Centered

Appendix A: Feedback Survey Data

2

Survey Respondents
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I attended a presentation I did not attend a presentation

387

1,764

Respondents were asked to select from the presentation(s) they attended or indicate 
that they did not attend a presentation.

NOTE: Respondents could select more than one presentation
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Permanent, Seasonal, Visitor

Total Responses = 2,183 

Which category best describes you?

0

500
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1500
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2500

Permanent Resident Seasonal Resident Visitor

2,039

127 17

4

Age of Respondents
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200

400

600

800

1000

1200

1400

Under 24 years 25‐50 years 50‐75 years Over 75 years

25

545

1,338

275

Which age range best describes you?

Total Responses = 2,183
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Draft Criteria Results

Proposed Criteria Strongly 
Agree

Agree Neutral Disagree Strongly 
Disagree

Provides access to care with reasonable 
travel times

82.23% 13.88% 2.61% 0.64% 0.32%

Facilitates the safest care by meeting 
infection control, health & safety etc. 
requirements

70.64% 24.28% 4.44% 0.32% 0.32%

Assists with recruiting and retaining the best 
staff, physicians and volunteers

65.19% 29% 4.99% 0.32% 0.50%

Is supported by our communities at large 59.46% 31.52% 7.24% 1.15% 0.64%

Is able to accommodate future needs to grow 
and change

57.49% 35% 6.55% 0.64% 0.32%

Maintains strong local economies 53.46% 33.35% 11.22% 1.28% 0.69%

Has the ability to allow for expanded or 
specialized programs and services

49.70% 39.02% 10.58% 1.33% 0.37%

Is supported by my local municipal 
government

47.64% 32.80% 16.22% 2.11% 1.24%

Which of the following criteria are important to you when selecting a preferred 
model for delivering hospital services in the future?

6

Draft Criteria Results cont’d
Which of the following criteria are important to you when selecting a preferred 
model for delivering hospital services in the future?

Proposed Criteria Strongly 
Agree

Agree Neutral Disagree Strongly 
Disagree

Generates the required community 
fundraising share of building/renovation 
costs

31.47% 42.51% 21.62% 3.39% 1.01%

Leverages the funding we get to run the 
hospital

26.52% 40.72% 28.68% 2.61% 1.47%

Consistent with municipal and district 
planning principles

22.45% 39.99% 32.20% 4.03% 1.33%

How much it costs to operate 21.35% 39.17% 32.16% 5.27% 2.06%

Aligns with the Muskoka and Area Health 
System Transformation (MAHST) initiative to 
redesign health care delivery

21.35% 28.17% 39.99% 6.92% 3.57%

Aligns with Ministry of Health and Long‐
Term Care directions and North Simcoe 
Muskoka LHIN priorities

19.88% 30.46% 38.52% 7.65% 3.48%

How much it costs to build 19.06% 35.04% 36.10% 7.01% 2.79%
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Themes by Model: Likes/Dislikes

Two Sites – Not Status Quo
Two Sites –

One Inpatient, One Outpatient
One Site – Centrally Located

Likes Dislikes Likes Dislikes Likes Dislikes

Access to care Cost Access to care Limiting of beds Efficient Access to care

Supports 

community 

vitality and 

growth

Duplication of 

Services

Streamlines the 

system

Transportation 

needs increase

Everything under 

one roof

Impact on town’s 

economy

Safety and 

security

Not sustainable Saves money Splitting resources Quality care Travel times

Ensures 

community 

support

“Not Status Quo” 

not clearly 

defined

Flexible and 

supports 

expansion

Confusing – which 

hospital to go to

Cost effective Disadvantages 

areas of the 

region

Familiar, causes 

little change

Splitting of 

resources

Increases 

efficiency

Family & friend 

support for 

patients

Sustainable Impact on 

vulnerable sector

Services a large 

geographic area

Funding formula is 

flawed

Maintains health 

care presence in 

both communities

Creates barriers to 

access for 

vulnerable sector

Supports 

recruitment and 

retention – full 

staffing at one site

Loss of 

community 

identity/ 

community pride 

NOTE: Determined through comprehensive analysis by Capital Plan Development Task Force

8

Preferred Model(s)
Please select the model(s) you feel you can support that provides safe, high 
quality sustainable health care for future generations.

NOTE: Respondents could select more than one option

Total Responses = 2,504
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One Site Inpatient /
One Site Outpatient

One Site (centrally
located)

1,725

337 442
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Support for Local Share
Would you support a portion of your municipal taxes contributing toward future hospital 
development need?

Total Responses = 2,183
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1,925
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Hospital Care for Our Future Generations - Stage 1 Planning

Muskoka Algonquin Healthcare is committed to developing a model that will ensure the best quality and safest delivery of 
hospital services that will be sustainable for future generations served by MAHC. Your input will help determine the future 
of hospital care in Muskoka and area and will be critical to helping the Capital Plan Development Task Force make the 
best recommendation for the future to the MAHC Board of Directors.

1. Please select the presentation you attended (multiple selections permitted):
I attended

Gravenhurst - August 28, 2017

MAHC Town Hall Meeting - August 29, 2017

East Parry Sound (Burk's Falls) - August 29, 2017

MAHC Physician/Community Primary Care Forum (Huntsville) - August 30, 2017

Bracebridge - August 30, 2017

MAHC Physician/Community Primary Care Forum (Bracebridge) - August 31, 2017

Huntsville - August 31, 2017

Muskoka Lakes (Port Carling) - September 1, 2017

High School

I did not attend a session

2. Which category best describes you?*

Permanent Resident

Seasonal Resident

Visitor

3. Which age range best describes you?*

Under 24 years

25-50 years

50-75 years

Over 75 years

4. Are you a health care worker?*

Yes

No

5. Which of the following criteria are important to you when selecting a preferred model for delivering hospital 
services in the future?*

Strongly

Agree
Agree Neutral Disagree

Strongly

Disagree

Facilitates the safest care by meeting infection 
control, health & safety, etc. requirements

Aligns with the Muskoka and Area Health 
System Transformation (MAHST) initiative to 
redesign health care delivery

Assists with recruiting and retaining the best 

Page 1 of 3

We encourage you to complete this survey 
online if you are able to. Please visit 
https://bit.ly/MAHCsurvey
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staff, physicians and volunteers

Has the ability to allow for expanded or 
specialized programs and services

Provides access to care with reasonable travel 
times

Is able to accommodate future needs to grow 
and change

How much it costs to build

How much it costs to operate

Leverages the funding we get to run the 
hospital

Aligns with Ministry of Health and Long-Term 
Care directions and North Simcoe Muskoka 
LHIN priorities

Consistent with municipal and district planning
principles

Maintains strong local economies

Is supported by our communities at large

Generates the required community fundraising 
share of building/renovation costs

Is supported by my local municipal government

6. Please share any criteria you think have been missed.





7. Please select the model(s) you feel you can support that provides safe, high quality, sustainable health care for 
future generations (multiple answers permitted).*

Two Sites (not status quo) 

One Site Outpatient / One Site Inpatient

One Site (centrally located)

8. Please share what you like and dislike about the Two Sites (not status quo) model.
This model maintains two sites with Emergency Departments, recognizing the need to further consolidate programs and services 
across the two sites. Recent examples of single sited services include Gynecological Surgery, Ophthalmology (cataract surgery), and 
Chemotherapy. Service siting would be based on clinical needs and service co-location requirements to create greater efficiencies, 
larger volumes and critical mass, and reducing duplication of staffing and equipment.





9. Please share what you like and dislike about the One Site Outpatient / One Site Inpatient model.
This model maintains two facilities with emergency care – one site having primarily outpatient focus (few or no beds) and the other 
site having primarily inpatient focus (majority of beds). Outpatient services could include some day surgery, specialty diagnostics 
(such as MRI), clinics (such as Dialysis), etc. Inpatient services could include medical/surgical care, intensive care and obstetrics. 





Page 2 of 3
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10. Please share what you like and dislike about the One Site (centrally located) model.
This model provides all programs and services on a single hospital site. Comprehensive work would be done to determine the role of 
potential vacated building(s) including the ability to support local urgent and primary care needs, community services, Health Hub 
development, or other alternative models. This exploration will include determining best ways to support access for urgent care
needs.





11. Each of the models will require a local share to be paid for by the community (10% of total development costs). 
The District of Muskoka collects a health tax from ratepayers. Would you support a portion of your municipal taxes
contributing toward future hospital development need?*

Yes

No

Page 3 of 3

As this is a printout of the electronic survey, the paper format appears to give very little space for 
questions 6 and 8-10. Please do not be alarmed by this. Should you need extra space, you are 
more than welcome to write your responses to these questions on separate sheets of paper with 
the question number clearly labelled.

The deadline for completion has been extended to October 13, 2017. 

If you are unable to complete the survey online, kindly mail your response to:

Muskoka Algonquin Healthcare
100 Frank Miller Drive
Huntsville, ON
P1H 1H7
Attn: Allyson Snelling

Thank you for taking the time to complete the survey.
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Agenda

Hospital Data & Assertions – Focus on affordability

Planning Assumptions Challenges

Recommendations
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Recent Hospital Project Comparisons: 
Not Equitable or Realistic

 Comparatively, our project costs are much larger - 3x avg. (after scaling)

 Collingwood project is  45% of our 2-Site project (after scaling). Their new site is 
only 1.8 km from their original (120 yr. old) site location.

Most renovate/add-on, not replace/move (consistent with broader industry trends)

Hospital Status Age Yrs

Last known 

reno's (yrs 

ago) (5)

Total 

project 

($M)

Gov 

Share 

($M)

Share ‐ 

scaled 

($M) (1)

MAHC 2‐

site 

compare

Total 

project ~ 

sq ft (4)

Add'n 

/ 

Reno

km 

move 
(2)

MAHC 2 site Stage 1 (proposed) $475 $357 $357 100% 412,363 TBD ?

MAHC 1 site Stage 1 (proposed) $385 $301 $301 118% 302,000 20+?

Brockville Contracted 68+ (3) 15 $162 $144 $150 238% 38,000 Y n/a

Collingwood  Stage 1B (Announced) 90+ (3) ? $240 $200 $219 163% 246,000 1.8

Burlington Open Aug '17 59 22 $500 $353 $144 247% 623,500 Y n/a

Alliston Stage 1 (Announced) 54 (3) 15 $136 $113 $97 368% 90,000 Y n/a

St Thomas Elgin Open Jan '18 64 (3) 20 $103 $88 $71 501% 106,000 Y n/a

Bowmanville Stage 1B (Announced) 67  (3) 8 $105 $80 $58 613% ? Y n/a

Avg (non‐MAHC) $208 $163 $123 290% 220,700

Notes: All Data based on public website & media info. Planning projects subject to change

1. Approx scale factor to adjust Gov share ask up or down for comparison purposes  (factors include: population growth, 

hospital scale, age, occupancy)

2.km moved based on ~ distance site(s) moved from current site. For MAHC is set at 50% of distance between current sites

3. Very old site, dates back over 90 yrs,multiple rennovations since then.

4, Project sq. ft. includes both new and revovated areas

5. Not all previous upgrades/timing known; original precapital $ requests, if any, unknown

BB ‐50

HV ‐ 41

BB ‐18,8

HV ‐ 28,13
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Community Growth Rates: 
Muskoka is below Average

2016 2041 25
% 

change
% / Yr

% of 

Muskoka

Bowmanville Durham 672 933 261 39% 1.55% 217%

Burlington Halton 569 898 329 58% 2.31% 323%

Collingwood Simcoe 495 677 182 37% 1.47% 205%

Alliston Simcoe 495 677 182 37% 1.47% 205%

Muskoka Muskoka 63 74 11 18% 0.72% 100%

St Thomas Elgin Elgin 92 100 8 9% 0.37% 51%

Brockville Leeds & Grenville 101 104 3 3% 0.12% 17%

1.22% 170%

14,229,546 18,221,800 3,992,254 28% 1.12% 157%

Region & Census 

Division

City

 Region Population (M)

Average of sample 6

Province
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Muskoka Hospital Age  is Average (@ ~45 Yrs):
Not End of Life

Government Hospital Capital spend going forward is ~$2B/Yr (up ~$0.9 B/yr in 
2017), yet still looks low to stem overall aging. Model predicts average hospital age 
is just maintained going forward, without inflation, graying, new standards etc.

Age Bracket

0 ‐ 10 Years old 10 4% 39 17%

11‐ 20 Years old 15 6% 10 4%

21‐ 30 Years old 29 13% 15 7%

31 ‐40 Years old 45 19% 29 13%

41 ‐50 Years old (4) 50 22% 45 20%

50 + Years old 82 35% 90 39%

Total 231 100% 228 100%

Avg age ‐ yrs (2) 45 45
Notes:  Data Based on 2015  & other AG reports, 2017 Ontario budget & some older 

budgets, OHA 2017

1. Key assumptions: neutral inflaction factor, 15% new builds,  no cost growth due to 

aging population or new standards

2. Based on $2B capital avg spend/yr commitment, using 15 yrs of ministry data, & 

Hospital age profile for Ontario's 142 Hospitals

All Sites (2015) 

(public funded)

All sites 2028 ‐ @ 

$2B/yr (1) (2)
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Very Large Local share request:
Not reasonable or affordable  

 District and Foundation severely challenged to cover the size of the large local share. 
For context of how big - example split: 80% District and 20% Foundation split, for the 
$114M ask, shares would:
• Total equals entire District yearly Operating Budget & would add ~10% each year to tax payers 

bills, 150% debt increase. (District plan was to reduce the debt over the next decade) 

• Consume foundation donations for 6 years (at current donation levels)

• Comparison: Total is similar to Burlington Joseph Brant - despite they are 3x our size & growing 
at 3x our rate

Meanwhile, our current capital needs sit and $39M, and continue to grow..

Share 

($M)

Yrly Cost  

($M) (1)

Share 

($M)

Yrly funds 

($M) Yrs to pay

2‐Site Model $114 $91.3 $10.0 $95 96% $63 145% $22.8 $4.1 6

1‐Site Model (excluding site 

service additional costs) $84 $67.0 $7.3 $95 71% $63 106% $16.8 $4.1 4

MAHC current Capital needs 

Notes: All Data based on public website YE reports and District budget publications

1.Municipal dept servicing @6.5%, assumes no change due to credit rating risks, or larger inflation 

2. Split is for illustration purposes only. Needs to be negotiated by both District & foundations

$39,000,000

District Funded ( 80%) (2)

Total operating 

budget ($M)

Net debt 

(2017) ($M)

fountation funded (20%)  (2)

MAHC Model

Local 

Share 

($M)

Note: Foundation donaction 

declines 2015 ‐ 2017: 43%
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Planning Assumptions Challenges
 Current operating deficit of ~4% of budget should not override all other decision 

criteria. Funding formula flaw must/will be fixed (Ministry commitment made)
• This could be fixed for all affected midsized hospitals with only ~0.1% increase in HC operating budget

• Not all decision criteria are of equal importance. Some don’t materially change by model. However, 
others matter much more to the community – e.g. travel time, community economic impact. (Note: 
Precap planning criteria did not accounted for this adequately)

 No known government requirement for hospitals to attain the latest ‘new build 
standards’  in specific timeframes. Why ? Too costly.
• 2-Site model allows for renovations/additions - a staged rollout, allows adaption to changing standards 

and future needs/changes, ‘Mega-replace’ projects do not.

 Site age does not equate to Facility condition (i.e. FCI industry metric) 
• Bracebridge site is ~10 yrs older than Huntsville site, but has a much better FCI score

Ongoing incremental investments to maintain/upgrade matter

 Setting the timeframe out 15 – 30 years - What about the next 15 years, do 
nothing to address the aging?
• The Ministry’s Capital Planning Toolkit states specifically “5, 10 years out and 20 years out”  are to be 

addressed. (we all know hospital infrastructure must last for many decades into the future)
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Recommendations
MAHC Consultants – do your job:

• Research to confirm what the Provincial government has recently funded  with scaling, as I 
have done. Understanding other hospital situations is important.

• Guidance/recommendations on what funding is likely to be received going forward
(Note: my data came from limited research from public websites & media articles only; no access to deep 
Ministry data, & very limited resources – however, it is good enough to support the key points. 

 Reality-check - we want fair & reasonable share of limited infrastructure capital, but 
we should not ask for way more than we are likely to get  - that will only cause 
more delays

 Confirm now what local share is actually affordable & acceptable for the community 
(Foundations & District/Municipalities)

Move faster to get into the provincial funding queue ASAP  
• Now end of 2018 submission is expected ? (in year 7, <50% through a Stage 1). 

Get projects underway faster, addressing the deepening infrastructure deficit at both 
our hospitals and move incrementally towards newer hospital standards. The 
community can’t wait for 15+ years for improvements.
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The Bottom Line

The Taskforce should conclude given these realities, and the clear 
community desire to retain 2 full acute care sites, our best option is to 
renovate / add on to what we have, affordably, and not build any brand 
new hospitals
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Public Feedback 



Background 

• Professional 

• Patient 

• Family Caregiver 



Circle of Care 



Family Perspective 

• The “family” as a partner in medical care-
giving 

– Essential but overlooked 

• Navigating the system 

 



Current Situation and Future 
Expectations 

• Seniors demographic 

– Poverty, isolation, transportation 

• Proximity of hospitals for efficient 
family/support involvement 

– Shared services 

 



Determinants of Health 



Conclusion 

• Full-service, 2 locations 

• Inpatient emergency 

• Outpatient services 



MAHC  TASKFORCE  PRESENTATION  2018



Today’s Presentation

• Who is CAHHMA?

• Transportation/Access to current and potential one‐
hospital sites

• State of current hospitals and other hospitals

• Broken promises



CAHHMA

Community Advocates for Hospitals and 
Healthcare in Muskoka and Area (CAHHMA)

• Loose association of community groups, local citizens and 
cottages concerned about quality healthcare in our region

• Advocating for all six municipalities in the District of 
Muskoka, as well as SE Parry Sound

• Inspires to work positively with MAHC and the Taskforce to 
promote ‘bottom up’ solutions that create reasonable and 
affordable healthcare solutions for all citizens across the 
region and

• To promote data driven research that takes into 
consideration emergency travel times, local community 
initiatives, volunteer participation, patient’s desires and 
family support.



TRANSPORTATION

Transportation Challenges for Muskoka SE Parry Sound

• Distances around lakes

• Winter driving challenges

• Numerous backroads, ATV and snowmobile trails

• Substantial increase in population during summer 

• Large number of people living on lakes and islands

• High level of seasonal workers with limited income and

• Many families with only one car or no mode of 
transportation



psg

psg Average travel time to nearest hospital by 

patient resident region

Region
Current State:  
HDMH and 
SMMH

Existing: 
Bracebridge

Existing:  
Huntsville

Hwy 11 & 
Hwy 117

Hwy 11 & 
Hwy 141

Hwy 11 & 
Hwy 60

Hwy 11 & 
Taylor Rd

Gravenhurst 26 26 39 24 31 38 22

Bracebridge 13 13 35 13 21 31 12

Lake of Bays 29 49 30 39 37 30 42

Huntsville 15 35 15 26 18 13 29

Muskoka Lakes 33 34 43 33 31 39 34

Georgian Bay 38 38 38 38 38 38 38

Wahta Mohawk Territory 41 41 41 41 41 41 41

Moose Point 57 57 57 57 57 57 57

Muskoka SubLHIN 21 28 30 24 25 28 25

East Parry Sound 1 37 58 37 51 43 33 53

East Parry Sound 2 51 51 51 51 51 51 51



Average Time to Nearest Hospital

Town of Gravenhurst

Gravenhurst (Town Centre)

Barkway

Severn Bridge

Township of Lake of Bays

Dorset

Baysville

Dwight

Town of Huntsville

Huntsville

Aspdin

Yearly

Port Sydney/Utterson

Town of Bracebridge

Bracebridge

Vankoughnet

Muskoka Falls

Township of Muskoka Lakes

Bala

Hekkla

Port Carling

Minett

Torrance

Walkers Point

Township of Georgian Bay

MacTier

Honey Harbour

Port Severn

First Nations

Wahta Mohawk Territory

Moose Point

Algonquin Park

West Gate

Lake of Two Rivers Campground

East Gate

SE Parry Sound

Ahmic Harbour

Bear Lake

Burk's Falls

Emsdale

Kearney

Magnetawan

Novar

Rosseau

South River

Sprucedale

Sundridge



Time and Km to Existing BB site

Time km

Bracebridge 0 0

Muskoka Falls 9 6

Port Sydney/Utterson 17 22

Gravenhurst (Town Centre) 18 18

Baysville 21 23.5

Port Carling 22 25

Severn Bridge 26 36

Vankoughnet 26 30.5

Huntsville 28 37

Barkway 29 30.5

Aspdin 29 36

Novar 32 50.5

Torrance 34 39.5

Rosseau 35 43

Bala 36 42

Minett 36 39

Emsdale 39 61.5

Dorset 40 50.5

Walkers Point 40 41.5

Hekkla 41 52

Yearly 42 48.5

Dwight 43 59.5

MacTier 43 46.5

Kearney 46 70

Sprucedale 47 75

Wahta Mohawk Territory 48 55

Burk's Falls 48 74

Sundridge 56 93

Bear Lake 58 86

Port Severn 63 82.5

South River 63 103

West Gate 64 83.5

Magnetawan 64 99.5

Moose Point 66 74

Honey Harbour 72 88

Ahmic Harbour 75 113

Lake of Two Rivers Campground 86 114.5



Time and Km to Existing Huntsville site

Time km

Huntsville 0 0

Novar 13 15

Port Sydney/Utterson 16 20.5

Dwight 17 19.5

Aspdin 18 18.5

Emsdale 19 26

Burk's Falls 26 38.5

Kearney 27 35

Sprucedale 27 39.5

Baysville 28 25.5

Muskoka Falls 30 44

Hekkla 30 34.5

Bracebridge 31 40.5

Yearly 31 31

Dorset 32 38

West Gate 33 43

Sundridge 37 58

Rosseau 38 43.5

Gravenhurst (Town Centre) 39 55.5

Bear Lake 39 50.5

South River 43 67.5

Port Carling 44 51

Magnetawan 45 64

Severn Bridge 47 73.5

Vankoughnet 48 68

Barkway 50 68

Minett 53 59

Torrance 54 77

Lake of Two Rivers Campground 55 74

Ahmic Harbour 56 77.5

Bala 59 68

Walkers Point 60 79

MacTier 65 72.5

Wahta Mohawk Territory 70 93.5

East Gate 75 100

Port Severn 84 108

Moose Point 87 100

Honey Harbour 93 114



Time and Km to Existing Port Sydney

Time km

Port Sydney/Utterson 0 0

Huntsville 14 15.5

Aspdin 14 15

Muskoka Falls 17 25

Bracebridge 18 21.5

Dwight 18 18.6

Baysville 23 31.5

Novar 23 24.5

Gravenhurst (Town Centre) 26 36.5

Rosseau 27 33

Yearly 27 27

Port Carling 29 32

Emsdale 30 35.5

Severn Bridge 34 54.5

Vankoughnet 34 49.5

Hekkla 34 37.5

Burk's Falls 34 52.5

Barkway 37 44.5

Kearney 38 44

Sprucedale 38 49

Dorset 41 59

Minett 41 49

Bala 44 49

West Gate 47 58.5

Sundridge 48 67.5

Bear Lake 49 60

MacTier 50 53.5

South River 54 77

Torrance 55 71.5

Wahta Mohawk Territory 55 61.5

Magnetawan 55 73.5

Walkers Point 61 73

Ahmic Harbour 66 87

Port Severn 69 89

Lake of Two Rivers Campground 69 89.5

Moose Point 73 81

Honey Harbour 79 94.5

East Gate 89 115.5



Current State of Hospitals and Others

• Stevenson Memorial Hospital – Alliston

• St. Michaels Hospital

• South Muskoka Memorial Hospital ‐ Bracebridge

• Huntsville District Memorial Hospital



Broken Promises

• 2005 Amalgamation

• Burk’s Falls Hospital

• Sale of houses on Aubrey St.

• Two vs one hospital



THANK YOU

www.cahhma.com



KEEP PUBLIC 
SERVICES 

PUBLIC 



What’s We Own It? 

Grassroots movement of Ontarians who care 
about keeping public services public 

• Community groups
• Unions
• Student unions
• Equity-seeking groups
• Ontario families
• Municipalities 



The dangers of privatization 

• risks to public safety
• unfair, two-tiered delivery

Downsides include: 
• hidden, unexpected costs
• decline in quality
• lack of accountability



Bringing back better

A growing number of 
communities are saying no 
to privatization and taking 
back services.
They’re saving money 
and improving service 
quality!



PUBLIC = 
BETTER

Growing evidence shows that when public services are 
publicly owned and publicly delivered, they’re:

• better value
• safer

• more affordable
• more accountable 



Public services save money

When governments pay a private company to provide 
public services, they pay the company's profit margin 
too. The result: higher costs. 

• Cost is the #1 reason cited by Canadian municipalities for 
bringing services back in-house (Source: Columbia 
Institute)

• Because publicly delivered services aren’t profit-driven, 
they’re often more affordable.



Case Study: 

Hamilton saved more than 
$5.5 million by taking 
its water treatment 
system out of the hands 
of private contractors 



Cumberland was able to 
extend hours and lower 
membership fees when it 
insourced the 
management of its 
community centre.

Case Study: 



Seven people died and 
2,500 became sick in 
Walkerton when a private 
company responsible for 
water services engaged 
in improper operating 
practices, leading to a 
tragic E. coli outbreak.

Case Study: 



Timmins is going to save 
hundreds of thousands of 
dollars a year by in-
sourcing snowplowing 
this year. They’re 
expecting the insourced 
plowing will be faster, 
too.

Case Study: 



What Can We Do
To Work Together?



Working Together 

• Listen to community groups actively participating in this issue.
• Listen to all front line staff they have a right to speak without the 

fear of reprisals from employers.
• Article 19 of the Universal Declaration of Human Rights, adopted in 

1948, states that everyone has the right to freedom of opinion and 
expression; this rights includes freedom to hold opinions without 
interference and to seek, receive and impart information and ideas 
through any media and regardless of frontiers.



• Community hospitals are driven by the community so 
every community member counts when making 
decisions based on care. 

• When it comes to universal healthcare its never a “us 
against them” it’s a “how do we serve the communities 
best”.

• Use the democratic process so many have fought for 
as the lowest base of decision making.

Working Together 



Thank You!
On behalf of We Own It thank you for 
your time and attentiveness and we 
look forward to working closely with 
all of you in the future.



Keep public services 
public

weownit.ca

facebook.com/weownitcanada

@WeOwnItCA



I am not in favour of giving up the 2 hospitals we currently have. We plan on 
retiring to our Bracebridge area cottage in the next few years and would be 
concerned that we may not have hospital facilities close by. 
Years ago my father had a heart attack and would not have survived a drive to 
Huntsville. 
Our population is aging and cottage country is seeing a lot of these people retiring 
here. We need facilities that are accessible! 
Regards 
Alan 
 
Alan Bone 
416-560-0645 
 



Dear Madam,  
 
I am writing you today to voice my very strong support and request to retain the existing 2 
Muskoka area hospitals as is. I am a middle-aged baby boomer with a seasonal resident on Lake 
Muskoka. I have been treated for a stroke two years ago and recovered completely only 
because I was close to a hospital in Toronto. Had I been in Muskoka on Walkers Point Road at 
my cottage, and had to go to Huntsville, I would not be able to write you now as I would 
probably be in a hospital bed for life, or worse.... 
 
A trip from my cottage to Huntsville is over an hour long. In addition to the $6000 in taxes I pay 
on the seasonal residents every year, my family and I bring another $20,000 a year in spending 
to the area of Muskoka. 
 
I am not a demographer, but I strongly suspect there is a sizeable and aging baby boomer 
population in and around Lake Muskoka that will unduly suffer if emergency trips grow longer 
than they are today. 
 
Please retain both hospitals. I would be furious if we lost either. 
 
Respectfully, 
 
Alex Milic 
President 
Softwear Apparel Group Inc. 
www.sagroup.ca 
416-527-1627 
 
Canadian Distributor - Trespass performance apparel 
 

http://www.sagroup.ca/








As a local taxpayer, I will not accept the closure of Huntsville Hospital or the 1 acute care mode.  Keeping two 
hospitals is the only viable option for our communities.  As a resident of Emsdale, I am very concerned what an extra 
45 minute drive (in good weather) would do if any of my family members needed emergency care. 
 
Thank you, 
 
Alyssa Rowley 
 
 



Good evening, 
 
Please take into consideration, as a resident of Huntsville and a taxpayer of the District of 
Muskoka, I and my family will not accept the closure of Huntsville Hospital or the 1 acute care 
model.   
 
Thank you, 
 
Amanda Brown 
56 Bethune Road South, Huntsville  
 
 



 
 
I just wanted to send an email to say that I think building one hospital for 
Muskoka is a terrible idea. Emerg wait times can already be long and to put 
everyone together is ridiculous. I also, think about having to take my children to 
emerg if something was to happen to them. Do I really want to drive 30 minutes 
to get them help? Yes, I could call an ambulance but some times that’s not 
needed. Our winter weather can be insane here and our highway conditions can 
be a mess. It is very unfair to ask paramedics or individuals to drive farther 
distances for health care when we already have it in our town.  
A huge factor for me saying no to this new hospital is I have an anaphylactic 
allergy and have been told I need to live within 15 minutes from a hospital. If you 
close the hospital in Bracebridge, that means I need to reconsider moving and 
moving to Huntsville will not be my choice. You risk the chance of losing residence 
who can no longer receive emergency care right in their own town. 
It is an insane amount of money to build a new building. Money that I would 
assume could be spent in other ways to improve our current hospitals. 
Please, listen to the public when they ask you to not do this. We need hospitals, 
our tourists needs the hospitals!  
 
Thank-you. 
Sent from my iPhone 
 



It was just brought to my attention today that there are plans to close the Huntsville Hospital? I have 
been Canoe tripping in Algonquin every summer for the last 23 years. I fortunately have never had to 
use the Huntsville Hospital. But it was always a comfort to know when I first took my children at 2 1/2 
and 3 1/2 years old that it was not illogical to get help in decent time if necessary. They are now 12 and 
13 and we continue to go every summer if not twice a summer! 
 
I’m so sad to hear that this hospital might be closing. With Algonquin Park becoming more widely used 
I’m so surprised that this is even an option.  
What can be done to help keep this hospital open? Has any fundraising are campaigning been done? I 
haven’t seen any. 
 
Thanks for your time  
 
Angie LaFontaine 
Outdoor enthusiast 
 
Sent from my iPhone 
 



I am concerned with the idea that MAHC might be planning on going ahead with plans for one 
hospital for Muskoka despite the numerous objections that seem to be appearing from Muskoka 
residents. I hope MAHC listens to the majority of taxpayers who want to keep two hospitals in 
Muskoka.  
During my  9 years as  Welcome Wagon hostess for Bracebridge and 20 plus years as a Realtor, I 
had the opportunity to meet a great number of people who chose Bracebridge as a place to retire, 
start a business or new employment. One of the things that made Bracebridge attractive to them 
was our hospital.  I wonder how many of them would have chosen  Bracebridge if we didn't have 
a hospital in our Town. Each of the towns and villages in Muskoka have pride in their  OWN 
community, and together make Muskoka a great place to live, i think we also have to think about 
the distance someone in the most Eastern and Western parts of Muskoka would have to travel to 
reach one hospital Please listens to the taxpayers!!!!   
 
 
--  
 
Arla J. Rebman 
 



5 1/2 years ago my life was saved by the Huntsville Hospital. They quickly diagnosed a ruptured 
brain aneurysm and I was air lifted to St Michael's in Toronto for brain surgery. Miraculously I 
survived. In another week I will be a permanent resident of Huntsville and will be living 7 km 
from the hospital. One of the decisions we made when we chose this location was because of 
the close proximity to the hospital. I am shocked to read of the proposal to close the hospital. 
Please please please do not consider closing this hospital.  

Thanks, 
Art Greening 

 



Hello: 
As a cottager on Lake Kawagama we rely on Huntsville Hospital when there are medical emergencies. 
We have accessed this hospital many times and are always so appreciative of the services they have 
provided. We have peace of mind knowing that we can access this hospital if required. 
We have heard there is a possibility of this hospital closing and urge you to reconsider. 
 
Thanks 
Barb Gutstein  
 
Sent from my iPhone 
 



Hello 
I am not a resident of Huntsville, but I am a frequent visitor to the area.  I often go on canoe trips to the 
interior of Algonquin Park, and love to do winter sports at Arrowhead Park.  I have used the hospital in 
Huntsville when I was still teaching and had a group of students out on a canoe trip.  If we had had to 
drive a further 45 minutes to get hospital care, it would not have been such a successful outcome. I do 
not think the closure of Huntsville Hospital or the 1 acute care model are good ideas at all. 
Barb Kishimoto 
Mississauga ON 
 







I am writing to express concern with the concept of the one hospital solution 
1. Building a new hospital between Bracebridge and Huntsville will locate it in an area with a 

minority of the population, leaving nothing 
Where the majority of the population is.  It means more travel for more people, more 
travel for staff or a less desirable 
Living location to attract staff. 

2. A new hospital replacing either BB or Huntsville is a big takeaway from the losing municipality, 
with much of the same problems. 

3. Financially it seems to me to make more sense to make maximum usage of existing facilities, 
rather than maximum investment 

In a new facility and scarp/close existing hospitals. 
 
I would support a two hospital solution in BB and Huntsville, with a revision of responsibilities… 
                -Emergency treatment in both locations, closest to majority of population for time dependent 
urgent treatment. 
                -Clinical services and focus of Home Care in both locations. 
                -Specialization in only one of the locations for the next level up of specializations, and upgrade 
each location to service that specialty 
                -For the most critical specialties, do not try to provide them in either location…move patients to 
larger regional locations…Barrie or 

Even to Toronto, where the most capable specialists are available.  Some of this 
is already being done…for example to Sunnybrook and other Toronto 
hospitals.  This may require a more detailed contractural agreement than 
currently 
Exists.. 

 
I believe this approach keeps basic services locally available, provides next level services nearby, and 
advanced services regionally. It would 
Improve the quality of services delivered, and minimize the cost. 
 
A starting point to implement this would be to catagorize all hospital services between the 3 levels…local 
in both locations, Muskoka region 
And assign to the BB or Huntsville location best equipped/staffed to handle it, and lastly identify highest 
specialties for a regional centre, 
And where is best staffed/equipped to handle it. 
 
Repectfully submitted 
 
Bob Campbell 
 



I understand the MACH taskforce is allowing public input next week.  My family 
has been supporters of SMMH for several years.  I am in strong support of 
keeping the two hospitals (Bracebridge/Huntsville) in tact versus going to a one 
hospital model.  Living rurally, the thought of extra travel times beyond going to 
Bracebridge is not safe and in my opinion will worsen health care in Muskoka.  I 
have yet to speak to anyone that wants a one hospital (locals or seasonal 
residents) model and many strongly oppose it. 
 
-- 
Brad Wallace 
Port Carling 
 



 
Keep both hospitals open.  We have attended Huntsville ER several times with 
heart problems; am now better because of the local hospital and Doctors.  
Huntsville has many retirees and many more moving in, skiers in winter, 
Algonquin park and cottagers that require a local hospital.  Where are all the 
people from north Muskoka going to go.  Bracebridge isn't that far from Orillia, if 
emergency necessary. 
 
LISTEN TO THE PEOPLE 
Brian & Marlene Robinson 
Huntsville Hospital Users 
 
Sent from my iPad 
 



Hi… I would like to add my comments to the discussion. 
 
My husband and I are seasonal residents (Baysville) who are modifying our second home to 
become our full-time residence in a few years. My concern is around some of the chatter going 
around by many people in the area who have either already left or are expecting to leave 
because they don’t feel health care services in the area will be available to them as they get 
older. So they’re moving closer to larger centres. 
 
I don’t want to move to Baysville only to give up all our hard work to get there because of a 
health scare… life threatening or not. I’m hoping if we ever need health care, it’ll be there and 
it’ll be good quality. Along with fulfilling our retirement dreams of living in Muskoka, I want to 
feel safe and have confidence that we will be able to get the help we need when we need it. 
 
I hope this helps. 
 
Regards, 
Cheryl Francis and Don Lawlor 
 



As a resident of Bracebridge living in the community of Vankoughtnet which is 20 
minutes east of Bracebridge town center , I feel it is of the utmost importance to 
keep our 2 emergency / acute care Muskoka Hospitals .We cannot afford to have a 
hospital that is any further away, as you well know minutes save lives.   As a 
business owner I have spoken with a lot of my customers witch are full time 
residents and they feel as strongly as I do about keeping our hospitals. We as a 
comity feel our voice is not being herd when we say " Save our Hospitals " So I am 
hoping with this my voice and the voices of many residents will be heard .  
 
--  
Christine Halbert 
Master Tech Automotive 
15 Gray Rd. 
Bracebridge ON 
P1L 1P8 
 
 



Please save the Muskoka hospitals.  
 
They are essential.  
 
Christopher Randall.  
 
Sent from my iPhone 
 



 
 As  residents of Huntsville and  taxpayers of the District of Muskoka, we will not accept the closure 
of Huntsville Hospital or the 1 acute care model.   
 
 
--  
Dan & Wendy McConnell 
Huntsville, ON 
dwmcconnell0@gmail.com 
 

mailto:dwmcconnell0@gmail.com


Hello I am writing to express my support for the two hospital solution> it takes far 
less money to accomplish and results in care within the proximities of the existing 
populations> It is clear that our communities prefer this solution and I ask that 
this be foremost in the minds of the decision makers. Give the people what they 
want and what they need. To do any less is a betrayal of the needs and wishes of 
our communities. Thank you. David Gordon Huntsville 
 



As a resident of Huntsville and a taxpayer of the District of Muskoka, we will not accept the closure of 
Huntsville Hospital or the 1 acute care model.   
 
 
Debi Coker 
Sent from my iPhone 
 



Dear Ms. Bildson 
 
I have a long connection to Alongquin Park as an old camper at Northway on Cache Lake.  On more 
than one occasion we had to take an injured camper to the hospital in Huntsville.  It should not be 
closed for both the seasonal users of the area as well as the aging population of Huntsville - I know 
more than a few parents who have retired in that region and having to travel the extra distance to 
Bracebridge could mean the difference between life and death. 
 
This is not an acceptable solution. The hospital must remain open. 
 
Sincerely 
Donna Gall 
 



 

Please keep our 2 hospitals,  in Bracebridge and 
Huntsville.   Both these towns are growing,   and we will 
continue to need our hospitals.    The majority of our 
residents are seniors,    and it would be unfair,   if we 
move to build a one-site hospital,   making long distant 
travels, for those in both towns! 
People settle in towns where there is a hospital 
handy.....it is one thing we look for   when deciding 
where we will spend our retirement years.   The taxes 
needed to maintain a mega-hospital   will rise 
accordingly,    and our seniors on pensions cannot 
afford higher taxes!   
Keep our 2 hospitals!    We need them! 
      Donna Upham,    Bracebridge.    
 



 
Thanks for the opportunity of providing my perspective on the redevelopment of 
hospital services in Muskoka. 
  
I was a member of member of the medical staff at SMMH for over 30 years 
beginning in 1980 when I moved to Gravenhurst. 
During that time we saw a redevelopment of the physical plant including 
outpatients and administration plus quite an expansion in medical staff and 
speciality services offered. It was positive and took us from being told when folks 
from Toronto entered emerg  saying”oh look how quaint” to “ oh this is really up 
to date”. 
Now with the winds of change blowing again, ministry and LIN driven, we are in a 
state of suspended animation awaiting what is next. 
Several  quick points: Were I again coming to Muskoka would I choose to live 20 
minutes away from my site of work(second to my office) or rather live near the 
hospital? As much as I have come to love Gravenhurst and its people I would 
answer, live as close to the hospital as possible. You would have little idea how 
much we depended upon radiology, lab, physio close by(when it was hospital 
based  to assist us in our office work. Time spend in commuting was always a 
bugbear and a waste of time yet we felt an obligation to visit our patients for 
whom we were the primary caregivers in hospital. Time wasted on travel is even 
more significant for specialists. I doubt that were the hospital to be located in one 
site in either town or in between you would find surgeons or internists willing to 
relocate their offices and homes to the new site now would you find them willing 
to travel long distances to do their hospital work . At one time we family docs 
manned the emerg department while trying to run an office at the same time or 
do anesthesia(emerg cases) or deliver babies while seeing booked patients in our 
offices. Very difficult unless you live next door. You might wonder why 
Bracebridge and Huntsville physicians have located their offices close to the 
hospitals in these towns. The answer is pretty clear. To do our work properly we 
need to be close by. 
If the general population of Muskoks really like having two hospitals, one in each 
town, why is there such a push to change an existing good health care model? A 
proposed change might very well set us back years and years and degrade not 
only the economy of the two towns but also the quality of medical care. 



A move to Huntsville would inevitably send Gravenhurst south including its 
Hospital Foundation donation base. Maybe that doesn’t matter to the decision 
makers at Queens Park. 
Big city hospitals have largely cut family docs out of caring for in-patients, we 
have not YET abandoned this valuable aspect of continuity of care but probably 
would for a good percentage of the poulation if one site is chosen for in patients. 
  
I hope some of this makes sense to you and your peers and these points can be 
considered before the gavel comes down on us. 
  
Sincerely, 
  
Dr. Ardyn Todd 
 



To Whom It May Concern: 

There are several discussions taking place these days with regards to the future of 
our two acute care hospitals in Muskoka. Being a long time resident in the area, I 
would like to add my voice to the conversation and share some of my concerns. 

My husband and I live in Port Carling and over the years have required immediate 
access to emergency medical care on several occasions. We are very grateful to 
have access to the Ambulance Services that are available to us however, we are 
very aware of the current limitations to these services. On occasion, an 
ambulance was not stationed in Port Carling and needed to be sent from 
Bracebridge resulting in a delay reaching the Emergency Department. As well as 
distance, winter road conditions also factor into the equation when considering 
how long it takes to reach the hospital. I strongly feel that adding any more travel 
time to access acute care can mean the difference between life and death or 
permanent disability. My husband has had to be transferred immediately from 
Bracebridge hospital to St. Mikes for vascular bleeding, to the Hamilton 
Trauma/Burn unit by helicopter and to RVH with a Doctor on board the 
ambulance. I can only imagine the results could have been worse had our first 
responders been required to travel a further distance than Bracebridge to reach 
the Emergency Department. 

It is interesting to think how a potential change to the delivery of health care to a 
community will impact us now and in the future. Should either the Bracebridge or 
Huntsville hospital close, there would be the immediate impact to those 
employees who would lose their jobs or face the challenge of transitioning to a 
new work location. The entire community would also feel the impact of this 
change as people move out of the community to work elsewhere.  I know several 
family members and friends have made the decision to move into Bracebridge 
from surrounding areas as they get older. One of the deciding factors is quick 
access to acute health care. If either hospital is closed, it will impact property 
values, health care service providers, and the local economy. 

I participated in a survey last year asking for the public to look at several options 
for acute health care and choose the one they preferred. The options were 
limited and confusing.  It didn’t appear that there was an option to keep our 
services running as they currently are (indicating that changes were coming no 
matter what) and there was not enough information provided about each model 
to make an informed decision. I am left to wonder, given that less than 2500 



residents responded, whether they were as confused as I was or maybe not even 
aware that there was a survey. Moving forward, I’m sure that our residents would 
appreciate more clarity with regards to options as well as transparency in sharing 
the results of these surveys. 

In closing, I agree that we need to look at the current and future needs of health 
care in our region. Our expansive geographical territory, aging and seasonal 
populations and economic well being are all major factors when considering the 
future of acute medical care in Muskoka. I strongly feel that we are best cared for 
and serviced by continuing to streamline outpatient services between the two 
current locations but must maintain the two acute care hospitals with inpatient 
services. 

Sincerely, 

  

Elizabeth Tell-Briese 

Melvin Briese 

 



Good Afternoon, 
 
As a resident of Huntsville and a taxpayer of the District of Muskoka, I will not accept the closure of 
Huntsville Hospital or the 1 acute care model. 
 
Eric Seely 
 



Save the Huntsville Hospital 
As a cottager in Algonquin Park, I am submitting my complete support to keep Huntsville 
Hospital operating.  
To all who love and spend time in the park, this is SO important. I, myself have on several 
occasions had the need for emergency services at the Huntsville Hospital. Any of us who spend 
time in Algonquin could at any time be in need of medical attention. The Huntsville Hospital is 
the closest facility to the park and that is, as you know a good 60 minute drive. The next closest 
facility on the west side is Bracebridge, which is an additional 45-60 minutes - easily the 
difference between life and death in a bad situation. God forbid any of us should need it, it’s an 
invaluable resource. Please take a minute to read this and do your part to help keep the hospital 
in Huntsville. This is not a pretty picture of a moose, but an absolutely necessary part of us being 
safe while enjoying the park. Thank you all for your time and effort to help save this facility!!! 
 
Huntsville Peeps ... Jocelyn Knox and I attended the MAHC Task Force meeting last night. 
We need to get vocal. paula.bildson@mahc.ca ...You have the power to invoke change by 
constructing a hospital.  
GET VOCAL HUNTSVILLE! 
 
Please submit our support.  
Georgia Atkinson 
 

mailto:paula.bildson@mahc.ca


Dear Paula,  
 
I am forwarding this email in support of keeping the two hospital sites.  The 
emergency wards are definitely something that need to stay in place. I believe they 
do the best they can in helping those in need and I believe that the staff in the 
emergency department go above and beyond to help the patients.  We need these 
hospitals as they can assess and do the various tests that need to be done, as soon 
as possible for the patient.   Transferring patients to Orillia or North Bay, does not 
make sense for those people who would have no way to get to these 
places.  Minutes and seconds can cause a person to live or die.  Do you really want 
deaths on your conscious, when they can be prevented.  Why not take the money 
for a brand new hospital and use the money to improve what you have in place.   
 
I, myself have a small business, called Caring Support Services.  This business 
entails services of health care, in personal, nursing and physiotherapy supports, 
along with transportation to medical appointments outside of town.  There have 
been many times I have accompanied my clients to the emergency ward, both in 
Huntsville and Bracebridge.  One of the reasons, why Bracebridge and Huntsville 
are places that people from all over the world come to visit and or stay for short or 
long periods of time, is knowing that there are hospitals that can help them in time 
of need for them and or their family. Many  of the clients I support have also been 
people who have donated large sums of money to the Huntsville and Bracebridge 
hospital.  These clients, are one of the reasons, why I do not put forth a Human 
Rights Lawsuit, against the Bracebridge hospital.    
 
Where is the money going to go, from those who have donated money to the 
Bracebridge and Huntsville Hospital site.  The money was for those sites to be 
where they are.  Will the money be returned back to the donors”?  
 
I have a difference of opinion however, on the 2nd floor nursing wing, where the 
CCAC, or what used to be the CCAC, team that was supporting those in 
rehabilitation for medical conditions.  That team, itself, were very inadequate and 
bullied not only their patients, but also the family and friends that advocated on 
their behalf.  There were several law suits put forth for neglectful behaviour by 
families.  I witnessed, several of these bullying and intimidation tactics towards 
families, patients and outside agencies and my own business.  Of course, I went 
forth on their behalf to upper management and the ceo, Natalie B, but it is my 
belief that nothing was done towards the staff, including the upper management 
that bullied a number of people.    
 



If it was not for the fact, that our own citizens of these towns and the visitors, short 
and long term that visit us utilize the two emergency departments, I would have put 
forth a “Human Rights Lawsuit ” case towards the upper management, CEO, and 
the board of directors, in whole.  I do believe that there needs to be restructuring in 
the hospital ranks and that there can be tightening of the reins, where it comes to 
the budget and more accountability in these areas.  Not only accountability 
reporting to the hospital persons overseeing  these issues, but accountability 
outside of the hospital and board to a committee of our citizens re a patient 
advocacy, made up of previous and present patients, family members and outside 
resources such as myself and legal support .  
 
I believe that if these two hospitals close to make one hospital then our towns 
economic  position will decline.  The health and welfare of our people are in 
jeopardy, not only for longer waiting times, but between life and death. 
 
Please feel free to pass this message on to others. 
 
 
Thank you,  
Heather Leclerc, B.A. CHFS 
Director, Caring Support Services    
 



As a residents of a resident of Kearney, whose local Hospital is Huntsville Memorial Hospital which is 25-
35 minutes away from my home.  I do not accept the closure of Huntsville Hospital or the 1 acute care 
model.   
The government closed the Burks Falls Hospital which was about 15 minutes north of us and we had to 
turn to Huntsville as our local Hospital.   
Any movement of the hospital further south will increase the time for us to access emergency services 
Which IS NOT ACCEPTABLE!! 
 
From Heather Pateman 
Fetterley's Garage 
Kearney, Ontario 
705-636-5375 
 



Good Afternoon, 
 
I am writing to you today to express my dismay regarding the potential closure of Huntsville 
Hospital. As a resident, tax payer, daughter, mother, and grandmother, I feel it is essential that 
this facility remain operational. In rural Muskoka, it is vital to have access to medical care as 
quickly as possible. For my aging parents, living in Dwight, Huntsville Hospital is their closest 
option in case of emergency. This is also the case for my household. When time is of the 
essence, the reality is that we require the closest, fastest option available. This means keeping 
Huntsville Hospital open. In addition, this hospital is imperative to the well-being of our tourist 
industry. Growing up on Highway 60, I daily watched as ambulances raced into Algonquin Park 
to come to the aid of an injured visitor. And, upon their return, racing back to Huntsville 
Hospital, the closest care provider to the park. The bottom line is that we need this hospital, to 
protect not only our lives, but our livelihoods. 
 
Sincerely, 
Heather Smith 
 



 
Ivy Rooney     February 24th 2018 
 
253 North Waseosa Lake Rd. Huntsville 
 
I have been a resident of Huntsville since 1992. On quite a few occasions my 
Husband and I have needed to use the hospital in an emergency situation. With 
the proposed plan that our hospital may be moved further away , leaves me to 
question and ask WHY.!!! 
 
This location serves such a large area of people living in a rural area , some 
without transport, as I am now, in that situation. More thought and consideration 
should be given , not just to the cost, but  to the tax payers of Ontario welfare.  
 
Huntsville is a wonderful place to live, PLEASE DO NOT REMOVE our hospital 
 
Thanking you , and I pray much care and thought will be applied to your decision 
 
 
      Ivy ROONEY.             
 



 
 

You have a big job and a very important one   to guide the future growth 
of our future hospital    I have several friends who would not be here 
now if there had not been a hospital in Bracebridge   as I have passed 80 
I am very aware of medical needs -- in law there is a saying justice 
delayed i justice denied    this applies equally to medical 
treatment   medical treatment delayed can be medical treatment 
denied   you have some serious decisions to make that could affect the 
health and well being of our people for years  do not let egos get in the 
way  quick, effective treatment is necessary  do not take away facilities 
that have been proven effective. 
 
love, light and blessings   Jack Martin 
 



 
 
We need both hospitals. The area covered is too big for one hospital. Some 
people would have to drive 2 hrs. to get medical help and that is not acceptable. 
Both are overcrowded and understaffed. Both are absolutely needed. Common 
sense, improved fiscal management might help. Cut the upper management- 
those jobs could be shared by both hospitals and spend the money where it is 
really needed.  
 
Jane S Nichols  - E Solution Group 
 
------------------------------------- 
Origin: http://www.mahc.ca/en/about/Stay-Connected.asp 
------------------------------------- 
 
This email was sent to you by janesnichols@gmail.com through http://www.mahc.ca/. 
 

http://www.mahc.ca/en/about/Stay-Connected.asp
mailto:janesnichols@gmail.com
http://www.mahc.ca/


As a resident of Huntsville and a taxpayer of the District of Muskoka, I will not accept the closure of 
Huntsville Hospital or the 1 acute care model.   
 
Janet Roberts  
 
Sent from my iPad 
 



 
A Message to the Capital Plan Development Task Force 
 
  I am sure that the members of the task force, the administration and the board have been 
working very hard to find the best option for acute care services in the region. This is a very 
complicated and high cost project with many stakeholders, all of whom want to have input into 
the direction that is taken. 
 
To have a productive relationship with the public, I believe that the task force needs to: 
 
1. Be perfectly honest with us and tell us the hard facts with as little health jargon as possible; 
this means explaining that there has not been sufficient funding to meet operating costs for 
many years, that small to medium-sizeed hospitals province-wide have been pleading their case 
to the Ministry of Health for years to no avail, that if the Ministry was interested in adequately 
funding us, they would have changed the funding formula and they would have increased base 
funding, neither of which they have done, instead giving only one-time bail-outs which do not 
meet our needs and have to be repeated every year. 
 
2. Explain that over the years many patient care beds were closed to try and meet budgetary 
constraints and live within the financial parameters set by the government, so it is not so much 
a question of space and rooms, as it is the where-with-all to operate them. 
 
3. Whenever a speaker or a writer adds an "s" to the word "hospital" and talks about keeping 
their town's hospital, clarify that we have ONE hospital organization called Muskoka Algonquin 
Healthcare (MAHC), with two buildings; this happened several years ago when the two 
hospitals amalgamated; this is not just semantics as it makes a tremendous difference in how a 
person perceives the issue; to let people continue to believe that they still have their "own" 
hospital is to encourage them to live a fantasy that does not exist. 
 
4. Do not be afraid to make it clear that no matter which option we pursue, we will end up with 
acute care services in one location; if we divide services between two sites, the site that has 
surgical services will be the acute care site; if we have one inpatient site and one outpatient 
site, the inpatient site will have acute care services; if we have one new build on a new site, it 
will be the acute care site. 
 
5. When people express the belief that a new build will be far more expensive than refurbishing 
two old buildings, answer that statement immediately with facts as you know them to date. 
 
6. When people say that you are trying to build a taj mahal that we don't need...answer them 
with an explanation of what you have in mind. 
 
7. When others say that there is no need for private patient accommodation with en suite 
bathrooms because this is not a five-star hotel, give reasons for why this would be included in a 
new build. 



 
8. When some say that it is impossible to build a new hospital in the boonies where there are 
no municipal services, address the topic openly and thoughtfully. 
 
9.When a writer talks about towns that are not within the Simcoe-Muskoka Local Health 
Integration Network (LHIN), tell them about the LHINS and their regions and how the 
distribution of funds affects decision-making at the LHIN level, and why our LHIN might not be 
concerned about health care in locations for which they are not responsible. 
 
10. When someone who has been classified as a "senior" voices an opinion or asks a question, 
show them respect and understand that even though they themselves may not be here to 
benefit from future health services, they nevertheless care deeply about their town and the 
health care services available to those who live in that town or visit it. 
 
11. The task force needs to reveal where any new build would be located if they expect people 
to be able to get on-side with that option; it is impossible for anyone to even consider that 
choice without having a clue where it will be built (i.e. within a twenty minute drive from both 
Huntsville and Bracebridge or a certain number of kilometres south of Huntsville and north of 
Bracebridge). 
 
12. If talking about a Site A or a Site B, or an Outpatient Site and an Inpatient Site, they need to 
declare which site will be where. 
 
And finally, if the decision has already been made, then they need to have the courage to tell us 
that, with the reasons for it. 
 
I think this will lead to more open and honest communication that allows everyone to have 
respectful and reasoned interactions. 
 
Submitted by Jean Bagshaw 
retired registered nurse who was employed in the acute care sector for over forty years 
address: 28 Kirbys Way, Huntsville On P1H 2M5 
phone: 705 784-0929 
email: site605@vianet.on.ca 
 

mailto:site605@vianet.on.ca


My husband and I moved our 5 children  to Huntsville 4 years ago. One of the major reaons we 
choose Huntsville was because there was a hospital in town.  
When I gave birth to my daughter 6 years ago, we had to drive from our last residence in 
Georgina to the hospital over half an hr away, we made it just in the nick of time due  to serious 
complications, If it had been any longer we would have lost her, as I had an emergency C section 
upon arrival. 
We decided at that point we needed to be in a town with a hospital.  
 
2 years ago my husband's parents moved from Toronto to Huntsville It was a good choice for 
them Because of the hospital in town. 
Ironically enough they spent 6 months living with us while they built their house, during that 
time My mother in law suffered her first stroke, I am so grateful for the Hunstville hospital being 
in Town. If the ride had been any longer she may not be here today. 
I have spoken with my brother and his family , they had been intending to move to Hunstville 
from Hamilton. But as the future of our Huntsville Hospital is uncertain, they would rather stay 
put until they known for sure. 
As a resident of Huntsville and a taxpayer in the district of Muskoka , the closure of our 
hospital's or the proposal of a single site hospital is just plainly unacceptable.   
 
There is a strong possibility that should the above scenarios come into fruition, my husband and I 
, will move our 5 children , who will be future taxpayers for the district of Muskoka, as well as 
our Business to a community which has a hospital and out of Muskoka , my In-laws will follow 
us to be closer to their Grandchildren. 
While I am one voice, my family is a large one I speak for every member 17 In total who both 
live in Hunstville or Have intentions of moving here. 
 
Sincerely Jeanie Fuscaldo 
 



As a longtime resident of Huntsville and a senior and a taxpayer of the District of Muskoka,I do not 
accept the closure of the Huntsville  Hospital as an acute care facility.Nor do I agree with a one acute 
care model.We should have our own hospital board working to get adequate funding for our 
hospital.Our life may depend on this solution! 
 
Respectfully,Jeannine Colvin. 
Sent from my iPad 
 



MACH Task Force – Written Submission February 22, 2018 

  

We are formally writing you to strongly support keeping, maintaining and improving our two 
essential emergency / acute care hospitals in both Bracebridge and Huntsville.  Our area has lost 
the Burks Falls hospital several years ago and our service area has grown. Our town hospitals 
are clearly the most valued and important building in our two towns. Canadians 
overwhelmingly are proud of our Canadian Healthcare and have the right to good accessibility 
to emergency travel times. 

Our two emergency / acute hospitals serve 65 000 full time residents, 85 000 cottagers, and 
thousands of tourists each day. ( District of Muskoka data ) Algonquin Park. Our Muskoka area 
population is projected to strongly grow and our senior segment of the population will increase 
in percentage. Our two strategically located emergency / acute hospitals serve approximately 43 
000 emergencies per year and this will continue to grow. ( MACH Data )  

Many positive and strong arguments have officially made to save and improve our two 
Bracebridge and Huntsvile hospitals including that the overwhelming majority 83 % ( MACH 
2017 Survey ) or Muskoka area residents do not want a one hospital site. Pursuing a single site 
would be undemocratic and would not respect Muskoka Area residents’ clear wishes. There are 
major economic arguments for keeping our two hospitals have been made. Residents clearly do 
not want a $ 400 million build that will be over budget and do not support increased taxes for 
something they do not support. Many of us are working to improve the provincial funding flaw 
and are expecting some positive news in this area.  

Most importantly, other areas in Ontario have made the courageous and right decisions to save 
their hospitals such as Wallaceburg – Sydeham District Hospital in Chatham Kent. Please take 
the time to learn from Wallaceburg, Welland and Alliston in Ontario where districts chosen to 
save and improve their local hospitals to ensure good emergency travel times. Any one site 
model in the Muskoka area would result in dangerously long emergency travel times and would 
needlessly endanger the safety of your Muskoka area residents. Having only one hospital 
between North Bay and Orillia is a very dangerous concept and our growing area would be 
severely under served.  

The condition of our hospitals is not as bad as MACH is portraying. Our hospitals are deemed 
mid range. Other hospitals in poorer condition such as Alliston have been successfully 
improved upon with the more reasonable $ 39 million quoted for repairs.  

 The final decision for our future hospitals is critical must be democratic, objective, and data 
driven. Please make the safe, right and honourable decision to save and improve our two 
emergency / acute care hospitals in Huntsville and Bracebridge for our growing Muskoka area 
population for the long term future. 

 



 

Sincerely,  

  

Jill Coates  

Gary Ford  

Milford Bay, Ontario.   

 



 
 
To whom this may concern, 
My name is Joann Clark and I live at 77 Glendale Rd Bracebridge On P1L 1B2. 
I am contacting you to express my dissatisfaction with the plan for one mega 
hospital and closing the current Bracebridge and Hunstville locations. This will not 
service our communitys 
Effectively.  I am specifically concerned about the travel time,  in an 
emergency,  for those residents of Huntsville and Gravenhurst. 
Thank you for considering my opinion. 
Sincerly 
Joann Clark 
 
Sent from my Galaxy Tab® E 
 



Dear Ms. Bildson, 
I am writing with respect to the Muskoka Algonquin Healthcare’s Capital Plan 
Development, as I will be unable to attend the Task Force meeting on 1 March. 
Hospitals in both Bracebridge and Huntsville should be maintained, rather than be 
replaced with one hospital for the district. This may mean that, while emergency 
services would be available at both hospitals, there would be specialized services 
available only at one of the two hospitals at any given time. Reasons for this 
submission include: 
-both the hospital in Huntsville and the one in Bracebridge serve large catchment 
areas beyond the towns themselves. Because of the closure of health care in 
Burk’s Falls, it includes 
there as well as Algonquin Park; down to Washago; over to Rosseau and all areas 
in between. One central hospital would greatly extend travel time for a large 
portion of hospital users, 
perhaps to the point of being a life-threatening model for health care in Muskoka; 
-with respect to the population served by the hospitals: 
    -in summer, both hospitals serve larger populations because of seasonal 
tourism. Patient loads and wait times would be adversely affected by a one 
central hospital model 
    -there are hospitals in Minden, Parry Sound, Orillia and Barrie that are 
approximately the same distance apart from the nearest other hospital as are 
those in 
     Huntsville and Bracebridge. In the smaller centres, these serve similar 
population sizes as do the ones in Muskoka, while still being close to a regional 
hospital (Barrie). 
     An argument about the lack of necessity for hospitals in smaller centres is 
therefore invalid; 
    -the populations of both Huntsville and Bracebridge are expected to expand by 
about 30% in the near future, and will require medical services in keeping with 
the 
     population growth. Once built, one central hospital would likely not then 
expand while local hospitals could do so to accommodate local populations as 
part of their development plans. 
-in both Huntsville and Bracebridge, seniors’ care facilities have been constructed 
within short distances from hospital care. In Huntsville, the hospital area also 
includes medical clinic offices, 



offices for various professional therapists and a hospice. To remove hospital care 
from availability to these services would adversely affect the viability of these 
services to a level that 
    a) could be life-threatening (given travel times to one central hospital for 
emergency care) 
    b) could negatively impact medical services available to the community if 
services located near a hospital then also move out of the community to a new 
hospital location; 
-a small point, but in smaller communities, it is Community that needs to be a 
central consideration: i.e. the volunteer work and fundraising for the hospitals in 
Muskoka is largely done by seniors, and especially 
women. This includes services like “Meals-on-Wheels”. They are unlikely to drive 
at night or in the winter or outside of their own community to volunteer or 
fundraise- the millions of dollars to date - that a central hospital might wish, and 
that they might require if faced with ever increasing staffing cuts. 
-It has long been recognized that some members of the committees that have 
been charged with examining the hospital situation in Muskoka have had 
personally-established views  
about only needing one level of government (District) in Muskoka, and that these 
views have strongly influenced the recommendations about hospital 
development in Muskoka. 
At the same time, the wider public in Muskoka has repeatedly indicated a strong 
preference for maintaining the two-hospital model (in Huntsville and 
Bracebridge). 
To ignore the expressed preferences of those who are being asked to fund 
hospital development through their taxes and their fundraising adds insult to the 
injury of potentially losing hospital 
care in the community. 
This is the second time I have sent a submission in this regard to yet another 
committee considering hospital development in Muskoka. 
Joanne Lea 
 



 
 
To Whom it May Concern, 
 
My family and I  have lived in Muskoka since 1989.  We have had the need to use 
the hospitals in both Bracebridge and Huntsville on many, many occasions.  Often 
these were life-threatening needs.  We cannot imagine only one hospital to serve 
the entire Muskoka area!  We ask that funding be used to upgrade and refurbish 
both hospitals which would be a huge saving over building a new facility. 
 
Many thanks for your vital consideration in this matter.  We need both of our 
hospitals!! 
 
John van Geene 
Susan Purves 
Anthony van Geene 
Shihan van Geene 
 
1060 Golden Beach Road, Bracebridge, Ontario. P1L 1W8 
Telephone 705-646-1364 
 



Hello, I wish to put on record that there should be two hospitals in Muskoka, one in Huntsville and one 
in Bracebridge. A single hospital for our district puts far too many people at risk not only for obvious 
health reasons but also for economic reasons. 
 
Thank you for your consideration. 
 
Jonathan Wiebe 
Councillor - Chaffey Ward, Huntsville  
 
------------------------------------- 
Origin: http://www.mahc.ca/en/about/Stay-Connected.asp 
------------------------------------- 
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Dear Miss Bildson, I have only had 3 emergencies , in the backwoods of Algonquin Park, in the 50 years 
that I have been going there. All of them have occurred in the past 20 years, had it not been for the 
Huntsville Hospital and it's staff of professionals I think the stress involved in the thankfully good 
outcomes would have been tremendous. Thank you for your time, Jose Rosado , Toronto, ON 
 
Sent from my iPhone 
 



To whom this may concern, 
   
    My name is Joshua Clark and I’m a local resident in Bracebridge, Ontario. I’m a young individual who 
has been raised in the Muskoka region. I’m writing this email to express how I feel about the plan to 
close the Bracebridge and Huntsville hospital locations. The idea of having only having one is unsettling 
for most locals. This will increase the travel time drastically, and time is key when dealing with many 
medical emergencies. I believe this will lead to tragic medical situations and ultimately lead to death for 
few. The large hospital idea is ineffective and brings me major concern for the residents of Huntsville 
and Gravenhurst. 
 
Thank you for considering my opinion, 
 
Joshua Clark 
 



As a full time resident of Huntsville and a taxpayer, , I will NOT support any plan that results in 
the closure of Huntsville Hospital or  the 1 acute care model.  

Karen Patterson 

Get Outlook for Android 
 

https://aka.ms/ghei36


Dear Paula 
 
My husband and I retired to Huntsville 14 years ago.  One of the primary reasons we chose Huntsville  
was because there was a hospital in town. It is a vital part of our community that should not be taken 
away.  We support the hospital personally on  a financial basis and also regularly attend events that 
raise funds for our hospital and will continue to do so. As a resident of Huntsville and a taxpayer of the 
District of Muskoka, I do not accept the closure of Huntsville hospital or the one acute care model.  
 
Thank you for your consideration, 
 
Kathy Barrs.  
 
 
Sent from my iPhone 
 



Hi Paula,  
     Please accept this formal submission to the task force. Thank you, Kelly Cross 
 
                           MACH Task Force – Written Submission February 24, 2018 
 
We are formally writing you to strongly support keeping, maintaining and 
improving our two wonderful and essential emergency / acute care hospitals in 
both Bracebridge and Huntsville. As you know our area has lost the Burks Falls 
hospital several years ago and our service area has grown. Our town hospitals are 
clearly the most valued and important building in our two towns. Our hospitals 
more important than our greatly valued arenas, schools, libraries and fire stations. 
Canadians overwhelmingly are proud of our Canadian Healthcare and have our 
right to good accessibility to emergency travel times under The Canada Health Act. 
Our two excellent emergency / acute hospitals serve 65 000 full time residents, 85 
000 cottagers, and thousands of tourists each day. ( District of Muskoka data ) Our 
Muskoka area population is projected to strongly grow and our senior segment of 
the population will increase in percentage. Our two emergency / acute hospitals are 
effectively located very strategically to best and safely serve approximately 
approximately 44 000 emergencies and 5000 acute patients per year and will 
continue to grow. ( MACH Data )  
Many positive and strong arguments have officially made to save and improve our 
two Bracebridge and Huntsvile hospitals including that the overwhelming majority 
83 % ( MACH 2017 Survey ) or Muskoka area residents do not want a one hospital 
site. Pursuing a single site would be undemocratic and would not respect Muskoka 
Area residents’ clear wishes. Major strong economic arguments for keeping our 
two hospitals have been made. Residents clearly do not want a $ 400 million build 
that will be overbudget and do not support increased taxes for something they do 
not support. Many of us are working to improve the provincial funding flaw and 
are expecting some positive news in this area.  Only $ 39 million is needed for 
short term facility repairs and this is what the overwhelming majority of your 
population wants. 
Most importantly, other areas in Ontario have made the courageous and right 
decisions to save their rural hospitals such as Wallaceburg Hospital in Chatham 
Kent. Please take the time to learn from Wallaceburg, Welland and Alliston in 
Ontario where districts have chosen to save and improve their local hospitals to 
ensure good emergency travel times. Any one site model in the Muskoka area 
would result in dangerously long emergency travel times and would needlessly 
endanger the safety of your Muskoka area residents. Having only one hospital 
between North Bay and Orillia is a very dangerous concept and our growing area 
and future increased population would be severely under served.  



The condition of our hospitals is not as bad as MACH is portraying. Our hospitals 
are deemed mid range and not in poor condition. Other hospitals in poorer 
condition such as Alliston are being improved upon . The infectious disease 
argument is not a strong one. Clearly having two separate emergency / acute 
hospitals would allow infection to be contained as was done in the downtown 
Toronto hospitals. Many other preventative strategies can help reduce spread of 
infection. From our research it is impossible for any new mega build hospital, old 
age home etc. to totally 100 % prevent infection. 
Please put people and emergency safety first and foremost. Major positive changes 
are needed on The MACH Board, their senior management and with several Task 
Force members to ensure our Muskoka area is represented and served in a 
transparent, non biased manner and to make the best decision about our hospitals. 
The final decision for our future hospitals is critical and must be democratic, 
objective, and data driven. Please make the safe, right and honourable decision to 
save and improve our two emergency / acute care hospitals in Huntsville and 
Bracebridge for our growing Muskoka area population for the long term future. 
 
Sincerely, 
 
The Extended Cross Family, 
Kelly Cross - Golden Point Road Bracebridge  
Dr. Kay Cross - Oakwood Heights Bracebridge 
Rob Cross - Gravenhurst Cottager 
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Français  
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Ontario Newsroom  

Ontario Investing up to $501 Million to Expand and Modernize 
Milton District Hospital 

News Release  

Ontario Investing up to $501 Million to Expand and Modernize Milton District 
Hospital 

Infrastructure Investment Improving Access to Health Care in Milton 

June 24, 2015 12:30 P.M. 
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Ministry of Health and Long-Term Care  

Ontario is investing up to $501.3 million to support the construction of a new four-story patient 

care building at Milton District Hospital to give patients faster access to the right care.  

Through this expansion, patients in Milton will benefit from: 

• A new patient care building to offer priority clinical services, including critical care, maternal 
newborn, diagnostic imaging, emergency, surgery and inpatient beds 

• Increasing inpatient beds from 63 to 129, including more single-patient rooms for improved 
infection prevention and increased patient privacy  

• The addition of the hospital's first Magnetic Resonance Imaging (MRI) machine 

• A Special Care Nursery with capacity for eight bassinettes in the Maternal Newborn Unit. 

Construction at Milton District Hospital is now underway and is expected to be complete in the 

spring of 2017. 

Ontario is making the largest infrastructure investment in Ontario's history -- more than $130 

billion over 10 years, which will support more than 110,000 jobs per year on average, with 

projects such as roads, bridges, transit systems, schools and hospitals across the province. 

The government's plan to build Ontario up is supported by a number of initiatives, including 

broadening the ownership of Hydro One -- an approach that raises billions for infrastructure.  

Investing in priority infrastructure, including hospitals, is part of the government's plan to build 

Ontario up. The four-part plan includes investing in people's talents and skills, making the largest 

investment in public infrastructure in Ontario's history, creating a dynamic, innovative 

environment where business thrives, and building a secure retirement savings plan. 

Quick Facts 

• Infrastructure Ontario and Halton Healthcare Services have awarded a contract to Plenary Health 
to design, build, finance and maintain the Milton District Hospital expansion project. 

• The Milton District Hospital expansion project is a significant economic opportunity for the 
community. At the peak of construction, more than 500 workers will be on site daily.  

• Modernizing infrastructure will support more than 110,000 jobs a year on average in 
construction and related industries.  

• A Conference Board of Canada report estimated that Ontario’s public infrastructure investment 
would add more than $1,000 to the average annual income of Ontarians in 2014 and lower the 
unemployment rate by about one percentage point. 

https://news.ontario.ca/mohltc/en


• Ontario’s long-term infrastructure plan will help connect regions, develop new economic 
opportunities and improve quality of life for Ontarians by supporting critical infrastructure 
projects in cities, towns, and rural and remote communities all across the province.  

Additional Resources 

• Patients First: Action Plan for Health Care  

• Building Together, Ontario’s long-term infrastructure plan  

• Infrastructure Ontario  

Quotes 

“Today marks an important milestone in the redevelopment and expansion of Milton District 

Hospital. Once completed, the brand new patient care building and renovations to the existing 

hospital will ensure patients in Milton have improved access to a number of high-quality services 

closer to home.” 

Dr. Eric Hoskins  

Minister of Health and Long-Term Care  
 

“Today’s ground-breaking for the Milton District hospital expansion project is an historic step 

for our community and riding. It signals the beginning of an exciting new era of higher quality, 

patient-centred health care for Halton residents. Getting shovels in the ground is an important 

milestone that brings us one step closer to more accessible health care to meet the needs of our 

growing community.” 

Indira Naidoo-Harris  

MPP for Halton  

“Today marks a truly momentous occasion for the Milton community as we celebrate the first 

construction milestone of this highly anticipated expansion project that will greatly enhance the 

delivery of exemplary patient care programs and services. Thank you to everyone involved in 

making this project a reality. Years of planning, hard work and community partnership are now 

coming to fruition.” 

Denise Hardenne  

President and CEO, Halton Healthcare Services  
 

http://www.health.gov.on.ca/en/ms/ecfa/healthy_change/
http://www.moi.gov.on.ca/en/infrastructure/building_together/index.asp
http://www.infrastructureontario.ca/home.aspx
https://news.ontario.ca/profiles/en/indira-naidoo-harris


Dear Paula: 
I am a resident of Huntsville.  I have enjoyed the lifestyle that Huntsville has provided me during 
the last 14 years.  Now retired, I know how important adequate and convenient health care will 
be to me in the coming years.   
I feel strongly that this can only be achieved by a fully functioning hospital in Huntsville, not a 
single site hospital servicing both Huntsville & Bracebridge. 
Please pass my thoughts on to the committee.   
 
Thanks for your work in what is probably one of the most important decisions we need to make 
for our community. 
 
Lance Barrs 
 



Dear Paula Bildson, 
 
As a resident of Huntsville and a taxpayer of the District of Muskoka, I will not accept the closure of 
Huntsville Hospital or the ‘one acute care model’.   
 
Please consider the needs of the residents of Huntsville. 
 
Yours sincerely, 
Laurie Hetherington 
 



 
I am a volunteer with South Muskoka Memorial Hospital, and I support two existing hospitals, each with 
an Emergency Department, for several reasons. 

1. The MAHC Task Force has already conducted two surveys, both of which show overwhelmingly 
that the community does not support only one hospital.  One has to wonder why the single site 
model is still being considered, against such opposition.   Who is trying to force this issue, and 
why? 

2. I believe that the catchment area is simply too large to accommodate only one Emergency 
department without potentially endangering lives. 

In July 2004, my husband and I were just north of Port Sandfield when he had a heart attack.   By the 
time we arrived at SMMH, we were told that his blood pressure measured 268/216!  (120/80 is 
considered normal).  I firmly believe that, had we needed to travel to HDMH in Huntsville, or to a 
hospital located near Port Sydney, my husband would not be here with me today.  

To reassure myself, I looked at the study commissioned by the MAHC Task Force regarding average 
travel time to the nearest hospital by patient residence region.  (See attached) However, on examining 
the published data, I became very concerned with the accuracy of the results. 

For example, on the first row, the time from Gravenhurst to existing Huntsville is listed as 39 minutes.   

However, the travel time from Gravenhurst to Hwy 11 & Taylor Rd. is shown as 22 minutes, and the time 
from Huntsville to the same intersection of Hwy 11 & Taylor Rd (row 4) is listed as 29 minutes, making 
the total time to travel between Gravenhurst and Huntsville 22+29 = 51 minutes.   

Similarly, the travel time from Gravenhurst to Hwy 11 & Hwy 141 is listed as 31 minutes, and the time 
from Huntsville to Hwy 11 to Hwy 141 is 18 minutes, making the travel time from Gravenhurst to 
Huntsville 31+18 = 49 minutes. 

Which of these is accurate? 

Similar discrepancies appear throughout the table.  And the travel time data for Georgian Bay, for 
Wahta Mohawk Territory, and for Moose Point 79 is the same across all locations.  How is this possible? 

Due to these inaccuracies, I am very concerned that this information is being used as a basis for 
determining the possible location of future healthcare services. 

3. The cost for needed improvements and repairs for the existing  two midrange emergency/acute 
care hospitals is approximately $39 Million.  However, the cost for a completely new hospital is 
approximately $400 million, or almost 10 times more, putting a burden on the community for its 
portion of the cost.   As a tax payer, I am concerned.  

4. It is my understanding that, once a decision is made to go ahead with building only one new 
hospital, at that point, the Ministry will fund only the most urgent upgrades to the existing 
locations.  Although it has been stated that it may take 15-20 years before we have a new 
hospital, I am concerned that the current hospitals may fall into disrepair during the ensuing 
period.  As a senior citizen, there is a chance that I will need to use the existing hospitals before 
the new one can be built, so I am anxious to ensure that they maintain their effectiveness. 



5. There are a few hundred volunteers at both HDMH and SMMH, and our hospitals rely on the 
contributions of the services which they provide.  It is very likely that, with single siting one 
hospital, many of those volunteers may be lost, as the travel distance could become an obstacle.  

These are just a few of the reasons why I support maintaining the two existing hospitals. 

Sincerely,  

Leslie Jennings 

115 Glendale Rd. 

Bracebridge P1L 1A7 

 
 
*** Included in this email submission from Leslie was a screen shot of one of the 
consultant’s slides, PSG Travel times – Average travel time to nearest hospital by 
patient residence region *** 



Dear Paula, 
Further to the meeting in Bracebridge on the hospitals joining together, let it be known that I, Linda 
Sproston a Huntsville resident say.  
 
“Keep two fully functioning acute care hospitals in Bracebridge and Huntsville “ 
 
Regards 
Linda Sproston  
Sent from my iPhone 
 



---------- Forwarded message ---------- 
From: "Lindsay Lima" <lindsay.lima90@gmail.com> 
Date: Mar 2, 2018 10:12 PM 
Subject: Hospital model 
To: <paula.bildson@mahc.com> 
Cc:  
 
Good evening, 
 
I would like to express my concern over the proposed one hospital model/one acute care facility. 
As a local resident, I do not support this. Please listen to the community and keep the two 
hospitals. You have completed two surveys and both show the town does not support these 
models. The communities within Muskoka and those just outside (Algonquin park and Perry 
township/Burks falls) will suffer under the proposed model.  
 
Lindsay  
 

mailto:lindsay.lima90@gmail.com
mailto:paula.bildson@mahc.com


As a  person who is familiar with  the Huntsville hospital in many different capacities, I can't 
imagine the closure of either hospital. 
I am also a mom of a very busy child who does not want to wait another 1/2 hour drive when 
shes hurt herself playing sports.  Just doesn't make sense. 
I hope that this is not a done deal, and you revisit the options. 
I know Dr Allen said many years ago that he felt this may happen. 
 
Listen to us,  fix up what we have, put the dollars into bettering a good system, and don't make it 
one hospital. 
thank you 
Lynda Cranney 
 



About 3 years ago I woke up about 3am with such pain in my chest I was sure I 
was having a heart attack.  I got in my car and drove less than 5 min. to the 
hospital.   It turned out I was having a gall bladder attack.  Arrangements were 
decided to remove it one week later.  I was in so much pain I could never have 
driven out of town to a hospital.   
Being a senior I definitely would not want to remain living in Huntsville without 
our own hospital.  I can't imagine people wanting to move to our town without a 
hospital.  Hospitals are a main necessity to many when deciding where to live 
when making a move.   
I definitely would like our hospital to remain here and keep our population happy! 
A lot find it difficult getting a family physician  and I believe if there wasn't a 
hospital in our town it would be even harder getting one. 
 
Sent from my Samsung Galaxy Tab®4 
 



As a frequent visitor to Algonquin park and the wife of an epileptic, I definitely would not like to 
see the hospital close. 
 
 
Marilyn Nash 
 



 
As medical response time is often critical in saving lives; emergency rooms in both 
Bracebridge and Huntsville are imperative.  
We do NOT need to spend $400 million to build a new hospital when one tenth of 
that amount can refurbish our local, accessible hospitals. In Toronto, three major 
hospitals formed a medical network for ELECTIVE care (eg. Toronto General is the 
heart centre,Toronto Western is ENT). This could happen in Muskoka between 
the Bracebridge and the Huntsville hospitals . Please use our health dollars wisely. 
 
Thankyou 
Marjorie Wowk 
 



As a resident of Huntsville, and taxpayer of the district of Muskoka, I will not accept the closure 
of Huntsville Hospital, or the one acute care model.  
 
Mary Jenkinson 
 



Dear Paula,  I’m writing to express my support and request for Bracebridge to 
maintain its hospital services.  We are nearing retirement and are considering 
Bracebridge as our primary residence. It makes good economic sense to maintain 
hospitals in Bracebridge and Huntsville to accommodate the large residential and 
seasonal populations, which will continue to grow as baby boomers retire and 
choose Muskoka for their home.   Having access to healthcare is important and a 
major consideration in our decision.   Over the 40 years we’ve been in the area we 
have appreciated and utilized the hospital access in Bracebridge for our children, 
our parents and ourselves. On several occasions the access to Bracebridge 
emergency saved my father-in-laws life (he is now 90!).   It is our sincere hope 
that Bracebridge maintains hospital services.  
 
Sincerely,  Mary Kutarna, Golden Beach Road   
 



 
Good evening Paula, 
 
Thanks for coordinating the reception of emails and submissions for the upcoming meeting this 
Thursday, March 1, 2018.  Due to prior commitments, I'm unable to attend, however I would 
like to share some points of interest on this matter: 
 
First and foremost, I'm in favour of maintaining 2 hospitals, one in Huntsville and one in 
Bracebridge.   Naturally, there will be many emails outlining plans as to what services should be 
at each site, and how that would look.  However, I felt with keeping our emails short and to the 
point, I didn't want to overlap and I really wanted to make sure the following points were 
included for maintaining 2 hospital sites: 
 
1) Fairness: Our area deserves the same funding as other areas of Ontario.  For instance, Milton 
received $500 million in 2015 to upgrade their 
hospital. https://news.ontario.ca/mohltc/en/2015/06/ontario-investing-up-to-501-million-to-
expand-and-modernize-milton-district-hospital.html 
 
Milton has just over 100 000 people and several hospitals in neighbouring communities that are 
under 50 km away (Guelph, Burlington, Oakville, Mississauga, Cambridge).  
 
Estimates to maintain two sites in MAHC were below 500 Million, and combining our 
permanent, non-permanent, hospitality staff that take residence, children and youth camps, 
and our provincial parks, it is reasonable to estimate that approximately 200,000 people are in 
our catchment area at any given time from May through to September; 

 

Ontario Investing up to $501 
Million to Expand and ... 

news.ontario.ca 

Ontario Newsroom Ontario Investing up to 
$501 Million to Expand and Modernize Milton 
District Hospital News Release Ontario 
Investing up to $501 Million to Expand and ... 

2) Almost a decade ago I stood side by side with the people of Almaguin as they saw their 
hospital services tremendously reduced at the Burk's Falls location.  Only 10 years ago, we were 
all told that the reduction at Burk's Falls was necessary to maintain the services at the two sites 
in Huntsville and Bracebridge;  
 

https://news.ontario.ca/mohltc/en/2015/06/ontario-investing-up-to-501-million-to-expand-and-modernize-milton-district-hospital.html
https://news.ontario.ca/mohltc/en/2015/06/ontario-investing-up-to-501-million-to-expand-and-modernize-milton-district-hospital.html
https://news.ontario.ca/mohltc/en/2015/06/ontario-investing-up-to-501-million-to-expand-and-modernize-milton-district-hospital.html
https://news.ontario.ca/mohltc/en/2015/06/ontario-investing-up-to-501-million-to-expand-and-modernize-milton-district-hospital.html
https://news.ontario.ca/mohltc/en/2015/06/ontario-investing-up-to-501-million-to-expand-and-modernize-milton-district-hospital.html


3) Councillors and mayors of our communities that are impacted by the decision of MAHC have 
voiced their concerns that the funding formula is flawed.  
https://www.muskokaregion.com/news-story/8040543-muskoka-mayor-told-to-take-hospital-
funding-worries-direct-to-province/ 
 
Thanks for taking this into consideration, 
 
Matt Richter 
Parry Sound-Muskoka Green Party of Ontario Candidate 
cell 705 394 7336 
 
 

https://www.muskokaregion.com/news-story/8040543-muskoka-mayor-told-to-take-hospital-funding-worries-direct-to-province/
https://www.muskokaregion.com/news-story/8040543-muskoka-mayor-told-to-take-hospital-funding-worries-direct-to-province/


In light of the MAHC Task Force meeting last night. I would like you to know that as a resident 
of Huntsville and a taxpayer of the District of Muskoka, I will not accept the closure of 
Huntsville Hospital or the 1 acute care model.  
 
Thank you 
Meghan deLagran  
 



Hello 
 
I moved to Baysville from Toronto approximately 4 years ago.   I suffer from an ongoing chronic 
disease and am being treated by a specialist in Huntsville.  This location is extremely helpful to 
me as prior to finding this doctor last year I was driving to Toronto every couple of months for 
treatment. 
 
Last year I also moved my 70 year old mother up here to live with me as she was having a hard 
time by herself.   Being located within 20-30 minutes of two hospitals was a major comfort to 
her and one of the reasons she agreed to move to Muskoka.  She has always lived within 15 
minutes of a hospital and was really hesitant initially to not have one close by. 
 
The idea that both of the current hospitals in Muskoka could close and a single centrally located 
one will.be placed somewhere that no one will commit to is unacceptable.  The current model is 
working for the local residents of the area.   Why completely change what we already have 
instead of investing into it to make it even better? 
 
Please leave the hospitals where they are 
 
Thanks. 
 
Michael and Joyce Nesterenko 
 

http://will.be/


As a resident of Huntsville, and taxpayer of the district of Muskoka, I will not accept the closure of 
Huntsville Hospital, or the one acute care model. 
 
Thanks Micky Scheer-Hennings  
 
 



Paula.bildson@mahc.ca 
 
As a frequent visitor to Algonquin Park and the parent of children attending summer 
camp in the park and as a resident of Huntsville and a taxpayer of the District of 
Muskoka, you will not accept the closure of Huntsville Hospital or the 1 acute care 
model.   
Sent from my iPhone  from Moe 
 
 

mailto:Paula.bildson@mahc.ca


As a summer resident of Huntsville and a taxpayer of the District of Muskoka, we will not accept the 
closure of Huntsville Hospital or the 1 acute care model.  
Nancy Abbott 
 
Sent from my iPad 
 



I strongly oppose the closing of Huntsville Hospital! I live in Dwight and am concerned. It's scary to think 
I wouldn't be close to a hospital if in case I needed help. I do have health issues, I know some friends 
who depend on Huntsville Hospital to get regular treatments. There are elderly people, retirement folks 
and quite a few old age homes. What would these people do? We live in a community that supports and 
gives all the time to the Hospital. My husband just did a wonderful donation! There are people who have 
donated a million dollars because they are retiring here! A lot of people choose this as their Golden 
Years dream place to be. We are on the cusp of Algonquin Park and tourists travel here all year round 
from all corners of the globe! I think a clear headed person could see who this would effect.  Its hard to 
think how this decision could impact our community if we were to loose such a valuable asset!!! We 
have come so far! This would be of detriment to our future as a thriving and desirable place to raise 
children and/or a place to live out the rest of your days..... There is just so many things wrong with 
closing this hospital, I'm at a loss for words! It's despicable to think it's even being considered. What are 
you thinking!? 
 
Discouraged about the future, 
Patti Mullins  
 
Sent from my iPad 
 





 

 

                                 MAHC Task Force Written Submission  

                       Emergency Travel Times Study – Comparative Data 

 

Dear Task Force Members 

1. Personal Appeal 

Thank you for all your time and work on this MAHC Task Force Committee. Our primary 

goal is for all of us to work together as a team to fix the flawed provincial funding 

formula that has hurt rural small / mid‐size hospitals and I truly believe all of our 

advocacy is helping.  Hopefully we will receive positive news shortly. We also need to 

act quickly to make a final decision to save, maintain and improve two emergency / 

acute care hospitals sites in both Bracebridge and Huntsville and to end three years of 

uncertainty to restore confidence in our community and to help restore much needed 

donation levels to our two valuable hospital foundations.  

 

Please find the following valuable emergency travel times study just completed. I have 

worked with various people and groups for many hours in recent months to complete 

an objective and valuable data based comparative time study to help give us provincial 

perspective as we make this critical decision. Since early February 2018, I have 

requested Harold Featherston and his Communication Officer for important neutral 

travel time information that they have and could quickly and easily provide me that 

would have helped me complete this study. On September 27th, 2017, Harold met with 

my mother Dr. Katherine Cross and I at the Bracebridge hospital site. At that meeting 

Harold repeatedly promised us that he would provide us any further information or 

answer more related questions we wanted re the hospitals study and issue. 

Unfortunately, it is appearing that our MAHC Planning and Ambulatory Officer is now 

not wishing to honour this request. Clearly, we are entitled to objective, transparent 

essential information for our public servants. Despite this unnecessary temporary 

roadblock, I have done my best to work with others to provide you important findings 

for the important March 1st 2018, Task Force Input Meeting. Please note that I am 

enthusiastic to volunteer my services to do more research to help your group and others 

in the future to be a positive part of the solution to help improve hospitals and 

healthcare in our area in the long‐term future. Again, I appreciate all of your time, work 

and efforts. 

As you know, the overwhelming majority of Muskoka area residents have repeatedly 

rejected the proposal for a one site mega hospital. Losing small Burks Falls emergency 

hospital in recent years was unfortunate and increased demand on our facilities. After 



 

 

the Burks Fall Hospitals closing and after the amalgamation of MAHC which has helped 

to save funds, a promise was made to the community that the two Bracebridge and 

Huntsville emergency / acute hospitals would stay for the long term. The shocking 2015 

recommendation by MAHC contradicted this promise. There was much opposition and a 

survey study done and a letter of opposition received by our Doctors overwhelmingly 

opposing this – these two important data / information items are now apparently being 

suppressed. MAHC’s own 2017 survey results show an overwhelming 83 % Muskoka 

Area residents reject and do not support a one site model. Powerful economic 

arguments have been made. Our Muskoka area residents do not support a $ 400 million 

mega build and resulting tax increases. MAHC has portrayed our two wonderful 

hospitals as in poor condition when they are more in mid‐range condition in provincial 

comparisons and in need of $ 39 million of facility repairs which is what our residents 

clearly support. Other hospitals such as Alliston and in Toronto which are older and in 

not as good repair are being maintained, improved and built on due to good local 

decision making and advocacy. From dialoguing with various businesses and Chambers 

there are also additional significant economic arguments as local businesses will be hurt. 

Lastly, there are important social and community related arguments as many volunteers 

would not travel to a one site model. Many retiring seniors and new families will be very 

reluctant to consider moving to a town with no emergency/acute care hospital.  

 

Unfortunately, there appears to be a biased and non‐transparent one hospital sub group 

on the MAHC board and MAHC administration that clearly does not represent the 

overwhelming wishes of the residents they serve. Several members (although I am 

thankful for re their time, work and interest) on the Task Force were apparently possibly 

hand‐picked and have already voted for or made public statements in support of a one 

site model may be in conflict of interest and clearly should not be voting on this matter. 

A possible one hospital supporter should probably not be the chair of this committee 

although again I am thankful and respectful for all this person’s extra work and time. 

Please be openly aware, that a number of us are very disappointed with continual 

comments by at least one MAHC representative for Muskoka residents not to worry 

about the unwanted one site model as many of us will be too old or dead by the time it 

is completed – that type of comment (whether joking or not) is not fair to all our 

residents and to our younger generations. We have over 150 000 Muskoka and Area 

residents who depend on our two wonderful strategically located emergency / acute 

hospitals in both Huntsville and Bracebridge every year. The two hospitals were 

purposely, proactively and strategically located decades ago for critically important 

health and safety reasons. 

 



 

 

2. Emergency Travel Time Study / Comparison 

                                                                

                             2018 Comparative Emergency Travel Time Data Study 

 

Background Information ‐ Chatham Kent District is a rural area in SW Ontario and is part of the 

Erie St. Clair LHIN that has 102 000 full‐time residents and 2 000 cottagers and many summer 

tourists. It has a large / double hospital in Chatham it’s largest town, and recently made the bold 

decision to save a smaller emergency / acute care hospital in Wallaceburg which it is also 

improving. Two towns in Chatham Kent can also access two other hospitals from other LHINs 

just minutes beyond their East and West district borders. Our rural Muskoka Area including 

south Almaguin includes approximately 65 000 full time residents, 85 000 cottagers, and as high 

as 10, 000 visitors to our Algonquin Park and many lakes per day in the good weather months. 

Our Muskoka future population data shows significant growth (18%+ over the next 25 years as 

per Ontario Government forecast) as well as a significant increase in the senior / medically 

needy segment of our population to over 35% of the population by 2041.  

 

Chatham Kent District – Towns and Populations 

Chatham           43 500 

Wallaceburg     10 000 

Tilbury                 5 000 

Blenheim             4 500 

Ridgetown           3 500 

Wheatley             2 900 

Dresden               2 800 

Thamesville         1 000 

Bothwell              1 000 

 

 

 

 

 

 



 

 

Emergency Travel Data Comparison ‐ Chatham Kent District due to Decision to Save 2 Emergency / 

Acute Sites versus A Projected Muskoka Area One Site Model 

Towns  Minutes  Kilometres  Closest Site  Alternate  MAHC ‐ One Site Model 
Hwy 11 & 141 
(Discrepancies Found) 

Chatham  15 minutes   Chatham    

Wallaceburg  12   Wallaceburg    

Tilbury  26  18 kilometres  Chatham    

Bleiheim  19  13  Chatham    

Ridgetown  28 ( 30  alt. )   34 ( 36 alt.)   Chatham   ( Newbury )   

Wheatley  15  ( 39 alt. )   13 ( 46 alt.)  Leamington  ( Chatham )   

Dresden  16  11  Wallaceburg    

Thamesville  22  16     

Bothwell  11  7  Newbury    

Rondeau Prov. 
Park  

35  42  Chatham    

Walpole Island 
46 Reserve 

42  23  Wallaceburg    

Average   21.7 minutes      

      

Muskoka      

Gravenhurst       31 minutes 

Bracebridge       21  

Lake of Bays       37 

Huntsville      18 

Muskoka Lakes      31 

Georgian Bay      38   ( 50 ) 

Wahta      41   ( 55 ) 

Moose Point      57   ( 73 ) 

Average      34.3 ( 38.2) 



 

 

Study Notes 

Note 1    A fellow researcher has discovered significant discrepancies in the existing MAHC PSG Muskoka 

area emergency travel data stats that should be noted (see brackets) 

Note 2   MAHC did not account for any severely longer winter driving realities even though numerous 

Muskoka area residents have expressed concerned about this 

Note 3   Contrary to a MAHC staff comment in Fall 2017 our new small health hubs – nurse practitioner, 

part time, appointment only and minor health issue centres are NOT 24‐hour emergency facilities. The 

two emergency / acute care hospitals for 24 / 7 emergency care are only located in Huntsville and 

Bracebridge. 

Note 4  See attached map of Chatham Kent District and highlighted emergency / acute care hospitals 

 

RESULTS / FINDINGS – the Chatham Kent District by recently saving their 2 site emergency care hospital 

model has provided much faster and safer emergency travel times (43  % better, faster and safer) which 

respects the rights of all their residents’ rights to accessibility under the Canada Health Act. A one site 

model in Muskoka that replaces 2 Huntsville and Bracebridge emergency acute / care hospitals        

(previously 3 emergency hospitals including Burks Falls ) emergency acute sites is not safe or 

REASONABLE or safe and increases serious potential liability issues. This is more critical due to the fact 

MAHC stats to date do not include any accommodation for longer winter / poor weather driving 

realities. Any one site model for the Muskoka and surrounding area to serve a 215 km corridor between 

North Bay and Orillia would be ‘unreasonable access to emergency and medical care’, and threaten 

safety and care to our Muskoka and surrounding area residents. The two other Districts who made the 

brave decision to save their multi‐site emergency / cute hospitals such as Wallaceburg and Welland 

which made the correct, data based, safe and honourable community‐based decision to respect their 

residents overwhelming wishes and to put people and safety first for the long‐term future for all their 

communities and residents. 

 

Respectfully submitted,  

Peter Cross – Bracebridge Ontario 



Hello 
 
I’m an ER physician in Huntsville, here for 15 years.  
 
Two hospitals in two communities that cooperate as they do now is the right solution. Both should be 
acute care hospitals in recognition of large travel distances in the region.  
 
Shame on us if we do the MOH’s dirty work. They would NEVER close one site or remove acute care 
services from one site because that is political suicide. But they would gladly watch us do it ourselves.  
 
Stand up to them. Call their bluff. I’ve watched a decade and a half of MOH threats re deficits. They 
threaten to take control of the hospital but when the dust settles suddenly there is “one time deficit 
funding” on the table. I think I’ve counted this “one time funding” eight times since I’ve lived here. It’s a 
joke.  
 
Sincerely 
 
Pierre Mikhail 
 



Dear Paula,  
We moved to Huntsville last year from Mississauga for many reasons of which an important 
one is that they have a hospital.  It is very comforting to know that if anything were to happen, 
health services are close at hand.  We feel strongly that the current facilities remain in 
Huntsville and Bracebridge with some funding for upgrades. 
Sincerely, 
Rob and Alison Madeley, Huntsville 
 
Sent from my iPad 
 



Hello Ms. Bildson, 
 
Althougth I can understand the rationale for a single site new hospital for 
Muskoka in terms of consolidating services and providing updated enhanced 
facilities,  which would likely be more attractive to health care workers, among 
other benefits,   there are some very valid reasons for maintinaing the two 
current existing hospital sites in Muskoka. 
1) Hospitals are foundation institutions in  both Huntsville and Bracebridge. The 
surrounding medical facilities would be severely impacted by a closure of either 
hospital. especially if a new "green field" site were established. 
2) Health care workers frequently choose residences within close range of existing 
facilities. Significant disruption would accrue if staff were suddenly faced with the 
necessity of "pulling up stakes" to locate closer to a different facility. 
3) Both the Huntsville and Bracebridge site are "middle age" facilities.  
Although by no means "state of the art",  the costs of maintaining and enhancing 
both facilities must be weighed against the price of a new build.  Has the MAHC 
Board fully investigated the cost overruns of other new builds, especially green 
field builds in the Province?  I am led to believe that they have been very 
signifcant. 
4) Travel times in emergency situations must be considerewd. Would a single site 
hospital provide emergency care for 90% of the population within a half hour's 
travel time? 
5) The population of Muskoka continues to grow and the percentage of seniors in 
Muskoka is also on the rise. Can a single site handle the emrging needs of this age 
cohort, not to mention difficulties in transportation for many seniors or 
handicapped individuals? 
Surely the most logical path to follow would be to maintain the two hosptial sites, 
provide emergency services for both, while offering specialized care at one or the 
other, while lobbying for a change in the funding formula for mid sized hospitals. 
 
SIncerely, 
Rob Attfield 
854 Riverlea Rd. 
Huntsville, Ontario P1H 1X5 
705-788-9751 
 
 



Hello Ms Bildson 
 
Althougth I can understand the rationale for a single site new hospital for 
Muskoka in terms of consolidating services and providing updated enhanced 
facilities,  which would likely be more attractive to health care workers,  there are 
some very valid reasons for maintinaing the two current exisitng hospital site in 
Muskoka 
 
Robert Attfield 
 



Hello, 

In considering whether to update/maintain two emergency hospitals in Muskoka or 
build one new facility, I am in favor of maintaining two facilities. It just makes 
sense for geography and using existing infrastructure. 

Best of luck with the deliberations, 

Robert (Sandy) McLennan 
 
 
Sandy McLennan 
Huntsville, Ontario, Canada 
705-788-4973 
sandymclennan.com 
 

http://sandymclennan.com/


Dear Paula Bildson, 
 
As a cottager for the past 60 years in Algonquin Park, I am writing to express my 
concern about the possibility of closure of the Huntsville Hospital or the one acute care 
model. My family and I have had need of the hospital over the years, and in 
appreciation, have donated money annually to the hospital. Years ago, when I was a 
camper, a serious accident occurred on Lake Tanamakoon with a camper from 
Pathfinder. By good fortune, a cottager was going by in a motor boat and transported 
the young man by boat and car to the hospital. It is quite possible the young man would 
have bled to death without the care of the emergency staff at the hospital. I strongly 
urge you to do all you can to prevent the closure of the Huntsville Hospital. 
 
Sincerely, 
 
Mrs. Robin Howe 
 



Dear Paula  
 
I am sure you are hearing from many people and I would like to add my voice to this very 
important issue.   
 
We have lived in Huntsville for 27 years.  I love this community and it’s very wonderful, 
generous and kind people that make it what it is.  An important part of this community is our 
hospital.  People recognize this and always step forward to help or be part of it.  Our hospital in 
many ways is the glue and fabric of what Huntsville is.   
 
We have been very fortunate to have not needed our hospital in any major way but we know the 
day will arrive - we have also been very fortunate to be able to support it in being part of the 
Business Cares - so in essence we do put our money where our mouth is.   
 
We strongly oppose a one hospital site - don’t believe that this will serve either community well 
and it will put lives at risk.  We need what we have - 2 fully functioning hospitals - what is 
needed is a change to the formula.   
 
Thank you for your time on this very important issue.  
 
Cheers,  
 
 
Rose Evans 
 



 
Attention Hospitals Task Force 
 
We are a group of several young people in our 20s. Our two Huntsville and 
Bracebridge hospitals are needed by us and many young people for future 
generations. We need their emergency departments in both towns. We know 
many people who desperately needed to go to our 2 emergency hospitals in 
recent years. Do the right thing and keep both hospitals with emergency units 
open and improve them for the future years. Having a one site new expensive 
hospital would be a dangerous disaster. A large hospital to replace Burks Falls, 
Huntsville and Bracebridge hospitals would be way too expensive and unfairly 
raise future taxes for many years - it would be a poor economic decision for all 
Muskokans ! We do not want long emergency ambulance and driving times for 
emergency care. We strongly support keeping our 2 emergency hospitals in 
Muskoka for the future. 
 
Yours truly, 
 
Ryan Cross, Devin Good, Eric Buwalda, Kyle and Grant Jones, James Atkin, Kane 
Zwiers, and Thomas Sutey.  
 



 
To whom it may concern 
 
My opinion on closing of our Hospital it should "never happen".I'm 75 yrs old, and have one 
kidney I donated my other to my daughter thirty years ago.I would never make it to another 
hospital.How many people have to die, I want this hospital to be here for my 
children,grandchildren and my great grandchildren and for future families coming to Muskoka 
and People with Epilepsy,Bad Heart and Car Accident victims.We Need the Hospital Here . 
Thank You  
 
Sent from Outlook 
 

http://aka.ms/weboutlook


I will not accept the closure of Huntsville Hospital or the 1 acute care model. 
 
Steve Spiers 
 



It is critical to both Bracebridge and Huntsville to have their own full service hospitals. More so 
for Huntsville as the distance for those living north would have folks travelling even further for 
services if the nearest critical care hospital was located in Bracebridge. How many lives would 
be lost and senior residents would we lose in our area if this changed.  
 
Sue Buckley 
 



Dear MAHC Task Force,  As a long time resident of Lake of Bays, District of Muskoka, I 
strongly believe it is not acceptable to consider the closure of the two hospitals in favour of one 
hospital. I am certain as brought forward at the meeting last week this will result in the reduction 
of services and funding for all citizen and visitors to the area. It will readily become apparent to 
tourist and those considering relocation that Muskoka is not a favourable alternative. Besides 
that, we have a moral commitment to the citizen within this area and its outreach areas to offer 
state of the art accessible medicine. That will not happen if one hospital is closed and not 
available to those within its catchment area.  
The task of reinstating the independent status of each hospital as brought forth at the public 
meeting should be put on the table for consideration.  
Please consider the concerns and research brought forth by the citizens of your district to inform 
your decisions. Citizen's passionate about this issue did their homework and brought important 
and compelling statistics and arguments to your attention. Please consider each one. 
Your decision will have a lasting impact on this area and the security and safety of all of us who 
reside here. 
 
Respectfully yours,  
 
Susan Lovell 
 



Dear Ms. Bildson, 
I am a long time resident of Bracebridge. My husband and I raised our children here. I can't imagine not 
having a hospital nearby. We have benefited from having access to emergency care for our family for 
everything from broken bones to congenital heart failure. It is beyond reason to even suggest 
Bracebridge or Huntsville could survive without a hospital.  
Please, please, please, lead the decision makers to the only conclusion that makes any sense that 
Muskoka needs 2 hospitals. 
Yours in health, 
Susan Purves 
705 646 1364 
 
Sent from my iPad 
 



To whom it may concern,  

 

Please accept this letter as confirmation that I, as a taxpayer in Huntsville Ontario, do not wish 
to see the Huntsville Hospital closed- nor do I agree with the model of one acute care location.  

 

Tanya Giles 

Huntsville Ontario 

 



As a resident of Huntsville and a taxpayer of the District of Muskoka, I will not accept the 
closure of Huntsville Hospital or the 1 acute care model.   
 
Thomas Morton 
 



As residents of Novar and taxpayers of both the District of Muskoka as well as the District of Parry 
Sound, we will not accept the closure of Huntsville Hospital or the 1 acute care model!! 
 
Todd & Shelley Bilz 
 



 
We are seasonal residents of Muskoka owning a cottage on Lake Muskoka that’s 
been in the family since 1925. We are writing today to strongly urge you to 
maintain and improve the two emergency and acute care hospitals in Bracebridge 
and Huntsville. These are absolutely essential for the wellbeing of both 
permanent and seasonal residents of Muskoka. 
The concept of a one site hospital would likely result in dangerously long 
emergency travel times when an overwhelming majority of permanent and 
seasonal residents oppose a one hospital site (83%). The current population of the 
area, 65,000 permanent residents, 85,000 cottages and 10,000 daily tourists ( 
District of Muskoka data) is only expected to grow, putting additional pressure on 
the hospitals and their resources. Having only one hospital between North Bay 
and Orillia would result in the area being severely underserved. 
It’s our understanding that the area hospitals are deemed to be mid range in 
terms of needed repairs which apparently would cost approximately $39 million 
for upgrading. The $400 million cost of a new mega build hospital would seem to 
us to make very poor economic sense. 
Other areas of Ontario, Wallaceburg,Welland and Alliston, have made the 
decision to save and improve their existing hospitals. Surely we can do the same! 
Please make the right decision to save and improve the two emergency/acute 
care hospitals in Bracebridge and Huntsville to continue to serve the growing 
Muskoka population now and in the future. 
 
 
Respectfully submitted, 
Valerie and Brian Harris  
Keewaydin Island  
Lake Muskoka  
 
Sent from my iPad 
 



Feb 27, 2018 

 

To: Muskoka Algonquin Healthcare’s Capital Plan Development Task Force RE: Hospital Decision     

I believe that it is essential to keep BOTH the Huntsville and the Bracebridge hospitals. My opinions are stated below. 

The costs to each Town would be very large if either hospital was removed, or if critical emergency services were 
reduced. Health outcomes would be reduced and economic losses (reduced business growth and retention, reduced 
population growth and retention, and reduction of current property values and tax bases) would occur if a hospital 
were removed from either Huntsville or Bracebridge. We need the Board to include these non-quantified costs in the 
decision making process.  

The case for Huntsville: 

-The Huntsville District Memorial Hospital Site has been designated a District Stroke Centre under the Ontario Stroke 
System. Time is brain. A stroke patient must be assessed and treated within a certain time window in order for certain 
procedures to be available to that patient. Huntsville was chosen as a central geographic location. It shouldn’t be 
moved.  

-Huntsville Hospital is less than 40 years old. The building is a solid building. Huntsville Hospital used to have around 
100 beds, it is now down to 37. Surely there is room, to renovate the space upstairs and have enough space for the 
new standards and private rooms. When the Huntsville Hospital was built it was built to accommodate future growth. 
There is room for growth. And the building has already been successfully expanded. The hospital was expanded 
approximately 15 years ago to add a lovely day-surgery area with 8-10 beds. 

- Better use of space within its existing walls could and should be made by moving the Board Room, Office, Records, 
Pacemaker Clinic, Cafeteria, Respirology, Oncology Clinic and a number of other functions out of the hospital.  This 
would free up space within the hospital. This would also keep otherwise healthy people out of the hospital walls, 
adding greater infection control for both patients in the hospital and otherwise healthy people visiting the hospital. 

- The Huntsville Hospital exists in a lovely, existing, highway accessible, campus of care. The Huntsville Hospital site 
currently houses the Hospital, Hospice Huntsville, Doctor’s offices, One Kids Place services for children, and it will also 
be home to the Fairvern nursing home. The hospital building is a solid structure around which many people and 
businesses have settled in order to have proximity to the services a hospital provides. And there is room for 
expansion.   

Keeping both the Bracebridge and the Huntsville hospitals operating will keep more people alive due to timely access 
to care. This solution will allow each community to grow and prosper through confident tourist visits, business 
settlement and residential growth, and it will keep money flowing to both Foundations until the projects are 
complete and into the future. 

Thank you for your consideration. 

Sincerely, 

Laverne Foell, Huntsville 



Dear Ms. Bildson,   
 
The Huntsville Hospital is a very important fixture for visitors to Algonquin Provincial Park. Please do 
NOT allow it to be closed. 
 
Sincerely, 
 
Victoria Murphy 
 



As a resident of Huntsville and a taxpayer of the District of Muskoka, I do not accept the closure of 
Huntsville Hospital or the 1 acute care model. 
 
Wanda Sawyer 
 
Sent from my iPad 
 



-----Original Message----- 
From: info@esolutionsgroup.ca [mailto:info@esolutionsgroup.ca] On Behalf Of wmingram@cogeco.ca 
Sent: Thursday, March 01, 2018 8:04 AM 
To: Snelling, Allyson 
Subject: Hospital plans 
 
Can't attend meeting re hospital location however want to make position clear LEAVE THE HOSPITALS 
WHERE THEY ARE!! You close the locations we have and travel time from some of muskoka's outlying 
areas is going to cost lives  People move to our towns to retire because they know we have services up 
close and personal. a new hospital in the middle of no where (for lack of a better word) is a bad step 
backward  both towns have had a facility since almost day one.so it boils down to one thing Leave things 
to hell alone a single site is NOT ACCEPTABLE!!! 
 
 
------------------------------------- 
Origin: http://www.mahc.ca/en/about/ContactUs.asp?_mid_=31512 
------------------------------------- 
 
This email was sent to you by wmingram@cogeco.ca through http://www.mahc.ca/. 
 

mailto:info@esolutionsgroup.ca
mailto:info@esolutionsgroup.ca
mailto:wmingram@cogeco.ca
http://www.mahc.ca/en/about/ContactUs.asp?_mid_=31512
mailto:wmingram@cogeco.ca
http://www.mahc.ca/


Dear Ms. Bildson, 
 
Please listen to the people of Muskoka as anything less than two full  functioning hospitals, one in 
Huntsville and one in Bracebridge is simply not acceptable. 
 
Due to the travel distances for the catchment area, the huge upswell of residents/visitors for half of the 
year and the less than ideal travel conditions for the other half of the year - closing one of the hospitals 
or combining them to a new location will mean loss of lives - plain and simple. 
 
In addition, many people take the location of the nearest hospital as a major factor when deciding 
where they choose to live.  If either town loses their hospital it will have a devastating effect on its 
economy and potential for growth.  New business will follow the trend of the people which will be 
another nail in the coffin of that town.  As a business owner in Muskoka, survival is difficult enough 
without another blow to the economy. 
 
I know that money is always the issue, but surely the money it would take to build a new hospital could 
be applied to upgrading the existing locations - since this is what the residents want. 
 
Please do not ignore our pleas - residents of both towns are very passionate on this topic. 
 
Listen to the People MAHC! 
 
Thank you for your time. 
Best Regards, 
Anne MacDonald 
 



As someone who lives in a rural area, I can assure you closing Huntsville hospital is not an 
option. Not when seconds count! I was in a severe atv accident in the mid 90's. Had I not been 
fortunate enough to get to Huntsville hospital I would likely have lost my leg. The doctors said 
as much. Going the extra miles could have changed all that! 
 
I served on a rural fire department for 10 years, and have seen first hand (more than once) how 
important it is to get a patient to a hospital quickly to save their life. If some of these patients I 
encountered over the years had to wait to get to another hospital other than Huntsville, they 
woukdnt be here today. Period. 
 
We are located in the heart of a major tourist area, and our population easily triples during peek 
times, yet you suggest removing 2 hospitals (capable of keeping up with the over flow) and 
errecting one large hospital. This will certainly increase wait times and put peoples lives in 
jeopardy.  
 
Huntsville hospital receives patients from Algonquin Park  to Sundgride and other remote areas 
in every direction, but you want a patient to travel an additional 20-30 minutes depending on 
road conditions? This is reckless and ridiculous.  
 
We the people do not want either hospital closed! I would also suggest another public meeting so 
that those (I was one) who either missed the first or was not aware of it... could attend another. 
You will see that over 3600 people do not want the hospitals closed! Listen to the people! 
 
I've attached screen shots of some the concerns from an online discussion. I would like these 
addressed. 
 
Anonymous 
(email 2rammy4u@gmail.com) 
 

mailto:2rammy4u@gmail.com


 
I am currently a resident of Huntsville and believe it is absolutely necessary that our Hospital remains 
open.  I have had to go to the Hospital on a few occasions and if it had not been available here I believe I 
might not still be living and able to express my opinion. 
 
I believe that the majority of our citizens hold the same opinion and I am led to understand that the 
committee researching the subject do not concur with the majority of our citizens.  It seems to me if 
the  people want our facility to remain here then the discussion should be over. 
 
All that remains is to get after and stay after both Federal and Provincial governments until they provide 
complete and proper funding. 
 
My suggestion is to stop wasting time and money and begin applying pressure NOW and do not back 
down. 
 
Yours truly 
 
Robert (Bob) sandiland 
17 West Road, 
Huntsville, ON. 
P1H 1L1 
 
705-788-5763 
 



I, Cynthia Jean Sandiland of 17 West Road in Huntsville, Ontario, P1H 1L1, have been a 
resident of Huntsville all my life. 
I was born in Huntsville Hospital and all three of my children were born in Huntsville Hospital. 
My husband has had a heart attack and strokes.  He was treated at Huntsville Hospital and may 
not have made it if it were not for the short time we were able to get him there. 
My son, as an infant had an airway disease and was in need of quick treatment numerous 
times.  He would not have made it if not for the short distance. 
 
I do not want our hospital to be moved.  I do not believe a one hospital situation is in the best 
interest of this area. 
 
Thank you and please do not hesitate to call if you have any questions. 
My cell number is 705 783 5633 
 
Cindi Sandiland 
 



 
Hi there.  
Just want you to know that anything short of keeping our two hospitals Huntsville and Bracebridge as 
they are today is the wrong choice. The answer is to properly fund those two hospitals and enable them 
to proved the necessary services.  
Anything less than that will result in people not getting proper service and some will die.  
The facts are there and statistics what the difference would be if emergencies must travel further.  
It’s not rocket science. Do the right thing. Keep the two hospitals, each with necessary services and fund 
them properly.  
 
George Young.  
Sent from my iPhone 
 



Dear Paula, 
 
I am very distressed that portions or the entirety of the Huntsville Hospital is on the chopping 
block.  I have been in medicine since 1965 and practising since 1971 (residency) and 
community practice 1976.  I have seen the fallout from closing or amalgamating hospitals.  Our 
Huntsville hospital is a gem!! 
 
I hold seminars for family doctors and have come to know them very well.  They are dedicated, 
experienced and work extremely hard.  Many physicians would find it a daunting task to practice 
in a location that is not served by specialists in all the fields.  The surgeons double in plastics, 
obstetrics and orthopedics.  The internists handle so many conditions that would normally be 
under the auspices of subspecialists.  Family doctors are administering the anesthesia and 
delivering the babies and then caring for the children from birth. 
 
I personally had a medical kidney emergency last July and received exemplary care.  My sister, 
who is director of dialysis at Toronto General Hospital told me that if I had come to their 
emergency, I’d still be on a gurney in the hall at the time that I was discharged from the hospital 
in Huntsville. 
 
But here is an issue that many may have missed.  Our physicians live close by, mostly within 
several kilometres of the hospital.  I’m not so sure that they’re going to be very impressed with 
having to drive 40 minutes each way to attend hospital duties in another town.  That’s 80 
minutes per physician per working day that will be taken away from patient care.  I know the 
wasted time involved when physicians at TGH have to catch a shuttle bus to go to the Toronto 
Western.  Multiply that by dozens and patient care will suffer.  This might be the catalyst that 
triggers retirement in physicians who have been underpaid by the provincial government and 
now had their taxes increased by the federal government.  Why work in a hospital that is 40 
minutes away if you can just sit in your office seeing patients? 
 
Think carefully about closing our hospital.  It will be a huge mistake. 
 
Howard 
 
Howard Bargman MD, FRCPC 
Diplomate American Board of Dermatology 
Director of Laser, Dermatology, Sunnybrook Health Sciences Centre 
Certified American Board of Laser Surgery 
Certified Medical Laser Safety Officer (U.S.) 
Associate Professor of Dermatology, University of Toronto 
hbargman@rogers.com  
 

mailto:hbargman@rogers.com


 
Paula, 
I would like to add my support for the 2 site option for our hospitals. 
It is most important that we keep a hospital in Huntsville and one in Bracebridge and that they be 
properly funded to provide the necessary services to this area of Ontario. 
Any other option will result in limited services to all with the results being unacceptable. 
With so many facts being presented at the March 1 meeting in Bracebridge, it is hard to believe that 
MAHC is still "undecided" about the 2 site option. 
The only option I support is to retain the two sites, each with the necessary services and I support that 
we advocate harder for proper funding of those two sites. 
Thank you for adding my support to this very important issue. 
 
Janice Berkenmeier 
 



Dear Paula, 
 
As a resident of Huntsville and a taxpayer of the District of Muskoka, please do not accept the closure of 
Huntsville Hospital or the 1 acute care model.   
 
Best regards  
Kassandra Barker  
 
 
Sent from my iPhone 
 



Subject: Feedback on "Building our Future Healthcare" 
 
I assume we are still able to provide feedback to the Capital Planning Development Task Force.  If so, could you pls 
forward the following.  Many thanks! 
 
It occurred to me, while listening to the public engagement submissions to the District the other week, that many 
community members view the hospital as the key provider/source of their healthcare, not primary care as the gateway 
to care. This is likely because of the fragmentation of healthcare, which I understand MAHST is attempting to rectify. It is 
unfortunate that the public, to a large degree, is not aware of MAHST's mandate (nor of the ministy's Patient First 
legislation, or the shifting of services from hospital to the community) and that key members of health and community 
services are acutely aware of the gaps and are working closely w each other to make a more effective, 
responsive/patient centred and seamless health system - and strengthening primary care, so to reduce acute care usage 
in the first place.   
 
True, the unique characterisitics of our geography - increased travel time around the lakes, and poor winter road 
conditions, being in a snow belt - make access/travel to a single site challenging. However, people are overlooking the 
option of increasing primary & community care closer to their homes.  For example, we could increase both staffing and 
services at the surrounding Health Hubs -and could build even more sites at strategic locations. By offering other 
services there (SW, MH, OT, PT, dietitian, etc) we can more easily address health concerns earlier and take advantage of 
this "critical mass" that this 'one stop' care provides-esp for frail seniors.   
 
On that note, we could invest in more clinician/therapist visits to homebound seniors, and take advantage of emerging 
technology (health mobile w equipment and OTN capabilities) to bring services to them, rather than ask them to travel 
to the provider - in alignment w patient centred care, especially with the less mobile frail seniors. By focussing on the 
top users of the system (elderly and medically complex) further upstream (earlier interventions and while still in the 
community) we can reduce their downstream admissions/LOS.   
 
Perhaps if the Urgent Care centres at both proposed current buildings were made 24/7, and a detailed description of 
what that would offer, including diagnostics and lab, was provided to the public, they would feel safer. It is important 
they know that if they were identified as needing acute care when they presented there, then they would at least be in 
capable hands as they were stabilized, and a ready ambulance there to transfer them to the acute care facility, where 
they would already be prepared for their arrival.  
 
Many are skepitcal that there aren't sufficient funds for two (at staus quo) hospitals, and that the ministry could increase 
our hospital funding if enough pressure was exerted.  Workshops and engagement sessions have also shown that the 
"not status quo" is not popular either.  
 
As both a community member and as a hospital employee, I worry that the public doesn't realize the strain of working in 
these environments, which are cramped and require constant renovations - and this is before you factor in infection 
control standards. Staff and professional retention & recruitment will become an even greater problem than it is, and 
the community as a whole will suffer.  
 
As always, thanks for being able to provide feedback for this pivotal matter.  
 
Lena Dutton 
CCC NP SMMH/MAHC 
Resident of Windermere 
 
 
 
Sent from my iPad 
 



Hello Paula, 
 
My name is Lindsay and I am a first year college student studying Social Service Worker in Orillia. I am 
originally from Huntsville, and my town is very dear to me. The reason why I’m writing this letter is to 
voice my opinion about the division between Huntsville and bracebridge hospital.  
 
I absolutely feel like it is the upmost importance that both towns are able to keep their hospitals. 
Muskoka has an aging population and a lot of the population lives out of town. In the case of 
emergencies, minutes matter and by removing either towns hospitals, it will have grave consequences. 
Even if it wasn’t for the aging population, if anyone is requiring immediate emergency attention, again 
minutes matter.  
 
There is also an influx of tourists and camp kids that visit the muskoka area in the summer. By removing 
one of these hospitals the wait times will be astronomical.  
 
Please do everything in your power to keep both of these hospitals open and running. 
 
Thank you, 
Lindsay 
 



Good Morning,  
 
I just wanted to express my feeling that both Huntsville and Bracebridge need their own hospital. My 11 
year old son has a peanut allergy. If he had a reaction  and the closest hospital was Bracebridge he 
wouldn’t make it. Please consider this as you are moving forward.  
 
Thank you  
Lori Johnson and family.  
 
Sent from my iPhone 
 



Hello, 
My concern and also many others it seems are wondering if we are being heard? 
....Have you seen the comments on Facebook..? 
Are we stating our concerns and anxiety to the ones who need to listen...? 
Or are we going to be heard at all....? 
 
I am a Superintendent at Huntsville Legion Seniors Manor here in Huntsville and 
have posted my concerns on Facebook site. 
 
I am sure if the hospital was at a distance, and that many here have needed 
numerous times ( it seems an ongoing scenario ) with their unstable 
balance/walking and the resulting falls/ broken bones, shortness of breath, serious 
bouts of flu, major heart issues etc. and we were at a distance...many would have 
had compromised results because of timelines or they would die..plain and simple! 
 
The need for 2 hospitals should not be on the table to quibble over!  
It is a MUST! 
 
Sincerely 
Robin Brown 
Superintendent 
Huntsville Legion Seniors Manor 
705-571-0348 
 



I have lived in Huntsville all my life and worked at the huntsville site for 40 years. I am definitely in 
favour of two sites with acute care, emergency, operating room and supporting services.  I do realize 
that there could be services that could be done at one site such as cat scan and maybe an mri at the 
other. You definitely need to think about transportation if for some reason there was only one hospital 
in either bracebridge or Huntsville or even in port Sydney. 
Thank you. 
Susan Bionda 
 
Sent from my iPad 
 



Dear Paula, 
We need to keep our hospital for many reasons especially for those that live north of Huntsville and 
there is a very busy recreational , tourist , retirement area that would suffer very much with the lack of 
and distance of services.  
Some people do not drive and some are seniors, like your mom and mine. 
A lot of emergency events could end up with a different story, a negative story. 
We need to reconsider this train of thought to blend both hospitals services into one and further away. 
I could go on but Thank you for listening, 
Theresa Roy-Mcintosh 
 
Sent from Mail for Windows 10 
 

https://go.microsoft.com/fwlink/?LinkId=550986
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Town of Bracebridge Addresses Muskoka Algonquin Healthcare’s 
Capital Plan Development Task Force 

 
BRACEBRIDGE, ON – On March 1st, Muskoka Algonquin Healthcare’s Capital Plan Development Task 
Force held a public consultation session to receive comments regarding long-term hospital planning work 
currently being undertaken. 

The purpose of the public meeting was for the members of the Task Force to listen to the community and 
to hear ideas about the provision of hospital services in Muskoka and the East Parry Sound region in the 
future. 

Deputy Mayor Rick Maloney addressed the Task Force on behalf of the Town of Bracebridge as Mayor 
Graydon Smith is serving as a member of the Task Force representing the South Muskoka region. 

The Deputy Mayor noted that, although Bracebridge, Gravenhurst and the South Muskoka region are well 
represented on the hospital’s Task Force by Mayor Smith, members of Bracebridge Council felt it was 
important for the Task Force to hear directly from the Town of Bracebridge. 

Deputy Mayor Maloney was joined at the public consultation session by Councillors Steve Clement and 
Lori-Lynn Giaschi-Pacini. 

The Deputy Mayor’s comments, attached as Appendix “A” to this media release, noted the Town’s 
extensive involvement in MAHC’s capital planning initiatives to ensure that the interests of the citizens of 
Bracebridge are clearly presented and strongly represented. 

Deputy Mayor Maloney thanked the Task Force for holding the public meeting.  He noted that the Task 
Force’s “willingness to listen to the community and to hear comments and ideas from the public about 
hospital future planning will serve to strengthen the recommendations that will be considered by the 
Board, the North Simcoe Muskoka – Local Health Integration Network and ultimately, the Ministry of 
Health and Long-Term Care.” 

The Deputy Mayor reinforced the Town’s position that smaller hospitals, such as the South Muskoka 
Memorial Hospital in Bracebridge and the Huntsville District Memorial Hospital, have a unique role in 
promoting economic development and creating sustainable communities. 

The presentation confirmed that the Town continues to support the position that a full range of core 
hospital services should be maintained on a multi-site basis at both the South Muskoka Memorial Hospital 
in Bracebridge and the Huntsville District Memorial Hospital. 

- 30 - 
 
For further information contact: 
 
Mayor Graydon Smith:  gsmith@bracebridge.ca 
    705-645-5264 ext. 242 
 
Deputy Mayor Rick Maloney: rmaloney@bracebridge.ca 
    705-645-7657 
 
 
 
About Bracebridge – The Town of Bracebridge is located in the Heart of Muskoka, the epitome of Canada’s Cottage Country. With a 
population in excess of 16,000 permanent residents that doubles during the summer months, the community has a diversified economy that is 
highlighted by strong construction, hospitality and professional sectors. Bracebridge is the steward of the cottage country brand and is teaching 
the world the power of living the Muskoka lifestyle in its spirit, the arts, food, home and recreation. The Town is positioned on the 45th parallel, 
halfway between the Equator and the North Pole, and is recognized as Santa’s summer home.  
  

mailto:gsmith@bracebridge.ca
mailto:rmaloney@bracebridge.ca
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Town of Bracebridge Presentation to 

Muskoka Algonquin Healthcare’s Capital Plan Development Task Force 
 
 



Town of Bracebridge Comments to 
Muskoka Algonquin Healthcare’s Capital Plan Development Task Force Page 1. 
 
 
 Mr. Chair, members of the Muskoka Algonquin Healthcare Capital Plan 

Development Task Force, members of the public in attendance today, those watching 

via the Internet, and elected officials from Bracebridge and other Muskoka and area 

municipalities, I am Rick Maloney and I serve as Deputy Mayor for the Town of 

Bracebridge. 

 Although Bracebridge, Gravenhurst and the South Muskoka region are well 

represented on the hospital’s Task Force by Mayor Smith, my Council colleagues and I 

feel that it is appropriate for you to hear directly from the Town of Bracebridge.  Due to 

Mayor’s Smith’s role on the Task Force, he is unable to provide comments on behalf of 

the Town of Bracebridge. 

 As a result, I am pleased to provide these comments for consideration by the 

Task Force, on behalf of the Town.  Joining me at today’s session are Councillors Steve 

Clement and Lori-Lynn Giaschi-Pacini. 

  I would like to thank the Task Force for holding today’s public meeting to receive 

input from the community.  Your willingness to listen to the community and to hear 

comments and ideas from the public about hospital future planning will serve to 

strengthen the recommendations that will be considered by the Board, the North 

Simcoe Muskoka – Local Health Integration Network and ultimately, the Ministry of 

Health and Long-Term Care. 

 I believe that my comments today will reinforce previous correspondence, 

resolutions and other communication provided to Muskoka Algonquin Healthcare, the 

LHIN and the Ministry of Health and Long-term Care by the Town of Bracebridge. 

 The Town of Bracebridge has been actively involved with MAHC’s capital 

planning process and health care delivery issues for many years.  Our goal in: 

• participating in MAHC’s capital planning processes; 

• engaging with the LHIN in response to MAHC’s 2015 submission to the LHIN on 

a single-site option; 

Submitted by Deputy Mayor Rick Maloney  March 1, 2018 
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• securing a prime 44.5 acre site and making it available to MAHC, at no cost, as 

part of the Town’s future contributions toward sustainable acute care hospital 

services; 

• developing a joint proposal with the Town of Huntsville for submission to the 

LHIN’s Healthcare Task Force; 

• participating on the MAHST Council and supporting the MAHST 

recommendations;  

• directly advocating to the Provincial Government in support of MAHC; and 

• supporting the work of the Health Task Force created by the Association of 

Municipalities of Ontario 

has been to encourage the development of an acute care health care system that 

supports and meets the needs of the people of Bracebridge, Huntsville and the other 

municipalities in Muskoka and the east Parry Sound region. 

 As the Task Force looks forward, the Town of Bracebridge would like to 

emphasize several key points for your consideration: 

• Muskoka needs a healthcare system, including the delivery of acute care 

services, that is locally-designed and that is responsive to local needs. 

• We believe that there are opportunities for greater efficiency and effectiveness in 

health care service delivery in the future, including the delivery of acute care, 

primary care, mental health and addictions, social services, public health and 

related services.  If these efficiencies are pursued by the Ministry of Health and 

Long-term Care, the challenges associated with providing enhanced funding for 

MAHC’s acute care services can be lessened. 

• The Town recognizes that, although MAHC continues to seek operational 

efficiencies within existing acute care operations, the hospital is faced with 

pressing operational challenges both in the near term and on a long-term basis. 

Submitted by Deputy Mayor Rick Maloney  March 1, 2018 
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• With Mayor Smith’s leadership, the Town will continue our direct advocacy with 

the Provincial Government to ensure that the Province recognizes that MAHC 

remains challenged by the potential for significant operating deficits in the future. 

• We strongly believe that the Ministry of Health and Long-Term Care needs to 

ensure that future decisions on acute care capital planning align with the broader 

Muskoka and area health system plans. 

• As part of MAHC’s capital planning process, the Ministry of Health and Long-

Term Care should be encouraged to ensure that health system reform in 

Muskoka and area leads to the development of a health system that meets the 

quadruple aim of Better Health, Better Care, Better Value and Better Provider 

Experience, as identified through the MAHST project. 

• The quadruple aim needs to remain a priority for the NSM-LHIN and the Ministry 

of Health and they need to ensure that appropriate resources are provided 

through the LHIN to support this vital goal. 

• The Town believes that smaller hospitals, such as the South Muskoka Memorial 

Hospital and the Huntsville District Memorial Hospital, have a unique role in 

promoting economic development and creating sustainable communities in 

Ontario.  We believe that this factor should be recognized by MAHC in the 

development of future acute care plans. 

• The Town maintains our strong objection to the 2015 decision by Muskoka 

Algonquin Healthcare’s Board of Directors to support the concept of one 

centrally-located acute care hospital as the model for long-term sustainable 

hospital services for the area serviced by MAHC. 

• The Town continues to support the position that a full range of core hospital 

services, including acute care inpatient, emergency, diagnostic and surgical 

services, should be maintained on a multi-site basis at both the South Muskoka 

Memorial Hospital in Bracebridge and the Huntsville District Memorial Hospital. 

Submitted by Deputy Mayor Rick Maloney  March 1, 2018 
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• As the Task force moves forward with your deliberations, it is crucial that the 

following items are considered as key factors to be evaluated during the Stage 1 

Capital Planning process currently underway: 

o Land use planning legislation and policies, including but not limited to, the 

Planning Act, R.S.O. 1990, C. P.13, the Provincial Policy Statement, 2014, 

the District of Muskoka Official Plan and the Official Plans for the lower-tier 

municipalities; 

o Community economic impacts of any long-term plans for hospitals; 

o The ability to raise the funds required for sustainable hospital services;  

o Operational and cost impacts of any long-term plans for hospitals on both 

the lower and upper-tier levels of government including cost implications 

on Emergency Medical Services (EMS), water treatment services, sanitary 

sewer services, transit, etc.; and 

o Direct impact on local healthcare service providers. 

• In moving forward with the development of your plans, MAHC must recognize the 

limited revenues available to Ontario’s municipalities to provide large 

contributions to hospital facilities and capital development in the face of other 

pressing infrastructure requirements within the communities. 

• The Town hopes that MAHC and the NSM-LHIN will encourage the Ministry of 

Health and Long-Term Care to ensure that adequate capital funding is provided 

to hospitals to support the facilities and services that residents need in their 

communities. 

  

Submitted by Deputy Mayor Rick Maloney  March 1, 2018 



Town of Bracebridge Comments to 
Muskoka Algonquin Healthcare’s Capital Plan Development Task Force Page 5. 
 
 

The Town of Bracebridge appreciates that MAHC is faced with very difficult and 

potentially contentious decisions.  We believe that the open and transparent process 

being followed by MAHC and the involvement of stakeholders at the start of your 

deliberations will ultimately lead to the development of a recommendation to the LHIN 

and the Ministry of Health and Long Term Care that will truly meet the needs of 

Bracebridge and the other municipalities in Muskoka and East Parry Sound. 

Thank you for your time today.  The Town is here to support MAHC’s work going 

forward to develop an acute care model that will address local requirements in the long 

term. 

Mayor Smith and Bracebridge Council have been strong advocates for Muskoka 

Algonquin Healthcare in the past and we will continue our advocacy to support MAHC 

and the people of Bracebridge in the future. 

Submitted by Deputy Mayor Rick Maloney  March 1, 2018 



Paula 
 
Please do not close Huntsville hospital. Minutes count. Our communities need two full service 
hospitals.  
Please keep both hospitals open. 
 
Concerned resident  
 
Jen McColl 

 



Dear Ms Paula Bildson,  
 
Please listen to the pleas of our towns, we live here this matters to us. This matters to me! We 
will not accept a single site hospital plan for Huntsville Bracebridge and the many surrounding 
villages. Have you been to the area? It's beautiful it's also huge! I encourage you to visit, see how 
far the drive from Dwight or Dorset is to Port Sydney. Visit Novar and Emsdale and the 
surrounding area be very careful though it's a long drive to the hospital in Huntsville it would be 
even further to Port Sydney.  As a resident of Huntsville I don't stay put in the town centre I 
enjoy the surrounding areas with my family, I am fortunate to live in town and be close to a 
hospital when I'm at home.  However  My family and I have a property in Novar  we have 
thought before if anything were to happen we are far from the hospital. If that hospital was 
another 20 minutes away would we make it?  If heaven for bid someone were to have a heart 
attack.  These are not city streets for ambulances to rush down these are winding backroads some 
of which are only seasonally maintained.  Please listen we are adamant about this as a 
community because we understand the area and we understand that this will not work for our 
area or the people in it year-round or seasonally!  
 
Thank You for your time,  
 
Laura Zimmer 
 



To whom it may concern: 
 
It is imperative that Muskoka hospital services continue to be delivered through a two location, 
STATUS QUO, model. 
 
Please take the One Hospital/One Location model off the list. It will not meet the needs of the 
permanent and part time residents of Muskoka .... now or in the future. 
 
Thank you 
M.Goodwin 
 



Good morning Paula,  
 
I am sure this email comes as no surprise to you, and that it is certainly not the first of its nature. I am 
writing to fight for our Huntsville Hospital.  
 
I am not writing for myself. I am a healthy, married 25 year old woman who has no pressing health 
concerns. I am writing for my blind 87 year old grandmother who, without access to a close hospital, 
likely cannot stay in Huntsville. I am writing for our community, who is being marketed as a tourism and 
RETIREMENT haven, both of which benefit and depend on close access to healthcare. I am writing for 
the children and mothers, both of present and of future, who depend on a close hospital. Do you think 
people will want to start families or retire in Huntsville or Bracebridge if it is a long commute to the 
hospital (a place that, arguably, needs to be accessed quicker than most)?  
 
Have you ever driven from Huntsville or Bracebridge to Port Sydney in the winter? A 15-20 minutes 
commute can quickly turn into an hour long trek, as I’m sure you’ve experienced.  
 
Paula, I urge you to forward this email to those who should see it. I hope you forward all of our emails 
and concerns to those who should see it. We deserve to be heard.  
 
Thank you for your time, and have a nice weekend.  
 
Maddie 
 
Sent from my iPhone 
 



Dear Paula Bildson 

Thank you for receiving our email for you to consider the fact that the people in the Huntsville and 
Bracebridge area are asking to keep both our hospitals in both our towns. 

We have so many people in these towns that need a hospital in the area where they already live.  There 
are some who have moved to our towns to be closer to the hospital in each of the towns.  If the 
hospitals are closed you will see a number of people leave our two towns, and the surrounding area to 
live in other locations where they can be close to a hospital.  Closing either of the hospitals will have an 
economic impact on our businesses in the whole area.  Our towns will both suffer because of a drop in 
the population.  Some business may even have to close. 

There are some of us that live in the area that need the hospitals on a regular basis and cannot travel to 
locations farther away.  Sometimes it is a matter of life and death, and a few more minutes on the road 
could mean the difference between loosing a family member or having a loved one survive.  Minutes do 
count! 

Please consider these points when the decision is made to keep both the hospitals in Bracebridge and 
Huntsville.  Thank you! 

Nancy & Dave Bartok 

Four Paws INN - boarding & grooming, Muskoka 
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