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Executive Summary

Lioydminster occupias a unique position as one of Canada’s only cities that straddles two
provincial jurisdictions. Its location on the Alberta-Saskatchewan border creates a distinct
healthcare environment where planning, funding, and service delivery must be coordinated
BCross two provincial systems. The senvica area considered in this needs assesament axtends
150 kilometers from Lloydminster, encompassing numerous urban, rural, and Indigenous
communities,

Key Strategic Directions

The futura of Lioydminster's healthcare system is guidad by the principle that patients should
receive care in the most appropriate setting, supported by coordinated services that allow
people to remain close o homa whenaver possible. The following strategic directions for
consideration refiect both immediate prionties and long-term planning naads. Please note
that while the report identifies service gaps and opportunities for improvement, it is not
intended as a future state roadmap or a comprehansive list of desired enhancemeants.

guilding Local Gapacity: The region can focus on strengthening genaralist staff by equipping
them with additional skills to manage higher-need cases within a safe and appropriata scope.
This approach can reduce dependence on tertiary centres in Edmonton and Saskatoon,
ensuring more patients can be cared for iocally.

Supporting Primary Care: Stronger connections batwean family providers, community haalth
teams, and acute care may enhance continuity of care. With improved allied health supports,
streamtined administration, and rapid referral pathways, primary care can become the
backbone of the system, reducing unnecessary Emergency Department use and impraving
patient access (o imely care,

Expanding specalized and High-Acuwily Seniaces: The hospital can enhance 15 role as a
regional hub by expanding surgical capacity, developing a regional Intansive Care Unit
(equivalent to Tier-4), and strangthaning maternity services. These investmeants may reduce
out-of-ragion transfers and align local services with projected demand, which may include
more than 5,000 surgical proceduras annually by 2040,

Pripritizing Prevantion and Community-Based Care: Expanded mental health, chronic
disease, and elder care Suppons can enable patients to manage conditions befora thay
escalate 1o acute care. Rapid access to primary care for low-acuity conditions, combined
with new community mental health capacity, will very likely alleviate pressures on the
Emergency Department while improving overall wellness.




Impraving Patient Flow and Transitions: A Transitional Care Unit would assist in ensuring
patients who no longer require acute care can move into appropriate settings, reducing
hospital congestion and improving discharge planning. Stronger connections between acute
care, home care, and community services may shorten hospital stays and ease Alternate
Level of Care (ALC) pressures.

Detaying Long-Term Care Admissions: Expanded respite, caregiver support, and home-based
Services may enable older acults to ramain at home longer, reducing demand for long-term
care and supporting independence and quality of life.

Flanning for Future Demand. Population growth and aging are expected to increase damand
for emergency visits, surgical procedures, inpatient care, and continuing care. Planning efforts
must anticipate these pressuras, ensuring capacity growth is aligned with efficiant service
delivery and interprovincial eoordination.

Service-Specific Future Directions
Across sectors, targeted improvemnents are recommended for consideration:

Ernergency Department: Imegration of physician assistants, dedicated psychiatric nursing,
and a Mental Health Short Stay Unit to improve flow and safety.

Surgical Services: Expansion of operating room capacity through extended hours, weekend
surgenes, and recruitmeant of surgical teams.

Critical Care: Consideration for the establishment of a five-bed Regional ICU, supported by
trained staff and consultation pathways.

Maternity and Newborn Cara: Stable nursing staffing and streamlined interprovincial transfer
protacals to reduce avoidable newbaorn transfers.

Continuing and Home Care: Development of a Transitional Care Unit, stranger discharge
planning, and cloger alignment of home care with hospital teams.

Mental Healrtr: Creation of a Mental Health and Substance Use Short Stay Unit, expanded
community staffing, and a new PACT team to provide care outside of hospital settings.

Dvagnostics and Pharmacy. Investment in workforce development, equipment renewal, and
bi-provincial data-sharing to improve coordination and reliability.

Given the scele and volume of service changes indicated, prioritization based on clinical ang
system drivers is required. Across sectors, largeted priority improvemeants are recommended
for consideration:



Establishing a Primary Access Clinic to divert low-acuity patients from Emergency, requiring
no infrastructure and moderate staffing resources, with protocols coordinating ED registration
and Prairie North Clinic,

Expanding Primary Care Access through team-based and virtual modaels, leveraging APP/ARP
and NP-led care (o increase access, improve chronic disease management, and reduce ED
pressure.

Dadicated Mental Health Nursing in the ED, & high-impact, low-infrastructure change
improving patient safety, de-escalation, and continuity of care, while reducing the burden of
1:1 observation,

Upskilling ED Phyaicians in Mantal Health Assassment and Care, supporting generalist
providers to safely manage highear-needs mental health presentations locally.

Priantizing a Feasibility Study for 8 Mental Health Short Stay Unit (SSU), a moderate-capital,
hign-return initiative enabling secure, short-term mental health stabilization, reducing
transfers, and improving patient and staff salety.

Developing a Transitional Carg Unit, ideally outside the acute hospital, to relieve ALC
pressures, support community reintegration, and provide respite and case-managed
trangitional support.

Strengthening Administrative Supports for Cross-Jurisdictional Information Sharing and
Coordingtion, resourcing stalf to carry out essential information-sharing work that currently
detracts from clinical care, and laying groundwork for long-term policy and system alignment
8Cr0ss provinces.

These priorities are interconnected and collectively support the overarching goal of creaating a
more accessible, efficient, and patiant-centred healthcare system. Thay focus resources on
immediate system naeds with relatively 1ow infrastructure requirements, and lay a foundation
for improved system integration and efficacy of resources.



GLOSSARY OF TERMS

:.Tmm #Term Full Form Definition
AB Albarta
ACA, Acute Care Alberta
APPHS Alerta Ministry of Primary and Preventative Health Senvices
ALA Assisted Living Alberta
AHS Alberta Health Services
AH Alberta Health
AHWS Alberta Health Workforce Strategy
ALC Alternate Level of Care
ALS Advanced Life Support
APL Alberta Precision Laboratories
APP Alternative Paymant Plans N
ARP Alternative Relationship Plans
E__. - British Columbia
CACS = Comprehensive .ﬁunnulatnry Classification System
CBC Complete Blood Count
EEHHE! Centennial Centre for Mental Health and Brain Injury
CiHl Canadian Institute frar Health Information
CMG Case Mix Groups
COPD Chronic Obstructive Pulmonary Disease
ConnectCare Connect Care is a province-wide clinical information system
implemented by Albarta Health Services and partners to provide a
single, central access point for patient health information across
setlings.
ConnactingOntario The Connecting Ontario Clinical Viewer, a secure provincial
glectronic health record viewar for Ontario clinicians.
CHSP Clinical Health Service Plan
CT | Computed Tomography
CTAS | Canadian Triage and Acuity Scale
DAD Dnacharge Abstract Data
DTaP-IPV-Hib Combination vaccine protecting against diphtheria, tetanus,

pertussis, polio, and Hib




Acronym /

Abbreviation 7 T6mm Full Form Dafinition

Diagnostic Medical imaging procedure 10 investigate breast abnormalities

Mammo

DynaLlIFE Canadian private healthcare organization

EMR Electronic Meadical Record

aHR elactronic Health Record

EMS Emergency Medical Services

ENT Ear Nose and Throat

ESZ Emergency Service Zones

FQCI Future of Cancer Impact

FOIP Freedom of Information and Protection of Privacy Act

FTZ Fast Track Zone

FTE Full Time Employee

E0OA Government of Albarta

HCA Health Care Aides

HAL High .ﬂ'.<:.‘Li|1:3.r Unlt

HiA Health information Act

HLOC Higher Level of Carﬂ

HPA Health Professions Act

Hemoglobin A1C A Dlood test measuring average blood glucose over past 2-3
months

HSMA Health Services Needs Assessment

ICD International Classification of Diseases

IROP Intensive Rehabilitation Outpatient Program

Icu Intensiie Care Lnit

IMIT Information Management and information Technalogy

IR Interventional Rad inl::lgl,'

LcC Leadership Integration Commuttes

LGA Local Geographic Areas

LIS Lab Information System

LOS Length Of Stay

MAPS Modernizing Alberta's Primary Care System

MDSRI Minimum Data Set Resident Instrument

MCC Major Clinical Category

MIS HManagemant Information Systems

i Medical Imaging

MHA Mental Health Act




Acromym /

Abbrevistion/Term | TO rorm Definftion

MHSU Mental Health Substance Use

MHSSU Mental Health Short Stay Unit

MLA Medical Laboratory Assistants

MLT Medical Laboratory Technologists

MIS Management Information Systems

MOU Memorandum Of Understanding

MMR Mumps, Measles, And Rubella

MRI Magnetic Resonance Imaging

MOH Ministry Of Health

MySaskHealthRacord | A patient portal in Saskatchewan 1o an electronic health record
MetCara Provincial electronic health record system for Alberta
NP Murse Practitioner

OCDBP Outpatient Cancer Drug Benefit Program

OB Oostetric

OR Operating Rooms =
P& Physician Assistants

PCA Primary Care Alberta

PCN Primary Care Netwarks

PAC Primary Accass Clinic

PACT Police And Crisis Team

FMH Patient Medical Home

PMT Project Management Team

POCT Paint-0f-Care Testing

PTSD Post-Traumatic Stress Disorder

PSC Patient Service Centre

RA Recovery Alberta

RAI-HC Resident Assessment Instrument-Home Care
RPHCM Hegional Primary Health Care Metwaorks

RN Registared Nurses

RT Respiratory Therapists

RSA Revised Statutes of Alberta

RCMP Royal Canadian Mounted Police

SAG Small Arga Gecgraphy

sSCU Special Cara Unit

Saskatchawan NW4

Health Network Geographical area within SHA in which Lloydminster is located
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Acronym /

Abbreviation / Term Full Form Definition
SHA Saskatchewan Health Authority
SKMOH Saskatcheawan Ministry of Health
SsU Short-Stay Unit
STBEI Sexually Transmitted and Blood-Borne Infections
TCB Transitional Care Beds
TCU Transitional Cara Linit
Mursing process assaessing and prioritization patients basad on
Triage acuity
VoDP Virtual Opioid Dependency Programs
VRAAM Virtual Rapid Access Medicine
WPD Private ambulance company contracted for sérvice in Lioydminster
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1 Introduction




1.1 PROJECT CONTEXT

Lloydminster is uniguely positioned as one of Canada's only cities that straddles two
provincial jurisdictions, Alberta and Saskatchewan. The bi-jurisdictional context creates
unique healthcare service delivery challenges in Lioydminster and the surrounding areas on
both sides of the provincial border. In recognition of the unique complexities of healthcare in
Lioydminster, a working group was initially formed in 2013 to complete a needs assessment
and oversee haalthcare provision in the Lloydminster area, The group includes
representatives from the Saskatchewan Mimstry of Health (SK MOH), the Saskatchawan
Health Authority (SHA), Alberta Health Services (AHS)," and the Ministry of Haalth. Its purpose
is 1o facilitate cross-provincial collaboration and complete a joint health service needs
assassment for the Lloydminster and the surrounding area. A bi-provincial Memorandum of
Understanding (MOWU) was signed in 2014 to formalize a collaborative framework for delivering
healthcare in Lloydminster, which was renawad in 2021,

This dual-province structure presents distinct challenges in healthcare senice planning,
requiring coordination betwean two provincial systems with differing policies, funding models,
and service delivary structures, and while the bi-provincial context craates several challenges,
the context can also create opportunities for Lioydminster to leverage the resources of both
provinces and allow for residents 10 access services provided by each respective province
that provides a higher standard of care. It is impoartant to note, however, that there is a critical
need for collaboration between the Alberta and Saskatchewan governmeants and healthcare
agencias 1o ensure elfective planning and delivery of healthcare sarvices.

The service area of the Lioydminster Health Services Needs Assessment axtands up to 150
krm from the Lioydminster's city cantre; @ncompassing a mix of urban, rural, and Indigenous
communities across the two provinces, This includes over 30,000 paople residing in the city
and over 200,000 peopla within the extended service area.? Residents access healthcare
services through a combination of Saskatchewan Health Authority [SHA) and Alberta Health,

Accordingly, this report provides an in-depth assessment of current and future healthcare
needs in the Lioydminster area, identibying senvice gaps, forecasting demand, and proposing
high-level recommandations to improve healthcare access and efficiency,

" Undar the Mealth Starutes Amendment AT, 2024 and the Provincial Haaith Agencies Act (PHAA), Alberta has
baen undergiang a readrganization of healthcare gowarmanca and debhvery, Mbarta Health Services (AHS) has baan
rearganized under four Provingial Health Agencies, Recowery Albarta, Acute Care Alberta, Primarny Care Albarta,
and Agsisted Living Alberta, The changas wens ongosng duning this siudy's duration,

# For the purpases of this study, the extended Service area rafers to an area eNCoOMPassing 8 150&m radius fram
thie centrg of Licnadmimgias, Sea section 2,2 Community Profile for furthar details.

13




1.2 OBIJECTIVES

The goal of this project was to develop a high-level Clinical Health Service Plan (CHSP) to
gulide long-term clinical and service planning far Lioygminster and surrounding areas (15
year-harizon, 2025 to 2040, defined as per the MOU). The primary abjectives of this needs
assessment werea [o:

« Evaluate the current state of publicly funded health services Lioydminster and the
surrounding region, including acute care, primary care, long-term care, and
community health services.

= Identify gaps and barriers in service delivery, particularly those arising from cross-
jurisdictional challenges.

= Model and project future healthcare service demands bagsed on demographic trends,
population health indicators, and historical service utilization patterns.

« Develop evidence-based insights and recommendations for improving healthcare
sarvices delivery, workforce planning, and cross-junisdictional collaboration.

1.2.1 Scope of Work

This report provides an in-depth assessment of healthcare service needs within the
Lioydminster city Limits while consigering the broader healthcare landscape of the
surrounding area. The scope includes an analysis of acute cara, primary care, Comm umity-
baged services, and long-term care to support planning efforts across both Alberta and
Saskatchewan. Specifically, itidentifies existing service gaps, evaluates supply and aemand
challenges, and projects future healthcare needs within Lloydminster and the surrounding
area. The report offers insights and recommendations for consideration and serves as a
planning resource that can guide decisions on how o address popu lation needs.

Certain aspects were beyond the scope of this project. This analysis excludes private Assisted
Living and Independent Living services. Additionally, support services such as Information
Management and Information Technalogy (IMIT), alongside costing, capital planning, and
infrastructure assessments are not included. Tha study excluded planning for land-based
Indiganous communities, s separate planning processes were underway in para:led, ied oy
First Nations. The report does not establish specific timelings for implemen {ation nor capital
implications. While the report identifies service gaps and opportunities for improvement, itis
not intended as a future state rogdmap or a comprenensive list of desired enhancaments.
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1.3 METHODOLOGY

This study was informed by:

«  Demographic and population health analysis: Population growth trends, aging
patterns, chronic disease pravalence, and healthcare utilization rates were analyzed.

« Senvice mapping: Existing healthcare senices, workforce distribution, and patient
flows were assessed,

v Policy and funding rewew. Healthcare policies, funding machanismis, and semvice
prowvision models batween Alberta and Saskatchewan were assessed.

» Stakeholder workshops: Healthcare providers, managers, policymakers, and
community organizations were engaged to gather insights on service challenges and
priorities.

» Data integration and forecasting: Statistcal modeling was used to predict future
service demands and requirgmeants.

1.3.1 Data Sources

AnalysisWorks Degins this section with an acknowledgement of, and gratituge to, the
Saskatchawan (5K} Ministry of Health {(MOH) and Alberta Health (AH) Data teams for their
invaluable assistance in gathering and providing the necessary data for this project, and for
the guick resolution of issues as they emerged.

In arder to comply with relevant provingial Data Sharing Agreements and Privacy Policies, the
project team was provided with multiple data extracts covering aggregate data only (i.e. not
record-level information) in order to guarantee patient data privacy was maintained. Here are
the key data sources that were used throughout this project:

* Aggregated Discharge Abstract data (DAD) providing patient profile information on the
S-year age groups, geographical residence area, and casa mix groups, as well gs
hospital utibization data including numbar of patients and toted patient days. The
extract prowided infaormation on hospital discharges at Lloydminster Hospital, as well
as aggregated information on discharges from other facilitiss in the provinces of
Saskatchewan and Alberta. This data enabled the project team to generate
comparisons of the Lioydminstar hospital usags and that of othar hospitals in the
surnouniding region.

# Detailed DAD subser providing mfarmation on patient admission and discharge times,
a3 well as the provider senvice and patient age category infarmation for the
Lloydminster Hospital only. This information was used ta ealculate the dafly midnight
inpatient bed census across the hospital to determine how beds are currently being

15



utilized {i.e. number, type, and location) and investigate variations across the different
hospital programs.

s Aggregated Parioperative Data consisting of surgical completion infarmation (including
surgery date, duration, surgical dwision, and overtime indicator to indicate if 8 case
started aftar 4:30PM) and surgical waitlist information {including snapshot of the
number of patients waiting for surgery by surgical division, procedure group, and
diagnosis target and wait time grouping based on length of wait relative to diagnosis
based target).

» Statistical Management Information Systems (MIS) Data for Madical Imaging,
Laboratory and Pharmacy, including information on annual senvice volumeas.
Additional aggregate data for Medical Imaging information was provided to break down
service volumes by fiscal period further and support root cause investigations relatad
to drvers of lower throughput penods,

» Aggregated National Ambulatory Carg Emergency Department Data consisting of
patient visit information by fiscal year, including patient mix details on 5-year age
graups and CTAS triage level.

* Provincigl Saskalchewan Population Growth Projection Data (medium grawth
scanaro) and Alberta Population Growth Projection Data, consisting of the size of the
population for historical years and projected future year estimations, broken down by
S-year age group, gander, and residence area segments.

# Publicly available Conunuing Care Bed Capacity data oy facility, including tha
braakdown of Alberta Typa A, Typa B, Type B Secured, and Respite bad® capacity
distinctons (where aveilabla) for Lleydminstar and surrounding regions 1o suppor
discussions around long-term Continuing Care need S

Additional internal Alberta and Saskatchewan reporting and analyses on the Lioydminster
region was conducted to provide relevant current state data for the cifferent areas of the
Lioydminster Hospital. A consolidated overview of data methodologias and analysis is found
in Appendix4.5: Analysis.

15pa gactions 2.3.1.2 Continuing Cane Facilsy Siandands and Facility Oparations and 3.6 Coalinuing Care for
definisions and further datails,
16



1.4 PROCESS

The project was executed in four key phases:

1. Foundations (Establishing the Project Framework); This phase focused on satting tha
groundwork for the assessment, ensuring clear project scope, structured engagement,
and robust data management.

2. Current State Analysis (Understanding Senvice Dalivery Today): The abjective was to
establish a comprehensive baseling of health services in Lloydminster by analyzing
both guantitative and qualitatve data,

3. Future State Modeling (Forecasting Healthcare Needs): The goal is to project future
healthcare needs over 8 15-year horizon, incorparating demographic trends and palicy
priorities.

&, Validation and Reporting (Finalizing Insights): The final phase ensures CoNsensus on
recommendations and dedivers a structured report w0 inform future planning.

N
e - as - [dl -
Foundations Engagament Future State Insights

The table below outlines the structured approach that was employed for conducting this
project, ensuring 3 data-driven and siakaholder-informed process

Twhia T Project Process

1 Foundations Phase

Kickoff and Background Rewview

A Kickoff Meeting was conducted to align stakeholders on the project scope, schedule,
lines of communication and expectations. Background documants wene revewed [0
pndarstand the current state of services, past planning effarts, and ragulatory fTrameworks.

Project Charter and Governance

A Project Charter was dratted 1o oulling deliverables, methodology, and roles, An Alignment
Session with the Project Team and Leadership Integration Committes occurred to validate

17



the Charter and ensure alignment with Alberta and Saskatchewan policies. Project
Management tools such as a risk register and decision log were also established to support
project governance. This was further approved by the project’s Executive Sponsors fram
bath provinces.

Analytics and Engagement Planning

The Data & Analytics tearm was angaged to define data requirements and Secure access. A
Stakeholder Engegement Flan was developed 1o detail the schedule and attendees for aach
engagemant session. This plan included the type of communication, frequency, key
stakeholders, concern, and level of input. Once reviewed and approved by the Project

Team, Leadership Team and Exacutive Sponsors, invitations ware sent out Tor engagement.

2  Current State Analysis

Mapping Existing Service Lines and Data Analysis

A comprehensive map of health services and population data was developed using public
sources, Historical utilization and cemand data provided was reviewed and analyzed 1o
undarstand sandce utilization patterms and trends.

Stakeholder Engagement and Validation

Stakeholder warkshops were conducted for validating data and currant state information,
visioning discussions, and gathering insights into sarvice capacity, demand trends, and

% |
operational challenges. Over 20 engagement sassions wera conducted with leadars of local . :J[e[; .
municipalities and iIncluded organizations such as the Health Foundation, Saskatchawan M L|IJ
Health Authority, Saskatchewan Cancear Agancy, Alberta Ministry of Primaery and [ I 1.1-'?'1" r .
Y

Preventative Heslth Services, Ministries of Haalth fram Alberta and Saskalchewan, and
Alberta Ministry of Mantal Health and Addiction. Stakeholder engagement was split intg
three different phases [see section 1.5 Stakenolder Groups),

A
AT T

Summarize and Interpret Fingdings

The outputs from qualitative data, such as date analysis and stakehcldar engagameant, Wersg
gynthesized to highlight key insights, gaps, and chatlenges in currant Sanice provision. A
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current state analysis was complated based on known information and key metrics that
define sarvica lines. Summary of engagement outcomaes were alse developed.

3 Future State Modeling
Population and Demand Forecasting

Population-based analyses were conducted te model demographic changes by age, sex,
and geographic distribution from AB and 3K statistics. Trend analyses were parformed on
service activities such as patient volumes, demographics, and utilization rates. Service
volume projections were developed by integrating current state trends with future
popuiation growth to identify patterns of change that may impact future demand.

Service Shift and Capacity Planning

The findings from demand torecasting wera integrated into a plan that outlines semvice shifts
and capacity reguiremants. Thia draft model was developed 1o summanze the necassary
volume changes driven by population growth, as well as their potential impacts on sarvice
size, mandate, and location. This document also served as the agenda for the service
planning workshops,

During this step, ralevant policies were referenced and incorporated to ensure that clinical
senace planming adhered (0 appticable regulations, guidelines, practce standards, and
broader organizational gosls. Information from engagement sessions was reviewsd and
integrated into this plan. Additionally, service line options and clinical service levels wera
also provided based on demand projections, clinical best practices, opportunities for
enhanced collaboration, and the strategic priorities of Saskatchewan and Alberta
BOVErNMEnts. Each option ar recommeanded change was supported by a clear rationale,

Workshops for Servwice Planning
A series of stakaholder workshops were held virtually to review total projected demand by

sennce and discuss strategies to meet this demand, including distributed service models
and the introduction of new services,
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Future Modeling

The service plan was adjusted based on the input from the stakeholder workshops.
Demand projections for each service line encompassing a 15-year period were finalized,
including impacts to demands based on other interdependent service shifts.

4  Validation and Reporting
Stakeholder Workshops

Stakeholder workshops with operational and clinicel leads, as well as MOH and Alberta®
represantativies, weng conducted (o review the future state model and gather feecback.
Workforce Planning reprasentatives for bath provinces were also consulted for feadback.

Drafting and Review Procoss

A first draft report was developed which incorporated stakeholder feedback. Draft revisions
were faciliiated threugh a structured review process with tracked commaents, responses,
and clarification meetings.

Final Approvals and Project Closure

The Project Management Team {PMT) supported the sign-olf process as directed by the
project manager. A close-out report was delivered sum marizing findings and
recommandations, followed by a final presentation to Alberta and Saskatchewan
reprasantatives.

L] ime
Al Albarta Minigtry af Fnrr-.a_ry- and Prevantative Healih Sarvices, ana Alberts provincis! health agnncias’ review
WES COongductea offiing and written comements were provided
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1.5 GOVERNANCE STRUCTURE

The governance framewark for the Lioydminster Integrated Health Services Neads
Aszessment was established to ensure role clarity, effective decision-making, risk escalation,
and strategic oversight across the projact. It reflects the bi-provincial collaboration betweern
Saskatchewan and Alberta and is designed to support bath clinical service planning and long-
tarm capital planning for the Lloydminster catchment area.

Executive Sponsors

At the senior level, Assistant Deputy Ministers fram the Saskatchewan Ministry of Health and
Alberta Ministry of Primary and Preventative Health Services served as Executive Sponsors,
They provided overarching direction, confirmed alignment with provincial prigities, and
endorsed the final assessment.

Leadership Integration Committas (LIC)

The LIC, comprnsed of Executive Directors from Saskatchewan and Alberta ministries and
health agencies, provided strategic ovarsight and guidanca 1o the project. Tha committea
made cansensus-hasad decisions and adwsad sanior Ministry of Health leadearship,. As
required, représentatives from other Albarta ministries and provincial health agencigs were
invited 1o participate in discussions relevant to thair sectars,

Project Management Team (PMT)

The PMT was responsible for managing the day-to-day acivities of the project, Its role
included oversesing deliveratlas, identifying and escalating rnisks, and ensuring appropriate
resources are im place. The PMT reported bi-weekly to the LIC and Executive Sponsors, sanving
as the primary point of escalation for issues requiring resolution.

Stakeholdar ang Working Groups

Stakeholder groups provided essential input to suppont project deliverables, particularly
throwgh data analysis, clinical service planning, and targeted engagement activities. & Data
Anatytics Group was tasked with collecting and providing utilization data, which was then
analyzed by the Consultant Team.

Cansultant Team

The congultant team was accountabie for coordinating the assessment process in
collaboration with the PMT and Exacutive Sponsors. Responsibilities included preparing
meeting agendas and materials, maintaining records of decisions, and leading stakenolder
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engagement, The consultants provided bi-weekly governance updates, tracked and resolved
issues, and submitted monthly progress reparts summarizing key activities and schedule
status. As part of project close-out, the team delivered the final Clinical Health Service Plan
{CHSP) with insights about current and future requirements, and later convened a closing

meeting with the Saskatchewan Ministry of Health and Alberta Ministry of Primary and
Praventative Health Servicaes.

The Project Charter can be found in Appendio 4.1.
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1.6 STAKEHOLDER GROUPS

The stakeholder engagement was conducted in three main phases as outlined in the table
below, Throughout the engagement, the aim was to develop a comprehensive, jurisdictionally
integrated plan that aligns with both provincial health systems whila addressing the unigue
needs of Lioydminster and surrounding communities. A complete list of engagemeant
sessions and attendees can be found in Appendix 4.2. Note that the original workplan
included engagemant of Onion Lake First Nation, but as this Nation is currently engaged ina
parallel planning procass far community haalth sarvice naads, thay declined angagament to
avoid duplication of resource effarts. Once both plans are complete, work will need to occur
to coordinate service delivery between the Nation and both provinces.

fapds 2 - Sramshodder Engagament Plaacas ang Purpcies

Engagamant Phaza

Phase 1 Froject Foundations

Phase 2 A Visioning and Alignment

Phasa2B Currant State DataValidation

Phaze2C Currant State Challenges and
Emarging Directions
Validation

Phaze 2D Future Service Directions
Workshop

Phaza 3 Reparting

Purpose

Idantify key prionties and considerations from
senior stekeholders,

Establish service challenges, future
directions, and vision by service area. Provide
system-level dirgction for clinical planning.
Validate current siale data, contexiualize
trends. Support and inform the development
of clinical service plans at the program level.
Validate summary of gaps and challanges;
receive initial input on future state directions.

Presant fulure service directions for
caonsideration; refing and vatidate.
Present validated insights for future state
senvice model.
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2 Background




2.1 VISION AND GUIDING PRINCIPLES

The vision for the healthcare neads assassment is to create a comprehensive, evidence-
baszed framework for planning healthcare services in Lioydminster that meets the needs of
residants across Alberta and Saskatchewan. This vision is guided by four key principles as
outlimed in the project charter: Prevention and Wellness, Health Equity, Integraticn and
Sustainability, and Appropriateness. These principles guided the design, analysis, and
recommendations of the assessmeant, 50 that the planning approach is tailored to the region's
unique challenges and opportunities.

2.1.1 Prevention and Wellness

& focus on prevention and wellness is critical to decreasing long-term demand on the
healthcare system. This means rearienting senices toward early, community-based
interventions and strangthaning public health strategies that promote well-being befora
medical treatment i5 requirad.

In Lloydminster, this principle translates into designing models that reduce fragmentation and
suppart patient-centred inlegration across the cang continuum, from hospitals 1o prirmany
care, home care, and community-based semvices. The assessmant examings cppartunities to
improve transitions between levels of care, support aging in place, and reduce unnecassary
hospital use by enhancing access to primary, preventive, and rehabilitative care. By shifting
demand toward more appropriate and lower-intensity care settings, the system can become
more responsive, efficient, and focused on long-term health cutcomes.

2.1.2 Health Equity

To serve the population effectively, the healthcare system shouwld strive for equity in both
access and outcomes, This includes addressing disparities based on geography, income, and
social eircumsatances, with a particular focus on underserved populations in Albaa and
Saskatchewan,

The assassmeant identfies systemic barneds, such as transportation challenges, linancial
constraints, and imited availability of specialized sarnces, that affect access, particularly in
rural and marginalized communities. Equity also involves ensuring consistency of carg
regardiess of jurisdiction, which is especially important in this bi-provincial contest. By
examining cross-jurisdictional collaboration, the assessment offers strategies to reduce
disparities and improve outcomes across all communitias,
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2.1.3 Integration and Sustainability

Health services are mast effective when they operate as a coordinated, interdependent
systern. In Lioydminster, this integration is essential as services are delivered under two
provincial healthcare structures.

Thiz aszessment exploras harmonizing care across Alberta and Saskatchewan by
strengthening collaboration batwean provinces as wall a8 across sarvice lines. It identifias
opportunities for more seamless service delivary across haspitals, primary care, home and
community care, and mental health services, focusing on patient-centred senvice integration.

Technology may &ls0 be considersd as a key enabler of integration; facilitating
communicaton, cars coordination, and data sharing. Sustainability is addressed through
forward-looking strategies for workforce planning, system capacity, and funding madels that
support population health goats and long-term regiliency.

2.1.4 Appropriateness

Appropriateness means enswring that care is medically necessary, evdence-based, and
baneficial to the patient; avoiding both overservice and underservice across the different care
Slreams.

The agsessment applieg this principle through a futura-ready approach [0 capacity planning.
Using data on population trends, service utilization, and emerging needs, it forecasts haalth
service demand over the next 15 years. The resull is identification of zervice gaps, which may
guide investment toward the most effective and scalabla salutions across the care system,

By emphasizing appropriatensss in both current senvices and future planning, the

Bszessment aims (o ensure Lioydminster's healthcare system delivers high-guality, efficient,
and patient-relevant care in the most suitable setting.
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2.2 COMMUNITY PROFILE
2.2.1 Geography

The service area defined in the Lloydminster Health Needs Assessment was identified as an
area up to 150 km from the centre of Lloydminster, including urban and rural communities.
According to the 2021 Census, census dissemination areas within Lioydrminster's 150 km
radius has approximately 217,000 residents. Key charactenstics include:

» Lloydminster City: A growing urban centre with a diverse population, serving a3 a hub
for regional healthcare services. Lioydminster Hospital is an SHA-run facility located
on the Saskatchewan side of the border and is designated as a Regional Hospital.

s Other Cities: Seweral smaller but important cities are located nearby, including North
Battleford, Meadow Lake, Cold Lake, and Bonmyville. Notably, Battlefords Union
Hospital (North Battteford, 5K) is also designated as a Regional Hospital.

+  Rural Communities: A number of small towns and farming communities are located
nearby with mora limited local healthcare infrastructure. Smaller communities with
hospitals have a limited scope of services, leading to a dependancy on regicnal
facilinies,

» Indigenous Communities: First Nations and Métis communities with distingt
healthcare needs and challenges in accessing culturally appropriate care.

The gecgraphical units used for health systems planning are Local Geographic Areas [LiGAs)
in Alberta and Small Area Geography (SAGs) in Saskatchewan. LGAS are sub-areas within
Alberta Health Zonas, largely aligned with municipal district boundaries and including the
urban municipalitias, hamlats, and localities within its bounds. SAGs are smaller geographic
units within Health Networks and are used 1o organize healthcare at 3 more localized level.

Mate: A regional hospital is typically defined as a hospital that falls between a
rural/community hospital and specialized central hospital in terms of levels of senace,
capacity, and coverage area. As such, a regional hospital serves multiple towns or
communities and offers a differentiated range of medical specialty services.®

The table below provides a list of jurisdictions that fall within the Lioydminster Health Needs
Assegament Sanice area,

 MoCord C, Ozgediz O, Beard MH, et al Genaral Surgical Emargencies, in; Dabas HT, Donked F, Gawande A, &t
al.. pditors, Essantial Surgery: Disease Controd Prorities, Third Edition (Voluma 1). Washinguon [DC): Tha
Intemnationa! Bank lor Reconstruction and Developmaent / The World Bank: 2015 Ape 2. Table 4.1, Dafinitions of
Lavals of Hospital Care. Available from;

hittps: fwwes. nEDE Rim_nin. govwbooks/NBKIIAS06 able/ch4 sec 1able 1/ doi: 10.1596/975-1-4648-0346-
8_cha
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Tabda 2 - Haaith Sanace Araas in Lisyovmirmsiar Hasdh Masds Assasement Sinedcs dma

Alberta Saskatchewan
Health Zone Local Geographic Area (LGA)  SAGNo.  Small Area Geography (SAG)
Care Service Arga
Central Vermilion River County NW 4.1 Lioydminster
NW 4.2 Maidstone
NW 3.1 St Walburg

Extended Service Area

Cantral Two Hills Counky MW 2.2 Meadow Lake
Cantral D af Provost MW 3.2 Edam
Cantral Wiking NW 4.3 Macklin
Central MD of Wairwright NW 5.1 Cutknife
Cantral Flagstaff County MW 5.2 Linity

Cenirat Vegreville/Hinourn County MWW B,1 The Battiefords
MNorth Frog Lake County MWW 2.1 Loon Lake
Marth Cold Lake

Marth 5t. Paul

Morh Bonnyville

While The Lioydminster Health Needs Assessmaent Service Area has been identified as being
up toa 150 km radius from Lioydminster, many localities within these areas access health
senices in their own communities or gther communities closer ta thaeir homes.

The jurisdictions of Varmilien River County LGA in Aloerta, and the Smiall Area Geographies of
Licwdminster, 31, Walourg, and Maidstone in Saskatchewan ware identified as the Cora
Serice Area. This [argely overlaps with a 1-hour drive time radius from tha centre of
Lioydrminster in narmal conditions., Qutside of the Core Service Area, the overall use of
Liowdminster hiealth sernvices decreases, pariculary with increased proximity to tertiary
facilities in Edmanton and Saskatoan.

The Core Service Area had a population of appraximately 71,000 in 2024, This area identified
a5 the Core Service Area and is highlighted in light green in the map below. However, the
Licwdminster Hospital facility catchment as defined by SHA includas an area with a
population of approximately 42,000, defined as the number of patients who currantly
receivefaccess care at the hospital. This is due to the presence of other hospitals within tha
core senice area which pravide general care within those communities.
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2.2.2 Community Context

Ligydminster is the largest community between Edmonton, Albera and Saskatoon,
Saskatchewan. Lioydminster is located approxamately equidistant to these two major
population centres, appraximately 2.5 hours by vehicle from each. Lloydminster's location on
the Alberta-Saskatchewan border presents a number of complications and chalienges, such
as increased administrative complexity and coordination, fragmentation of systems, and
regutatory inconsistencies, However, its cross-border context also provides apportunities,
with residents and businesses able o leverags tha best of bath provincial systems, Far
example, the Saskatchewan side of Lioydminster is exempk from Saskatchewan's Provincial
Sales Tax in order to support business parity on both sides of the border. This slso translates
to the healthcare context; for example, Lioydminster paramedics operate under Alberta
Medical Control Protocols in Lioydminster, which have higher standards than Saskatchewan.
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surrounding Cities and Towns

While Licydminster i3 the largest city between Edmonten and Easka:q:m, there are a number
of cities and towns within the senvice area that are important 1o congider for the larger
regional healthcare context. Within the Core Sarvice Area, the largest cnr-ll'ul-nuqlnes within
Alberta are Vermilion, Kitscoty, and Marwayne, while the largest communities in
Saskatchewan within the Core Service Area are Maidstone, Lashburn, ﬂﬂ:ﬂ Tuitlelnrd. These
communities are small and have limited access to healthcare services within tha

COmmUnities.

Within the Extended Service Area, there are a number of communities with a similar (albait
lower) population than Lioydminster with comparable levels of com prehgns'me health
services. These include Cold Lake, North Battieford, Wainwright, Bonmyville, 5t. Paul,
vegreville, and Vermilion. North Battleford notably contains Batrlefords Union Hospital,
anather hospital designated as a regional hospital by the Government of Saskatchewan, and
Meadow Lake Hospital, & district hospital that provides full rural acute services (2477 ED,
inpatient medicing, low-risk obstetrics, day surgery) and suppors nearby communities. Other
centres include Maigstone Health Complex, Riverside Health Complex (in Turtleford), and
Unity and District Health Centre. Many acute care facilities in the extended service area in
Alberta contain 24/7 emergency departments and comprehensive acute carg, including Cold
Laka Healthcare Centre, Bonnyville Health Centre, Vermilion Health Centra, and St. Thirése -
St. Paul Healthcare Cenire,

Indigenous Communities

There is a large Indigenous population within Lioydminster who make up argund 13% of the
total City population. OF tha 13%, 6% identified as First Nations and 7% identified as Meétis.
Within the Core Service Araa, the proportion of Indiganous pecple subsequantly iIncreasses 1o
179 {108 First Nations, and 7% Métis), in ling with the provincial figure in Saskatchawan,

Thare are a number of First Mationsg rasarvas and Métig sattiemants within the Ligydminster
Core and Extended Service Areas. Within the Core Service Area are Makaoo LR, No. 120 and
Onion Lake Gree Mation Mo, 344, The estimated populaticn of Onion Lake Cree Natian, at
3,722, is slgnificant within the context of the Core Serice Area,

The Extended Service Area further includes Unipouheos Mo, 1271 & 122, Puskiakiwenin Mo,
122, Blue Quills First Mation, Kehiwin No. 123, Saddle Leke No, 125, Cold Lake No. 145,
Fishing Lake Méatis Settlament, Elizebeth Metis Settlamant, Ministiiowen Lake Cree MNation Mo,
397, Makwa Sahgaiehcan First Natior No. 388, Thundarchild Firgt Mation Mo, 349, Litiie Pine

M. 340, Poundmakar No. 345, Sweeatgrass No. 348, Sautteaux Mo. 347, Mogsomin No. 342,
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Fiying Dust First Mation Mo, 395, Waterhen Lake No. 402. Based on available data and
assuming homogenous distribution, the percentage of residents identifying as Indigenous in
the Extended Service Area is approximately 14% for Alberta, and 21% for Saskatchewan,

2.2.3 Population

2.2.3.1 Historical Population Trends and Projections

Within the City of Lloydminster, the majority of the population resides on the Alberia side of
tha border at 63% of the total population according to the 2021 Census. However, population
growth on the Saskatchewan side has outpaced growth on the Alberta side, with the
parcentage of the population on the Saskatchewan side increasing from 34% in 2006 10 375
in 2021.

Chverall population growth trends in Lloydminster are closely Linked with economic conditions
and this is particularly tied to the petroleum industry. Lioydminster experienced significant
population growth between 1996 and 2016, increasing from 18,933 1o 31,410, which
represents a 65.7% growth (annual average of 2.6%). Notably, B4% of the residents in
Liocwdminster city are non-immigrants, 14% are immigrants, and 1% are non-permaneént
residents. These statistics are relatively close to numbers in Saskatchewan [B6% non-
immigrants, 12% immigrants, and 1% non-permanant residents), but show a noticeable
differance compared 1o Alberta (V5% non-Immigrants, 23% immigrants, and 2% non-
permanent residents).

Howeever, Lloydminster experienced minimal population growth of 0.5% between 2016 and
2021, following a period of significant expansion from 2011 to 2016 (+13.0%). During the
same period, the Core Sendce Area saw a 3.0% decling in population, This trend has not
aligned with the medium-to-high growth projections outlined in the Joint Regional Growth
Strategy (2018), which projecied an average annual growth rate of 2.1% to 2.2% from 2015 to
2051, The Strategy projected a 2021 population of 36,245 in their medium-high scenario, far
higher than the actual 2021 Census figure of 31,582 * This slowdown in population growth is
factored into future population and service demand projections, However, given the
economy’s boarm-and-bust cyeles and industry-driven population changas, the patential far
highes than expacted grawth comparad with the short-term trands must be reassessad in
future haalth serice planning updates.

% loint Regional Growth Study, Crty of Lioydminster and County of Vesmilion River = jufé 2018
a1




Historical Population Trends in Lloydminster
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Figura 2 - Mananesl Fopuwlation Trends i Lisydmngier Area

According to the 2021 Census, the Lioydminster Census Agglomeration has cne of the lowest
median ages of cities in Canada st 35.6. Lloydminster has a higher proportian of children [0-
19) and younger adults {30-54), while the propertion of individuals aged 35+ remains relatively
low, There is also a notable ditterance in age distrioution betwean the Alberta and
Saskatchewan sides of the city, with the Albena side being aignificantly older than the
Saskatchewan side. The Alberta side has a higher proportion of seniars (14% aged B5¢)
compared to the Saskatchewan side, where only 7% of the population is 65 ar older. With the
majority of the population of Lioydminster residing on the Alberia side of the borcer and the
Alnerta side having a higher concentration of saniors 65+, there is a large skewing in the total
senior population toward the Alberta side. Among all Lloydminster residents aged 65+, 775
live on the Alberta side of the border, with only 23% living on the Saskatchawan side.”

' One contributing factor to this trand may be aTifitated 1o the city’s layout, where most resigential
noigrbornoods are Located on tha Alberta side. while e Saskatchewan Side i Mok cCOMMErcially arnentad.
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Population Age Structure (2021 Census)
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Figure . - Popoilahon Aga Structune (2021 Cenaus)

Population projections to 2040 were provided by each province at the LGA (AB) and SAG (SK)
lavel. The projections utilized assume a medium growth scenario in both provinces. The rate
of growth in Lloydminster and the surrounding region from 2025 to 2040 is expacted to remain
at a low level with a slow decraase over time in ling with growth trands in the decade 2011-
2021.

Population projections for Lioydminster City were developed using provincial projections at
the LGA and SAG level. The historical population of Lioydminster's raspective sidas was
compared against the historical population of census subdivisions that approximate
Vermilion River County LGA and Lioydminster SAG. An increasing trend of urbanization was
found, with the percentage of the population of Viermilion River County LGA and Lioydminster
SAG increasingly concentrated within Lioydminster City. From 2006 to 2021, Lioydminster
increased its population share of Vermilion River County LGA fram 55% to 599, while the
share of Lioydminster SAG in Lioydminster City increased from B4% to 71% in the same
pariod, At the same time, some nearby towns such as St, Walburg, Vermilion, and Kitscory
experienced population decreases. The increasing urbanization of the region is expected to
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continue, and population projections for Lioydminster City were developed with assumplions
that historical rates of increasing urbanization will continue into the future,

Tabie 3 - Popuwiation Propeciens for Ligpaminaper Avea

2025-30 | 2030-35 | 2035-40 |
Lioy@minster City 33519 | 235388 | 37,006 | 38,587 A B% A 5% A 4% |
Cora Senvca Arca 2200 | 73801 TEO0B Y 75817 b T & 7% A 1%
Extenced Sarvica Area | 234,187 | 237,880 | 240,202 | 241,505 k1% A 1% ik 1%

While tha population is not projected to increase significantly, the population age structure is
anticipated ta change, with the average age projected to increase as the community ages

This iz in line with provingial and national trands, with all provinces and territones anticipated
I0 88 an incraase in the population aged 65 and over and rapid increases in tha population of
85 and aver, This is particularly notable in the years following 2031, wihen a significant number
of ‘naby boomers' reach an age that requires increases in healthcare and support services.

Within the Core Service Area, the population 65 and over i3 anticipated to increasa from
10,116in 2025 to 14,549 in 2040, representing a percentage increase from 14% to 19%. The
population aged 75+ is projected to increase from 4,368 to 7,830 in the same period,
representing a 79% increase, The aging of the population will have substantial impacts on
demand for Continuing Care, Home Care, and may subsequently havea knock-on effecis on
demand for acute care Sensces.
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2.2.4 Population Health Trends

Ihis saction pravides an overview of the population health trends for the Extended Service
Area. This context informs analysis and recommendations found later in this report. Note that
tracking and information management of population health trends in Lioydminster and the
SWIToUnding service area differ Dy province. Within Albenta, population health data is available
at the LGA level. However, recent information at a similar geographical scale was unavailable
from Saskatchewan. Where possible, Alberta data was assumed 10 be a proxy for
Saskatchewan, and alsewhere, Saskatchewan provincial infarmation was used.

2.24.1

Demographics and Population Health Context

The Alberta side of the Extended Service Area had an estimated population of 138,000
rescdents in 20023, Approximately two-thirds af this population resides in four main LSAs:
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Vermilion Rver County (27%), Cold Lake {15%), Bonmyville {12%), and St. Paul [11%).
Population growth in this region has been modest over the past two decades, averaging 10.2%
batwean 2003 and 2023 (well balow Alberta’s provincial growth rate of 46.6% during the same
period). Most of this growth occurred prior to 2016, as recent years have sean slowed growth
ar slight declings. Trends are uneven across the region; Cold Lake experienced strong growth
[+49.2%], whila several rural areas declined significantly, including Viking {-11.4%), Flagstaff
County {-10.8%), and the MD of Provost (-8.4%). These patterns affect healthcare sanvice
distribution, with rural areas facing shrinking populations and potentially reduced access 1o
local health infrastructure. This trand increases reliance on services available in the regional
hubs, including Lloydminster, without consistent corresponding resource growtn.

Aga structure across the Extended Service Area shows key implications for healthcare
damand. While the proportion of residents under age 18 and young adulls (ages 18-34)
averages 44%, aligning with provincial rates, the proportion of seniors is higher than Albena
overall [18% vs. 15%). Some communities are aging much faster; Viking (26.6%), Flagstaff
County (24.6%), and the Vegreville/Minburn County area (23.6%) have more than one in four
residents aged 65 or older. These LGAS also have the lowest proportion of residents under 34
(35.5-37.5%, suggesting challenges in maintaining informal care networks and local
warklorce capacity for community-based health services,

The region also has distinct cultural and socio-ecanamic characteristics informing health
requiraments, Indigenous populations represent 50% of Frog Lake and 24% of 5t. Paul,
compared to <1%-7.5% in other LGAS in the Extended Service Area. It is common for
Indigencus communities 1o experience higher rates of chranic conditions, mental health
challenges, and barriers to accessing culturally safe care, requiring culturally appropriate
approachas to health service delivery. Additionally, immigration lavels across the Extended
Sarvice Area are low compared 1o Alberta overall (7% vs. 20%), although Lioydminster and
Cold Lake stand out 83 neswcaomer hubs and have higher proportions of visible minorities (9%
and 8%, compared 10 4% provincially). These factors indicate the need for local strategies 1o
address cultural safaly, language accessibility, and social detarminanis of haalth.

Economic volatility tied 1o the petroleum sector introducas uncertainty in population trands
and healthcare utilization. Rapid in-migration during econgmic booms can strain sanvice
capacity, whila downturns may reduce local gemand and workforce availability, which
ultimately challenges the sustainebility of local health services, particularly in rural areas.

These demographic and socio-economic patterns underscore the need for adeptable,
community-specific approaches that account for aging populations in rural LGAs, higher
propartions of Indigenous residents in some areas, and the healthcara requirements of
increasingly civersa populations in the larger hub cammunities of Lioyominster end Coid
Lake.
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Socio-Economic Profile

Socio-economic factors are key determinants of public health outcomes. On the Alberta side
of the Extended Sernvice Area, these factors show a mix of stability and vulnerability, with
marked variation across communitias. Household incomes are, on average, below the
provincial nosm, with a greater share of families in the lowest income guintile (22% compared
te 17% pravincially). However, saveral LGAs have a noticeably higher ratio of households with
income over $100K compared to Albarta (27%), including Bonnyville (45%), Cold Lake (44%),
and Vermillion River County (38%). Lone-parent households average about 14% of families,
comparable wo the Albena average at 15%, with predominantty higher female lone-parant
families, also consistent with provincial trends.

Housing pressures are evident and seem to be ubiguitous across the Extended Service Area;
approximately 7% of housaholds spend more than 20% of income on shalter as
homeownars, marginally above the 71% province-wide rate. However, homes in need of major
rapair average nearly double the provincial rate. These combined factors suggest a struggling
middie class, The parcentage of households Living in rental dwellings is generally lowar than
the province (28%) with the exception of Cold Lake (30%). which also has seen the highest
population growth, has a higher proportion of residents under 34 years, and is a hub for
NEWCOMmers.

Homelessness data was only available for Lloydminster City, and shows a sharp increase in
racent years. Based on data collected in October 2024%, approxmaetely 246 individuals
experienced homelessness in the City of Lioydminster, which is a significant jump from
almost 160 in 2013, Over two thinds af participanis surveved in the homelessness count
reposted having Lived in Lloydminster for at least one year, indicating local homelessness may
not be primarily driven by in-migration or transience. The majority of respondents indicated
financial causes as the primary reason for their homelessness, likety related to the rapid
Ingustry changes in the local economy over this same period.,

In terms of education and employment, high schoal completion rates are slightly below the
provincial average (75%) in almost all LGAS (653). Although the ratio of those with university
degrees is lower (16%) compared to the province (35%), this is relatively compensated by
other post-secondary degrea/cartificate attainments, which aligng with tha regional context
that employment is mostly tied to resource-based industries (such as oil and agriculture).
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Health Status and Life Expectancy

Arrpss the Extended Service Area, chronic disease prevalence 13 broadly consistant, though
thera ang important local variations, AVerage rates across LGAs for COPD (5% vs 3% AB),
diabetes (10% vs B3% AB), hypertension (24% vs 21%), and ischemic heart disease _[5%*-'3 49%)
are close to the provincial rates though generally higher. Notably, Frog Lake and Viking show

the highest burdens of hypertension, both at 31%.

Health behavicurs and risk factors in the region differ significantly from provincial averages.
Overweight and obesity rates are notably higher than in Alberta overall (average of 72% vs.
5% AB), peaking at B6% in Frog Lake and exceeding 70% in Bonmyville, St. Paul,
Vegreville/Minburn, Vermilion River, and Viking. Smoking prevalence is also elevated (243 vs.
1486 AB), reaching 32% in Two Hills and 31% in Provost. Similarly, heavy drinking® is _
considerably more common in the region [38% vs. 24% AB), with the highest rates cbsarved in
Twao Hills [B1%) and Frog Lake (51%). By contrast, the proportion of residents meeting
physical activity guidelines is roughly in line with the pravincial rate (28% vs. 30% AB).

Additionally, the self-reporied rates of "In Viery Good or Excellent Haaith" across the LGAS
average close to the provincial level, though slightly lower [49% vs, 53%). The largest
difference from average is reported by Frog Laka residents at 353%, representing the lowest
rate,

Life expeclancy across the Extended Service Area shows meaningful variation between
communities, reflecting broader differences in health determinants and outcomeas. Most
LGAs in the Alberta portion of the service area show life expectancy in the range of 78 to 81
waars, aligning closely with the provincial average (81.2). The highest life expectancy belongs
to Vermillons River County at 86.6 years, while Frog Lake County {75.7) and 5t. Paul [76.2)
have the lowast records, Motably, these two LGA have the highest percentege of Indigenous
residents as mentioned abowve, reflecting national patterns of health disparity for Indigenous
communities. Aegional data is not available for the Sasketichewean side, however, Canadian
Institute for Health Information (CIHI) data indicates a life expectancy at birth of 80.2 vears for
the province based on 3 years of pooled data, 2015-2017.

Tha leading causes of death in the Alberta portian of the Extended Service Area mirror
prosvincial trands, with chronic conditions dominating maortality patterns. Across the region,
cancers [all typas combined) and circulatory diseases are the top contributors 1o pramature
and cverall martality. In most LGAS, cancer accounts for roughly 17=33% of deaths, while
circutetory Qiseases (such es ischemic hear disease and stroke) contribute another 11-30%.
Other significant contributors include respiratony and neu relogical diseases.

" A% [BEst One epizacs of 5= dfirky par maath,
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Primary Care Access

Most rasidaents in the Alberta Sida of the Llaydminster service area visit 8 GP 3.4 times
annually, which is lower than the provincial estimates (4, 2). Enroilment in Primary Care
Metworks (PCMs) across LGAs averages at 86%, slightly below the provincial level (B8%%).
Howewver, whila most areas are close to the average, the lowest rates belong to Varmilion River
County (69%) and Cold Lake (77%). This could be reflective of the fact that these locations
typically accommadate higher numbers of newcomers and a more mobile workforce, This
alzo may suggest that some of these residents predominantty need 1o rely on walk=in clinics
or Emergency Departments and may experence challenges for access to multi-disciplinary
services such as chronic disease management, mental health supports, and heaith
pramaotian, which ara typically deliverad through PCMs. Nonatheless, clinic-level continuity in
the region is considerably above the provincial level (47% vs, 31%). This is a desirable factor
and an indication that Alberta’s PCH works well in supporting resident In smaller communitias
and residents are less likely to rely on walk-in clinics or amergency departments lor episodic
neads. Lower continuity undermines oppartunities for preventive care, chronic disease
management, and early intervantion, and creates pressure downsiream in emergency and
hospital senvices, particularly for populations with complex needs.

in Alberta, the Modernizing Alberta’s Primary Health Care System (MAPS) initiative™ provides
a strategic framework for the evolution of primary health care over the next five to ten years.
The MAPS Stratepic Advisory Panel final report [May 2023) sets out 11 recommendations
aimed al strengthening primary health care delivery, with particular attention 1o the needs of
rural and remote communities. The report amphasizes improved access given to team-based
care, stranger integration between primary and community care, and the estanlishment af a
coordingted and accountable provincial system™ . A central component of the MAPS
roadmap is the development of a regional model for primary care 1o build on the strengths of
existing PCMs while addressing current gaps in service delivery. Under this model, regional
networks would assume responsibility for meeting the primary health care needs of both
attached and unattached patients within defined geographic areas and a unified governance.
This approach is intended to enhance equity of access and fragmentation of serice
responsiveness across Alberta

The CIHI data for the North Central West Zona (SK) during the 2023-24 fizcal yvear shows that
20.5% of visits to emergency depariments were for conditions that could be managed in
primary care (3K: 17.5%, Canada: 14.6%). In addition, there were 577 par 100,000
hospitalizations for Ambulatory Care Sensitive Conditions (5K 405, Canada: 281). Both of

' hitpas/fwoww. albena.caimodarniping-albenas-prmany-nealth-can-sysiem-maps
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these metrics are higher than the provincial and national averages, indicating a poor
performance with regard to primary care in this area.

Maternal and Child Health

Childhood immunization retes across the Alberta area vary widely and, overall, fall below
provincial averages. For children under the age of two, the LGA average coverage for DTaP-1Py-
Hib'? vaccine (71%) lags bahind Alberta’s /5%, and the MMA™ immunization (80%) also trails
the provincial rate of 85%. Nonetheless, there are marked disparities between communities.
Some, lke Viking (82% and 94%) and Cold Lake (83% and 0%, exceed or closely align with
provincial benchmarks. Others, such as Two Hills County (27% and 375%) and
Vegreville/Minburn (50% and 663, fall significantly short.

A comparable metric of breakdown by childhood immunization type was not avaclable lar
Saskatchewan, though all childhood vaccines have been declining in the Core Service Area
and the Extended Sarvice Area over the previous S-year period. The average of the Exiended
Sarvice Area SAS childhaod vaccination doses administered s 63 less in 2024 than in 2019.
This could be due to immunization resources being directed towards COVID vaccines during
this period, but nonetheless represents a risk for childhood exposure to preventable ilness.

This gap may lead to vulnerability in outbreaks with significant short-term and long-term
consaguences for the public, particularly in rural and remote ComMMuNities wherg access 1o
higner levels of care is not immediately available. Targeted public heallh siralegies are
required to address localized barriers to immunization uptake.

i Biphthedta, fatanus, pertesais, polso, and hdemophilus sniluanzaa b
W umps, Measies, ang rubeta
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2.3 GUIDING POLICY AND PLANNING
DOCUMENTS

Lioyvdminster's unigue Di-provincial context presents inherent complexities in the planning,
regulation, and delivery of healthcare services. Each province maintains its own lagislative
framework governing healthaare, including core health services, mantal haalth and
addictions, public haalth, privacy regulations, and provider licensing and regulation. As 3
result, service providers angd patients in Lioydminster must navigate a complex healthcarg
syslam with policies that are at times conflicting, leading (o challenges o healthcare access
and delivery.

Key legislation such as Albera’s MHealth Information Act and Saskatchewan's Health
infarmation Pratecbon Act set distinct requirements for the management and disclosure of
personal haalth information, complicating tha ability for patients and providers to seamiessty
access medical information and records between provinces. Regulations around sarvice
standards and licensing also differ between provinces, adding significant complexities to the
syaterm. While the chatlenge of dual legislative and policy frameworks |8 espoecially acube in
Lioydminstar as a cross-borders Sity, thasa challanges axist in other regdions that straddie
provincial borders, both betweaen Albearta and Saskatchewan as well as between gther
provingces,

Flease refer to Appendix 4.3 10r a comprehansive st of Health Acts and Regulations used to
inform planning efforts throughout this project,

2.3.1 Operational Impacts of Dual Jurisdiction

Lioydminster's status as a bi-provincial city presants ongoing operaticnal challanges for
health care delivery. While collaboration exists at higher administrative levels, the day-to-day
reality for health care providers, support statl, and facility managers is often complicated by
the need to navigate two distingt provincial systems, Depending on where care is delivered
and the patient’s province of residence, teams must work within different legislation,
regulatory standards, and service frameworks.

These jurisdictional complexities affect frontline operations across multiple areas, including
mental health services, long-term care, professional icensing, and haalth system navigation,
This section hightights key operational impacts stemming teom the dual-jurisdictional
Erniranment.
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i rticipate in the Bi-Provincial Health
T aint planning. Alberta and Saskatchewan pa _
E‘:xgap:gtlnmmi:ma.wm:h facilitates information sharing and joint planning between AHS

and SHaA far servica delivery in Lloydminster and the surfounding area.

Linder a past service agreament, Alperta provided Tunuingthmugh AHEm SHgtu_ﬂelwar
acute care, primary care’, and mental health services to Alberta residents livingin —
Llgycminster or accessing services at Lioydminster Hospital. .Mthm._lgn 8 new agraarna:d ::me
developed in 2020, it was never formally signed, AHS and SHA continued to aperale u

terms of the draft agreement, which officially expired on March 31, 2025.

In May 2025, Alberta anngunced that ACute Care Alberta _[AI:A}v.m!Id assume gu_mrnan-::e
and coordination responsibilities for acute care Services in the province a_a af April 1, 2025.
Alberta confirmed that there would be no immediate changes to the existng warking
relationship between the Saskatchewan Ministry of Health and AHS, and that Saskatchewan
should continue coordinating directly with AHS until a formal transiticn to ACA takes place. As
of Detober 2025, ACA is fully operational and no major changas to interprovincial
coordination have been identified. Leadership transition is underway following the

announced retirement of interim CEO Dr. Chris Eagle, who oversaw ACA's initial
establishment and implemantation of its governance and accountability frameworks.

2.3.1.1 Mental Health Legislation and Service Protocols

Mental health care delivery in Liovdminster is governed by twao distinct legal framewarks: the
Alberta Mantat Health Act and tha Saskatchewan Mental Health Services Act. These acts
differ in their provisions for involuntary admission, legal documeantation, timelines, review
processas, and designaled authorities.

In emargency situations, first raspanders and clinical staff must determine the appropriate
legisiative frarmewark Dased on the location where the individual was apprehended and their
province of residence. This requirement introduces procedural delays and legal uncertainty,
particularly when rapid clnical decisions are required,

Cperational Implications:

Futune agreaments will need to ingluda new agencies and corporations imwlived in primany can, speciically
Prirnary Carg Alsarta [PFCA) and Ragianal Primary Health Care Metworks [RPHCMS!, inclusion of AZHCNS will
o 0 thedr ooerational $Tatus at tha timea of the agreament.

= UGS a0 M 00 sl O Dolte s ek o =0E-EDETA-NEXin-agenciss
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« Staff must be trained in both Alberta and Saskatchewan mental health legistation,
includhing distinct forms and detention criteria,

= |fanindividual in Lioydminster experiences a mental health orisis and meeats the
criteria for involuntary admission undear either Alberta’s aor Saskatchawan's Mental
Health Act, they cannot be admitted to Lioydminster Hospital given it is not a
designated meantal health facility under either province's legislative framework. As a
regult, individuals requinng imoluntary admission must be transferred to a designated
facility in their respective prosance. The closest Alberta-designated facilities are in
Ponoka (~300 Km) and Edmonton (~250 Km).

=  Procedural errors due to jurisdictional ambiguity may result in legal exposure or
compromised continuity of care,

Continuing Care Facility Standards and Facility Operations

Contnuing Cara Tacilitias in Lisyominster operate under elther Alberta of Saskatehawan
licensure, with each province applying differant regulatary standards regarding staffing ratios,
facility design, and oparational oversight. Alberta generally maintains more prescriptive
raquirements, while Saskatchewan offers greater operational flexibility under its Personal
Care Homes framework.

In Alberta, Continuing Carne covars Home Care, Supportive Liang, and Long-Term Care. The
Alberta Continuing Care Act, effective April 1, 2024, designates spaces in three categorias'™:

Type A: Previously known as Long-Term Care, including nursing homes and auxiliary
hozpitals. Provides 2477 care for the most complex needs by Registared Nurses (RNs),
Licensed Practical Murses {LPNs), and Health Care Aides (HCAs).

Tvpa B: Previously known as Designated Supportive Living. Provides 24/7 health and
persanal care for more complex needs by LPNs and HCAs,

Type B {Secure): Previousty known as Designated Supportive Living, Dementia. Provides
2477 haalth and personal cane with specialized dementia care in 8 secure environment.

Type C, hospice: Provides 24/7 on-site health and personal care Dy specialized healthcare
profeasionals, support stalf, and volunteers.

Continuing Care facilities in Saskatchewan do not have comparable prescriplive
classifications, though facility types are identified in the Facility Designations Act. Special

" Seg Seciion 3.6 - Contnuing Cana for details,
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thority or operated by a provider that has
mies have 24/7 nursing care, physician
lent to Alberia’s Type A spaces. There is
tam challenges, with Alberta

Care Homes are run by the Saskatchewan Health Au
a contract with the Health Authority. Special Care HD
oversight, and therapy services, and are largely equiva
no equivalent to Type B spaces in Saskatchewan, leading 1o sys
providing a service that does not exist if Saskatchewan,

Facilities serving 2 mixed-resident population frequantly face pressure (o adopt Albarta-level
grandards, even wnen licensed in Saskatchewan, 1o meeat axpectations for Alberta-funded
cliants. However, funding levels do not always align with these standards.

Operational Implications:

s LTC hames may be required to operate at Alberta-standard service levals while
receiving Saskatchewan-level funding.

+ Family members often report confusion regarding eLgiDility criteria, fee structures,
and care expactations,

Naote: Staff ane required to adhere to the policies of the jurisdiction in which the facility
operates. Those employed in ALA facilities follow ALA policies and Alberta legislation, and
similarly those in SHA facilities follow SHA policies and Saskatchewan legislation. Some stall
choose to work on both sides of the bordaer, which requires adapting 10 both sgts of policies.
In these cages, dual licensure is mandatory.

2.3.13 Professional Licensing and Staffing

Hegulated health profassionals, including nursas, physicians, and allied health staff, must
hold leansure in the pravince where gare is provided, Givan Lioyominster's integrated delivery
envirpnment, many practitionars are required 1o maintain dual licensure across Alberta and
Saskatchewan,

This dual requirement increases administrative burden, delays onboarding, and presents &
barrier to recruitment and retantion, particularly for new graduates or internationally trained
professionals unfamiliar with the complexities of cross-provincial practice. These
practitioners may choose to work glsewhere in order to avoid the dual lcensure gang

aoministratve raquirements,

Cperational Implications:

» Dual licensure agds cost and time commitmants for individual statt and human
resgurces departments.
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3 Health Services



3.1 INTRODUCTION

The Health Services sections that follow are each organized as follows:

The Current State section describes how the service operates today. It begins with an
overview, followed by the service model (such as scope, delivery, and staffing, as applicable),
key data points (such as historic utilization trends), and the service’s relationships with other
companents in the system (such as local programs, reglonal gites, or community). It
concludes with the key challenges that currently impact the service, The contant in this
section was primarily gathered through engagement with stakeholders, resources and data
shared by the provincial data teams, and onling résearch.

The Future State section outlines how the service is expected to evolva. It includes an
avarviaw of the service line's future direction, service-specific assumptions that underpin the
planning, and directions for future operations along with requirements that would enable their
accomplishment. It also identifies anticipated system impacts, showing how the proposed
changes may strengthen service delivery and integration. The content in this section is
primarily informed by the consulting team's analysis of engagement and data lindings, and is
validated through multiple rounds of engagement with clinical, edmenistrative, and
operational stakeholders.
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3.2 GENERAL PLANNING ASSUMPTIONS

The following assumptions have been included in the development of the demand
projections:

* (Snven the various data sources used throughout the project for each area, the baseline
period selected to serve as the current state and baseline for the future state modeling
15 slightly different among the different areas. The chosen baseline period for each
area is documeanted in each of the program area sections for reference.

¢ All Programs/Services wera given an opporunity to review the baseline data during the
engagement meetings. In these meetings, Clinical and Operational leadership from
gach area were shown grogram-specific activity and utilization analysis, and were
asked to confirm that the baseline data was felt to be appropriate and reflective of
their lived reality.

= Al modelling recommendations arg based on a 13-year planning horizon out to the
yaar A040.

+ The population forecasts are based on the SK Populatien Projections Medium Growth
Scenario provided by the 5K MOH, combined with the publicly available Aloera
Population Projections taken from the Alberta government website (in March 2025).

¢«  The model assumes that the site will continug 10 operate at the same level of
efficiencies 85 is currently seen unless stated otherwise in the program section; No
efficiency improvements have been factored in in terms of reducing patient wisits or
Length of Stay (LOS) uniess stated otherwise in the program section.

# The projection methodology projects the future state utilization growth based on the
population aging and growth rate defined by the Lioydminster Core Service Area,
namealy Vermillion River County Local Geographic Area (LGA) on the Alberta side and
Lloydminster, 5t. Walburg and Maidstone Small Geographical Areas (SGA) on the
Saskatchewan side, Provingial pnaulatinn pr::jecti-:ms wera determined to be sufficient
to forecast growth, with no significant regional developmeant plans being expected to
impact future growth in the area. If actual growth cutpaces projected growth, this
could be addrassed in any future refreshes of the Health Services Needs Assessment
{HSMA].
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3.3 SYSTEM SERVICE MODEL

The primary objective of Lloydminster's health service system is 1o ensure patients receive
care in the most appropriate setting for their needs, with better coorgination across the
continuum of services and across jurisdictions. Achieving this goal is challenged by staff
availability, infrastructure limitations, and systemic barriers such as interprovingial
infarmation-sharing. Within the scope of this project, these objectives and constraints have
informed the following strategy for system change:

Upskilling Genaralist Staff

A central feature of the future system recommends building local capacity by equipping
generalist staff with higher-need specialty skills within a safe and appropriate scope. This
approach would allow Lloydminster to provide a broader range of services locally, reducing
dependence on tertiary centres and enabling patients to remain closer o home without
requiring local recruitment of specialist stafing. As a significant expansion in speciality
service capacities is not anticipated, angoing educational programming could be in place 1o
ensure continued competence among staff to meet some specialized neads.

Supporting Pnmary Care Providers

Primary care providers are recommendad 1o be supported to focus on general pract ==
medicine by increased access to allied supports, streamlined administration, and a ppropriate
overhead supports. In the future, stronger connections between family physicians,
camrmunity nealth teams, and acute services could reduce unnecessary Emergency
Department visits and improve continuity of care. These changes are anticipated 1o create a
system where patients could rely on primary care for most of their needs, with timaly referral
pathways 1o specialist services as required. It should be noted that currently, an impaortant
barrier to achieving this goal in Saskatchewan, is the lack of a streamlined information sharng
syslem (e.g., visits, madication history, immunization records, etc.) between different senice
areas including acute care, primary care, and home care.

Local Accass to Speciatized and High-Acuity Senices

Another significant shift to explore would be in expanding access to specialized and higher-
acuity services within Lioydminster, where warranted by demand, aligned with provincial
policy, and upskilling generalist stalf would not be reasonable. Converting the existing Special
Care Unit into a Regional ICU would allow the hospital to stabilize and treat more complex
patients locally, reducing transfers to Edmonton or Saskatoon. Surgical services could grow o
rmeet rising demand, supported by additional oparating room time, extended hours, and
targeted recruitment. Maternity care could be enhanced by stronger interprovincial referral
pathways. Interprovincial referral pathways should be developed in consultation with the PLA
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and the Provincial Pathway Hub/Facilitated Access to Specialist Treatment (FAST) program to
ensure cogrdination and consistency. Collectively, these improvements may enable
Lloydminster to function more effectively as a regional service hub.

Strangthening Preventative Care

The future system should place greater emphasis on prevention and wallness to reduce
avoidable demand on acute senvices, Enhanced community resources and case
management could support patients before conditions escalate, particularly in areas such as
mental health, chronic disease, and elder care. Emergency Department demand could be
moderated through rapid access' to primary care for lower-acuity patients, expanded
community mental health capacity, and appropriate clinical support in cemmunity to
vulnerable populations. These strategies could help improve health outcomes while easing
pressure gn acute care.

limely Transitions from Acute Care

Reducing delays in patient flow should be a priority. Establishing a Transitional Care Unit
{TCU}™ within the Lloydminster community would ensure patients who no longer require
acute care have an appropriate satting 1o stabilize, assess, and plan for appropriate
community or continuing care. Improved discharge planning, combinad with stronger links to
home carg and community health services, could shorten hospital stays and free up beds for
patients requiring higher levels of care. This would improve both patient experience and
haspital efficiency.

Delaying Continuing Care AODmIS500s

Future planning is also recommended to focus on delaying or avoiding premature admissions
ta continuing care. By supporting family caregivers, expanding respite services, and ensuring
elders have access to appropriate community-based resources, the system could hatp
people remain in their nomes longer, relieving prassure on long-term care facilities while
Supporting dignity and independence for older adults,

Proactive Planning for Future Demand

Population growth and aging will significantly shape future service needs. Primarily due to an
8ging population, Emergency Department visits are projected to continue rising, surgical
demand projected 1o exceed 5,000 procedures annually, and continuing care and inpatient
pressures will increase. Planning 1o meet gemand reguirements in a more efficient system

Tepction 3.7.1.2.3 outlines furtrer datall in relation 1o 1he introduction af a Primary Access Clinic (PAC) in

Lioydminstar.

"" Funnir detall in ralation 10 the overall furctionality of this TGU can be found in section 3.6.7.2.3 of this repart.
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with greater cross-sanice coordination would result in improved health outcomes for the
community. Impartantly, Lioydminster must also be viewed within the larger provingial health
services planning frameworks for its strategic and future needs planning.
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3.4 ACUTE CARE

Lioydminster Hospital currently provides 66-bed inpatient capacity, including 38 medical
beds supported by 8 hospitalist system, 12 surgical beds, 13 maternity beds, and a three-bed
High Acuity Unit (or Special Care Unit) offering step-down care for patients who require closer
monitering or short-1erm respiratory support. Patients requiring advanced critical care are
transferred to tertiary hospitals in Edmonton or Saskatoon. The facility is physically located in
Saskatchewan and operated by the Saskatchewan Health Authority (SHA], with Alberta
Ministry of Primary and Preventative Health Services funding & portion of the hospital services
under the existing MOU. Saskatchewan is responsible for staffing, day-to-day operations, and
capital infrastrucTure.

Acute planning within the scope of the Lloydminster Health Needs Assessment is limited 1o
Lloygminster Hospital to ensure it meets the needs of the surrounding region. The scope of
this study does not include recommendations on service shifts or demand projections for
other acute facilities within the 150 km radius.

Lioydminster Hospital is the primary acute care facility serving the city and surrou nding
region, It provides a range of core hospital services including:

s 247 emergency care

» |npatient medical and surgical units

s Maternity and obstetrics senvices

= Diggnostic imaging and laboratory sgrvices

» Surgical procedures including outpatient procedures

Lioydminster Hospital is designated as a Regional Hospital by the Facility Designation
Regulations (Saskatchewan Regulations 74/2017)"%. As a part of these regulations, the
hospital is required to provide:

i. Medical services
ii. Basic radiography and laboratory Services
iii. Fluoroscopy and computerized tomogrephy diagnostic sarvices
v,  Emergency stabilization services
v. Observation and ass@ssment senvices
vi., Corvelescant and palliative care
vii.  Surgical senices
viii.  Obstatrical services
%,  Intensive care servicas

'" See Appendix 4.3 Haalth Acts and Regulations.
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v. Specialty medical services in the areas of internal medicing, general SUrgery.
obstetrics, 8nd gynascology

Regional hospitals may also provide:

i. Specialty medical senicesin greas including, but not limited 10, orthopaedics,

ophthalmology, urology and otolanmgology
i. Rehabilitation Services
i, Long-termcare _
w. Health assessment and sCreening Seniaces
v. Counselling services
vi. Therapy services
vii. Referral senvices
vili.  Health education services
. Health promotion Senices
x. Disease and injury prevention Serices
«. Chronic disease management SEMVICES
«i.  Disability management senices

At present, Lloydminster Hospital does not offer intensive Care Senvices despite regulatory
indications. Battleford's Union Hospital, located 1.5 hours by vehicle from Lloydminster, isthe
nearest facility that offers intensive care SaMVICes,

\Within the core service area, there are other acute care sites offering limited services in
vermilion, Maidstone, and Turtleford, There are many acule care facilities within the extended
sarvice area, the most significant being Battlefords Union Hospital, which is also designated
as a Regional Hospitsl. Battlefords Hospital offers a similar scope of services as Lloydminster
Hospital, including emergancy, medical, surgical, obstetric, and psychiatric care, as weil as
an ICU and diagnostic imaging Services.

Within the hospital, the Lioydminster Community Cancer Centre delivers cancer treatment
services under dual provincial programs, ensuring residents on both sides can access
chemotherapy and related cancer care close to home™. The hospital also offers maternal
services, supporting low- to moderate-risk pregnancies, with capacity for both scheduled and
emergency caesaraan sections and epidurals. Its maternal unit includes three birthing rooms
and_13_antapar1um and postpartum beds. In addition, Lloydminster Hospital provides
pediatric surgical procedures and stabilized pediatric care within the agult acute care unit.

®The hospital has historically provided healihcara sarvicas und

lly p er contract with AlDerta Health Servicas (AHS] to
a-uppufi the Alberta population in the region, although the contract retationship may change in the I'1.|l:l.1rvE:l:I|'.'l-| :
following the new restneturing in AlDerta and the establisnment of Acute Care Alparta.
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Originally built in 1986 1o serve a population of 15,000, Lloydminster Hospital has not
undergone significant expansion despite the city's population doubling since then. The SHA
indicated that the inpatient catchment population for Saskatchewan residents was 21,772 in
2023-2024. Between 2021 and 2024, Lioydminster Hospital reported an annual average of
48% of inpatient discharges associated with Alberta Health Card holders, Using that as a
proxy for the Alberta catchment population, the hospital serves approximately 42,000 paople.
The catchment population is not the same as the population within the 150 km sérvice area
indicated in this study, as many communities within the area are served by local hospitals,
with higher-level services accessed in Edmonton and Saskatoon. Nonetheless, the expansion
of services at Lloydminstar Hospital may potentially lead to attracting a larger population 1o
the facility from surrounding areas.

3.4.1 Emergency Department

0 0 s | Current State

3.4.1.1.10verview

The Emergency Department (ED) is & central entry point for acute care, with 14 treatment
spaces. These include a dedicated resuscitation bay for trauma or lifa-threatening
prmeargencies, ganegral treatment bays for urgent and semi-urgent patients, and a designated
observation bead for psychiatric care. The ED operates 2477 and i3 equipped 10 manage a full
spectrurm of medical and surgical emergencies, from acute cardiac and respiratary
presantations to injuries reguiring stabilization prior to surgical intervention, Staff are trammed
to provide emergency pediatric care as wall, ensunng that both adult and child patients can
be assessed and treated on site.

3.4.1.1.25ervice Model

The ED operates as a Tier 3 Emergency Department (Regional Hospital level of zervice), and is
capable of handling resuscitation, laboratory, and medical imaging services. It is open 24/7 10
assess and manage urgent and critical cases for anyone who requires these services. Patients
arriving at the ED are tnagad based on saverity using the Canadian Triage and Acuity Scale
(CTAS), 50 that the most urgent and life-threatening cases are treated first, and those with less
critical needs are saen in turn. CTAS levels and definitions are outlined in the table below.
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Tadnia - Canadian Tnage and Acwty Scaia

Lewed Definition
CTAS T - Conditions that are mmat-e:ning 1o lila of immanant sk, immadeate nterantion i regquirad.

Resuscitation Exarmples may nclude cardiac arrest. sevarg respiratony Gisiress, magor trauma.

Cias 2 - Conditions that could potentially threaten lite, Umb, of Function it not ineated quickiy. High nisk
of detenoration, Examples may include chest pain suggestve of myocardial infarction, stroke

Emergent SyTIpIOMS, Severe gsthima attack.

CTaS3- Comditions that cause significant discomiart oF digabality oF Rave DOtEntial 1o datenarate, Mot
mamedetely e -threatening. Examples may include moderate abdominal pain, high faver in

Lirgant adults, moderate ssthma attack.

CTAS 4 - Conditions that related 10 palient dge, disiress, or nsk of comphcatans but are not likely to
deteriorate rapedly. Examples may include minar frectures, mild asthma exaceroation,

Lass Urgant lacerations nesding closune.

CTAS 5= Conditions that are stable, non-ungent, and not Ukely to detenorate. Often couwld ba managed

in primarny care. Examples may include mild cold, prescription rafill, chronic problam fallow-
Mesn-LUrgarn g

Following renovations in 2012, Lloydminster Hospital introduced a Fast Track Zone in the ED
ba improve warkflow and reduce wait times for less urgent patients; this area is usually not
staffed and oparational. In practica, low CTAS patients (including CTAS 4 and 5}, are triaged
and sean with the entire gpresenting population.

Formal connection with primany carg 13 not available. The Prairie North Health Cenire service
model intention was 10 operate after hours care to divert low acuity ED presentations, but due
to staffing shortages it 15 unable 10 provide extended hours,

The ED is staffed by emergency-trained nurses and physicians, typically with one physician
covering all 14 treatment spaces. The physician care is provided under a fee-for-senvice
model. Mursing staffing levels are astablished based on operational needs, rather than
provincially established ratios.

Liowdminster residents have access to Advanced Life Support (ALS) paramedic care through
Medavie Blue Cross and WPD Ambulance, which provide pre-hospital interventions such as
cardiac care, respiratory support, and medication administration to stabilize patients before
they arrive at the ED. The EMS system in Lloydminster is co-ordinated between SHA and ACA.
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Service is organized into Emergency Service Zones (ESZs). WPD held the Saskatchewan
contract under legacy agreements, and Medavie Blue Cross was contracted on the Alberta
side. Although this contract was tied to zones and is currently the subject of a dispute
resolution process, the system is intending to shift towards a ‘closest available ambulance’
maodel, with a desire 1o move to a single ambulance provider having previousty been
indicated. In current practice, WPD is dispatched first for Saskatchewan calls, and Medawvie
Blue Cross units are available to supplement coverage when naeded from Alberta.

Most patients receiving EMS services are transported to Lioydminster ED, with diversions
accurring when reguired based on bypass protocol or operational needs, for example, stroke
patients may be taken to Bautiefords if CT services in Lioydminster are unavailable. Rare
exceptions, such as Code Orange mass-casualty events, may also necessitate alternate
destinations.

When patients present at the ED with mental health concems, they are assessed by ED staff
and are held until psychiatric evaluation is possible, if they are considered a danger o
themselves or others. On-call psychiatry is available, though limited, 5o patients requiring
azspsament wait in ED for sometimes several hours. Lloydminster does not have a dedicated
inpatient mental health unit, so certified patients are genarally treansferred to the mental
nealth inpatient unit at Battlefords Hospital (Saskatchewan residents) or Ponoka Hosgpital
[Alberta residents). Non-certified patients may be discharged with follow-up care to mental
health community teams, which include nurses, social workers, ana case managers, though
care coordination with community is limited. More discussion of the mental heglth
emergency system can be found in Section 3.7.1, Mental Health Emergency and Acute.

3.4.1.1.3Key Data Points

Relative to 5 years ago, annual Lieydminster Hospital Emergency Department (ED) wisits have
declined by -&% {or ~1,500 fewer annual ED visits), from approximataly 25,300 ED visits in
2019/20 to 23,800 visits in 2024/25, However, despite a reduction in ED visit volumes, the
number of hospital admissions from the ED remained consistent a1 ~1,300 annually,
reflecting an increase in the hospital's ED admission rate from 7.8% up to 8.3% in 2024/25.
The following information provides 8 summary related to the current state of the Lioydminster
Hospital ED:

s Patients presenting themselves to the Lioydminster ED in 2024/25 were more acute
than in previous yvaars, Canadign Trigge and Acuity Scale (CTAS) 1 and 2 patients
visiting the Lloydminster ED made up 13% of the ED visits in 2024/25 compared 1o
anly 119% in 2019/20. In addition to this, CTAS 3 patients made up 33% of total visits in
2024/75 pormparad to 29% in 201920 further ingicating a shift towards a more acufle
vigitor profile,
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Patient Length of Stay in the ED has increased, with patients spending an additicnal 2
hours longer in the Emergency Department (on average) than before, and an average
ED LOS increasing from 3.7 hours in 2019720 up to 5.8 hours in 2024/25 from the time
of patient registration to disposition. In comparison to peer community hospitals in
Saskatchewan (i.e. facilities with comparable annual ED visits between 10k to 30k, as
seen in Lloydminster Hospital), the median ED LOS seen elsewhere is 2.6 hours,
which is half of the wait time an average patient is experiencing at the Lloydminster
Hospital ED. When comparing Lloydminster Hospital to its peers, it has the highest ED
LOS. (Do note that from an acuity perspective, Lioydminster Hospital was found 1o
have a similar median proportion of CTAS 4 and 5 ED visits relative to its peers,
indicating that patient acuity is likely not influencing the langer length of stay seen
onsite).

In 2024425, the top most common visit categories at Lloydminster Emergency (based
on Comprehensive Ambulatory Classification System (CACS) codes) were patients
that “left without being seen or triaged and not seen” (LWBS), making up 15% of total
annual EDvisits). During the same period, patients with “Disease or Disorder of the
Digestive System with or without Minor Intervention” accounted for 9% of total annual
ED visits. This meant that roughly 1 in every 6 patients (or ~3,500 total annual ED
visitors) who presented themselvas in the Emergency Depariment at Lloydminster in
2024/25 did not see a physician. In comparison with peer hospitals in Saskatchewan,
Lloydminster ranked the second highest in the proportion of LWBS ED visits, with only
the neighboring Battlefords Union Hospital showing a higher proportion of LWBS visits
(8t ~19% of annual ED visits). Overall, paer hospitals showed a median LWBS ratio of
4% {or 7% when excluding patients with a *Z" diagnosis - see below), which is
cansrderably lower than the ratio at Lloydminster Hospital.

When looking further into the ~3,500 annual LWBS visits in 2024/25, roughly B0O visits
looked to have an associated *Z" ICD diagnosis assigned, which is typically used 1o
indicate when a patient is accessing hospital services for reasons other than illness or
injury {e.g. for other social and lifestyle factors including homelessness, lack of family
support, atc.). Overall, the ED visits with a "Z" diagnosis have increased from ~1,000
annual visits in 20719/20 up 10 ~1,400 in 2024/25 suggesting a potential increase in
social issues or systemic gaps in the community being served.

Mental Health [MH) related ED visits constituted roughly 4% of the total Lioydminster
ED wisits in 2024/25 (or ~1,000 annual ED visits), with half of these MH-related ED
visits being for CTAS 4 and 5 patients. For patients with a MH diagnosis, Lloydminster
showed a higher proportion of lower acuity MH patients visiting the ED when
compared to the peer sites in Saskatchewan (where the median percentage of MH ED
vigits for CTAS 4 and 5 patients was 40%),

In 2023/24, there were 299 patients who were residents of the core service area who
utilized hospitals outside of Lloydminster for MH-related reasons. Of these, few were
transfarred to Saskatoon or Regina (5% and 3% respectively), largely utilizing facilities
in Morth Battleford, Edmonton Zone {28%), and Central Zone (21%).
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31.4.1.1.4Key Relationships

Key relationships for ED include:

EMS: ED and EMS, including both WPD and Medavie Blue Cross contracted providers, work
closely together for coordinated emergency pauent care.

inpatient Units; Patients are admitted to inpatient units when required following ED
assessment and management. Coordination for bed availability is required and capacity in
both inpatient and emergency spaces s limited. At times, patients are admitted to ED as
inpatients when medical beds are unavailable.

Other Sites: Based on protocols, pravincial policy, and capacity, patients are transported wo
ather sites when they reguire Higher Level of Care (HLOC) or when required operationally - for
example, due to stafting shortages.

Cammunity Mental Health: Mon-certified mental health patient presentations may be
digscharged to community mental health teams, although in the currant state coordination
and information transferis limited.

Primary Carg: When patiants are discharged with instructions to follow upwith their primary
provider, information sharing should take place including discharge summaries. Additionally,
On accasion patients may be diverted to primary care following ED presentation for low CTAS
issues.

3.4.1.1.5Key Challenges

Emergency Department Fressuras

The Emergency Department provides broad-based care, but its role as the first point of
contact for many patients underscores several challenges. While the ED is well equipped for
resuscitation, psychiatric observation, and pediatric emergencies, it absorbs high volumes of
patients whose needs might otherwise be met in community settings. Rising acuity in
prasantations also increases the complexity of stabilization before transfer (o termiary
facilitiag,

Length of Stay and Patiant Flow

Ona of the most significant challenges for the ED is prolonged LOS, due to systemic
inefficiancies in patient flow, including one provider serving all 14 spaces, delays in specialist

58




consultations, or access to inpatient beds. Though exact volume of these patients was not
known due to the aggregation of data, it was identified by stakeholders that inpatient bed
shortages can result in admitted patients baing held in the ED for a prolonged pariod,
raducing available treatment spaces and slowing throughput for new arrivals. This issue is
further exacerbated by challenges associated with outflow, particularly, ALC patients and
capacity imitations in Continuing Care.

Patients Leawng Without Being Seen

The ED experiences a high proportion of patients Leaving Without Being Seen (LWEBS). Many of
these cases are low-acuity patients or indnviduals with social factors recorded under "£"
diagnoses, such as homelessness or lack of famity support. This high LWBS rate reflects long
wiait times, insufficient fast-track services, and imited alternatives in the community for non-
uUrgent concerns.

Mantal Health Care Capacity

Mental health presantations make up approximately 4% of ED visits, and staff face significant
challenges in meeting mental health patients’ neads. On-call psychiatry is limited, and
patients requining psychiatric evaluation often wait for several hours in the ED, which is not
designed 10 secure holding standards. This poses a safety risk to patients and stafl. Once
sean by psychiatry, certified patients are routinely transferred 1o other sites with mental health
inpatient care, including for short LOS or stabilization. Non-certified patients are discharged
with referrals o community mental health teams, and coordination batween the ED and
community senvices is limited, resulting in gaps in care and potentially avoidable
presentations.

Alignment Batwean Service Modeal and Damand

Although the ED established a fast-track zone to manage high volumes of lower-acuity cases,
this area is usually not stalfed and therefore not operational. As a result, all patients,
regardless of urgency, are managed in the same treatment stream, which causes delayed
care for low acuity patients. Efforts to divert low-acuity cases through Prairie Morth Health
Centre have been unsuccessful due to staffing shortages, and imited walk-in capacity is
available in the community. AS a result, the ED is the anly option for unattached or after hours
patients requiring non-urgent care. Primary care shortages increase the burden on the ED and
contribute to congestion and long waits.

Systemic Pressuras and Coordination Challenges

The ED alzo faces challenges ralated to broader system coordination. EMS transport
protocols occasionally require patients (o bypass Lioydminster when services such as CT
scanning are unavailable, and inpatient capacity constraints can requira patients to be
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3.4.1.2.10verview

The Lioydminster Hospital Emargency Department (ED) is the central provider of emergency
care for the region, with a pproximately 23 000 visits annuaily. Demand has shified toward
nigher-acuity presentations, while persistent issues such as long wait times, high rates of
patients who were LWBS, ED boarding due o inpatient bed shortages, and increasing
volumes of mental health cases continue to Create pressure.

Gap: The ED manages ~23,000 visits ann ually, with increasing acuity and a 12% LWBS rate.
Single-physician coverage, lack of urgent cara alternatives, and insufficient mental health
supports contribute 1o inefficiencies a nd patiant risk.

Recommendation for Cansidaration: Introduce additional providers, such as Physi cian
Assistants (PAs)?, to support the physician’s workioad during peak hours, embed a dedicated
Mama.l Health Nurse, and develop a Mental Health Short Stay Unit within the ED footprint
Esta b!llsh a Primary Access Clinic (RAC) offsite at a primary care clinic to provide nextvﬂay-
appointments for diverted low-aculty presentations. It should be noted that these potential
golutions would likely require additional staffing. ™ -

hE[l;;;?{ai' 4'9" : re fo I: Recuced wait times and decreased LWBS rates, improved ED flow
uality of ca r mental health presentations, and 5t )
; ; rengthened in

COMrmiunm “?_hawﬂ care. E edi EEErEt!D T with

! PA DrCTICE Unde! - :
PAs ﬂnnui::ﬂ:ﬁJﬁr":- r;?,.ﬁ:ii:::;;’: :;j::;ig:ﬂlzzag:r ?E; ing or staffing consigerations involving
Asara's Haglty Prof Nkl nt. of P practice is gefined in Schiedus i

- iah o ks :ﬂ :::I;H:l“:fi:iihl’-ﬁ! Undar the HPA, certaln neaith services ane cesignat:; nsmf:s?r-znl:;
A iy B Y Sk et T_'EE!' present 1o patients and the publc: @ comprahensive list of thess ﬂ:;w e
i e ey M H”’*:;'EE of Prysician Assistants includes both restricted and ﬂ::lrl-'estrlc;eu
activities only under the su:;a-';.-xara ealth Prafessions Restrictad Acthity Regulation, PAs may perfo e

i n of a physician, ¥ periarm ragincied
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3.4.1.2.25ervice-Specific Assu mptions

The 2024/25 baseline period was selected to drive the future state projections for this area.
@

i jecti del also
Aside fram accounting for population growth and _agamg. the ED ;ﬂ;ﬁm:ﬂnﬁ it
considers the following potential future staté senvice ghifts and

projected ED visit demand:

uce the

o ot e o e

ED patient Length a ut, ; : Anasttion. Given
aer median ED LOS of ~2.5 hours from patient ragrstfa_utmn to
:::ﬁma reduced wait time would only be maamg I:;: gﬁﬂgneﬂ E msa !;;ntdn ;u:m i
i me of the community and surroundi ] :

ﬁl:::;ﬁ?ﬂpﬂﬂﬂd to draw in additional ED uisi_ts to Lln'_.rdmtnster‘ s::lﬂew due to
improved wait times, but would likely improve patient care subst&nr._m y. y

« Improving community support (8.8 through adding temporary hnq_.ls_mg for uni;nusu
individuals and extending primary care and commu nity walk-in clinic hours of f,
operation, etc.) in the region could help the site reduce the nun_1t=e:r of ED patient visits
for reasons other than acute iliness or injury {i.€. with "Z" ICD diagnoses) t:ua_:k to
2019/20 levels. This would aiso be expected to reduce the ovarall LWES ratio !m_m
158 down to 73 (in line with the peer SK facilities) as some LWBS patients will likaly
be seen elsewhera in the community. "

= Having access to two dedicated shori-stay inpatiant hospital spaces o Etﬁmlﬂﬂ_
Mental Health patients would also improve care significantly for these patients given
the number of MH patients currently being seen at and/or transterred out of the
Lioydminster Hospital for psychiatric care currently. With additional MH training 'r-:!r the
ED staffing, and the additional short-stay MH inpatient capacity, the hospital will likely
draw in additional ED patients who are currently receiving care in other Lloydminster
service area hospitals. Based on the stakeholder engagement in this project, it was
determined that this would likely result in an +30% increase in ED Mental Health visits
annually given Lloydminster's location and neads within the community.

3.4.1.2.3Future Directions

To address the challenges in the current ED system, several senice shifts are recommendead
to be considered, Physician Assistants (PAs) may be introduced during peak hours to support
physician workload, enabling them to focus on higher-prionty tasks. Murse Practitionars [(MNPs)
could remain priontized for primary care expansion, not ED staffing, as these positions are not
available in unlimited supply and NP skilisets are well-suited to primary care environments.
Mental health services could be strengthened with the addition of a dedicated Mental Health
Murse in the ED and the upskilling of ED physicians in mental health and addictions. A Mental
Health Short Stay Unit (MHS5LU) is proposed within the ED footprint to maximize staffing
efficiency, leverage specialist resources, and provide safe short-term stabilization. The
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creation of new Transitional Care capacity and weekend discharge processes will reduce ED
boarding. Together, these could work to increase ED throughput and ease tha strain on
hospital resources. The Home Health (HH) team’s discharge function should be located
within the acute care setting alongside a discharge coordinator, However, the team should
continue to report administratively to Home Health, due to the importance of maintaining
aperational coordination between acute and community settings. This could help speed up
discharges and free up beds, improving patient flow through the Emergency Department.

The development of an offsite Primary Access Clinig [RAC), integrated with pnimary care in
Saskatchewan, could provide a structured pathway for CTAS 4 and 5 patients who do not
require emergency care. Because the current nursing scope does not allow nurses to
discharge patients, triage and registration processes need to occur together. This combined
approach enables patients to be assessed and diverted to a next-day primary care
appointment without first being admitted to the ED. It also reflects an emerging best practice
across emergency departments, streamlining the patient experience by eliminating an extra
step and enhancing overall patient flow. The PAC model has the potential to significantly
reduce LWBS rates, improve patient satisfaction, and strengthan linkages batweean
emergency services and community-based care. The Primary Access Clinic is best suited to
operate as an SHA-pperated facility with after-hours access from 3 pom. 10 7 p.m., as part of
anextendad hours modeal that addresses the lack of u rgent primany care in the community,

Note: Consideration for establishing an Urgent Care Centre at LH was initially
considered; however, stakeholders advised against this approach to avoid drawing
additional demand to the hospital. The intended functions of urgent care are
effectively addressed through the current recommendations (namely, the expansion of
walk-in and rapid-access primary care senices, along with improved coordination with
diagnostic services) all delivered within a community setting rather than the space-
constrained and higher-cost acute care environment.

Projectad Requiraments

Staffing adjustments are central to improving ED function, PAs may be added to peak shifts to
support physician workload.

Mental health capacity could be significantly strengthened by introducing a dedicated Mental
Health Murse into the ED, complemented by targeted training for ED physicians in psychiatric
assessment and management, The MHSSU, which may be established and placed within the
ED unit, could provide 24-to-48-hour stabilization, supported by existing ED infrastructure
and staffing efficiencies. Given that the ED is currently the first point of entry for patients with

#Tnere are curtent rasdurce chailenges related to the availability of PAs. The University of Calgary is training &
2026 cohon of 20 PAS, which presents a potential future pigeline to support primary care, RAC, and £D senvices.
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mental health and substance use crises, the location of MHSSU within this unit is congideraed
a prudent approach.

The PAC would require additonal clinic staffing, Likely involving family physicians or genaral
practitioners supported by clinic nurses and scheduling coordinators, Integration with Prairie
Marth Plaza and loecal primary care natworks will be cntical to ensuring patient flow between
the ED and next-day clinic follow-up. The implementation of this PAC may leverage off the
pracess, protecols and learnings from AB RACs,

Additional allied health staffing, including physiotherapy, occupational therapy, and social
work, would be required to enable weaekend discharges and reduce ED boarding.
Coordination staff would be needed to manage pathways with the PAC and other community
providers, All staffing changes would require alignment with union agreemeants and crogs-
jurisdictional health professional college licencing requirements. Additionally, the pipeline for
Physician Assistants is currently vany small, and recruitment may be a challenge due 1o the
small pool of qualilied professionals, though stakeholders indicated system improvemants
are underway in this area.

Lioydminster Hospital will need (o accommodate approximataly 25,700 annual ED visits by
2040, This is equivalent to approximately +1,800 additional annual ED visits by 2040, or an +8%
growth in annual ED visits beyond what was seen in 2024,
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Figure & - ED Projecher Requiramants

The Demand Projection results suggest that Lloydminster's annual
ED visits will grow from ~23.8k to ~25.7K,
a growth of +1_ 9k visits {+8%) from 2024 to 2040
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3.4.1.2.45ystem Impacts

The EDs primary challengas stem from incréased acuity, limited alternatives for non-urgent
carg, and bottlenecks in admission and discharge. The LWBS rate has risen to 12%, reflecting
both patient frustration and capacity constraints. The high LWBS rate is due to a number of
factors, including an increase in ED visits linked to mental health and addictions and
homelesaness, with the ED serving as a community respite space, particulary in the winter.
Additionally, admitted patients often remain in the ED due 1o high ALC rates, which reduces
available treatment spacas and limits overall throughput.

Introducing PAs to support physicians during peak hours could expand care capacity without
requiring a second physician model. Embedding a Mental Health Murse and creating an
MHSSU in the ED would improve patient and stalf safety, enhance quality of care, and reduce
long psychiatric boarding times. The introduction of new Transitional Care beds and improved
weekend discharges would ease inpatient bottlenecks and support more efficiant patiant
flow. The PAC would also provide an essential outlet for non-urgent cases, reducing reliance
on the ED for primary care. By diverting CTAS 4 and 5 patients 1o next day scheduled visits, the
PAC would alleviate pressure on ED staff, shorten wait limes, and help ensure that ED
resources remain available for true emergencies. It should be noted that some CTAS 4and 5
presgntations, inmuﬂrng those who are LWBS, are mental health presentations for patients
segking refuge from cold weather and outdodr iving; these patients would not be diverted to
the RAC, and should be supported to connect 1o community resources from the MH nurse an
staff.

B




3.4.2 Surgical Services

31.4.2.1 Current State

3.4.2.1.10verview

Lloydminster Hospital provides a broad mix of surgical services, ranging from general surgery,
orthopedics, and cbstetrics/gynecology to Ear Mose and Throat (ENT), ophthalmology, and
andoscopy, serving both Alberta and Saskatchewsan populations. Demand has steadily grown
over the past few vears to currently over 3,500 urgent and elective proceduras completed
annually across two main Operating Booms (ORs) and a semi-dedicated Obstetnc (OB)
surgical suite. The hospital plays a central role in ensuring regional access o moderate-
complexity surgery, while more complex specialties such as cardiac, vascular, and urology
continua to be referred to other centres.

Although OR utilization 15 consistently high, surgical waitlists have increased faster than local
capacity, with mare than 1,100 patients waiting for procedures by the end of 2024/25. Certain
specialties including orthopedics and ENT face particularly longer delays. At the same time,
Limited specialist and allied health availability create additional bottlenecks to timely access
and efficient patient throughput.

3.4.2.1.25%ervice Model

Lloydminster Hospital provides a wide range of surgical services, Including general surgery,
obstetrics/gynecology (including C-sections), orthapedics, dental surgery, ENT,
ophthalmology, and endoscopy, providing both urgent and elective care including day
surgeries. Services are focused on general and moderate-complexity surgeries; cardiac,
vascular, and urology ara refarred to tertiary centres.

The program serves a mixed urban—rural population across Alperta and Saskatchewan. Key
service groups include emergency and trauma cases, older adults needing orthopedic
procedures (particularly joint replacemeants), obstetrics patients requiring surgical delivery,
and specialty patients (e.g., EMNT and ophthalmology] who often travel long distances.

Procedures are carriad out in two main operating rooms, complementad by a third procedure
space (OB suite) used for minor proceduras and obstatric surgeries.

3.4.2.1.3Key Data Points

Between 201920 and 2024/25, the Lioydminster Hospital Main ORs saw a +3% increase in
annual surgical OR volumes, with the site going from performing approximately ~3,350
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- ries
surgeries in 2019/20 up to ~3,500 surgeries in 2024/25 (equivalent 10 1?r?t;nen:!i§?cr§teﬂﬁ
being performed annually). This excludes Encoscopy HEHVEY mp'.:'?nmfn s of OR capacity
Endoscopy suite. This increase in volumnes translated into ~2 addumr;a.n :nu1rg-rjn el

3 o i 25 than were used in an average Week | et i s
being utilized per week in 2024/ fOR acity being utilized
; ; were 91 hours © capacity
% in weekly OR capacity used. In total, there e -
ﬁg:iﬁek in 2321;25 {compared to B3 hours per week in 2019/20). The following information

provides a summary ralated to the current state of the Lloydminster Hospital Surgary
Program:

m ~500 patients waiting for surgery in the beginning

e The surgical waitlist nas grown frov .
r 1,150 patients waiting by the end of 2024/25, mare than
e ¢ an increase in

doubling in size. The overall waitlist growth was mainly driven Dy s Anih
gemand for the Orthopedies, General Surgery and Otolaryngology i g
these divisions’ individual waitlists each growing by +60-122% within the last year.

e Despite the growing waitlist demand, the number of patients waiting 2 times longer
than their clinical diagnosis-based wait time target made up only 4% of the overall
number of patients waiting at the end of 2024/25 (with roughly 40 patients hﬂ"‘”n%
already waited more than two times longer than their target by the end of 2024/25).

« Despite having very few long waiting patients, the percentage of patients waiting longer
than their clinical diagnosis-based wait time target at Lloydminster Hospital looks (o
have remained fairly consistent and decently high over the last two fiscal years, with
roughly 20-30 percent of all patients waiting for surgery at any paintin time being
patients who have already waited longer than they should have (i.e. are out of target).

o (Ofthe 3 main ORs, OR 1 and OR 2 showed an average utilization rate of ~85-88% in
2024/25. OR 3, which is the semi-dedicated Obstetrics OR, was caplured (o have a
surgical activity utilization of ~B0%. The lower utilization captured in this OR is partly
cue to the allocation of this dedicated capacity to perform unscheduled C-section
cases as they present to the hospital (i.e. there will be times where no cases prasent
and therefore the room will be unoccupied, but needs to be available) as well as the
usage ol this room to perform othar minor procedures (e.g. Cataracts and “lumps and
bumps”) which are not recordad in the same surgical data capture. Overall utilization
of OR 3 is therefore likely higher in reality than represented above, but could still
represent potential oppartunities to decant activity from this location that does n ol
require an OR environment/statfing [e.g. these that could be done in a procedure room
sglting if ona wag available).

* Qutside of Lloydminster Hospital, annually in 2023/24, 500 schedulad Cataract
surgeries were parformed on Lioygminster Core Service Area residents that travelled to
anotner hospital site to have their surgeries.

* Roughly 200 Urology surgeries (excluding Cystoscopies) were perfarmed an

Lloydminster core service area residents that travelled to another site 1o have their
surgeries performed in 2023/24.



3.4.2.1.4Key Relationships

Key relationships for Surgical Services include:

ED: The OR works closely with the ED for urgent Cases raquiring surgica'l'lntan-anlipn. Ak
including emergency general SUrgery, arthopedic trauma, and obstetric memm:e:;m ;;:; .
coordination is essential to minimize datays, particularty given OR capacity may Dé

peak utilization times.

Inpatient Uinits: Patients may be initially admitted 1o inpatients units pﬁf-upamt'waty or
following procedures, if further observation or care is required. Bed availability and turnlwar
directly affect surgical scheduling, recovery times, and the ability to manage both elective and

emergant cases.

Other Sites: Patients requiring higher-acuity surgical senaces not uﬂen‘s_d EtLil:I"_ulﬂl'I'l:il'l-Etﬂl' (e.g..
cardiac, vascular, urology, or complex trauma) are referred (0 larger regional or tertiary
centres, typically in Edmonton or Saskatoon.

Primary Cara: Primary care providers play a key role in pre-opearative referral and ::ln-s_t-
operative follow-up. Timely communication and clear discharge information are n::rllllf.:.al for
ensuring continuity, reducing post-operative complication and likelihood of readmissions,
and supporting patients in rural areas who may face long travel imes.

3.4.2.1.5Key Challenges

Four key challenges were identified through the engagement process and data analysis.
Capacity Constraints

With only two main ORs and a semi-dedicated obstetric OR handiing over 3,500 cases
annually, volumes consistently exceed available capacity. This drives persistent waitlists as
described above. Previous attempts to expand operating hours beyond the standard schedule
for the current ORS were unsuccessful due to lack of uptake by surgeons, Beyond elective
waitlists, the absence of weekend surgical services contributes to bottlenecks with regard to
urgent cases; for example, orthopedic traumna cases often remain admitted over weekends
awaiting surgery occupying beds and delaying new admissions.

Specialist Availability

Although the hospital supports a wide range of surgeries, specific specialties such as cardiac,
vascular, and urology are unavailable locally, requiring referrals to tertiary centres. Existing
programs like ENT remain limited due to part-time surgeon availability. This factor is partially
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3.4.2.2 Future State

3.4.2.2.10verview

The Lioygdminster Hospital ensures sccess to moderate-complexity surgaries locelly, while
higher-complexily cases are referred to tertiary centres. Surgical demand has steadily
increased in racent years, placing pressure on existing resources and driving & growing
mismatch batween capacity and need. The future state focuses on add ressing wait imes and
inefficiencies in inpatient throughput, while also ensuring future readiness th rough expanded
infrastructure and specialist recruitment.

Zap: Despite nigh levels of utilization, walllists cont inue 1o rise faster than local capacily can
av:.v:.nr'_h modate. Patients in cartain specialties experience prolonged delays, compounded By
part-time surgeon availability and the absence of specially S8rvices witnin Ligydrminster.
Inpatient stays are prolonged a5 & result of inefficiencies caused Dy limited alliea health
coverage after-hours and on weekends, further contributing to urgent case backlogs.

Recommendation for Consideration: The Lioydminster Hospital would require an expansion
of OR capecity equivalent to an additional 29 hours per week to meet projected demand of
approximately 5,400 annual procedures by 2040. Achieving this target woulc require
extending operating hours, incluging the introduction of weakend surgical services,
recruitment and retention of additional surgical specialists, perioperativa nurges, and allied

r:ga:_:n professionals, and potentially, expansicn of Medical Device Reprocessing Department
if needed. |
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Fotential System impact: Reduced wait times, improved equity of access, decreased
unnecessary transfers to tertiary hospitals, and enhancement of patient cutcomes and
overall care expeniences within the region.

3.4.2.2.25ervice-Specific Assumptions

The 2024725 fiscal vear was selected as the baseling period to drive the future-state
projections for this area, Aside from accounting for population growth and ageing, the
Surgical projection model also considers the following potential service shifts and the
resulting impact on the projected Surgical volumes and capacity:

The recent waitlist growth was determined to not be sustainable or representative of Likely
future growth patterns. Specifically, the dramatic waitlist growth seen over the last couple of
yvears for the Orthopedics senvice was driven oy a central referral system that was put in place
regionally that allowed Lloydminster Hospital to suppaort the karger regional demand by taking
on patients from other jurisdictions on & short-term basiz. This resulted in an unusually high
intake of patients to the Lioydminster Hospital over the last year and a large number of non=
Lioydminster residents being served, a pattem which is not likely expected to continue as
capacity and access improve for other hospitals for these patients to be served within their
home heakth regions. For Otolaryngology, the waitlist growth was driven by the relocation of
the primary surgeon from Lioydminster to Edmonton, resulting in the referral of a significant
number of out-of-catchment patignts to the Lioydminster Hospital for surgery with this
physician. As these patterns are unlikely to continue into the future, the model does not
assume this rapid waitlist growth rate will continue and will not suggest additional future
capacity will be reguired to sustain it. Despite the waitlist being assumed to stabilize for
Orthopedics, the model assumes that the site needs an additional Friday Orthopedics slate
to handle the current workload.

There are a significant number of Lioydminster residents currently receving Cataract
surgeries outside of the Lloydminster Hospital, and it therefore could be considerad that there
is sufficient demand to warrant additional Cataract surgical capacity at Lloydminster Hospital
o support patients in receiving care clozer to home. The addition of one Cataract slate per
weak at Lioydminster Hospital would support this goal, with the capacity being suggested 1o
be added on aweekend 50 as to not impact the already limited OR capacity available to other
senvices during the week. This will likely represent a net gain in terms of annual surgical
volumes for the site and would also support increased access for this type of care. It is
considered that any potential impact on the requiregment for inpatient beds would be
considared 1o be low given that the majanty of these surgenes would be day-care cases only.

Given the demand for the Urology surgical service for Llioywdminster patients who are currently
traveling elsewhera for surgery, it would likely be beneficial to introduce this sarvice on site o
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improve access for these patients closer to home. An additional slate of OR t-m& could likely
be reasonably accommodated within the existing capacity of OR 1 and OR 2 given the current
utilization patterns, and assuming a very short profile of case types will likely be seen for this
service as is seen eisewhere (e.g. an average case duration of ~1 hour per case). This will
represent a net gain in terms of annual surgical volumes for the site. The model assumes that
the site could manage the Surgical Day Care and Inpatient case mix in such a way as to not
require additional bed capacity to support this Urology service.

3.4.2.2. 3Future Directions

Increase OR Capacity

Based on the outlined assumptions, Lloydminster Hospital it is estimated that Lioydminster
Hospital will need to perform approximately 5,600 annual surgical volumes by 2040. This is
equivalant to approximately +2,100 additional surgical cases annually, ar a +60% growth in
surgical cages bevond what was seen in 2024,
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The Demand Projection results suggest that Lloydminster's annual
surgical cases will grow from ~3.5k to ~5.6k,
8 growth of +2 .1k cases, +80% from 2024 1o 2040

Toca Ty dut th e‘sa surgical volumes, the Lioydminster Hospital will likely need to utilize
approximately 127 OR hours of ca pacity per week by 2040, Thig ig equnvalent to an additional

+36 hours per week of OR cagaci i i
RECIY, or 8 +41% growth in surgical
bt réical capacity above and beyvond
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The Demand Projection results suggest that Lloydminster's weekty
OR hours will grow from ~31 to~127,
a growth of +36 weaekly OR hours, +41% from 2024 to 2040

By 2040, the 127 weekly OR hours at Lloydmingter Hospital are suggested to be allocated
based on the following

OR 1 and OR 2 would be required to accommodate 86 hours of surgical activity per
week [including the additional weekday Urology slate and Orthopedics slate). Each of
the two ORs would need to run ~8.5 hours a day, 5 days a week to handle this level of
surgical activity. Given the current utilization of tha axisting capacity within these ORs,
it is likely that the two main ORs could continue to perform the same case mix that it is
currently being serviced and accommodate the additional Urology (which will likely be
of a shorer case profile) and Onthopedics activity through the extension of the
scheduled operational hours of the ORs by an hour of additional capacity per day.
Given the current lower utilization and potential to decant some non-OR-requiring
activity to other mara appropriata (e.g. procedura room) locations, OR 3 should be
able to continue serving its current Obstetrics & Gynecology activity, along with the
existing and additional modeled Cataract Activities (including the additional Saturday
Cataract state). This would total ~40 weekly OR hours of activities, which should be
manageable for 1 OR running 5 days a week at B hours a day (or for a shorter duration
over 6 days a week). Again, the site would need additional resources 1o be abla 1o
accommodate a scheduled OR day on the weekend to service the desired Surgical
Day Care Cataract slate (given that scheduled surgical activity is currently not seen
onsite over the weekends).

Based on these assumptions, Lloydminster Hospital will nead 1o accommodate
approximately 10 Surgical Inpatient beds by 2040, This is equivalent 1o approximately +1
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i ncy-adjusted
additional Surgical Inpatient bed per day, of a +11% growthin e peCHRRNEY SEl
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The Demand Projection results suggest that Lioydminster's Surgical
Occupancy Adj. Utilization will grow from 81010 beds,
a growth of +1 bed, +11% from 2024 to 2040

Staffing requirements would need to grow in paraliel with expanded OR access:

Specialists: Recruitment s needed in ENT, ophthalmolegy (with suCCession planning
required due to 8 pending retirement), and uralogy, 8s well 8s increased an esthesiology
suppaort for after-hours and weekend proceduras,

Naote: This factor could be partly alleviated by expanding OR capacity. which woulg
regssure incoming surgeons that sufficient siates are available 1o sustain their

practice, making recruitment and retention more feagibla.

Nursing and perioperative staff: Additional OR nursaes, recovery room statf, and surgical
support staff would be raguirad, supported by cross-training and floet pool cevelopment,

Alliad haalth staff: Weekend physiothaerapy, cccupational therapy, and rehabilitation
assistants will be critical 1o enable early mobilization and discharge.
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Mote: Approaches such as working to full-scope of practice and utilizing
professions (e.g., PT assistants) and locum-based travel teams could help support
this initiative. Additionally, collaboration with educational institutions and will likely
be neaded to strengthen staffing pools.

3.4.2.2.45ystem Impacts

The expecied impact of autlined directions includes reducing wait times and unnecessary
translars, creating capacity across the region, reducing pressure on tertiary hospitals, and
improving patient outcomas and experiences.

Clinical support services in Lloydminster Hospital will be impacted by increased surgical
sarvices, requiring expansion at pace with surgical volume growth.

3.4.3 Critical Care

3.4.3.1.10verview

Critical care capacity in Lloydminster Hospital is currently provided through a Special Care
Unit (SCUY. also referred to as a High Acuity Unit (HAU). The unil functions as an intermediate
service between general medical wards and intensive care, with capacity for short-term
stabilization of patients requiring closer manitoring or limited critical interventions. While this
provides some ability to manage acute episodes locally, patients requining sustained
mechanical ventilation or full intensive care support are transferred to tertiary hospitals in
Edmanton or Saskatoon.

Because Lloydminster Hospital is designated as a Regional Hospital under Saskatchewan'’s
framewark, the absence of a formal ICU creates a gap between the hospital’s role in the
regional system and the services it is able to provide. The reliance on inter-facility transfers
places additional strain on patients, families, and emergency ransport rasources, while also
Limiting the hospital's ability to act as a true regional referral centre.

1.4.3.1.25ervice Model

The current SCU provides step-down and short-term high acuity care, with nurse-to-patient
ratios higher than general medical wards but below ICU standards. Nursing staff have some
additional training, but there is no dedicated ICU nursing workloree. Internal medicing and

speciality physicians (including surgeons and pediatricians) oversee care, wilh support from
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respiratory therapists for non-invasive ventilation and stabilization. Intensiva ¢are expertise is

accessed through remote consultation with tertiary centres when required.

The unit is not designed or staffed to provide ongoing critical care. Patients who require
prolonged ventilation, invasive monitoring, or complex interventions are stabilized and
transferred to tertiary ICUs, Transfers are common and can be delayed due to weather, air
ambulance availability, or transport LOgistics, creating additional risk for patients. Despite this,
the SCU does provide essential short-term support far acute medical conditions such as
diabetic ketoacidasis, resgiratory failure requiring BiPAP, and other urgent presentations that
can often be managed for up ta 24 hours locally before transfer.

3.4.3.1.3Key Data Points

Bewween Jan 2025 1o May 2025, a total of 29 patients were transferred out of Lloydminster
Hospital for Critical Care services in an Alberta hospital facility. 7 of the 29 had Cardiac-related
diggnoses, & of the 28 had Neurological diagnoses (e.g. stroke), 1 had a Urology diagnosis,
while the rest (15 of the 29) had Medicine-related diagnoses. Examples of these Medical
diagnoses included septic shock, respiratery distress, and head injury trauma, all requiring very
urgent and intensive care that could not be serviced at Lioydminster Hospital,

If Lioydminster Hospital had a regional-level (aguivalant to Tiar-4) ICU to care for patients in the
“MED" category, it would require ~1 additional Critical Care bed, suggesting the need for a 4-
bed ICU, or 5 at 95% days oy 2040.

3.4.3.1.4Key Relationships

Critical care services in Lloydminster are deliverad through Lloydminster Hospital's Special
Care Unit or High Acuity Unit, which opaerates as a step-down service rather than a full ICU.
The unit has strong linkages to the emergancy departmeant, with patients stabilized and
managed in the ED before being transferred into the SCU when appropriate. Patients who
develop complications in hospital medicing and surgery wards also rely on the SCU (o provide
monitaring and care beyond what is possible on general wards.

Regionally, critical care in Lioydmingter depends heavily on tertiary facilities in Edmonton and
SaSHa_tg_nn. Fatients who require longer-term ventilation or complex ICU care are transferred
to facilities, often via air ambulance. Thase transfers require coordination and are dependent
on weather and visibility, which create challenges for timely and appropriate care. This also
places agditional demand on external facilities that are already managing significant volumes
and creates delays for patients and families locally. F
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3.4.3.1.5Key Challenges

Critical care in Lloydminster faces a number of challenges stemming from the absence of a
designated ICU, which is required under Saskatchewan's facility designation legislation. While
the hospital once had an ICU, stalfing challenges led to the loss of the ICU and downgrading
into the SCU. While the SCU provides short-term stabilization, it cannot deliver sustained
wventilation or manage complex cases over longer penods. This has led 1o a rebanca on
external transfers to tertiary facilities in Edmonton and Saskatoon, creating delays in care and
adding stress for patients and familias.

Staffing capacity is a challenge that Llioydminster continues to face, While the SCU is staffed
by skilled nurses, they are not ICU-trained and do not work at ratios that meet ICU standards.
Recruiting and retaining ICU-qualified staff has historically been difficult and will continue to
be difficuls.

3.43.2 Future State
3.4.3.2. 10verview

Critical care at Lioydminster Hospital is currently delivered through a Special Care Unit (SCU)J,
which is able 10 manage acuie episodes, but requires transfers to tertiary centres in
Edmaonton or Saskatoon for patients regquiring sustained ventilation or full ICU-level support
over long periods. The absence of a designated ICU limits the hospital's role as a regional
referral cantre and places additional strain on patients, families, and emergency ransport
systems, aswell as adds delays in care.

Gap: The lack of a designated ICU represents a significant service shomtfall, particularly as
Saskatchewan's provincial legislation requires regional hospitals 1o provide this capacity. The
SCU is provided with a workforce of skilled nurses that are not ICU-trained and cannot
manage high-acuity cases over extended periods. The recruitment and retention of ICLI-
gualified staff has historically been a challenge, ultimately contributing to the difficulty
Lioydminster has faced in establishing & dedicated 2L,

Recommandation for Consigderation: The development of a five-bed regional-level (tier 4] unit
and having it function as a regional-level service led by internal medicine physicians , and
tertiary consultation support as neeaded. ED nursing staff could be upskilled into ICU roles,
supported by staffing flexibility through collective bargaining arrangements. In this madel,
allied health services would ideally be available seven days a week. Following this
recommendation, the hospital could accommodate approximatety five [CU bads by 2040,
reflecting a 67% increase in high-acuity inpatient utilization compared to 2024, Once
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implemented, patient volumes, transfer actinty, and utilization pattems should be monitored
1o evaluate performance and guide future adjustments.

Patential System Impact: Introducing a designated ICU would reduce dep-?. ndance on _
tranafers to Edmonton and Saskatoon, improve local response times for high-acuity patients,
and relieve pressure on tertiary facilities. This wiould aiso ennance integration wi%n other
hospital services while bringing Lioydminster into alignment with p!'mincigl requirements for
regional hospitals. Patients could also stay closer to home, improvi ng family access.

3.4.3.2.25ervice-Specific Assumptions

Converting the existing Special Care Unit (SCU) o a regional-lavel (tier 4) ICU w-::lut_ﬂ enable
Lloydminster Hospital to continue caring for current SCU patients while also reducing some
Critical Care transfers to other sites, allowing more patients to remain closer to home. Patients
appropriate for ICU care at Lloydminster would be limited to those with Medicine-related
diagnoses, without specialized service requirements, and would generally have ICU stays of
fewer than 10 days. Patients with specialized-service diagnoses would continue to be
transferrad to ragional ICU hospitals tnat provide the necessary care.

The hospital currently has three SCU beds, with Internal Medicine patients occupying between
one and three beds daily in 2024/25, largely utilizing the existing SCU capacity. For planning
purposes, the 2024 calandar year was selected as the basaline for future-state projections due
to imitations in more recent Discharge Abstract Data, The ICU bed projection model builds on
this baseline, incorporating populatien growth and aging a5 well 8s anticipated shifts in service
delivery and theirimpacts on future inpatient demand.

3.4.3.2.3Future Directions

Establishment of 8 Regional-Level (Tiar 411CU

The establishment of a regional-level (equivalent to Tier 4) ICU at Lloydminster Hospital has
oeen identified as a critical priority to address gaps in critical care. At present, the hospital
operates a High Acuity (Special Care) Unit that provides limited short-term support but does
not meet ICU standards. This creates a significant gap in the continuum of care, as patians
requining sustained intensgive support must be transferred to tertiary centres in Saskatoon or
Edmanton. Developing a five-bed regional level ICU would bring services inta alignment with
provincial requirements for regional hospitals, reduce reliance on long-distance transters, and
ensure more equitable access to critical care for residents of Lloydminster and the
surrounding region.

The proposed mocel would operate under Saskatchewan's tierad frameawork, similar tothe
approach in North Battleford., Itwould not function as a tertiary ICU, but instead could
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function as a regional-level service led by internal medicing physicians, with ER staff possibly
rotating through as required and remote intensivist consultation available for complex cases,
dependent on staff availability®*, This proposed unit could provide continuous monitoring and
management of ventilated and high-acuity patients, bridging the current gap between step-
down care and tertiary critical care.

Staffing is the central requirement for implameantation. The Spacial Cara Linit is currently
staffed by nurses trained for shornt-term stabilization, but ICU standards require a lower nurse-
to-patient ratio and advanced training. Establishing ICU capacity would therefore require
upskilling existing nurses into ICU roles and building flexibility into staffing models through
collective bargaining arrangements. It is recommended that the ED nursing pool be cross-
trained for 1CU rolas, increasing the depth of the pool for both services and enabling greater
Mexibility.

Physician coverage would be provided primarily by internal medicine specialists and ED
physicians, as well as being supported by tertiary consultation as needed. Respiratory therapy
services, which are already established at Lloydminster, are sufficient to support ICL
aperations, though national shortages remain a nsk. Consideration may also be given to
intreducing a Respiratory Assistant role, shared between the ICU and ED, 1o extend coveraga
and optimize resources. Allied health services, including social work, dieticians, and
rehabilitation, should be available seven days a week o support early discharge planning and
continuity of care.

The volume of transfers from Lloydminster Lo tertiary centres highlights the need for a local
ICLL. Many of these cases invaive patients who could be managed locally if ICU capacity were
available, The Special Care Unit already manages patients with conditions such as diabetic
ketoacidosis or respiratory failure requinng BiPAP, suggesting a steady baseline workload that
could sustain ICU operations. Post-implementation, monitoring of patient volumes, transfer
reductions, and utilization rates will be required to confirm the effectiveness of the model.

Adesignated ICU would also create important linkages with other parts of tha health system.
Al the provincial level, it would fulfill Saskatchewan’s regulatory raquiremeants for regional
hospitals. At the regional level, it would reduce pressure on tertiary centres in Edmonton and
saskatoon by absorbing cases that could be managed locally. Within Lioydminster, the ICU
would be closaly connacted to the ED, hospital medicine, surgical services, and palliative
care. This integration would strengthen the hospital's role as a regional referral centre, provide
more consistent care for patients with complex and deteriorating conditions, and improve the

# Histarically, thare have been significant gaps in availabdity of remote physicians in general, as such, it is
IMpOrant to answe sanstes would be supporiad apRropratey,
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gecgraphic Equit'_ufoEEEEﬂS to critical care across northwest Saskatchewan and eastern
Alberta,

3.4.3.2.45ystem Impacts

The introduction of a regional level ICU at Lloydminster Hospital would have broad system
impacts across the local, regional, and provincial levels. Locally, it would address the
absence of designated ICU services and significantly reduce reliance an inter-facility transfers
to Saskatoon and Edmonton. This would shorten response times for critically il patients,
reduce tha strain on emergency medical transport systems, and improve family access (o
care by keaping patients closer 1o home.

At the regional level, the ICU would enhance Lioydminster Hospital's capacity to function as a
true refarral centre for northwest Saskatchewan and eastarn Alberna. It would relieve pressure
an tertiary facilities by managing a greater share of high-acuity cases locally, allowing
Saskatoon and Edmonton centres (o prioritize patients requinng subspacialty or [ertiany-leveal
intenentions.

The creation of ICL services would also improve integration across hospital programs. It
would strengthen linkages with the emergancy dapariment, surgical services, and hospital
medicine by creating capacity to stabilize and manage critically ill patients who would
otherwise be held in suboptimal settings. In adaition, tha umit would support more
coordinated palliative care and chronic disease managemeant by providing shor-term
intensive interventions for patients with complex conditions.

System-wide, the establishment of an ICU in Lioydminstar would bring the hospital into
alignment with Saskatchawan’s Regional Hospital designation raquiremeants, improva
geographic equity in access to critical care, and ensure that the city's role as a regional hub is
supported by an appropriate level of infrastructure and clinical capacity.

Based onthe assumptions discussed above, Lioydminster Hospital will need to accommodate
approximately 5 Critical Care Inpatient beds by 2040, This is eguivalent to approximately +2
additonal higher acuity Inpatient beds per day, or a +67% growth in the occupancy adjusted
utilization bevond what was seen in 2024,

78



i1
Eﬁlﬁ

2080 Do
Adusled
Lilicatics

BE: L8
i§3 e |
[~ 4

owwith oue
o
Fajulation

Figura 10 - Progacted Criticod Cane Utidization

The Dermand Projection results suggest that Lioydminster's Critical
Care Occupancy Adj. Utilization will grow from 3 beds to 5 beds,
a growth of +2 beds, +67% from 2024 10 2040

3.4.4 Inpatient Care

3.4.4.1.10verview

Inpatient Care at Lioydminster Hospital operates as a general adult acute facility, funded for
an inpatient bed capacity of 66 beds, including 38 Medicine beds, 12 Surgical bads, 13
Obstetrics beds, and 3 Special Care Unit (SCU) beds. Inpatient beds also support cancer and
palliative care admissions, with are supported by the an-site Lioydmingter Community
Caneer Centre and palliative services, Overall, Lioydminster's inpatient bed to population
ratio is in line with national benchmarks as noted by CIHI, and are in line with com parable
communities, indicating that bad availability is nat significantly higher or lower than other
communities,

Inpatient care in Lloydminster is faced with a number of cha llenges. Lioydminster Hospital
does not have a NICU, ICU or Psychiatric beds, and relies on transfers when patiants present
requiring those senaces. This presents challenges for continuity of care, particularly when
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transfers are delayed by weaather, poor visibility, and othar factors. Lloydminster also lacks
transitional care beds, which contributes to high ALC rates within Lioydminster Hospital.

3.4.4.1.25ervice Model

Lioydminster Hospital delivers a broad spectrum of inpatient acute care sanvices for residents
of both Alberta and Saskatchewan, functioning as the regional referral centre for the
surrounding communities. The inpatient service model is organized around the following core
areas:

General Madicine and Surgery: Medicine and surgical inpatients account for over 80% of
daily bed use. Care is supported by 38 Medicine beds and 12 Surgical beds, with the High
Acuity Unit providing step-down and short-term stabilization. Patients requiring critical
care beyond this scope are transferred to tertiary centres in Edmonton of Saskatoon.

Obstetrics and Maternity: The hospital provides both routing and high-risk obstetric care,
supported by 13 dedicatad maternity beds and five obstetricians. While nursing staff
could deliver advanced respiratory support for newbormns, the absence of a Newborn
intensive Care Unit (NICU) requires transfers for infants needing prolonged or specialized
care. It is important 1o note that despite having a NICU, the currant offaring aligns with
Regional Hospitel service expectations in this regara.

Cancerand Palliative Care Admissions: Inpatient admissions for oncology patients are
generally related to treatment complications, symptom management, of end-of-life care.
These beds are supported by integration with the on-site Lloydminster Community Cancer
Centre and by hospital medicine and palliative services.

Mantal Health and Stabilization: The hospital does not have a dedicated inpatignt
psychiatric unit. Patients presenting with acute psychiatric needs are initially managad in
the Emergency Department and, when admission is required, are transferred to
designated facilities, such as Battlefords Union Hospital in North Battleford (SK) or
Centennial Centre for Mental Health and Brain Injury in Ponoka [AB).

Transitional and Alrernare Level of Care (ALC): Lloydminster lacks transitional care
eapacity, resulting in patients who no longer require acute care occupying inpatient bads.
This contributes to high occupancy rates, imits Rexibility to accommodate surges, and
creates pressure on both the Emergency Department and inpatient units.

Owerell, the inpatiant service model positions Lioydminster Hospital as a regional acute care
hub. While it provides a comprehensive range of medicine, surgery, obstetrics, and ancology
admissions, the hospital reties on referral networks for critical care, newborm intensive care,
and mental health services, reflecting both its strengths and systemic gaps.
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3.4.4.1.3Key Data Points
4.4.4.1.3.1 Benchmarking

A benchmarking exercise was completed to compare acute bad availability by population in
Lioydminster and the 150 km service area defined in the study. Benchmarking was not usad
10 determine bed requirements or projections and were used to determine indicative levels of
service availability by geography. In general, bed-to-population ratios in Lloydminster, the core
service area, and extended senvice area were within the range of national banchmarks.
Benchmarking was completed at an LGA and SAG level, with the total number of beds within
the LGA/SAG compared to total population of the same geographies.

Lioydminster's Acute Bed to Population ratio varies depending an the denominator of total
population used. Within Lloydminster City, the 66 beds to a population of ~33.500 (2025)
yields a ratio of 2.0 beds/1000. This is largely in line with national benchmarks, which is
estimated by CIHI to be at 1.5-2.0 beds/1000.

The Core Service Area has 110 acute beds in total, distributed at Lioydminster Hospital (66),
Riverside Health Complex (Turtleford, 9}, Maidstone Health Complex (11), and Vermilion
Health Centre (24). With a population of 71,284, the acute bed to population ratiois 1.5
beds/1000, which is on the lower end of CIHI's benchmark range. The lower bed 1o population
ratio within the Core Service area compared to Lloydminster Ci ty may illustrate the trua
effective bed to population ratio due ta low bed counts immediately surrounding
Lloydminster, areas which highly utilize Lloydminster Hospital. In addition, the scooe of these
hospitals in the smaller surrounding communities is more imited than Lioydminster Hoapital,
with Lioydminster Hospital serving has a regional higher level of care centre,

The Extended Service Area has 472 acute beds in total, including the 110 acute beds within
the Core Service Area. In Saskatchewan, these beds are located at Northwest Health Faci ity
(32), Battlefords Union Hospital (88), and Unity & District Health Centre (11). Alberta’s beds
within the Extended Service Area are distributed at St. Joseph's General Hospital (Vegreville,
24), Viking Health Centre (16), Killam Health Centre {5}, Provost Health Centre (15),
Wainwright Health Centre (21), Cold Lake Healthcare Centre (24), Bonnyville Health Centre
(33), Elk Point Healthcare Centre (12), St. Paul (42), and Two Hills Health Centre {15). with a
population of 240,617 within the LGAs and SAGs, yvielding a ratio of 2.0 beds/1000. This ratio
5 in line with the national benchmark cited by CIHI, and is higher than the bed to population
ratio of the core service area. The higher bed 1o population ratio of the extended study area
shows that as a whole, the extended service area does not have a relative shortage of acuta
beds that would put additional strain on Lioydminstar, which has a lower bed to population
ratig,

An analysis was completed to compare acute bed to population ratios by gaography in for
comparable hospitals in Alberta and Saskatchewan. Yorkion Regional Hospital (Yorkton, SK)
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was chosen duetoits regional designation Elnl-:l] lﬂ:'ﬂtir{l :} :u ??;E:ztz;ﬁ: :fhn;rau::z ::r; ,

o while Medicine Hat Regional Hospila cte
[E;:k::: ahree;?:mlai mospital and location in & simitarly si_zed community in MilJEI_'ta. ﬁgrﬁpﬂas
for thesa hospitals were determined using a ::nrnbmaﬁ_cm c_:h:lrn.re time ana ﬂ:. E[:l
other regional and tertiary hospitals, and nig_h-le-.rel I_.I.tElIIEIIIIDF‘I data to aﬁ::q:ln::-;-l:;Tj t zn:m i
comparable geographies. Compared to similar hogpitals in Alberta an Sas ;
Lioydminster Hospital has slightly fewer total acute beds per person.

« Yorkton Regional Hospital, Yorktan (SK) - 2.9 beds/1000
« Medicing Hat Regional Hospital, Medicine Hat (AB} - 2.0 beds/ 1000

Yorkton Regional Hospital's bad to population ratio was slightly higher tha n.Llwdr.'mn ster
Hospital and Medicine Hat Regional Hospital. However, the bed 1o population ratios at
Meadicine Hat Regional Hospital and Lloydminster Hospital were eq ual, and -.-.rllmln the
national benchmark indicated by CIH| at 1.5-2.0 beds/1000. This Shows tha'_L in ganafal._. .
Lioydminster Hospital’s bed 10 popu lation availability is similar to peer hospitals and within
national benchmarks.

7.4.4.1.3.2 Acute Volumes

Batween 2015/20 and 2024/25* (*dala only available up to Dec 2024), the number of
inpatient beds utilized at Lloydminster Hospital [excluding those used by newborns) remained
consistent, with 56 beds utilized On an average day. While an average day saw BG inpatiant
heds utilized across the hospital in 2024/25°, on busier days {I.2. the 75" percentile days) the
haepital saw B0 beds in use and up 1o 66 beds on 'peak’ days (i.e. the 857 percentile days).
The following information provides a summary related to the current state of the Lioydminster
Hospital Inpatient Badsa:

« The hospital is funded for an inpatient bed capacity of 68 beds (including 38 Medicine
beds, 12 Surgical beds, 13 Obstetrics beds, and 3 Special Care Unit beds). This meant
that on an average day in 2024/25° the hospital had an occupancy of 85%.

+ Inthis same year, Medicine and Surgery patients utilized 51 beds on an average day,
representing over 90% of the total bed usage on site.

» Despite 8 lack of dedicated Mental Health and Pediatric services at the facility, the
hospital saw ~1 bed being utilized on an average day by patients falling under
Psychiatric specialty or being under the age of 17,

= Patients falling under the ‘Internal Medicine’ speciaity utiized between 1 and 3 beds
on an average day, with thesa patients largely ccocupying the Special Care unit at the
-] 14 -

+ 0Onatypical day, 4 to 7 beds were being used for Obstetrics patients (excluding
nawborns), making up the remainder of the 51-bed utilization seen for the hospital
overall.

82




The average length of stay for inpatients staying at Lloydminster Hospital remained
consistent betwean 2019/20 to 2024425, with an average inpatient staying roughly 5
days.

in 2023/24 (note: an older data period used due to data limitations), the top two
reasons for the inpatient hospital stay (based on Case Mix Groups, or CHMGs) for
patients were for *Convalescence” and “Other Factors Causing Hospitalization”,
Combined, these patients utilized ~B beds on an average day at Lloydminstar. Given
this, it 15 possibla that some of these patients with low acuity medical neads did not
require acute hospital resources (e.g. could be better suited to a rehabilitation/long-
term care facility, transition unit, or community-bazed convalescent care beds). MNote
that Alternative Level of Care (ALC) bed utilization was investigated but it was
determined that ALC data coding was not accurately captured in the data sources
provided. Further investigations should be done to quantify the number of sub-acute
patients being seen in the acute facility specifically.

Between lan 2025 to May 2025, a total of 29 patients were tranzferred out of
Licydminster Hospital for Critical Care services in an Alberta hospital Facility. 7 of the
28 had Cardiac-related diagnoses, 6 of the 25 had Meurological diagnoses (8.g.
stroke), 1 had a Urology diagnosis, while the rest (15 of the 29) had Medicine-related
diagnoses. Examples of these Medical diagnoses included septic shock, respiratory
distress, and head injury trauma, all requining very urgent and intensive care that could
not be serviced at Lioydminster Hospital.

In that same timeaframe, a total of 36 Lioydminster core service area residents visited a
nearby hospital and were admitied and discharged within 72 hours. In addition to this,
115 patients with Mental Health diagnoses stayved at Lioydminster Hospital despite no
formal inpatient capacity and senice being available at the facility. It is likely that some
of these short-staying patients could potentially be better cared for in a dedicated
Mental Health stabilization unit during the first 48 hours of their staywithin the
Licydminster Hospital.

3.4.4.7.3.3 Pediatrics

This section primarily focuses on how Padiatnc patients [i.e. those patients aged 14 and
under) utilize Lloydminster hospital resources currently and where Lioydminster resident
padiatric patients curreéntly raceive care in Alberta and Saskatchewan. The activity presentad
below is a subset of the overall activity within the Emergency and Inpatiant program
summaries presented previously, segmented to focus prmarily on the Pediatric patient
population.

Relative 1o 5years ago, annual Lloydminster Hospital Emergency Department (ED)
Padiatrics visits have declined by -22% (or ~1,140 fewer annual ED visits), with activity
going from approximately 5,250 Pediatric ED visits in 2019/20 to 4,100 visits in
2024725, However, despite a reduction in Pediatnic ED visit volumes, the number of
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hospital admissicns from the ED remained consistent for this patient group at~110
admissions annually, reflecting an increase in the hospital's Padiatric ED admission
rate from 2.3% up 1o 2.6% in 2024/25.

Roughly 1in 5 ED visits in the Lloydminster Hospital in 2024025 were for Pediatric
patients, with the Pediatric patients presenting to the Lloydminster ED in 202425
looking 1o be mare acute than in previows years. This is indicated by the fact that
Canadian Triage and Acuity Scale (CTAS) 1 and 2 Pediatric patients visiting tha
Lioydminster ED made up 9% of the ED visits in 202425 compared 1o only 8% in
2018720, In addition to this, CTAS 3 patients made up 33% of (otal visits in 2024/25
compared to 23% in 2019720, further indicating a shift towards a more acute visitor
profile for these younger patients.

The generally long wait times in the Lloydminster ED looks to have impacted the
number of Pediatric patients that left the hospital without being seen, with 14% of all
Pediatric ED visits in 2024725 leaving without being sean that year. This represented a
+5% increase from 2015720, where 9% of all Pediatric ED visits resulted in patients
leaving without being seen. The top 10 reasons for the Pediatric ED visits, which
accounted for three-quarters of ail Pegiatric ED visits in 2024725, are listed in the chart
below. Common reasons include respiratory illnesses (such as Influenzal, wounds
and fractures, as well as other diseases/disorders affecting the digestive
system/skin/breast/ENT.

Although Lloydminster Hospital does not have a dedicated Pediatri¢ Inpatient
program, Pediatric patients utilized up to 1 to 2 beds in the hospital daily in 2024/25.
From a surgical perspective, Dral Cavity/Pharynx Interventions weare ane of the most
common surgical interventions for Pediatric patients wvisiting the Lloydminster
Hospital, with 138 patients having these types of surgical interventions in 202324
{Due to DAD entry lag, 2023/24 period is used as opposed to 2024/25)

In 2023/24, 318 Lloydminster Core Service Area Pediatric patients travelled to get care
ourtside of the Lioydmingter Hospital, with these patients being admitted ag inpatients
or undergoing same-day surgeries at other hospitals. Generally speaking, it appears
that some of these patients traveled 1o receive specialized services that were not being
offered at Lioydminster Hospital during this time, including Neurology, Cardiology,
Urology, Mental Health, and treatment for other traumatic injuries. The chart below
shows the breskdown of these patients by Major Clinical Category.
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3.4.4.1.4Key Relationships

Lioydrminster Hospital relies on a network of partnerships and referral pathways to deliver
comprehensive inpatient care across multiple service areas. Key relationships include:

Tertiary and Speciailty Centras: Patiens raquining intensiva care, advanced cardiac or
neurclogical interventions, newborn intensive care, or specialized mental health stabilizabion
are transferred 1o tertiary hospitals in Edmonton, Saskatoon or Fonoka, These referral
pathways are criticel due to the absence of local ICU and dedicated psychiatric inpatient
SEMICES.

Core Service Araa Hospitals: Smaller hospitals in the region, including hospitals in Turtiefard,
Maidstone, and Vermilion, rety on Lioydminster Hospital for higher-acuity admissions, surgical
Intarventions, and spacialized inpatient senvices. Lioydminstar funchions as the regional hub,
receiving patients from these facilities whean care exceeds local capacity.

Mental Health Transfers: The Emergency Department collaborates closely with regional
hospitals for patients requiring short-term stabilization or inpatient mental health admission.
High-acuity mental health patients are typically transferred to North Battleford (SK) or Ponoka
(AB) for specialized cara.
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Transional and Alternate Level of Care Support: Lloydminster lacks a dedicated Transitional
Care Unit, depending on continuing care bads and home health services support patient
discharge and help manage bed flow within the hospital.

These relationships collectively ensure that Lloydminster Hospital provide a comprehensive
range of inpatient services, despite local gaps in cntical care, newborn, and psychiatric
capacity.

3.4.4.1.5Key Challenges

While Lloydminster Hospital provides a wide range of acute care senices o both Alberta and
saskatchewan residents, several challenges limit its ability to fully meet the needs tha
population it serves, These challenges cut across emergency, inpatient, surgical, and cancer
care, and are further complicatad by the hospital’s unique position as a shared facility
batwesn Dwd provinces.

Absence of Critical Care Capacity

The lack of an Intensive Care Unit remains one of the most sigmificant service gaps. AMthough
the High Acuity Unit provides step-down care and short-term stabilization, patients who
deteriorate require transfer 10 tertiary hospitals hours away, The reliance on air and ground
transport introduces dalays, particularly in poor weather, and raises concerns about timely
access far patients with life-threatening conditions. This gap places added pressure on
emergency and inpatient teams, who must stabilize patients beyond what would normally be
expactad in a facility of thig spea.

Zaps in Pediatic Care

Lioydminster Hospital has a very robust obstetrics program, managing both routing and high-
risk deliveries with five obstetricians and dedicated maternity spaces. However, given that
Liowdminster Hospital is classified as a regional hospital and therefore does not have a formal
Mewbormn Intensive Care Unit, there iz limited care for newbomns who reguire the highest level
of cara. . While nursing staff could provide advanced respiratory support in the short term,
infants requiring prolonged spacialized care must be transferred out of the community, This
places strain on families, especially given the distance to referral centres. The lack of pediatnic
beds alzo increases reliance on transfers and limits the care that could be provided locally to
low-acuily padiatric patients.

Limited Acute Mental Health Senaces

Thea hospital has no dedicated acute mental health unit, and psychiatric services are limited
to an obsersation bed in the Emergency Department. This lack of inpatient psychiatnc
capacity means that individuals requiring stabilization or admission must be transferred to
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other hospitals, often far from their home communities. As a result, the ED frequently
becomes the holding environment for patients in crisis, placing additional strain on
emergency staff and reducing capacity for other acute care needs. Patiants requining acute
mental health services are predominantly transferred to North Battleford in Saskatchewan or
Ponoka in Alberta.

Transitional Carg and Alternate Level of Care (ALC) Pressures

High ALC rates contribute to congestion across the hospital, with patients remaining admitted
despite no longer requiring acute care. This reduces available beds for new admissions and
contributes to ED boarding. Lloydminster lacks Transitional Care Unit (TCU) capacity to
manage patients who are medically stable but not yet ready for home or long-term care.
Without this intermeadiate step, patients remain in acute beds longer than necessany. A TCLU
located outside of the hospital, paired with stronger home health supports, would relieve
pressure on inpatient units, improve patiant flow, and allow acute resources to be used more
appropriately.

3.44.2 Future State

3.4.4.2. 10verview

While the Lioydminster Hospital delivers & broad spectrum of core inpatient programs, it
continues to rely on referral natworks for critical care, newborn intensive care, and cenain
specialized mental health supports, 85 is expected for Regional Hospital sites in an overall
provincial system wheare highly specialized services are centrally loceted in major urban
locations.

Gap: Demand far inpatient beds is growing as the population grows. By 2040, the
Lloydminster Hospital could have a projected average daily demand of 61 inpatient beds on
an average day, representing an additional five beds beyond 2024 levels and an B% increase
in average daily bed utilization, Gaps in pediatne care are also noted, with no dedicated
pediatric beds or MICLL Seasonal surges in pediatric patients creates challenges for care
continuity and capacity.

Recommeandation far Considaration: iIncrease funded bed capacity from 85 to 78, consisting
of 43 beds for Medicine short-stay patients, 10 beds for Surgery, 2 beds for Mantal Health, 5
bads for the regional-level ICU, and 9 beds for Obstetrics and Pediatrics patients. Pediatric
flexibility within medicine/surgery units is also recommended 1o accommodate seasanal
surges in pediatric patients to enable care closer to home and strengthen continuity of care,
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Potential Systerm impact: Increased bed counts would lead to appropriate increéases to
capacity based on projected demand, improving patient flow and ensuring timely and
appropriate care. Pediatric flexibility within med/surg units allows for accommodation of
pediatric patients during seasonal surges and allows for local admission for Low-acuity
pediatric conditions. This would improve continuity of care and providing care closer to home,
while reducing reliance on transfers to teriary centres.

3.4.4.2.2Service-Specific Assumptions

The recommendations for inpatient care at Lioydminster Hospital are based on a set of
shared planning assumptions that reflect current service gaps, expected demand, and
system prionities.,

The calendar year 2024 was selected as the baseline period to drive the future state
projections for this area (due 1o data availability limitations in the provided Discharge Abstract
Data for the maore recent imeframea). Aside from accounting for population growth and
ageing, the Inpatient bed projection model also considers the lollowing potential future state
sernvice shifts and the resulting impact on the projected Inpatient bed demand:

TCU for Non-4cute Patients

The introduction of a regional Transitional Cara Uinit (TCU) could be established to provide
care for patients who are currently receiving care in the Lioydminster Hospital despite being
guitable for care within a less acute setting. The model assumes that patients falling under the
“*Comwvalescence” and "Other Faciors Causing Hospitalization” Case Mix Groups would be
decanted from the Lioydminster Hospital and cared forin a regicnal TOU in the future,

Conversion of SCU to Regional-Lavel (Tier ) ICU

Corversion of the existing Special Care Unit to 8 Regional-Level ICU would allow the site ta
continue to care for the existing Special Care Unit patients and also potentially reduce some
of the Critical Care patient transfers to other sites (therefore allowing high-acuity patients to
be served closer to home). 1T i5 assumed that the patients whe could be kept at Lioydminster
Hospital for Critical Care ICU services would have Medicine-related diagnoses only {i.e. not
those requiring spacialized services) and would likely require ICU stays under 10 days in
duration only. All other specialized-service diagnoses presenting 1o Lloydminster Hospital
would continue being transferrad to other regional hospitals with 1ICUs which would continue
to provide the required specialized services and level of cara for these patients,

Short-Stay Mental Health Stabilization Area
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Establizhing a short-stay Mental Health stabilization area would allow for care to be provided
for the current Lloydminster hospital MH patients for the first 48 hours of &tay as well a5 those
Lleygminster resident MH patients currently attending nearby facilities for short-term care
who could be repatriated and better served at Lloydminster Hospital.

Workforce Strategy

Planning assumes that workforce shortages will persist and must be addressed th rough role
redesign, upskilling, and new staffing models. The availability of Physician Assistants,
advanced practice nurses, and allied health staff will be central to supporting throughput in
the ED, ICU, and surgical services. Recruitment of certain spacialists (e.g., psychiatry, ENT,
ophthalmology, urology, anesthesiology) is expected to remain challenging, reinforcing the
importance of telehealtn, virtual supports, and succession planning. Collective bargaining
agreements and ¢ross-jurisdictional credentialing will continue to shape staffing flexibility.
The cument structure of four inpatient/outpatient nursing managers was assessed against the
expanded service demands and the added complexity of operating across dual pravincial
systems. While efficiencies have been achieved since the previous reduction fram five
managers, the cumulative managemeant workload and oversight reguirements warrant
ONZ0INE review to ensure sustainability and adeguate leadership coverage. Speci fically,
alignment with the Alberta Health Workforce Strategy (AHWS), particularly within the "Attract™
“strengthen”, and "Innovate and Evolve™ strategic focus areas will help support efficiencies in
this workforce strategy.

Infrastructure invastment Neads

Infrastructure investment is necessary expand acute care capacity, but feasibility studies are
out of the scope of this project. This includes the creation of a designated ICU, the
cevelopment of 8 Mental Health Short Stay Unit within the ED, additional surgical capacity
through a third OR and a fully dedicated obstetrics suite, and transitional care capacity that
would need to be located outside the hospital. These investments are assumed to be phased
in line with available capital planning and provincial priorities.

3.4.4.2 3Future Directions

The future directions for inpatient care are largely driven by expected bed demand,
supplemented with a direction to implemnent pediatric flexibility within medica Vsurgical units.
Pediatric flexibility within medical/surgical units would enable Lioydminster Hospital to
manage a portion of low-acuity and short-stay pediatric patients locally, reducing pedistric
transfers and keeping care closer to home.
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patients to be treated closer to home while decreasing reliance on tertiary centres. However,
it is important to note that nursing expertise varies across disciplines, and differences in
pediatric experiance should be explicitly acknowledged when evaluating patient care
capacity.

Llioydminster Hospital currently has 0 dedicated Pediatric Inpatient beds. However, thare we

ra

110 2 patients between the age of 1 to 17 utilizing Lloydminster Hospital med/surg beds on an

average day in 2024/25,

Based primarily on population aging and growth, Lloydminster Hospital will need to
accommodate approximately 2 Pediatric Inpatient beds by 2040. This is equivalent to the
same number of Pediatric bed usage per day as was seen in 2024, or a 0% growth in
occupancy adjusted utilization beéyond what was seen in 2024, The implementation of
pediatric flexibility within medicine/surgery units will accommodate current and projected
demand for pediatric care, accommodating peaks in padiatric bed demand during surges,
such as in cases of raspiratory iliness.
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The Demand Projection results suggest that Lloydminster's
Pediatrics Dccupancy Adj. Utilization will remain at 2 bads,
a growth of & bads, +0% from 2024 w0 2040

Madizcine inpatient Beds

Lioydminster Hospital currently has 38 dedicated Medicine Inpatient beds. Patients falling
under the Medicine specialty utilized 48 beds on a busy day in 2024/25 (due to off-senvice
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Home Care, the propased TCU, and other community supports will be essential to ensure
smooth discharge pracess and decrgased ALC rates.

Additionally, clinical support services would naed to grow in parallel to inpatient bed growth,
reflecting these services' comesponding increased workload.

3.4.5 Maternity and Newborn Care

3451 Current State

3.4.5.1.10verview

Maternity and obstetric care at Lloydminster Hospital is well-established, with the facility
supporting approximately 800 births annually. The unit includes 13 inpatient maternity beds
and three delivery rooms and is statfed by five practicing obstetricians. Care services include
rauting prenatal assessments, labour and delivery support, and surgical deliveries, which are
conducted in 8 semi-dedicated operating room. Nursing staff play a central role in supporting
patients throughout labour and delivery and are trained to provide advanced matermal and
newbarn care during the immediate postpartum pernod. This combination of physician and
nursing expertise enables Lioydminster Hospital to manage both routing and complex
obstetric cases within its current SeMvice Scope.

Mewbarns requiring more intensive care are often transferred to tertiary centres in Saskatoon
or Edmonton, due in part to limited special care capacity for unwell newborns end variable
physician covarage. Transfers also occur a3 a result of constraints related 1o nursing workload
and thae scope of genaral practitioner services, considerations that are expected for a non-
MICL site. Despite these limitations, Lioydminster remaing a key delivery site for the region.

3.4.5.1.25ervice Madel

Lloydminster's maternity care model is delivered through an integrated team of obstetricians,
general practitioners, and experienced nursing staff. Obstetricians provide primary leadership
ovear delivery care, with surgical deliveries supported through dedicated access to an
operating room. Postpartum care and managament of healthy newborns are largely provided
by GPs and nursing staff. Newborn care at the site is limited; there is 8 sole pediatrician with
newbaorn training, howeaver the site does not operate a designated Mewborn Intensive Care
Unit (NICU] or Special Care Nursery, and newbaorns requiring specialized or advanced care
are transferred to tertiary facilities.
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Cross-provincial coordination: Particularly in the context of inter-facility transfers, planning
and operations are complicated by cross-jurisdictional governance, which reguires alignment
between provincial health authorities in Alberta and Saskatchewan.

34572 Future State

3.4.5.2. 10verview

Lioydmingter Hospital plays a critical role as a regional maternity care provider, safely
supporting approximately B0O births annually. However, its cross-provincial service area
presents unique operational challenges, particularly when managing newborms who reguire
care beyond the hospital's approved service scope. In the absence of a NICU, these infants
are frequently transferred to tertiary centres in Saskatoon or Edmonton. While appropriate in
gome clinical cases, thesa transfers often impose significant stress on families and disrupt
continuity of care.

Gap: The current 3ervice model lacks the operational supports necessary to consistently
rmanage all clinically appropriate cases locally. Newborn transfers are sometimes driven by
stafling constraints rather than patiant acuity. Additionally, the absence of clear, coordinated
referral and transport protocols betwean Albera and Saskatchewan can further complicate
care pathways for families in need of escalated care.

Recammendation for Consideration: Priaritize reducing avoidable newbom transfars by
ensuring adeguate and stable nursing staffing levels to manage peak volumes. Enhance
interprovincial coordination batweean Alberta and Saskatchewan 1o streamline clinically
necessary transfers, with clearty defined referral pathways, ransport protacols, and family
supports. Strengthen integration with the Emergency Department, given the fraqueancy of
high-risk maternity patiants presenting through the ED, while collaborating with public health
nurses, home cang providers, and comimunity physicians to support continuity of care bayond
discharge,

Paotential System impeacts: Addressing these gaps would reduce clinically unnecessary
transfers, improve patient and family experience, and alleviate pressure on 1ertiary MICUS that
may be already operating with constrained capacity, Strengthening nursing resources to
support the full, approved scope of maternity care, while also improving coordination
batween provincial systems, would sliow Lloydminster to function mora effectively within its
regional role. This approach aligns with provincial service delivery planning while ensunng that
care remains safe, family-centred, and approprigtely distributed across the matermal—
newborn Continuum,



nurses, home care providers, and community-based physicians will also be vital 1o support
families through discharge and early parenting. Together, these improvements would position
Lloydminster to deliver mere consistent, family-centred maternity care within its regional role.

Based primarily on population aging and growth, Lloydminster Hospital will need to
accommodata approximately 7 Maternity Inpatient beds by 2040. This is equivalent to the
same number of maternity beds per day as were in use in 2024, or no growth in occupancy-
adjusted utilization beyond what was seen in 2024,
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The Demand Projection results suggest that Lloydminster's Matermnity
Occupancy Adj. Utilization will remain at 7 beds,
a8 growth of O beds, «0% from 2024 10 2040

3.4.5.2.45ystem Impacts

By improving nursing capacity and interprovincial coordination, Lioydminster Hospital could
reduce avoigable newborn transfers and strengthen the quality and continuity of matarnity
care for families in the region. Fewer transfers would ease pressure on tertiary NICUS in
Saskatoon and Edmonton, and would also minimize the stress and disruption experienced by
families who would otherwise need to leave their communities for care.

This approach does not involve establishing @ NICU, which remains outside the hospital's
designated role. Rather, it supports enhenced delivery of the existing approved maternity
Senvice scope by ensuring the necessary operational and staffing conditions are in place to
deler safe, effective, and consistant care locally.

88



safely in 8 community setting, they are connected 1o the Community Cancer Centre, who
coordinates systemic and supportive care. & community cancer transition team at the
Community Cancer Centre manage referrals back into community to ensure that there is
capacity to safely and appropriately care for the patients.

The Community Cancer Centre is staffed by SHA nurses who provide systemic therapy under
the owersight of provincial oncology programs. Pharmacy services are coordinatad locally,
with treatments prapared and administerad on site onca consultation and review have been
completed. Previously, GPs with additional oncology training supported local services;
however, ratiraments and lack of interest from other GPs in continuing in this grea prompted 8
transition 1o a remote NP model, This nurse practitioner, registerad in both Alberta and
Saskatchewan and holding admitting privileges at Lloydminster Hospital, provides continuity
of care for Alberta patients receiving systemic treatment. Tha remote NP model has been
effective in supporting patients; however, the service only supports Alberta patients, leading
1o inequitable access 1o care.

Staff at the Community Cancer Cantre must be trained 1o use two Electronic Medical
Systems and navigate patient pathways in two separate provinces. There is currently a small
FTE allocation at Lloydmingter for a RN Cancer Patient Navigation role who connects and
navigates patiants to additional resources they require during cancer treatment. The
Community Cancer Centre has an agreement that allows SHA nurses employed at the
Cancer Centre 1o work on two Electronic Medical Records EMRs, which has been working
well, but requires additional statf time to facilitate the cross-border coordination work.

3.5.1.1.3Key Data Points

Despite established benchmarks, wait timas for oncology services are being exceeded across
all tumour groups. Contributing factors include shortages of oncologists, increased demand,
pharmacy claarance processes, and population growth. Alberta’s Future of Cancer Impact
(FOCI) repon projects a 36% increase in new cancer diagnoses by 2040, rising from 23,000 10
37,000 cases ennually, driven in part by an annual population increase of approximataly
250,000 in Alberta. Comparable data was not available for Saskatchewan, but poputation
increéases and aging are also anticipated to increase cancer diagnoses in Saskatchewan,

Data was gathered on Ambulatory services and thair activity levels at Lloydminster Hospital.
The most recent data made available was from 20159/20. The 1able below shows the 2019/20
patient registration activities from the diferent Ambulatory hospital areas within the
Lloydminster Hospital for those records naving the registration type “Clinic”, "Daw/Night Care”,
and "Therapeutics".

The argas with the highest number of patient demand are “*Medical Specialty Clinic®,
“Physiotherapy", “Dialysis”, "Obstetrics®, "Cancer Outreach”, *Preadmission Clinic® and
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3.5.1.1.4Key Relationships

Acute care services: closely linked to ambulatory care, providi Ng care prior to admission and
with post-cischarge follow-ups. Ambulatory care utilizes shared resources within the hospital
and occupy shared spaces.

Primary care providers: refer patients to specia Ity clinics and provides longitudinal, ONgoing
care for their patients,

Tertiary care centres: renal and cancer care programs ara closely linked with tertiary care
centres, who have the expertise to initiate treatment and provide care pla nning before being
transferred back to community if appropriate.

Community heaith teams: home care teams SUpPOrt patients who require care bevond the
hospital visit, Community mental health teams may also support patients experiencing
mental health challenges because of health challenges, such as a patient undergoing cancer
treatment.

Diagnostic services: Ambulatory care's co-location with hospital lab and IMaging services
allows for timely results and care.

Pharmacy senaces: Oncology, dialysis, and chronic disease management rely on coardinated
medication management.

3.5.1.1.5Key Challenges

Workfarca capacity

Lioydminster faces workforce capacity challenges, with challenges recruiting qualified health
professionals ranging from nurses, allied health, and pharmacists, Workforce capacity
challenges limit the care that can be provided, with roles bei ng left unfilled. Dual-lcensing
requirameants in Lioydminster can create barriers to recruitment and retention. Some
regulatory colleges have taken steps 10 ease these challenges, including the Alberta College
of Paramedics ang alignment of othar continuing competency programs. In addition, other
regulators are also developing new modals to support inter-junsdictional practice that make it
easier and also more affordable to maintain licensure in multiple Canadian jurisdictions.

Specialist availshility

Lioydminster has a limited number and range of specialists available in comm unity and relies
on visiting and virual models to deliver care. While this creates challengss for residents,
resgurces in both provinces must be efficiently distributed to ensure that there is eguitable
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3.5.1.2.3Future Directions

Mo specific future directions are recommended for ambulatory care in Lloydminster due to
poor data guality and lack of feedback indicating a need for rightsizing of service levels or
shifts in service delivery. However, as the population ages and the population grows, demand
for services will increase, particularly in cancer and renal care. Due to Lioydminster's Cancer
Care being a "spoke’ within provincial hub-and-spoke systems, system capacity is centralized
and out of the control of Lioydminster. Cancer care is also shifting to toward chronic disease
management with people living longer with cancer. This requires more team-based care 1o
support care delivery and system navigation.

Expansion of services and service levels is limited by infrastructure. Existing infrastructure
should be optimized, such as extended hours for clinics. The shortage of oncologists and
other medical professionals will likely continue. The utilization of the full scope of services of
each profession and shifting responsibilities to areas with higher capacity, such as the
utilization of NPs and RN-led clinics would strengthen system capacity.

3.5.1.2.45ystem Impacts

With no specific Tuture directions indicated, there are no resulting specific system impacts.
The service delivery model for ambulatory care would remain the same, with service levels
scaling with demand as the population ages and grows. Provincial-level workforce strategies
should be put in place to train, attract, and retain physicians and other health professionals,
with strategies to expand and utilize within the existing scope of professions to build capacity
and resilience in the system.
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Continuing Care capacity, there are a total of 1,327 Type A beds, 478 Type B Beds, and 40
Tempaorary Stay/Respite Continuing Care bads,
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3.6.1.1.25ervice Model

Continuing care in Lloydminster operates within twa provincial systemns, with each province
responsible for managing its own facilities, beds, and funding structures. Saskatchewan
Health Authority (SHA) oversees facilities within Saskatchewan (i.e. Jubilee Home), while
Continuing Care Albena manages the facilities within Alberta (gither directly managed or
contracted).

Eligibility criteria and admission processes differ provi ncially. In Saskatchewan, temporary
health cards can be issued to Alberta residents, allowing immadiate admission ta facilities
such as lubilea Home when needed. In contrast, access to Alberta conti NUINE Cara raquiras
individuals to first establish Alberta residency and obtain an Alberta bealth card. Admission is
Unked to the province's assessment process, which uses the MDSRI (Minimurm Data Set
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Within Lloydminster, there are three continuing care facilities operated or contracted by ALA
and one aperated by the SHA. In total, there are 160 Long-Term Care (Type AfSpecial Care
Home) beds and 104 Designated Supportive Living (Type B) beds. Of all the Long-Term Care
beds, 110 are in Alberta and 50 in Saskatchewan, while all Type B beds are in Alberta. In total,
about 80% of continuing care beds are in Alberta, with the remainder in Saskatchewan.

Typa A/Spacial Cara Home Bed Benchmarking

Long-term care provision in the City of Lloydminster is currently above the national
benchmark of 75 bads per 1,000 residents aged 75 and older. Across the city, there are 160
beds, which eguates to 109.2 per 1,000 in this age group. This exceeds the Canadian average
of about 73 per 1,000. At the ¢ore senvice area level, there are 304 beds (72.1 per 1,000),
slightly below the benchmark, while the extended service area has 1,372 beds (86.2 per
1,000), modestly above the benchmark.

The supply of beds is unevenly distributed between Alberta and Saskatchewan. Albarta
accounts for 63 percent of Lloydminster's overall population and 79 percent of the 75+
population, reflecting the stronger benefits and senvices available to seniors. Saskatchewan
holds a smaller share of the senior population but has a higher bed ratio compared (o its
population base.

« Alberta: 110 beds, 76.7 per 1,000 residents aged 75+,
* Saskatchewan: 50 beds, 133.3 per 1,000 residents aged 75+.

Although both sides exceed the banchmark, Alberta faces greater pressure due to its much
larger share of the 75+ population.

Lioydminstar's Type AfSpecial Care Home bed to populaniion ratio is within the range of
comparator commiunities:

= Yorkton (1046 per 1,000)

= Prince Albert (117.3 per 1,000)
# Red Deer (77.9 per 1000)

# Medicine Hat (67.9 per 1,000)

Al the provincial level, the most recent CiHI data (2021) shows Alberta gt 54.2 per 1,000 end
Seskatchewan at 79.7 per 1,000, Both sides of Lioydminster are above theair respective
provincial averages.

Some other communities with similar overall populations and bed counts demonstrate

significantly lower ratios due to an older age profile. Penticton, for example, has 26.6 beds per
1,000 residents 75 and older, while Powell River has 27.8 per 1,000, Thase lower ratios
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Within the community, links with palliative care, rehabilitation, and mental health teams are
essential 1o supporting residents with complex or changing needs. At the system level,
relationships betwean Alberta and Saskatchewan health authorities are fundamental, as
differences in policy, funding, and reparting must be reconciled 1o ensure equitable access.
Etfactive coordination across these interfaces is critical 1o maintaining patient flow and
ensuring residents receive care in the most appropriate setting.

Specifically, coordination challenges between Lioydminster Hospital and continuing care
providers contribute 1o sustained Alternate Level of Care [ALC) occupancy. Patients who are
ready for discharge often wait due to differing eligibility rules, assessment tools, and data
systems between Alberta and Saskaichewan. Earlier discharge planning and shared
assessment protocols could reduce these delays and improve overall patient flow.

3.6.1.1.5Key Challenges

The effective pravision of continuing care in Lisydminster faces several challenges. The
absence of transitional care beds limits options for patients wiho could othenwise recover
function and return home, leading to avoidable long-term care agdmissions. Bespite capacity
ig limited, placing additional strain on families and caregivers and contributing to crisis-driven
hospitalizations and continuing care admissions. Workforce shortages, particularly among
HCAs and LPNs, restrict the ability to scale services in ling with population growth.
Infrastructure disparities between provinces, with older Saskatchewan facilities in particutar,
limit the quality and flexibility of available spaces. Additionally, bi-provincial inefficiencies in
eligibility rules, placement systems, and reporting raquiremeants comphcate codrdination and
prolong hospital stays. These challenges collectively reduce system capacily and contribute
{0 higher acute care utilization.

Ageing Population

Within the core senvice area, the population aged 65 and ower is praojected 10 increase from
10,116 in 2025 to 14,549 in 2040, growing from 14% to 15% of the population. The 75+ cohort
will see even sharpar growth, nearly doubling from 4,368 in 2025 to 7,830 by 2040 (a 79%
increasea). This demographic shift will increase demand for continuing care beds, home care,
and related community suppaorts. Acute demand will also increase, &8s older patients
represent a larger share of ALC occupancy.

Growing Resident Complexity

The population of residents entaring continuing care facilities is increasing in complexity, with
anincraasing cohort of younger clients entering due to acquired brain injury and substance
use. These patients have different medical needs and skillsets regquired for management than
older clients, and existing facilities and staff are poorly equipped to manage these specialized
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3.6.1.2 Future State

3.6.1.2.10verview

Continuing care services in Lioydminster provide long-tarm residential care and community
supports for older adults and indwiduals experiencing chronic conditions. These facilities are
unévenly distributed, with most located on the Alberta side, and eligibility criteria differ
between provinces, complicating access and coordination. With the population of
Lioydminster projected 1o age significantly over the next 15 vears, the demand on continuing
care beds will increase significantly. The increasze required to maintain the same ratio of beds
per papulation 75+ will be significant, both in Llowdminster but also across Alberta and
Saskatchewan.

Gap: An aging population and rising resident complexity are driving increased demand for
conbinuing care, home supports, and speciglized services. The abzence of trangitional and
respite capacity contributes to high alternate level of care (ALC) rates and delayed discharges.
Staffing shortages and home care imitations further slowdown hospital flow, while
differances in provingial funding models and eligibility criteria create inefliciencies,
duplications, and delays in discharge planning.

Recammendation for Considaration: A Transitional Care Unit (TCU) should be established
close to Lioydminster, but not within the hospital, to alleviate ALC pressures and provide a
restorative emvironment far patients transitioning out of acute care. Enhancements 1o intake
and discherge processes such as early discharge planning, embedded coordinators,
standardized assessment tools, and seven-day allied health coverage, would also strengthen
continuity of care. Realigning home health mare closely with (eams in acute care would also
improve coordination and patient outcomes. Additionally, continuing cara capacity should be
planned for to reflect future demand, re-assessed following a period of TCU aperations to
evaluate its impact on continuing care requirements.

Potential System Impact: Introducing 8 TCU would reduce sustained ALC occupancy, ease
demand an long-term care facilities, and allow patients to transition into more appropnata
settings. Enhanced discharge coordination would shorten the median time from ALC
designation to discharge, lower average ALC census, and free up acute care capacity.
Standardized processes and improved interprovincial collaboration would minimize safety
risks, reduce administration duplication, and improve continuity of care. Expanding
preventative community Supports would further reduce reliance on hospitais and long-term
cang.

3.6.1.2.25ervice-Specific Assumptions

The future state planning far continuing care facilities assumes that the current division of
responsibilities for service delivery will continue, with Alberta and Saskatchewan continuing

112



provinces, issues with data capture and coding practices, operational incentives, blurring of
medical with social or non-medical needs, or cultural factors.

There is a significant opportunity also to provide Respite within the TCU, to enable patients
who are living at home to be agsessed and connected to appropriate community supports, 1o
prevent caregiver burnout or ¢risis-driven admissions to continuing care or acute care, The
system need for transitional care iz significant, and an investrment in evaluation is
recommended to understand the impact of a TCU on acute bed utilization and long-term care
demand.

The TCU should be located close 1o Lloydminster but not within the hospital, due to the
hospital’s limited space and capacity. The location of the TCU in a less acute erviranment
may also be preferred by patients, The TCU would require staffing models that combineg
nursing (ANs, LPNs, and care aides) with allied health supports such as physiotherapy,
accupational therapy, dietetics, and social work. Recruitment of allied health staf! would be
challenging, and the exploration of strategies such as telehealth and shared statfing are
recommended to meet needs. Physician orideally, Nurse Practitioner oversight may be
prowided through dedicated Most Responsible Providers or on-call models, Specialized
training would be required in dementia care, addictions, and management of complex
behaviors 10 meet the needs of Lioydminstar’s increasingly diverse continuing care
popultation.

Successiul implementation of 8 TCU would depend on strong partnerships with acute care
teams, home care providers, and long-term care facilities. Effective coordination with
discharge planners, primary care providers, and allied nealth professionals would be central
1o success. Provincial health authorities in both Alberta and Saskatchewan must align referral
processes and care standards to ensure equitable access across tha city's bi-provincial
coniaxi,

Intake and Discharge Enhancements

Improvements to intake and discharge processes has bean identified as a key priority for
Lloydrminster Hospital to reduce unnecessary hospital stays and relieve pressure on acute
care capacity. At present, patients often experience delays in discharge due to inconsistant
communication across providers, differing aligibility definitions between Alberia and
Saskatchewan, and limited weakend or afler-hours coverage. These delays contribute to ALC
pressures and create avoidable congestion in the hospital system. Enhancing intake and
discharge processes is expected to reduce hospital length of stay and create smoother
pathways into transitional, long-term care, or community-based senvices.

The proposed service shift emphasizes early, proactive discharge planning that begins shartly
afier hospital admission, and led by Home Health staflf, Embedding discharge coordinators
whao are part of community health teams within acute care would enable closer slignment
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The Demand Projection results suggest that Lioydminster's Respite
Continuing Care bads will grow from 40 to 63 beds,
a growth of +23 beds, (+58%) from 2024 10 2040
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3.7 PRIMARY CARE

3.7.1.1 Current State

3.7.1.1.10verview

Lloydminster's bi-provincial nature straddling two provinces has resulted in the development
of two largely independeant primary care systems. Primary care is delivered by a mix of
longitudinal family physician clinics?, walk-in clinics, and team-based primary care
supported by provincially-funded allied staff, The primary care landscape is heavily
influenced by fee-for-service models for physicians, who often oparate out of multiple private
clinics, many of which are licensed on the Albarta side. Thig has led 10 weaker connections
between these clinics and public-sector services, particularly those managed by tha SHA on
the Saskatchewan side. The only SHA-run full-service family physician clinic, Prairie North
Plaza, fills a critical gap by offering both scheduled primary care and limited walk-in capacity,
including after-nours and weekends. Howewver, this clinic cannot meet current demand alone.

Lioydminster is served by Lioydminster Primary Care Network (PCN) on the Albera side and
by Prairie North Health Centre (SHA) on the Saskatchewan side. The Lioydminster PCN covers
Lioydminster and the surraunding area and i fundead for Alberta patients only, but in practice
seas Saskatchewan residents as well. There are 38 Primary Care Networks (PCNs) in Alberta
that represent more than 3,800 doctors and 1,000 health care providers and serve close to
3.6 million Albertans. Primary Care Networks are not-for-profit corporations registered undar
the Alberta Societies Act, and are independent legal entities with a joint governance board
with 2 physician members and 2 members of Primary Care Alberta. All Lloydminster PCN
employees exist within a single clinic, with a nurse practitioner and allied professionals
prowiding chronic disease management, dietician, mental health therapy, social work, and
other primary care services. The primary focus of PCHN relates to chronic disease
managemeant,®

Within the extended service area, a number of other PUNS provide services, inCluding Kalyna
PCN (covaring Vermilion, Viagreville, and Viking, Killam, Hardisty, and Tofield), Wainwright
PCM, Provast PCM, Cold Lake PCH, Bonnyville PCHN, and Lakeland PCM {covering St. Paul and
surrounding areas). Many of these PCNs serve communities that straddle the border between
Alberta and Saskatchewan and face similar challenges related to the interprovincial context,
with ¢hallenges related to information sharing, challenges with referral pathways, and
unaccounted patiant numbers for funding. As part of the healthcare rearganization in Alberta,

ag private physician clinics are independent Duginasses, Their futung requirgments an notin seope of this
SiLEdY,
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3.7.1.1.3Key Data Points

Alberta has 38 PCNs representing over 3,800 doctors and 1,000 health care providers, serving
approximately 3.6 million Albertans,

The patient attachment rate in the Saskatchewan NW4 Health Network, which includes
Lioydminster and areas around Lloydminster including Maidstone and Macklin, is very low
compared to other nearby Health Networks, at 40%. Due to the lecation of Lioydminster,
rasidents of each province may receive primary care services in the other province, which will
not be reflected in attachment numbers, A 8 result, attachmeant rates in Lisydminster and
other border jurisdictions are not a reliable metric (o determine primary care access for the
whole population. The two primary care systems do not coordinate and communicate with
each other, creating challenges in understanding the primary care system as a whole in
Lioydminster, However, engagement with leadership indicated that in Lloydminster, primary
care access is a substantial challenge, mirroring what the attachment rates represent.
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3.7.1.1.4Key Relationships

Primary Care acts as the first point of contact to the healthcare system for most residents,
providing comprehensive longitudinal care and urgent care through walk-in clinics. Primary
care is linked to all aspacts of the health system, including:

Acute Care: Primary Care providers is linked to acute care through the discharge and
provigion for longitudinal care for patients being discharged from the hospital and managing
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cannot @asily access rasults from across the provincial line, the test is often re-ordered in the
patient’s home province. Discharge communication is another area of concern. Alberta
providers frequently report difficulties obtaining acute care reports from Lioydminster
Hospital, 2 challenge also experienced by primary care providers in private clinics without
formal SHA affiliation. These gaps in communication can result in incomplete or absent
follow-up, leading to avoidable poor health outcomes.

Funding Structures and Systemic Barrers

A key systemic barrier to streamlining care is the lack of visibility across provincial billing
systams. Because each province cannot see the billing practices of the other, duplicate billing
is undetected. As a result, most clinics operate on a fee-for-service model, while publicly
funded clinics are restricted 1o serving patiants from their own province, This arrangement
complicates warkload measurement, populaton haalth planning, and funding allocation, as
patient counts and sarvice utibization are simultaneously under-reported and over-utilized
across provingial boundaries. These challenges are not unigue to Lloydminster and are
sharad by many border regions with high rates of out-of-province patignts.

Contnuity of Care and Physician Recrultrment

The recruitment and retention of family physicians is another significant challenge. While this
trend is seen nationally, it is especially acute in rural areas like Lloydminster, contributing to
gaps in lengitudinal care and increased reliance on walk-in clinics. Dual icensure and
reporting requirements make recruitmeant more difficulr, as physicians without prior ties ta
Lioydminster may prefer communities without the added administrative burden. Limited
physician capacity constrains patiant attachment as well as plans for urgent primary care,
pushing more patiants toward deferred care or Emergency Departmeant use. This contributes
to poor health outcomes, long ED wait times, and inappropriate utilization of acute care
SErvices.

3.7.1.2 Future State

3.7.1.2.10verview

The tuture state of primary health in Lloyéminster focuses on expanded access to primary
care, team-pasad model, and improved integration with diagnostic and support services,
Currently, primary care access is a challenge, resulting in gaps in longitudinal care nd
increased reliance on walk-in services, including Emergency Department services.

Gap: Access to primary care is gurrently imited in hours and capacity, particularty with walk-
in @and urgent care options, leading to increased reliance on emergency room visits. The bi-
provincial context also complicates funding, referral pathways, and information sharing,
creating gaps for cross-border patients. Providers and regulated professionals face dual-
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Recruitment in regulated health professionals 15 expected to remain difficult, particularly in
areas putside of urban centres. Larger structural changes in interprovincial licensure
requirements are not expected to change within the planning parameters of the Lloycminster
Health Needs Assessment, which will continue to edd administratve burden and create
challenges for recruitment. Some streamlining of licensure processes may occur, but
challanges are likely to persist. However, expansion of APR/ARP and contract models, as wall
as the growth of NPs as primary care providers, is assumed to ease the 5train on primary care
providers with Lloydminster and surrounding communities.

Infarmation sharing challenges are assumad to persist, creating challenges for continuity of
care and adding to reduplication of tests and services. This will continue to add workioad to
primary care providers and allied care staff who will continue o be required (o devote
additional time to acquire patient information from providers in the other province.

3.7.1.2.3Future Directions

Primary Access Clinic

Establishment of a Primary Access Clinic 81 an existing primary care site operating inthe late
afternoon and potentially early moming is recommended to meet the gap in after-hours
primary care, Current walk-in clinics absorb non-urgent issues that might otherwise land in
the ED, but the availability and capacity within Lloydminster is currently imited. Prairie Morth
Plaza's walk-in clinics typically operate weekdays from 1-5 pm, and Saturday is resernved for
scheduled practice patients due to imited capacity. Border City Clinic, a private practice,
offers walk-in care six days @ weak, including Saturday, yet total walk-in volumes (1516
patients/session) remain inadequate for population needs. In companson, Maidstone
Integrated Facility, in a rural setting, is open B am-8 pm daily; after hours, RN triage and virtual
physician access cover late arrivals, with low-acuity ER presentations redirected to the clinig
when possible. The inadeguate coverage of unscheduled and after-hours care is a direct
contributor 1o unnecessary ED visits, with parents of young children often having no
aliernative for urgent, but non-amergent, health concerns outside of business hours.

It iz recommended that tha Primary Access Clinic be implemented spacifically in
Saskatchewan, potentially at the Praine North Plaza Clinic, for improved feasibility integrating
with Emergency Department registration and triage. Low acuity prasentations to the ED could
be diverted to the Primary Access Clinic for same-day or next-day appointments, which would
ease pressure on the ED, shoren wait times, and urgent improve primary care access.

Extended Primary Cara Hours

Limitad primary care clinic hours is a large contributor 1o high rates of ED use for conditions

that could be managed in the community. Extended primary care hours aim 10 increase

access to imely services and reduce reliance on the ED, particularly for those who cannot
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competancy requirements) could alleviate these barriers in tha short tarm, rather than waiting
for broader inter-provincial licensure reformas, whera the timing and feasibility are uncertain,

Streamlining agdministrative processes for healthcare providers holding dual Alberta-
Saskatchewan licenses would reduce barriers to cross-border practice and improve
workforce availability. Simplified licensure processes would allow providers 1o begin delwering
care more quickly and reduce delays associated with dual registration. Implementation would
require coordination through provincial agencies and policy alignment; MOH representatives
indicated some work is already taking place in this area, and these efforts should be
resourced and supported 1o expedite outcomes,

Integrating Virtual Allied Care infto Team-Based Models

Current allied health capacity in Lioydminster is limited, with gaps in areas such as dietetics,
physiotherapy, social work, and counseling. Integrating virtual allied health services into
team-based primary care models would expand access amidst staffing shortages, as allied
staff could be shared with larger centres, Virtual platforms would also allow for continuity of
care across settings and provinces, ensunng that patients with chronic or complex conditions
receive consistent, multi-disciplinary support without having to rely solely on in-person
staffing presence. However, it is important to note that regulated health professicns must
comply with licensing requirements of the jurisdiction in which a patiant is located. Funding
models will nead to be explored in each province, including considerations for the impact on
acute care and provider recruitment, 1o develop a business case for thase resources.

3.7.1.2.45ystem Impacts

Systemic interventions, including Primary Access Clinics, extended primary care hours, APP
and cantract physician models, lab collection integration at the Patient Medical Home [(PMH;
Prairie Maorth Clinic in Saskatchewan) site, streamiined dual Licensure processes, and virtual
allied care, are interconnected strategies designed to address these structural challenges.
Primary Access Clinics aim to abscrb non-urgent presentations that would otherwise burden
emargancy departmants. Tha implementation of Primary Access Clinics would reguire
coardination between acuta and community leaders, and ideally involve technology
integration for scheduling patient care for service at tha PMH from the acute site.

The establishment of extended primary care hours would be specific to provincially-led
primary care senvices. This change would need to be supported by additional famiby
physicians, nurse practitioners, alied health professionals, and agministrative staff,
Outcomes would be improved access, reduced ED reliance, and alignment with Alberta’s
goals to provide care outside treditional hours as laid out in the province's Modernizing
Alberta's Primary Health Care Systam (MAPS) plan. Additional staffing, including family
physicians and nurse practitioners, would be required to support extended hours.
Collebaoration with existing clinics and providers would be required to efficiently manage
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3.8 COMMUNITY CARE

Community care ancompasses 8 broad range of publicly funded programs and services that
enable people to maintain or improve their health, wellbeing, and independence within their
homaes and communities, thereby reducing rel:ance on hospital-based care, These sarvices
include home haalth, rehabilitation and specialized therapies, social and community
programs, public health initiatives. Community mental health supports are often considered
community care; however, this study has separated mental health services into its own
section. See Section 3.5 for Mental Haalth Services.

Within Lloydminster, community care and primary care are closely integrated, with many
community care functions, such as home care and therapies, reporting through primary
health structures. OQutside Llovdminster's municipal boundanes, Alberta Ministry of Primary
and Prevantative Health Services has historically provided community health services, though
these responsibilities have recently been regrganized under new provincial agencies: Assisted
Living Albarta, and Albearta Primary and Preventative Care.,

Ungder the terms of the bi-provincial MOLU, Saskatchewan is responsible for the delivery of
community care within Lloydminster, including home care and public health, with Alberta
reimbursing Saskatchewan for the cost of serving Alberta residents living within Lioydminster,

The adeguacy of community care resources across the wider service area directly affects
hospital operations and demand on continuing care facilities in Lloydminster. Sufficiant levels
of community-based care capacity contribute to decreased demand for acute care,
facilitatbing timely patient discharge, lower ALC occupancy, and delayed admissionsinio
continuing care facilities,

3.8.1 Home Care

3.8.1.1 Current State

3.8.1.1.10verview

Home care in Lioydminster is deliverad by the Saskatchewan Health Authority for all residents
of the city, including those living on the Albarta side, under the terms of the bi-provincial MOLL
In Albarta putside of the boundaries of Lloydminster, Assisted Living Alberta provides home
care senices include nursing, iome suppart, therapies, and case management, with staff
responsible for both community-based care and coordination of hospital discharges.

While the structure ensures that all rasidents have access 10 home care regardless of
province, itintreduces additional administrative complexity compared 1o single-jurisdiction
models. Reporting, intake, and coordination must account for two provincial systems, which
can complicate patient flow and discharge planning. Despite these challengas,
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Engagemant with leadearship and operational staff were not able 1o indicate a reasaon for tha
decling in home care clients and contact hours. However, the decling was not Iinked o a
decline in community need for home care services and are not indicative of future trend
demands, particularly with the aging population of Lloydminster,

Benchmarking full-time equivalent (FTE) statfing has been used in this assessmant 1o indicate
levels of resourcing in Lloydminster relative to other communities. The benchmarking exercise
i3 not intended to recommend specific positions or detarmine exact staffing numbers.
Instead, it provides a comparative lans 10 identify where Liswdminster may De under-
resourced or over-respurced compared (o similar 5erace araas. Input fnom engagemeant
=sa53ions with local 3taff and leadership was used to validate these benchmarks, ensuring
that the analysis reflects both the quantitative comparnsons and the operational realities. This
approach highlights areas and positions where gaps exist, supporting evidence-informed
planning without prescribing specific staffing models or staffing increases.

Community Health Services in Lioydminstar are delivered by SHA for the entire population of
the city. As a result, the entire population of Lioydminster has combined with Lloydminster
SAG to benchmark community health FTE to population. Benchmarks have baen determined
through averaging FTE ratios in jurisdictions in the Extended Service area 10 determing average
senvice levels end comparing the levels 1o national comparators. Due 13 the interprovincial
nature of community health senvice work, an additional factor of 10% was applied to account
for additional waorkload with bi-provingial infermation sharing and coordination,

Qwvarall, Home Care was determined 1o generally ba adequately resourced from
benchmarking analysis and engagemeant. Home Care staffing is slightly below benchmark
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levels but is projected to require significant increases to staffing as the population ages.
Lloydminster has a lower number of Home Cara FTE per 1000 population 75+ than Viermilion
River County LGA and the average of the extended service area. Howewver, it was not
significantly below the average of the SAGSs and LGAs identified as the extended service area.
This indicates that in general, Homa Care availability in Lloydminster ig in line with regional
availability.

s Lloydminster City + SAG- 20.53
= Vermilion River County LGA (Excluding Lloydminster) - 27.67
+ Extended Service Area Average - 21.99.

in general, Home Care FTE to population ratios ara higher in Albarta than in Saskatchewan.
Alberta LGAS within the extended service area averaged 30.09 FTE per 1000 75+, while
Saskatchewan SAGs within the Extended Service Area averaged 15.8.

Figura 24 - Homa Care FTE 00D Fogwation 75+

Comparator communities outside Lioydminster had a significant range of FTE per papulation
due to varying service levels and mandates.
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o Squamish (2053); 23.69
* Pemberton (2053); 42.74
«  Whistler (2053): 12.68

+ Poweall River (2043); 12.81

There is no national benchmark for Home Care staffing, and Home Care programs vary widely
in aligibility, scope, and staffing models. However, a benchmark of 20.0 FTE per 1000 75+ was
identified based on levels sean in comparator communities and validated through
engagemant, where leadership indicated that home care is generally adequately resourced at
presant.

The benchmarking shows that at, Home Care staffing to population ratios in Lioydminster City
are generally in an adequate range, slightly abowve the identifiad benchmark of 20.0 FTE/1000
75+, However, to maintain staffing ratios in the future with population aging, an increase in
Home Health and Home Support staffing is required. Within the 15-year planning horizon of
the LH3NA, the population 75+ is expected to more than double from 2,144 in Lloydminster
Clity + SAG to 4,588,

When factoring in only aging population, the FTE to 1000 population 75+ ratio is projected to
decrease significantly in the 15-year futura:

# |loywdminster City: -5.99
# [ lovdminster City + SAG: -5.59
= Extended Service Area average: -12.45

Significant increases to stalfing would be required to reach and maintain a staffing level at
benchmark levels.

Talda 5 - Licparmngtar Commumty Hgath Senvces - FIE Benchmarking

Service Ling Gurrent StataCurrant State  Metric Benchmark FTE at Future Projected
FTE Ratio Benchrark  [2040)
Home Care 4402 20.53 FTEMDOG 75+ 20.0 A 41,8

3.8.1.1.4Key Relationships

Home Care in Lioydminster is closely tied to the functioning of the broader health system,
with direct impacts on both acute and continuing care beds. Its role as the primary support
far individuals iving with chronic conditions or recovering from hospitalization makesita
central partner across service lines.
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Acute Care and Hospital Services: Home Care plays a critical role in enabling safe and timely
discharges from Lloydminster Hospital. Home Care provides nursing, rehabilitation, and
personal support in the community, relieving pressure on the Emergency Department and
reducing ALC. When Home Care capacity is limited, patients remain in hospital longer,
contributing to congestion and blocking throughput.

Continuing Care Facilities: Home Care helps delay or prevent entry into long-term care by
supporting residents to remain at home safaly far longer. When patients require admission
continuing care facilities, Home Care provides support in bridging the transition between
scute settings and long-term residential ptacament.

Primary Care: Home Care is closely integrated with primary care providers, who provide
physician oversight and primary care for clients. Allied staff work with home care teams to
provica care for patients, including tharapies. This coordination allows patients to recaive
holistic, team-based care in the community.

Mental Health and Addictions: Many Home Care clients have co-oceurring mental health or

addictions challenges. These hame care clients are referred to community mental health and
addictions teams who provide services to stabilize patients and treat mental illness.

3.8.1.1.5Key Challenges

Home Care in Lioydminster faces & number of key challenges that constrain its ability 10 meet
curent and future demand:

Aging Population

The population aged 75+in Lloydminster is projected to nearly double over the next 15 years.
This demagraphic shift will significantly increase demand for Home Care. Without
propartonal growth in capacity, more residents will experience delays in receiving support at
home, increasing the risk of acute admissions and ALC pressures.

Staffing Levels and Benchmarks

Staffing levels for home care are slightly above benchmark levels. Lloydminster has a Home
Care staff-to-population ratio of 20.53 FTE per 1,000 population aged 75+, compared to an
identified benchmark of 20.0, a level determined by comparing staffing levels in comparable
jurisdichions, However, Lioydminster's unigue bi-jurisdictional creates additional workload for
stall, requinng a igher level of staffing to manage the same level of patient care compared to
single jurisdiction regions. Additionally, with population aging, the FTE ratio is expected to
decline sharply without substantial growth in the workforce.

Recruitment and Workforce Pressures
133



Like many jurisdictions, Lloydminster faces challenges in recruiting and retaining gualified
staff, particularty Health Care Aides and Licensed Practical Nurses. Regulatory changes in
Alberta, which will require HCAS 10 be regulated under the Health Professions Act by 20286,
may further strain availability across the bi-provingial region. Without new recruitment
pipelines and incentives, staffing shortfalls may Limit the system”s ability to expand.

Pressures fo Decrease Reliance on Acute and Continuing Care Facilities

Hame Care is a critical enabler of hospital discharges, but limited staffing and service hours
can delay transitions, contributing to ALC occupancy in acute care. These challenges are
compounded by the lack of transitional care beds or respite capacity in the community, which
farces some residents 1o remain in hospital when they cannot yet return home safely.

3.8.1.2 Future State
1.8.1.2.10verview

Home Care sarvicas in Lloydminster, dativered by the Saskatchewan Health Authority, are
highly integrated with primary care, with Praine North Plaza serving as a central hub for
community-based suppans and collaboration,

Gap: Damand for Home Care is increazing due to an aging population, with the 75+ cohort
expacied 10 naarly double in the next 15 years. Staffing shorages and recruitmant challenges,
compounded by regulatory changes in Alberta requining HCAS to be regulated under the
Health Professions Act by 2028, further constrain capacity. The absance of transitional care
beds and limited respite oplions ingreasas reliance on hospitals, extending langths of stay
and cantributing to alternate level of care (ALC) pressures. Administrative workload is higher
due to navigating bath Alberta and Saskatchewan systems.

Recommendation for Consideration; Adjust staffing and resourcing leveis to reflect the
administrative demands of a bi-provincial system. Align Home Care teams with acute cara
services at Lloydminster Hospital to streamline discharnge processes and reduce hospital
langth of stay. Enhance allied health capacity and expand weekend and after-nours coverage
10 support timely discharge and ensure appropriate community-based cang.

Potential System Impacts: These recommendations would reduce the number of ALC
patients occupying hozpital beds, ease pressure on acute care and emergency departments,
and shorten hospital stays. Improved alignment between home care and hospital discharge
functions would ¢reate more reliable pathways for patients, while expanded allied health
capacity would support faster recovery and readmissions. Adjusted staffing to accoun? for bi-
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provincial administrative workioad would ensure Home Care services are delivered at a level
comparable to other jurisdictions in Alberta and Saskatchewan.

3.8.1.2.25ervice-Specific Assumptions

The future state of Home Care in Lioydminsteris shaped by several planning assumptions. It
is assumed that community cara senices, including Home Care and Public Health, would
continue 1o be deliverad by Saskatchewan for all residents of the ity under the current bi-
provincial agreement.

Maintaining benchmark staffing ratios of Home Care full-time equivalents to population 75+ is
recognized as a challenge. Given existing workforce shortages and funding pressuras, itis not
expecied that staffing levels would keep pace with demographic change in a way that fully
meats benchmark ratios. However, the general direction is that Home Care nursing and Home
Support staff should be increased as needs grow. Strengthening Home Care capacity across
the broader service area is expected to ease ALC pressures, reduce demand on acute care,
and delay the need for continuing care admission. Expansion of community Care resources
outside Lioydminstar is acknowledged as important, but it is not within the scope of this
assessment.

3.8.1.2.3Future Directions

Right-Sizing Resourcing Levels to Reflect Administrative Workload

The delnery of home cara in Lioydminster is uniguely complex bacause services are provided
under Saskatchewan's mandate for both Alberta and Sagkatchewan residents, This creates
additional administrative work compared to single-junsdiction sites, Future workforce
planning should adjust staffing levals o reflect this increased workioad, recognizing the
added efon required to operate in a bi-provincial environment.

Currently, Home Care resourcing is broadly comparable 1o neighbouring jurisdictions when
measured per population aged 75+. For example, Lloydminster City + SAG has an FTEM,000
75+ ratio of 20.5, comparad to 24.13 in The Battlefords SAG. However, Lloydminster's cross-
border context adds significant complexity that is not captured in this measura, Future
planning must take into account that the same work reguires more agministrative resources
than in other regions, and resourcing should be increased accordingly.

Home Haalth Team Alignmaeant with Acute Cara

Physically locating Home Health within Lloydminster Hospital's acute care services would
strengthen collaboration, streamiline discharge, and enhance continuity of care. This
alignment would enable real-time coordination between hospital and Home Health staff,

135



improving transitions of care. While the team should remain administratively managed under
Home Health and Primary Care 10 ensure consistency across the system, its physical
integration with acute services would enhance day-1o-day collaboration.

Pilot programs in other régions have shown that embedding discharge planning functions
diractly within hospitals could reduce delays and improve system efficiency. In Lioydminster,
whare patient flow is already constrained by limited continuing and transitional care capacity,
stronger alignment between Home Health and acute care would support more timely and
coordinated discharges.

Allted Care Enhancemenis

Allied health services, such as physiotharapy, occupational therspy, dietetics, community
paramedicine, and social work, are essential for rehabilitation, recovery, and maintaining
independence. in Lioydminster, allied health capacity is limited and often stretched across
acute and community settings. These pressuras are compounded by the bi-provincial
envirgonment, wheare staff must navigate different eligibility criteria, reporting reguirements,
and referral processes depending on a patient’s province of residence.

Future directions should include strengthening allied health capacity to provide timely
supports in both hospital and community settings. Expanding weekend and after-hours
senvices would reduce discharge delays, while increasing therapy services in the community
would allow more patients 1o remain at home, easing demand on acute and continuing care
beds. Additional investment in social wark and counseling would help patients and families
manage the complexity of cross-border care, particularly for those living with chronic illness
or dementia, In addition, enhanced community paramedicine support including home visits,
care coordination and follow-ups after hospital discharges could be very effecive in
improving the current allied care provision if implemented.

Recognizing the recruitment challenges for these roles, innovative models should be
explored. Virtual care and the use of Rehabilitation Aszgistants supervized remotely by allied

haalth professianals in larger centres could expand capacity while maintaining quality of care.

3.8.1.2.45ystem Impacts

Impact of Right-3ized Resourcing

Adjusting statfing levels to reflect the additionzl administrative workioad would ensure that
Lioyvdminster's Home Care teams are resourced appropriately compared 1o othar
jurisdictions, This would help maintain care delivery standards while addressing the unique
demands of a bi-provincial system.

impact of Home Health Alignment with Acute Care
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Closer alignment of Home Health with hospital discharge functions would shorten hospital
tength of stay, reduce the number of Alternate Level of Care (ALC) patients, and free acute
beds for higher-acuity cases. This would create more reliable discharge pathways and ease
pressure on the Emergency Department by improving patient flow across the system.

Impact of Allied Care Enhancements

Expanding allied health capacity would support faster recovery, reduce readmissions, and
improve patients” ability to remain in the community. Enhanced social work and counseling
services would also improve navigation of the cross-provincial system, supporting patients
and families in acceassing timely and appropriate care. Strengthened weekend and after-hours
allied health coveraga would reduce dalays in hospital discharge, while expanded
community-based therapy would reduce reliance on hospital and continuing care beds. The
impact of this change should be evaluated post-implementation to identify changes to future
bed requiremeants.

3.8.2 Public Health

3.8.2.1 Current State

31.8.2.1.10verview

Public Health programming in Lioydminster includes a broad range of prevention and health
promation senvices delivered by tha Saskatchewan Health Authority. Core sernvices include
immunization clinics for children, school-based immunization, and travel immunization
programs. Families are supported through home visits after birth, prenatal education, and
parenting programs, complemanted by nutrition senices and dental heaith teaching. Public
Health statf also provide harm reduction supports and inspection senvices o promote
community safety. Communicable dizease follow-up is alzo a responsibility of Public Health
AUISas.

3.8.2.1.25ervice Model

Lnder the Bi-Provincial MOU, Saskatchewan Health Authority is responsible for the delvery of
Public Health services within Lioydminster. In Alberta outside of Lioydminster, Public Heaith
senices are delivered by Primary Care Alberta and Preventative Care, with Vermilion and
Kitscoty having Public Health Offices. Each of these Public Health offices are staffed with
Fublic Health nurses who deliver immunizations, school health, health promotion, and
miaternal, child and family health.
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Within Lloydminster, Public Health services are primarily delivered out of Prairie North Plaza,
with additional delivery in schools, community sites, and through hame visits as appropnate,
Lloydminster's Public Health nursing covers Lloydminster and some other communities
surrounding Lloydminster, including Lone Rock, Hillmon, and Marshall, Lloydminster's Public
Health nurzes also deliver immunization and STBBI work also serves Alberta clients from
Vermilion, Audiology assessments are not available in Lioydminster. The management of
Public Health is linked to primary cara and therapies and are managed under the same team,
facilitating strong collaboration,

3.8.2.1.3Key Data Points
3.8.2.1.3.1 Volume and Client Data

Volume and unique client data for immunization wane provided for the vears 2019 w0 2024 as
available. In 2021, there was @ massive spike in adull vaccination doses administered due to
the COVID-19 pandemic, which has since returned to levels comparable to 2018 and 2020,
While total vaccine doses administerad have stayed ralativaly stable outside of 2021, thera
has been a decrease in vaccine doses administered to childran (from 13,625 in 2019 t0 8,236
in 2024) and an increase in doses administered to edults (from 2,950 in 201910 4,383 in
2024). This is in line with trends seen nationally with decreasing rates of childhood
vaccination and incréases in adult vaccination following the COVID-19 pandemic.
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Unigue Matarnal Child Health ¢lients (incl. mother and baby) were provided for the years
2022-2024. No strong trends for changes in maternal child health in Lioydminster could be
detarmined from the data, which remained relatively stable between 788 and 807, Qutside of
large shifts in mandate or public health emergencies, demand for Public Health serviCes are,
and will continue 1o be, driven by papulation growth and shifis.
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3.8.2.1.3.2 Public Health FTE Benchmarking

within Lloydminster City, Public Health is primarily provided by Saskatchewan for the entirety
of the population. Compared to surrounding health planning jurisdictions in the extended
service area, Lloydminster SAG and Vermilion River County LGA have a Public Health FTE to
population ratio at a combined 0.26, with the regional average being 0.26. Saskatchewan has
several Small Area Geographies with no dedicated Public Health FTE, but a higher
concentration of Public Health FTE in hubs such as The Battlefords.

Figune 76 - Ligyaminster Pubilic Haealth FTE por 1000 Popuialion

Tatve &= Ligydmingder Pubiiic Haaith FTE ffarmarian

:f:'frf:":ﬂf;‘]" 11.25 0.25 FIEMDOD  0.27 13.7 15.2
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Public Health has a wide scope of practice that varies in different jurisdictions based on level
of service and scope. However, it falls within the below, or in the lower end of staffing ratios in
other comparison health service pltans:

« Squamish (2053)-0.24
» Whistier (2053) - 0.40

Though Public Health staffing levels are below benchmark, the scope of services provided by
Public Health differ by jurisdiction and staffing level requirements are less indicative, and
statfing needs should ba dictated by a community’s requirements. To match the average FTE
to population ratios of the extended service area, Lloydminster will likety need to increase
Public Health FTE from 11.25 to 13.7 to right-size service levels, with an increase to 15.2 by
2040,

3.8.2.1.4Key Relationships

Within the health system, Public Health plays a key role in supporting acute care, primary
care, and community care. Immunization programs, communicable disease follow-up, and
harm reduction services help prevent hospitalizations and reduce pressure on acule care
services. Home visits, parenting and prenatal programs, and nutrition initiatives support
maternal and child health, closely linking it to primary care and acute obstetrics services.
Public Health inspection services also connect closely with local governments and
environmental health, ensuring community safety.

3.8.2.1 5Key Challenges

A central challenge for public health services in Lioydminster is the bi-provincial delivery
structure, Undar the bi-prowincial MOU, Saskatchewan is responsitle for Public Health
programs within the city, while Alberta delivers services in sufrounding communities. This split
complicates warkfarce planning, recruitment, and retention. Licensing requirements differ
between provinces, and pay dispanties also contribute to stalfing pressuras, as
compensation is genarally higher in Alberta than Saskatchewsan,

Program variation is another significant issue. In many smalier Alberta communities, a
broader range of Public Health services is available compared 10 similar centres in
Saskatchewan, creating ineguities in access across Lioydminster's wider senvice area. These
differences in funding, program scope, and workforce structures increase complexity in
planning and sarvice delivery and could Limit Lioydminster's ability to operate as a fully
integrated regicnal hub for Public Health.

Ona speacific service gap identified in engagemeant was well-baby vigits during the postpartum
period, to ensure newborns are thriving, feeding, hitting developmental milastones, and
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n-clinical resources they regquire. This gap \r.-as noted to
primary care access challanges in Lioydminsier, ?_m:i in ternms
servention in challenges with newborm careis critical as

parents have the clinical and no
increase risk particularly amidst
of a prevention approach, garly in
igsues can escalate rapidly.

Information-sharing is challenge that shared by the whole health system in Ling,.'ru I.rlmnsus}:.r. e
There are gaps in survaillance, immunization tracking, cummumqahl_e disease ';Imthrﬁ-u P,
continuity of care for individuals who cross batween the two prc_:n_.-m::ra: s'g.-'sti_lms. |§ creates
additional administrative burden for providers and limits the ability to coordinate regional

Public Health responses effectively.

827 Fobaesiate — o SRR

3.8.2.2.10verview

Public health services in Lloydminster are delivered with Saskatchewan responsible for
programs within the city and Alberta serving surrounding communities.

Gap: The bi-provincial delivery model increases admimstrative workload and staffing
pressures. Variations in program availability between provinces contribute to inequitable
access, and gaps in information shanng hindar regional coordination of public health
responses. Families that do not have consistent primary care attachment face barriers to
praventive services, including well-baby visits and early developmental surveillance.

Recommendation for Consideration: Adjust staffing levels to reflect the additional
administrative workload associated with the bi-provincial system. Expand pubtic health's role
in well-baby visits to complement primary care, particularly for families without regular
ACCEess to 8 physician or nurse practitoner. Integrate these visits with postpartum home
visiting, parenting programs, immunization follow-up, and early childhood health promotion
1o ensure consistent screening and support.

Porential System impacts: Expanding preventive services would improve access, quality, and
coordination of care for infants and families, strengthen early identification and intervantion,
a5 well as enhance immunization coverage. This should create a more comprahensive safety
net and reduce reliance on acute care.

3.8.2.2.25ervice-5pecific Assumptions

Future planning for public health services in Lloydminster assumes minimal shifts in serica
mandate, with the exception of expanding child and maternal health to include well baby
visits. Saskatchewan Health Authority would continue to deliver all public health services
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within tha city for both Alberta and Saskatchewan residents under the existing MOU, while
Alberta Primary and Preventative Care would remain responsible for delivery in Alberta
communities outside of Lloydminster.

Lloydminster Public Health staff are assumed to continue delivering some immunizations and
STBBI work to Alberta residents in Vermilion. With minimal major shifts in service mandate
and responsibilities, the growth in résourcing required is tied to population growth. With
papulation growth projected by both provinces to be minimal in Lieydminster and the
surmounding area over the 15-year harizon, increase in demand for public health services is
also expected to be mirimal.

3.8.2.2.3Future Directions

Right-size Resourcing Levels to Reflect Adminisirative Workload

The bi-provincial context of Lloydminster agds additional reporting, coordination, and intake
requirements comparad to single-junisdiction communities. Future planning should adjust
staffing levels to reflect this increased administrative workload. This would reduce
bottlenecks in program delivery and allow frontline staff to dedicate more of their time 10
direct public health activities

While the service scope in Lioydminstar is consistent with wihat is offered in each respective
province, the cross-border ervironment introduces unigue administrative burdans that are
not present in other communities. These additional requiremeants must be recognized in
workfarce planning, with resourcing adjusted 1o account lor the extra effon neaded 10 deliver
the same programs.

Pubilic Health Well Baby Visits

While primary care providers currently lead routing well-baby visits in Liovdminster, expanding
public healih’s role in this service could help adoress access gaps for families without
attachment to a physician or nurse practitioner. Delivering well-baby visits through public
health would build on exizsting postpartum home visiting and parenting programs, ensuring all
infanis receive congistent health screening, developmental survailiance, and immunization
follow-up in the critical early years.

This expanded role would not replace physician-led care, but provide a complementary
service, particularly for families who face barriers 1o accessing primary care. It would also
strengthen integration batwean immunization programs, parenting supports, and early
childheod health promotion. Staffing levels would need to be right sized to support this
broader scope, but modest expansion could improwve equity of access and ensure that no
infants fall through the cracks in the current system.
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3.8.2.2.45ystem Impacts

Right-sizing public health staffing to reflect the bi-provincial administrative workload would
improve access, quality, and coordination of services in Lloydminster. Additional resourcing
would allow public health teams dedicate more of thair time on public health activities and
haalth promotion.

The addition of public health-delvered well-Daby visits would strengthen early identification
and prevention for infants and familias who may not have reliable primary-care attachment,
Structured follow-ups would improve immunization completion rates and improve outcomes
far infants. They would also enhance continuity across postpartum, parenting, nutrition, and
community mental health programs, creating a more comprehensive safety net for families.
This iz also expected to reduce reliance on acute care by enhancing preventative care and
impraving public health more broadly.
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3.9 MENTAL HEALTH SERVICES

Mental health and addictions senvices are limited in both community and inpatiant settings.
Linder the Bi-Provincial MOU, 3HA is responsible for mental health and addictions within
Lioydminster. Recovary Alberta delivers community mental health services outside
Lioydminster's boundaries within Alberta, including the neighbouring communities of Kitscoty
and Vermilion. Saskatchewan and Alberta jointly fund Thorpe Recovery Centre, a detox and
addiction treatment centre located in the hamlet of Blackfoot, Alberta, 10 kilometres west of
Lioydminster. Outpatient services are provided to those who have completed the residantial
program, including case management, cutpatient assessment and treatment, shon-term
therapy, and addiction counsalling.

Lioydminster Hospital does not have psychiatric beds and must refer acute cases to larger
centres in Aloerta or saskatchewan, such as Battlefords Union Hospital in North Battleford
[EK] or Centennial Centre for Mental Health and Brain Injury in Ponoka [AB). There are limited
paychiatry services in Lloydminster due to a lack of psychiatrists, which creates challenges for
emargancy room psychiatric presentations and extending hospital stays when psychiatrists
ang not available.

The provincial divide creates challenges related to certification and involuntary admission and
treatment under Alberta’s Mental Health Act and Saskatchewan's Mental Health Services Act.
If somecne is apprehended under Alberta’s Mental Health Act, they cannot be brought to
Lloywdminster Hospital because it is not a designated facility under the Act, and is not legally
approved (o receive, assess, or detain a person involuntarily under those provisions. As a
result, those apprehended must be transferred out of the community 1o a designated facility,
the nearest of which are in 3t Paul, EGmonion, or Ponoka,

3.9.1 Emergency and Inpatient Mental Health

391.1 Current State

2.9.1. 1. 10wverview

Mental Health and Addictions presantations are a grn-wing share of actnity at Lioydrmingter
haspital, with the Emergency Dapartment acting as a point of first contact for people with
acute mental illness, The emergency department manages approsimataly 300 mental health
presentations aach year, but there ara no dedicated psychiatric bads 81 Lioydminster
Haospital. Those requiring admission are transfarred out of community, most often to
Batilefords Union Hospital in North Battleford (SK) or facilities in Alberta such as Centennial
Centre for Mental Heaith and Brain Injury in Ponoka. The absence of local inpatient capacity
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results in the ED acting a5 8 halding ervironment for patignts in cnsis, which contributes to
congestion and safety risks for patients and staff,

Additionally, the bi-provincial jurisdiction creates challenges due to requirements of each
province's respective Mental Health legislation. Under Alberta’s Mental Health Act, police
may apprahand and transport individuals to an Albarta-designated facility if they believe itis
necessary to present harm or if the indnidual is unable (o care for themselves. However,
Lloydminster Hospital is not a designated facility under Alberta’s Mental Health Act. As a
resull, patients apprehendad within Alberta must be transferred 1o St Paul. With a round-trip
journey exceading 3 hours excluding time required to process the patient, significant police
resources are utilized for apprehensions and transportation of mental health patients.

3.9.1.1.25ervice Model

Within Lioydminster, Mental Health care is delivered by SHA under the bi-provincial MOL. In
practice, care is delivered through a combination of local and regional resources due 1o the
lack of local psychiatric beds. Within Lioydminstar Hospital, physicians in the Emergency
Dapartmeant provide imitial stabilization, supported by an on-call psychiatrist based locally
and additional virtual support through Morth Battleford. There is currently one psychiatnst in
the community, which limits capacity within the ED. ED physicians at Lioydminster Hospital
ara not emergency-certified and often lack the confidence to manage psychiatric
prasentations, preferring 1o consult with peychiatry. Patients in crisis sometimes must wait
several hours inan unsecured ED space to see the on-call psychiatrist.

Once patients are slabilized, treated, or released at the ED, the psychiatrist would refer the
patient 1 ouipatient services or 1o npatient psychiatne facilities. The most common referral
sites are Battlefords Union Hospital in Morth Battleford [(SK) and Centennial Centre for Mental
Health and Brain Injury in Ponoka (AB). While this model ensures appropriate care could be
provided at resourced facilities, the raliance on inter-facility transfers and challenges with
local paychiatrist availability adds strain on the emergency department's resources. Alberta
and Saskatchewan also jointly fund beds at Thorpe Recovery Centre, located in Blackfoot,
Alberta, which offers medically supported detox and inpatient addictions treatment.

It patients are released, they are connected to community mental health teams who provide
follow-up care after discharge. However, the bi-provineial jurisdiction creates challenges in
continuity of care and infermation sharing. Information from Alberta facilities 15 not
accessible to Saskatchewan’s commumnity mental health teams, raquiring additional work to
coordinate discharge planning and to coordinate care.
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3.9.1.1.3Key Data Points

Lloydminster does not have designated inpatient psychiatric beds and utilizes regional beds
to fill this need. Alberta and Saskatchewan both have large centratized psychiatric hospitals,
Centennial Centre for Mental Health and Brain Injury ([CCMHEBI) in Ponoka, Albearta, Albearta
Hospital Edmonton, and Saskatchewan Hospital Morth Battleford, Saskatchewan, each with
over 280 psychiatric beds. However, the roles these facilities play in their respective systems
differs. CCMHEI iz 8 multimodal facility that offers treatment for acute mental health and
addictions, concurrent disorders, and brain injury, while Saskatchewan Hospital Morth
Battleford provides long-term paychiatric rehabilitation and secure forensic mental health
sarvices for individuals with complex needs. As a result, transfers to Saskatchewan Hospital
Morth Battletord are imited to more complex cases, while CCMHBI is used as a transfer site
tor more patients from Lloydminster.

Smaller sites in the region also play a role in the systam, including St. Therasa 5t. Paul
Healthcare Centre in 5t. Paul (12 beds), which is geographically the closest hospital designed
by Alberta’s Mental Health Act, In Saskatchewan, Battlefords Union Hospital {22 beds) is the
closest facility with psychietric beds to Lioydminster and is highly utilized for transfers.
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Key data points related to MH related hospital visits were gathered from DAD extract data
which showed the volume of ED visits, ecuity, LOS, and facility use and transfer patterns:

= Mental Haalth (MH]) relatad ED visits constituted roughly 4% of the total Lioydminster
ED visits in 2024/25 (or ~1,000 annual ED visits), with half of these MH-related ED
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visits being for CTAS 4 and 5 patients. For patients with a MH diagnosis, Lioydminster
showed a higher proportion of lower acuity MH patients visiting the ED whan
compared to the peer sites in Saskatchewan (where the median parcentage of MH ED
visits for CTAS 4 and 5 patients was 40%]).

s |n2023/24, thara were 299 patients who were residents of the core service area who
utilized hospitals outside of Lioydminster for MH-related reasons. Of these, few were
transferred to Saskatoon or Regina (5% and 3% respectively), largely utilizing facilitias
in Morth Battleford, Edmonton Zone (28%), and Central Zona [21%).

s [n2023/24, 115 MH diagnosis patients stayed overnight at Lloydminster Hospital. 45
of thasa patients wera there for substance abuse related reasons.

s |n2023/24, 36 Lloydminster resident patients who visited facilitias within the service
area were admitted and discharged within 72 hours.

3.9.1.1.4Key Relationships

Emergancy and inpatiant mental health cara in Lloydminster relies haavily on regional
resources due to the absence of psychiatric beds at Lioydminster Hospital and the hospital’s
lack of designation under Alberta's Mental Health Act. Linkages with police and EMS3 services
are also key, given the reliance on transfers out of Licwdminster and police acting as first
responders to mental health crises.

Within Lloydminster Hospital, the Emargancy Department works closely with community
mental haalth teams for discharge planning, while community mental health teams have kay
relationships with the other acuie sites in Alberta and Saskatchewan that have psychiatric
peds to ensure continuity of care.

3.9.1.1.5Key Challenges

The provision of emergency and inpatient psychiatnc care in Lioydminstar is challenged by
several factors, Psychiatric capacity is imited, with only ong psychiatrist in the community
who manages their own private practice and attends the hospital on an on-call basis, This
craates gaps in availability, particularly on weekends, leading to long waits and increased
gtrain on the emergancy department who must attend 1o and managa patiants who may be
out of their scope of practice or comfort levels. This contributes to extended langth of stay for
patients waiting to be seen by a psychiatrist. Recruitment of agditional psychiatrists has been
difficult, part of a larger health human resources crisis nationally, particularty in rural areas.
Additionally, ED nurses at Lioydminster Hospital often do not have the confidence, training, or
resources to manage psychistric presentations.

The absence of inpatient psychiatric beds is a major gap, leading 1o a reliance on regional
facilities for inpatiant care, All psychiatric admissions require transfer out of the community,
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which delays access to treatment and disrupts continuity of care. The bi-provincial contest
adds challenges to discharge processes, with community mental health teams and primary
care providers in Saskatchewan unable to easily access information from patients being
discharged from inpatient care in Albarta,

Emergency Department staff also face operational challenges in managing mental heaith
presentations within the general ED erwvironment. There is no dedicated psychiatric space
other than an observation room, which raises safety risks for patients and staff and
contributes 1o congestion and length of stay. Additionally, there is currently limited diversion
and management in community due to the lack of integrated mental heaith and police
responses Lo crises, leading 1o ED presentations being the default for mental health crises in
community.

Although the Thorpe Treatment Centre does provide medical monitaring, there have been
cases where patlents have spent 1-3 days in inpatient units before tney are stable enough to
be transferred 1o Slim Thorpe or another treatment facility. Staff in inpatient units are not
usually trained in medical detox management and the trauma-informed approach *these
patients require, and volumes are not substantial enough for the medical inpatient staf
resources 1o develop a cntical mass of these skillsets,

391.2 Future State

3.9.1.2.10verview

Mental Health and Addictions presentations are an increasing proportion of visits to
Lloydminster Hospital. The Emergency Depariment manages appraximately 1000 MHA
presentations annually, yet there is no dedicated space 1o provide stabilization for these
patients. Current processes rely on ad hoc observation in an existi ng observation roam within
the ED, which raises safety concerng, prolongs wait times, and delays appropriate care.

Gap: Psychiatric services are limited with only one community peychiatrist available on an on-
caill basig, leading to long waits, increased stain on the ED, and avoidable transfers.
Recruitment of psychiatrists has been challenging. The ED lacks a dedicated psychiatric
space, with care confined to 3 single obsarvation room raiging fisks for patients and staff,
Additionally, the initial stage of substance use withdrawal is typi cally managed in inpatiant
beds, without the required expertise or trauma-informed approach. At the co mmunity level,

* Almost two-thinds of aduls are exposed 1o at least one potentially traumatic event at some point in iheir
Fves. A smaller but still significant minority will go on to develop PTSD (~8%) (Source: Survey aon Mental
Health ang Stressful Events, Statistics Canada, 2023)
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limited integration between mental health services and police responses means the ED
remains the default point of entry for individuals in crisis,

Recommendation for Consideration: Establishing a Mental Health Short Stay Unit (MHSSU)
would create a secure, dedicated environment where patients in crisis could be stabilized,
observed, and connected to ongoing care, Ensuring adequate 24/7 coverage through the
addition of five FTE positions and targeted upskilling of existing stafl. Increase training and
support for ED physicians to strengthen their ability 10 manage psychiatric presentations
effectively. Access to Virtual Opioid Dependency Programs (MODP) and Virtual Rapid Access
Medicine (VRAAM) could also be utilised in this MHS5U, subject to cross-jurisdictional
challenges.

Potential System Impact: A MHS5U wilt bridge the gap between emergency stabilization and
longer-term psychiatric care, aligning with provincial priodities to expand community-based
and intermediate mental health capacity, while also reducing reliance on transfers to tertiary
centres. Projections indicate that Lioydminster would need to accommodate approximately
two dedicated psychiatric SSU beds by 2040, representing 1009% growth over 2024 levels.

31.9.1.2.2Service-Specific Assumptions

The Lloydminster Hospital currently has 0 dedicated Mental Health Inpatient bads. However,
on a busier day in 2024/25, there was typically 1 psychiatric diagnosis patient utilizing
Lloydminster Hospital Inpatient beds.

The calendar year 2024 was selected as the baseline period to drive the fulure state
projactions for this area (due to data availability imitations in the provided Discharge Abstract
Data for the more recent timaframe). Aside from accounting for population growth and
ageing, the Inpatient bed projection model also considers the following potential future state
service shifts and the resulting impact on the projected Mental Health Inpatient bed demand:

» Establishing a short-stay Mental Health stabilization area would allow for care to be
provided for the current Lioydminster hospital MH and SU patients for the first 48
hours of stay as well as those Lioydminster resident MH patients currently attending
nearby facilities - or in the case of 3L patients, in inpatient beds - for short-term care

who could be repatriated and better served a1t Lloydminster Hospital in a dedicated
area.

The future state of emergency and inpatient mental health in Lloydminster 15 shaped Dy
several additional planning assumptions. It is assumed that Lioydminster Hospital would
continue to operate under Saskatchewan legislation and therefore would not be designated
under the Alberta Mental Health Act, As a result, certification and admission pathways for
Alberta residents would remain dependent on transfer o facilities in Alberta, while
Saskatchewan residents would continue to be admitted under SHA'S legislative framework.
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The bi-provincial environment is assumed to remain a defining feature of service delivery.
Information-sharing challenges, differing legistation, and dual-licensing requirements would
continue to complicate care, requiring deliberate planning for cross-jurisdictional
coordination.

Staff recruitment is expected to remain an ongoing challenge. Psychiatrist and psychiatric
NUTSIng recruitment is assumed 1o continue to be a significant challenge, particularly in a rural
setting, which has been historically difficult. Workforce shortages would likely constrain the
ability to expand local services and would continue 1o necessitate the use of remaote
psychiatry, telehealth, and consultation arrangements with North Battleford and ather
centres.

Na true inpatient psychiatric beds are recommended for Lioydminster at this time, aside from
the 55U beds. Battlefords Union Hospital currently provides inpatient psychiatric care for the
region, with available capacity, though it also faces staffing challenges. Adding psychiatric
beds in Lloydminster is not considered feasible given the costs, recruitment d ifficulties, and
potential underutilization. Instead, it is envisioned that Lioydminster would continue to rely on
inter-facility transfaers for patients requiring admission, with North Battleford, Ponoka, and
Edrmonton serving as primary destinations.

Community-based solutions, such as the development of a PACT and expanded outpatient
sarvices, are assumed to be a central part of the future model 1o reduce avoidable ED
presentations and reliance on hospital-based care. These initiatives would require stro ng
cogrdination between Saskatchewan communily mental health services, Recovery Alberta,
and the Royal Canadian Mounted Police (RCMP).

3.9.1.2.3Future Directions

Mental Health Short Stay Unit (MHSSL)

The creation of a designated Mental Health and Substance Use Shor Stay Unit (MHSSU)
within the Emergency Department would strengthen both patient care and ED operations. By
converting the existing obsenvation unit into a secure, specialized space, the MHSSU would
provide timely access to psychiatric assessment, safe managament for patients in crisis, and
shor-term stabil:ization and cbservation for up to 48 hours. This could enhance patient and
staff safety, improve guality of care, and support smoother patient flow by reducing ED
congestion.

In adaition, having two dedicated short-stay inpatient spaces to stabilize mental health
patients could significantly improve care, given the current volume of patients presenting to or
transferred fram Lloydminster Hospital for psychiatric services. Patients would have the
opportunity to be connected to appropriate local community services without the
destabilization that occurs with a transfer, when clinically appropriate.
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Locating the MHSSU within the ED is recommended for a number of reasons. The ED is
already the first point of entry for mental health and substance usla criges and would not
change in the future. By locating the MHSSU within the ED, physicians ar!d nurses could also
gain experience, comfort, and competency 10 manage ps:.tchiatrir: and mt‘r_u:!r:awal
presentations. With additional support from a psychiatric nurse, there are increased
efficiencies concentrating the skillset among this smaller pool of staff.

To operationalize a MHSSU, 24/7 coverage of the ED by a psychiatric nurse m_require.d 10
ensure that staff have sufficient expertise to provide care for psych presentations. To .
sufficiently staff a 24/7 role, an additional ~5 FTE would ba required to account for vgcatlﬂn.
gick leave, and other factors. Recruitment of psychiatric nurses is expected 10 mma_dn
challenging, and true 24/7 coverage may not be feasibie, Upskilling of existing staff in
psychiatric and withdrawal management care would be required to increase the competency
and comfart of all staft in handling psychiatric presentations. Increasing the comfort and
competency of ED physicians is particularly important to ensure timely and appropriate care,
reducing dependence on on-call psychiatry, which is assumed 1o continue (o be difficult to
recruit. The CanREACH program in Alberta could be used as a model in upskilling ED
physicians, but modified for adult mental health care.

The additional shori-stay MH inpatient capacity, the hespital would likely draw in additional
ED patients who are currently receiving care in other Lioydminster service area hospitals.
Based on the stakeholdar engagement in this project, it was determined that this would Likely
result in an +30% increase in ED Mental Health visits annually given Lioydminster’s location
and needs within the community. Other ED visits are assumed to be unatfected by this
change.

3.9.1.2.45ystem Impacts

At the regional level, the MHSSU could establish a Link between emergency stabilization and
longer-term inpatient psychiatric carg, It could also align with provincial prigrities to expand
community-basaed and intermediate mental health and addictions capacity, reduging the

need for transfers 1o tertiary centras and allowing more patients to receve care closer to
hiome.

The success of the Mental Health Short Stay Uinit would depend on strong partnerships
across the local and regional health system. Within the haspital, the unit would be closely
linked to the Emergency Department, providing a dedicated pathway for patients requiring
psychiatric and withdrawal stabilization while relieving congestion in acute care spaces.
Collaboration with inpatient units and allied health teams, particularty social work, addictions
senvices, and occupational therapy, would be essential to ensure safe transitions of care and
continuity beyond the 24-to-48-hour stabilization period,
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Integration of the MHSSU with community-based providers on both sides of the pravingial
boundary are also important. Although Saskatchewan provides com munity mental heakth
services within the boundaries of Lloydminster, people who present at Lloydminster Hospital
may reside in Alberta outside of Lloydminster, which is serviced by Recovery Alberta.
Coordination with Recovery Alberta, Saskatchewan Addictions Services, and primary care
clinics is essential to ensure timely follow-up after discharge.

Virtual psychiatry and telehealth supports would extend specialist capacity and supplemant
tocal services and upskilled generalist staff. Maintenance and strengthening of referral
pathways with psychiatric lacilities in North Batileford as well as tertiary psychiatric facilities
in Sasgkatoon, Ponoka, and Edmonton would also be required for patients requiring additional
inpatient psychiatric care,

Based on stakeholder engagement with hospital leadership, it was determinad that access to
a MHSSU would likely result in a +30% increase in ED Mental Health visits ann wally gven
Lloydminster's lacation and needs within the community, This contributas to an estimatad
+2,163 ED vigits annually by 2040,
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Based on the assumptions identified above, Lloydminster Hospital will need to accommodata
approximately 2 dedicated Mental Health SSU Inpatient beds by 2040. This is equivalent to
approximately +1 additional Inpatient bed in use per day, or a +100% growth in the occupancy
adjusted utilization beyond what was seen in 2024,
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The Demand Projection rasults suggast that Lioydminster's Mental
Health Occupancy Adj. Utilization will grow fram 1 to 2 beds,
a growth of +1 bed, +100% from 2024 1o 2040

3.9.2 Community Mental Health

3.921 Current State

3.9.2.1.10verview

Community Mental Health within Lioydminster is delivered by SHA for all Lioydminster
residents, Services are provided by Recovery Alberta for Albarta residents outside
Lloydminster's city limits. Services are provided through two main sites, Lloydminster Mental
Health and Addictions Services located near Lioydminster Hospital, and Prairie Morth Plaza. A
range of teams operate from these sites, including adult services, child and youth programs,
community mental health nursing, and a community recovery team. Together, they provide
counseling, psychiatnc referrals, group programs, and case managament for clients with
complex or long-term needs.

The absence of inpatient psychiatric beds in Lioydminster means that patients requirting
admission are transferred out of community, such as to Battlefords Union Hospital in
Saskatchewan or designated Alberta facilities. This reliance on external centres adds to the
importance of community-based resources in managing clients locally, While the model
ensures access for both Alberta and Saskatchewan residents, staffing levels are wall below
benchmarks observed in comparable jurisdictions, limiting tha ability to consistently maat
demand,
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3.9.2.1.25ervice Model

Community mental health services in Lioydminster are delivered by the SHA. Services are
delivered from two locations: Lioydminster Mental Health and Addictions Services, located at
& site near Lloydminster Hospital, and Prairie Morth Plaza. A number of teams deliver services,
including Adult Mental Health & Addictions, Child end Youth Mental Health & Additions,
community mental health nursing, and a comm unity recovery team. Together, these teams
provide individual and couples mental heatth counselling, psychiatrist referrals, child and
youth counselling, child and youth anxiety group, and case managerent for long-term
mentally ill cliants.

Eligibility and intake processes are coordinated through SHA systems, with Alberta residents
BCCessing sanvices in the same way as Saskatchewan residents within Liowdminster city
limits. The bi-provincial context adds complexity for referrals, follow-up, coordination of care,
and infermation sharing, particularly for patients who move between acute, commumnity and
primary care. For example, patients requiring inpatient psychiatric care could be referrad to
facilities in Alberta or Saskatchewan, but infermation on care provided and discharge
planning from an Alberta facility may not easily accessed by community mental health teams
in Lloydrninster,

3.9.2.1.3Key Data Points

Between January 1, 2020, and December 31, 2024, the Lioydminster Royal Canadian
Mounted Pelice [RCMP) handled a total of 2,626 files associated with the Mental Health Act.
Afile is classitied as related to the Mental Health Act if it includes any of the following
categories:

Mental Health Act - Offences Only: Incidents involving criminal offences directly
retated 1o mental heslth issuas.

Mental Health Act - Other Activities; Files where RCMP involvement pertains to other
activities under the Mental Health Act, that are not exclusively offences.

Form 10 Apprahension: Incidents where an individusl was apprehended by lanw
enforcement under Form 10 of the Mental Health Act, typically for psychiatric
evaluation or treatment at a designated facility under the Mental Health Act.

A breakdown of the scorings related to the Mental Health Act is found in the graph below.
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offences. These volumes suggest demand for one PACT team.

The stacked area chart below shows the timeline of when all Mental Heglth Act related files

were generated by the Lloydminster RCMP in 2024, including hours of the day, and days of

week.
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Mental Health Act Related File Generation Times (2024)

siember af Mental Health &ct related files

u] 1 2 3 4 5 8 F B 9 10 17 12 13 14 15 18 17 18 19 20 31 32 23
Haur of the Cay
ESunFay  mMonday wTuesddy wWednesday wThursdey wFi diy  mSaturday

Frgura 37 - Mantsl Haalth Acr Balatad Fae Genenetion Times

MNotably, Thursdays had the highest number of files generated, while Sundays recorded the
fewest, Most issues oocur betwean 3pm and 11pm

A benchmarking exercise was completed to show at an indicative level the level of community
mantal health resourcing relative to other jurisdictions. Lloydminster SAG has 19.5
community mental health FTE that also serve the Alberta residents of Lloydminster City,
Within the core service area, 5t. Walburg and Maidstone SAGs do not have community mental
health FTE, while Vermilion River Caunty LGA has their own MHA tearn that serves that
jurigdiction outside Lioydminster.

FTE par 1000 population

* Lloydminster City + SAG: 0.43
o Vermilion River County (excluding Lloydminster): 0.41

Establishing an appropriate benchmark for community MHA staffing for Lloydminster requires
consideration of many factors, including complexity and acuity of patient populations,
provincial context, and other factors. Community MHA staffing levels in Lioydmingter are low
compared to current or planned levels in comparator communities, including the Battlefords,
Sguamish, and Powell River:
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+ The Battlefords (2024): 1.11
s  Squamish (2053} 1.21
Powell River (2043): 2.46

The benchmark for Community MHA staffing was set at 1.0 FTE per 1000 to bring it closer to
levels seen in comparator communities. An additional 10% factor was place on top of the 1.0
FTE benchmark to account for additional workload assaciated with Lloydminster's cross-
jurisdictional status. Overall, Lloydminster has community MHA staffing levels significantly
betow benchmark. The Battlefords (SAG) comparatively has & much higher level of
community meantal haalth staffing, at 1.11 MHA FTE per 1000, Other jurisdictions have
similarly higher MHA FTE to population ratios, both historically and targeted for the future.

Of the national comparators, Squamish (BC) is a community that bears strong demographic
and contextual similanities 10 Lloydminster. They are similar in size, with Squamish's
population of 23,819 in 2021 compared to Lloydminster's population of 31,582 in the same
pariod. Howevear, Squamish's population is projected 1o rapidly grow, matching Lloydminster's
population by the late 2030s. Both cities skew younger, with Squamish's median age of 37.6,
similar to Lioydminster's median age of 35.6. The health service context is also similar, with
squamish General Hospital serving as a higher level of care centre for the Sea-to-Sky corridor
stretching from Lions Bay to N'Quatgua.

Within the Sea-ta-Sky Corrdor in BC, 1.21 community MHA FTE is the target ratio for Whistler
and Sguamish in 2053, while Pemberton, a smaller and more remote community with fewar
healthcare services, has a target ratio of 1.57 in the same year. The ratios in Whistler and
Sguarmsh are sightly igher than in The Battlefords and significantly higher than the ratio in
Lioydmingter, A ratio of 1.1 Community MHA FTE per 1000 population brings Lioydminster's
level of service close to levels in comparable communities.

Tabla 7- Commaunity BHA formaian

Lioydrminstes
[SAG+Ciny)

19.5 0.43 FTEMQOO0Q 1.1 50.2 a5.9

3.9.2.1.4Key Relationships

Community mental health services in Lioydminster are ¢losely linked with other parts of the
healthcare system, including the emergency department, out-of-community inpatient mental
haalth, and primary care. The emergency department is often the first point of contact fior
individuals in acute crisis, after which community mental health staff coordinate follow-up
and outpatient suppors once patients are stabilized. Beyond Lloydminster, linkages to the
larger mental health systems are important due to Lloydminster's lack of psychiatric beds and
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lack of designation under Alperta’s Mental Health Act. This necessitates a close relationship
with facilities with designation in Alberta, and inpatient psychiatric beds broadly within both
provinces, In practice, transfers to inpatient facilities largely go to St. Paul and Ponoka in
Alberta and North Battleford and Saskatoon in Saskatchewan.

Linkages to other allied health professionals provided within the primary care team are central
Tor patients requinng medication management, counselling, or monitoring of chronic mental
illness. Referrals flow from family physicians, who rely on community mental health resources
for case management, Outside of the healthcare system, there is a close key relationship with
police, who act as first responders during mental health crises.

3.9.2.1.5Key Challenges

Community mental health in Liowdminster is constrained by a shortage of psychiatric
capacity. Presently, only one psychiatrist is based in the community. On-call support is
sometimes provided from Morth Battleford, but coverage ig inconsistent, and weekend
service is limited. As a result, patients face delays in timely care, sometimeas waiting several
hours before being seen. Emergency physicians carry the responsibility for managing
psychiatric cases, creates challenges with sustainability, causing strain on amergancy
resources. Additionally, emergancy physicians are often not equipped to deal with psychiatric
presantations. Recruiting additional psychiatrists has been challenging, partly due to general
workforce shortages and dual licensure requirements.

There are algo no inpatient psychiatric beds in Lioydminster, and indaaduals who need
admission are sent either (o North Battleford or to facilities in Alperta, most commonly
Ponoka, This reliance on transfer causes delays and agds stress for patients and families,
Continuity of care is turther complicated by the absance of shared health records between
Alberta and Saskatchewan, 50 communily teams are not brought in to care planning following
discharge. When patiants return from a higher level of care facility - particularly if the facility is
in Alberta —community s5taff are often required 10 CoNtact previows care providers directly 1o
obtain discharge summanes and care plans. This creates unnecessary agdministrative work
and increases the risk of information gaps.

Staffing levels for community mental health are also low compared with other jurisdictions,
Current respurcing equates to 0.43 FTE per 1,000 population, while comparator communities
often have more than double this ratio. A3 a result, Lioydminster has fewer counsellors, case
managers, and outreach staff than needed, which contributes 1o delays in follow-up and
increases reliance on hospital-based services. This gap is ampiified by rising complexity in the
client population, including higher rates of substance use, dementia, and co-0CCuUrming
conditions.

There is no formal crisis responsa team in Lioydminster and no after-hours clinical
community support, 30 local police are acting the default first responders for people in acute
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mental health crisis and any urgent event outside of business hours, frequently bringing
individuals 1o the emergancy department. This places pressure on police resources and
results in care that is not clinically appropriate.

3.9.2.2 Future State

3.9.2.2.10verview

The future state of community mental health in Lioydminster is envisioned to have
strengthened coordination and increased resourcing that would meat the growing demand for
mental health and addictions services in an environment reporting increasing demand.
Strengthening community mental health services would be essential to providing appropriate
and timely mental health care in the community.

Gap: Community Mental Health is currently under-resourced in Lioydminster relative to
similar communities, with interprovincial challenges further adding workload to staffing,
leading to & strained and under-resourced service. As a result, individuals in ¢risis are often
directed (0 the hospital and community events are responded to by police; neither of these
sarnces are designed for sustaimed psychiatric managament.

Recommeandation for Consideration: The creation of a PACT team to reduce reliance on the
ED and diverting patients from acute settings by providing care in the community. Increase
staffing levels by approcimaiely 132% to align with benchmarks Irom comparable centres,
with an additional 10% adjustment to account for cross-border administrative demands.

Porential Systerm Impacts: The PACT model would allow for earlier intervention and de-
escalation in the community. More efficient use of police resources and expanded community
mental health capacity would reduce unnecessary transfers, improve safety, and enhance
system efficiency overall. By increasing community mantal health FTE o meet benchmark
ratios (including the population served on the Alberta side of the border) and ensuring that
resourcing levels adequately factor in complications related 1o the bi-provincial context, strain
would be reduced on the acute care system while the community’s growing mental health
neesds are mat,

31.9.2.2.25ervice-Specific Assumptions

The future state of community mental health services is shaped by a number of assumptions.
The current structure of service delivery is largely assumed to continue. Firstly, COMmunity
mental health would continue to be delivered by SHA for the entire population of Lioydminstear
under the bi-provincial MOU, with no shift in responsibilities. Psychiatric inpatient capacity
would continue to be deliverad outside the community in North Battleford, Panoka, and
Edmontan, Inpatient capacity in North Battleford is not consistently full, and the development
of new inpatient psychiatric beds is not anticipated or recommended. Transfers out of town
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would continue to be relied upon for inpatient mental health care beyond stabilization or
short-term observation.

Challenges related to information sharing is assumed to remain, at least in the short term.,
While information sharing challenges have bean a long-standing issue in Lioydminster with
solutions sought by leadership on many levels, the problem of non-interoperability of EMRs
and challenges with privacy legislation are assumed to continue into the near future. Staff
would continue to be required 1o make workarounds 1o accessing information, with additional
work required for cross-previncial discharge planning and care coordination.

Due to the lack of local inpatient psychiatric care, bolstering commu nity meantal health
resources is essential in meeting the needs of the community. Without a large increasa in
resourcing for community mental health, strain on other parts of the system - includ ing ED,
police, EMS, and other community resources, would continue to grow. Across all service
areas, health human resources challenges would continueg in the future, particularly in a small
city such as Lloydminster.

3.9.2.2 . 3Future Directions

Craatian af PACT Team

Lloycminster does not currently have a Police and Crisis Team (PACT), though both Alberta
and Saskatchewan have explored this idea and both provinces have recently developed joint
business cases with the RCMP. Currently, mental health crises are managed primarily by the
RCMF, who act as first responders and bring individuals into the emergency department or
cesignated facility outside Lloydminster in Alberta when necessary. This approach puts a
strain on police resources and does not always provide the type of care required.

Establishing a PACT 1eam, staffed jointly by police and mental health clinicians, would create
an alternative pathway that keeps many individuals out of the ED and supports resolution of
crises in the community. The model hag proven effective in athar jurisdictions, reducing
unnecassary transfers and easing demand on emergency services. The exact mix of staffing
differs depending on jurisdiction, but a typical team usually includes a police officer paired
with a social worker, psychiatric nurse, or registered nurse.

Because current data shows an incregse in Mental Health Act Related File Generations after
dpm, it is recommended that the majority of PACT team shifts should be from 2-10pm.
Current volumes suggest demand for one team, which should be piloted and evaluated to
determine if expansion is required.

It is recommended that the clinical resources for the team be housed with SHA, to ensure
continuity with acute care and community mental health teams. Information sharing
protocols and pelicy alignment would need to be established between the provinces in order
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to avoid duplication of resources — a poor outcome would be one PACT team for each
province, resulting in further uncoordinated patient care.

Righe-Size Service Levels to Reflect Administrative Workloads

Community mental health in Lloydminster operates under two provincial systems, which
creates additional reporting, intake, and coordination requirements compared to single-
|urisdiction sites. Staff are required to navigate different processes depending on the client’s
province of residence, resulting in additional workload that reduces available time for direct
care. Future planning should ensure that service levels reflect this administrative complexity
=0 that clients have equitable access and staff capacity is not overly stretched by workload
arising from cross-border complexities.

The community mental health FTE to population ratio is already significantly higher in The
Battlefords than Lloydminster, with more community mental health FTE despite a smaller
population. An 132% increase in FTE would be required to bring statfing levels o benchmark
levels nearing The Battlefords' staffing ratios, with an additional 10% increase recommended
to account for cross-border complexities. The resources recommeanded for PACT can be
included in this FTE count,

3.9.2.2.45ystem Impacts

The establishment of a PACT in Lioydminster would significantly change how mental health
crisas are managed across the city and its surrounding service area. Al present, police are the
default lirst responders, and individuals in crisis are typically transported 1o the emergency
department. A dedicated PACT would allow for more timely assessment and de-escalation in
the community, reducing reliance an the hospital as the primary point of care. This would
alleviate pressure on the emergency depariment and provide a more clinically appropriate
response for individuals experiencing acute mental health episodes,

System impacts would extend beyond the hospital. By diverting calls from the ED, police
resources could be used more efficiently by decreasing the amount of time officers spend
manitoring individuals in crisis. This change would aiso strengthen coordination between law
enforcement and health professionals, building clearer pathways into outpatient and
community mental health services.

Ewvidence from other communities has shown that PACT modeis reduce the number of
unnecessary ED visits, lower ratas of police apprehension, and improve patient engagement
with ongoing supports. In Lloydminster, where psychiatric capacity is imited, the addition of a
PACT could provide a critical bridge between community-based services and the acule care
systern. This could improve patient safety, reduce transfers, and enhance tha gvaratl
efficiency of the health and policing systems serving the region.
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3.10 SUPPORTING SERVICES
3.10.1 Medical Imaging

3.10.1.1.1 Overview

The Lloydminster Hospital Medical Imaging Department provides a range of diagnostic
services including X-ray, CT, Ultrasound, Mammography, and Fluorascopy, while MR is
accessed through mobile service on the Alberta side. Collectively, these services support
~18,700 patient visits annually (2024/25), with demand growing steadily over the past
decade.

Services support emergency, inpatient, and outpatient referrals, though gaps exist in the data
for community-provided imaging {notably Ultresound and Ma mmography}, much of which
occurs in Alberta private clinics under public funding but is not reflected in hospital datasets.

Overali, medical imaging in Lloydminster faces five persistant cha llenges:

= Growing demand across all modalities, particularty CT and Ultrasound.

»  Workforce shortages in technologists.

* Reliance on a single CT scanner, which experiences downtime due 10 maintenance
and repairs.

* Junsdictional barriers in referrals, reporting, and patient navigation between Alberta
and Saskatchewan,

» Data limitations, with incomnplete visibility into private and community imaging
wolumes,

3.10.1.1.2 Service Modea|

Medical Imaging services are provided within the hospital, with varying operating models
across modalities:

A-ray: High-volume, front-line modality, predominantly ED-driven.
CT: 3ingle scanner, extended hours {7 days/week, evenings, ovarmignt on-call).

Ultrasound: Mix of inpatient and cutpatient exams, but large volumes provided in Alberta
private clinics.

Mammography: Outpatient only at the hospital; marny patients access Alberta community
providers.
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Fluoroscopy: Smaller, stable volumes; mainly outpatient,
MRI: Mobile unit available periodically on the Alberta side.
Across modalities, operating hours, staffing levels, and referral pathways differ. X-ray and

Ultrasound often provide same-day ED and inpatient support, whereas elective
Mammography and Flucroscopy rely on scheduled outpatient visits.

3.10.1.1.3 Key Data Points

Relative to 2 years ago, the annual number of patients visiting the Lioydminster Hospital
Medical Imaging (MI) Department has increased by +4% (or by ~600 more Ml patients
annually), with patient counts increasing from approximately 18,000 patients in 2022/23 0
18,700 patients in 2024725, Almost 60% of the imaging patients seen in 2024/25 came to the
MI Department from the Lloyvdminster Hospital Emergency Department, while 30% of patients
WEr2 SEen as outpatients, and 10% of patients were hospital inpatients. The following
infarmation provides a summary related to the current state of the Liovdminster Hospital
Medical Imaging Program, including information related o imaging madality:

T Scan Patient Volume and Trenas

Patients requiring a CT scan constituted 34% of all MI patients seen at the hospital in
2024/25. The number of patients requining CT imaging has incraased sightly over the last few
years, with annual CT patient counts rising by 2%, from 6,300 patients in 2022/23 to 6,400
patients in 2024/25. Roughly half of all CT patiants wera outpatients, while ~40% came for
imaging sanvices from the Lioydminster ED, and only ~10% were from the inpatient setting.
Each month, this activity equated to ~530 patients requiring CT scans at the hospital, with
lower volume months servicing as few as 350 patients (e.g., during months when inadequate
staffing support was available).

X-Ray Patient Volvme and Trands

¥-Ray patiants made up 53% of all annually seen Mi patients. Patients requiring X-ray serices
increased by 3% over the last year, growing from ~9,700 patients in 2022/23 to ~10,000
patients in 2024/25. Approximately 75% of these patients requiring X-ray services weare from
the ED, whila the remaindar ware seen as gutpatients or wera already inpatients in the
hospital. Monthly X-ray patient wvolumes have baen stable over the past few years, with ~B30
patients receiving scans each month on-site.

Ultrasound Pahent Volume and Trends

Ultrasound patients represented ~9% of the annual patients seen at the Lioydminster Mi
Department in 2024/25. Patients needing Ultrasound services increased by +30% over the
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last year (going from ~1,280 patients in 2022/23 to ~1,650 patients in 2024/25), with this
increased demand being driven by patients coming to the Ml area from the Emergency setting.
Patients presenting for ultrasounds from the Emergency represented 50% of all ultrasound
patients, while the remaining 30% were hospital inpatients, and 20% were outpatients.

Fiuorascopy Patient Volume and Trends

Fluoroscopy patients made up only 2% of the total MI patients seen annually at Lioydminster
in 2024/25, representing one of the smaller imaging modality patient groups at the hospital.
Patients requiring Fluoroscoepy imaging have declined by +3% year over year, going from 482
patients in 2022/23 1o 468 patients being seen for this modality in 2024/25. Interestingly, this
miodality saw a steady decline in activity over the last 5 years (During the engagement, the
stakeholders did note that there is a general shift to CT instead of using Fluroscopy). The
majority of Fluoroscopy patients were outpatients (~809%), while 15% were hospital
inpatients, end onty 5% were patients presenting from the hospital Emergency Department.
For most months in 2024/25, there was a steady decrease in usage for this modality at
Lleydminster Hospital,

Mammography Patiant Volume and Trends

Marmmography screening patients constituted only 1% of the hospital's overall annual Ml
patient counts in 2024/25. Notably, the Mammagraphy modality showed the most significant
reduction in activity at Lioydminster Hospital over the last year, with a 29% decrease in patient
counts observed during this period (from 361 Mammography screening patients in 2022/23 to
257 patients annually in 2024/25). It was noted during the engagement sessions that patients
have been traveling to other sites since the start of the COVID-19 pandemic due 10 insufficient
staffing at the site. Currently, all mammography patients are seen as outpatients. Every
month, this equated to seeing roughly 10 to 40 Mammaogram patients each month. (It was
notad that there is a desire 1o operate back at the pre-COVID-19 lavel).

3.10.1.1.4 Key Relationships

Emergency Dapariment fED)

The Lloydminster Hospital Emergency Department is the iargest driver of medical imaging
cemand, accountng for nearty 60% of all imaging volumes. ED clinicians rely on X-rayas a
first-line diagnostic tool, with CT increasingly becoming the standard of care for trauma,
stroke, and undifferantiated abdominal pain. Ultrasound volumes are also driven by ED
refarrals, particularly for urgent sbdominal and cbstetric cases, The ED's dependence on
Imaging is compounded by the lack of accessible primary and ambulatory care in
Licyominster, which funnels patients with lower-acuity needs into the ED, indirectly increasing
imaging demand. Coordination between the ED and Medical Imaging Is essential for efficient
turnaround of results for critical cases and optimized ED flow.
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Inpatient Uinits

Hospital inpatients account for roughty 10% of all imaging semnvices, though their needs are
disproportionately complex compared to ED patient referrals. CT, Ultrasound, and
Fluoroscopy are frequently required to support acute inpatient care, surgical decision-
making, and cancer staging. Turnaround time is a critical factor, as delays inimaging can
prolong increase length of stay. Inpatient imaging i also challenged by imited after-hours
access; although CT has extended evening and on-call coverage, other modalities are often
delayed until daytime hours. Relationships between inpatient units and Medical Imaging are
strassed by warkforce shortages, which can limit flexibility in accommodating urgent inpatient
sCans,

Community Providers

A significant proportion of Lioydminstars medical imaging demand is met outside the
hospital through community providers, particularly private Alberta-based clinics. Publicly
funded Ultrasound and Mammography services are routinely accessed in these settings, and
patients are typically directed to Alberta providers for these sendces. Results for thesa
sarvicas may not ba readily visible to Saskatchewan physicians or hospital-based physicians,
contributing to detays and duplication of tests. Improved integration and data sharing
between tha hospital and community providers (s 8 key opportunity.

Albarta and Saskatchewan Health Systems

Ligvdminster's unique bi-provingial position means its Medical Imaging Department must
Dperale acrass two separate health systems, each with its own electronic health records,
referral protocols, and privacy regulations. CT and other imaging performed in Lioydminster
Hospital are not automatically uploaded into Alberta’s MetCare, creating significant
challenges for Alberta-based clinicians trying to access results. Additionally, requisitions from
Alperna providers using Connect Care must still be manually faxed, leading to administrative
inefliciencies and additional workioad for staff. These systemic barriers reduce referral
wolumes from Alberta communities such as Cold Lake, Bonnyville, and Elk Point, even though
Lloydminster is geographically their closest imaging hub. Lack of interoperability also places a
burden on patiants, who are olten required to navigate approval rules, billing complexities,
and duplicate testing.

Regional Hospitals (North Bartleford, Wainwright, Others)

During times of scanner downtime or staffing shortages, patients are diverted from
Lloywdminster to other regional hospitals such as Wainwright or Naorth Battleford. While these
tacilities provide impomant backup capacity, @ach has its own limitations: Wainwright lacks
some specialty services that would be required for urgent scans (such as trauma scope),
while North Battleford has staffing resource constraints. These diversion arrangements ara
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largely informal, without standardized protocols, and often raquire secondary transfers, which
lead 1o delays in carg, Bullding more structurad referral and diversion agreements with these
regional partners would be essential in the future state.

3.10.1.1.5 Key Challenges

Rising Demand Across Modalities

Demand for medical imaging services in Lioydminster continues to grow, driven both by
population health needs and changes in clinical practice. CT volumes have increased by more
than 10% since 2018-19, with the greatest growth seen in emergency referrals for trauma,
stroke, and abdominal pain, Ultrasound has also experienced a significant rebound in
volumes after the pandemic, although community-provided Alberta services complicate
accurate demand tracking as those volumes are not available for analysis. X-ray remains the
hignest-valume modality, particularly for emergency patients, while Fluoroscopy has steadily
declined as CT has replaced many of its indications. Mammaography has seen a sharp
reduction since COVID-13, with many patients now traveling to Alberia for service.
Collectively, this rising and shifting demand places sustained pressure on a departmeant that
already struggies with capacity.

Workforce Shartages and Staffing instability

The availability of skilled technologists is one of the most pressing challangas facing
Lioydminster's Medical Imaging Department. Staffing instability has been exacerbated by
maternity leaves, retirements, and attrition, with imited replacement capacity dug 1o
restricted training program seats in Saskatichewan. Recruitment is further complicated by
Lioydminster's bi-provincial context, where technologists may prefer employment under
Alberta’s systemn, In sorme months, staffing shortfalls have reduced CT capacity to as few as
350 patients, compared 1o & typical monthly average of over 300. The department alzo lackz a
relief pool or casual roster to buffer against unexpected absences. These workforce gaps
contribute directly to service delays, longer patient wait times, and higher risks of staff
burnout.

Egquiprment Limitations and Downtime

Lioydminster currently cperates with a single CT scanner, which is aging and experiences
naonmal downtime for maintenance and repairs. Senvice interruptions require emengent
diversions to other communities, including Wainwright and Marth Battieford, neither of which
can consistently provide the specialty coverage required for complex cases (typically those
being diverted, as non-urgent casas are ususlly rescheduted). While other modalities such as
X-ray and Ultrasgund remain functional, their equipment also faces limitations in terms of
modern capacity and throughput, Without redundancy or backup systems, any equipment
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outage can resultin disruptions to patient care, delayed diagnostics, and an increased need
for patient transfers out of Lioydminster.

Cross-Provincisl Barriers and System Fragmantation

Operating across the Alberta-Saskatchewan barder presents significant challenges in
coordination, data sharing, and continuity of care. For example, CT and other imaging
performed in Lioydminster 15 not automatically uploaded into Alberta's MeatCare system,
leaving Alberta providers without direct access 10 results uniess specifically requested.
Conversely, AMlberta's Connect Care systam requires requisitions 1o b faxed manually 1o
Lioydminster, creating inefficiencies that discourage referrals. This lack of interoperability has
\ad to duplication of testing, increased radiation exposure for patients, and higher overall
costs. Patients bear the burden of navigating which services are approved in which province,
often facing confusion about where tesis will be accepted and which physicians can access
results. These issues have contributed to declining referral volumes from Alberta
communities such as Cold Lake, Bonnyville, and Elk Point, even though Lioydminster is
gecgraphically their clogest imaging hub.

Data Gaps and Limited System Visibility

Accurate planning for medical imaging in Lloydminster is hinderad by incomplete and
inconsistent data. Hospital datasets capture only a portion of overall imaging volumes, as
marny services, particularly Ultrasound and Mammography, are delwered in Alberta private
clinics under public funding but are invisible in Saskatchewan-based reparting, The aggregate
nature of available data further reduces accuracy, with some datasats failing to distinguish
betwean inpatient, outpatient, and emergency visits. For example, hospital data for X-ray
showed no cutpatient volumes, despite outpatient imaging clearly being performed. These
data limitations make it difficult to fully understand service utilization, forecast demand, and
avaluate the true scale of cross-provingial leakage to community providers.

3.10.1.2.1 OQOverview

The future vision for Lioydminster's Madical Imaging Department i to establish a sustainable,
modernized, and integrated imaging service that meets the needs of patients across both
Alberta and Saskatchewan. The operational model would focus on improving 8CCess across
all imaging modalities, stabilizing workforce capacity, and enhancing integration between the
two provincial health systams.
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Gap: Demand is increasing across all modalities, especially CT and Ultrasound, while
workforce shortages in technologists limit the ability to expand capacity. Reliance on a single
CT scanner creates a significant service risk, as downtime from maintenance or repair
digrupts continuity of care. Jurisdictional barriers between Alberta and Saskatchewan further
complicate referrals, reporting and patient navigation. Data limitations reduce the system’s
ability to plan effectivaly.

Recommandation for Consideration: A combination of workforce development, equioment
renewal, and improved cross-provincial coordination. A long-term strategy could be
developed focusing on maintaining the reliability of CT as the central diagnostic tool, ensuring
24/7 access to X-ray and Fluoroscopy, and exploring sustainable approaches for MRI
capacity, either through expanded mobile service or a fixed regional resource. Establishing a
dedicated coordination function across Alberta and Saskatchewan could improve referrals,
reguisition management, and data sharing, along with the training of all technologist staff.

Patantial System Impacts: These measures would enhance continuity of diagnostic services,
reduce duplication of imaging across all provincial boundaries, and improve system efficiency
through stronger coordination and warkiorce stability. By 2040, Lioygminster Hospital is
projected 1o accommaodating approximately 25,800 annual Medical Imaging patients, an
Increase of 7,700 patients compared with 2024 volumes, representing a 38% growth in
demand,

3.10.1.2.2 Service-Specific Assumptions

For future projections, the 2024/25 baseline period was selected 1o drive the future state
projections for this area. Aside from accounting for population growth and ageing, the Mi
projection model also considers the following potential future state service shifis and the
resulting impact on the projected M| patient demand:

Staffing Challenges and CT Capacity Improvement

Given the current Medical Imaging statfing challenges that can be seen ta limit the throughput
of this cepartment, improving staffing levels for the Ml department would better ensure that
the site could operate at its full imaging capacity on a month-to-month basis (8.g. especially
far the CT modality). The model scales the baseline CT activity up by ~180 patients for
October 2024 and November 2024, bringing them closer to an average month of activity, and
then projects future demand using this modified current state as the starting point.

Mammography Staffing and Service Expansion

There is 8 noted desire for the site 10 improve staffing levels for the Mammography modality to
ensure that they can perform both Diagnostic Mammagraphy and Screening Mammography,
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as was done onsite in 2019/20, As a starting point, the mndgi assur_nas that the site can
operate at a similar volume to the 2019/20 throughput for Diagnostic Mammography.

Redirecting Lower-Priority CT Patients to Improve Wait Times

One of the recommendations is to allow the lower-priority CT patients who are currenqg.r
encountening significant long wait times at Lioydminster Hospital to obtain CT Ml services
maore quickly at other hospitals in the region. The model assumes this will not l:h_ange tha total
number of patients seen at the Ml Department in Lioydminster in the future, but lnstegd
assumes that the site would be better able to utilize the hospital resources [0 See patents

within their home catchment araas.

3.10.1.2.3 Future Directions

CT Sanvices: The single CT scannerwould continue 1o serve as the central diagnostic tool,
aspecially for emergency and inpatient care. Efforts would focus on maintaining reliability
through service agreements, optimizing uptime, and developing structured diversion
protocols for when downtime is unavoidable. Operating hours would remain extended, with
urgent access available through on-call coverage.

X-ray: ¥-ray would remain the highast-volume modality, with a continued focus on SUPPOing
emargency demand. Investment in staffing and equipment upkeep would ensure 24/ 7 aCcess
IS sustained, making it the most dependable service line within Medical Imaging.

Fiuvoroscopy: While smaller in volume, Fluoroscopy would continue to support targeted
diggnostic and interventional neads. Tha future direction includes equipment renewsal and
ensuring consistent availability, even as CT replaces some historical fluoroscopic indications,

MREI: Access would remain reliant on the mobile MR service located on the Alberta side.
Future strategies include advocating for expanded mobile coverage or exploring the feas:bility
of a fixed MRI resource at the regional level to better serve local demand.

Crosg-Provincial Integration: A central priority is ultimately establishing a seamlass bi-
provincial system. A resourced ceordination function should be implemented to manage
referrals, confirm requisitions, and ensure results are shared across both provinces, Ovar
time, harmonized electronic referral systermns and data-sharing agreements would reduce
duplication and improve visibility for providers in both Alberta and Saskatchewan.

Staffing and Workforce Development: The sustainability of these services depends on
workforce stability. Saskatchewan Medical Imaging has already moved towards expected
training in specialty modalities for all technologist staff. Additionally, a regional “travel team”
with specialist compeatencias, particularly for CT services, should be explored to reduce
statfing-related capacity challenges.
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Based on these assumptions, Lloydminster Hospital will need to accommodate
approximately 25,800 annual Ml patients by 2040. This is equivalent 10 approximately +7,100
acditional annual Ml patients by 2040, or an +38% growth in annual M| patients beyond what
was seenin 2024.
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Figura 33 - Propacied Ml Fatiants

The Demand Projection results suggest that Lioydminster's annual
M patients will grow from ~18.7k to ~25.8k,
a growth of +7.1k patients, {+38%) from 2024 to 2040

For the 2040, patients requiring a CT scan will constitute 31% of all patient counts {or ~8,000
patients annually), X-Ray requiring patients will represent 52% of the patient count (or
~13,400). while the remainder of annual patient counts will be for the Flu oroscopy (3%, ~770
annual patients), Mammography (7%, or ~1,800 patients) and Ultrasound (79, or~1,800
patients) modalities.

3.10.1.2.4 System Impacts

The system planning impacts include improved service continuity, reduced emergency
dapartment burden, and decressed duplication of imaging across provincial boundaries,
Contingency protocols would be established for equipment downtime, and coordination
would be enhanced between Alberta and Saskatchewan health systiems.
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3.10.2 Laboratory Services

3.10.2.1.1 Overview

Laboratory services in Lioydminster operate through a dual structure that supports both
inpatient and community needs. The Lioydminster Hospital Laboratory, located on the
Saskatchewan side, is focused on acute and urgent testing but also accommodates some
outpatient demand. Complementing this, Alberta Precision Laboratories (APL)Y provides
outpatient diagnostic senvices at a community collection site on the Alberta side. Together,
these facilities serve both Alberta and Saskatchewan residents, but delivery is complicated by
bi-provincial governance, fragmented electronic heaith record systems, and ongoing capacity
pressures,

3.10.2.1.2 Service Model

Laboratory services in Lloydminster are delivered through three main channels: the
Lloydminster Hospital Laboratory, APL Patient Senice Centre (PSC) or community collection
site, and limited point-of-care tasting.

Lioydminster Hospital Laboratony

Located on the Saskatchewan side and operated by SHA, the hospital laboratory provides a
broad acute care test menu including biochamistry, hematology, coagulation, urinalysis, and
transfusion medicine, Testing capacity is designed to support inpatient and urgent outpatient
needs (such as chemotherapy, dialysis, and pre-surgical testing) rather than community care
management. Tests performed on site, including outpatient collections done in-house,
usually provide same-day results,

The hospital laboratory operates within an established Saskatchewan referral network, with
clear processes for routing specimens. All microbiclogy, pathology, and specialized testing
(e.g.. hormones, hemoglobin A1C) are referred to larger Saskatchewan laboratories in North
Battleford, Saskawon, or Regina, depanding on the test. For instance, Hemoglobin A1C
analysis 15 anly available in a few provincial laboratories, with Lloydminster samples shipped
0 Regina, adding approximately one day for transport. Despite transportation, reporting for
such tests falls within acceptable time limits.

In addition, the Maidstone Health Centre offers extended hours (Monday to Thursday, 8 am - 8
pm and Saturday and Sunday, & am - 12 pm) and diagnostic services (laboratory and X-ray),
providing an alternatrve for patients capable of traveling if neaded, who may otherwise be
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reliant on Lloydminster Hospital’s ED. The Prairie North Plaza Clinic does not currently have
laboratory services.

In Saskatchewan, the SHA has been strengthening linkages with primary care clinics o
support the repatriation of pathology samples. As of November 2024, pathology specimens
such as skin biopsies from Saskatchewan-designated clinics are collected by SHA couriers,
delivered to the Lloydminster Hospital for accessioning and preparation by laboratory
agsistants, and than transported to North Battleford for diagnostic testing.

APL

APL provides all community laboratory services in Alberta, operating under a centralized hub-
and-spoke model. Lloydminster's APL site® functions as a Patient Service Centra® for routine
outpatient tests, collecting and forwarding specimens to Edmonton (North Hub Lab) for
analysis. Results are typically evailable within 24 hours of collection. While maost routine
community testing is centralized, urgent specimeans may be routed to the nearest testing
iaboratony

Surrounding Alberta communities such as Viermilion, Cold Lake, and Bonnyville maintain
hospital-based laboratories that collect and test outpatient samples on-site. Test menus in
these rural hospital laboratories are typically reduced and aligned to lacal neads. More
complex ar microbiology testing from these sites is directed to provincial hubs. This system
allows for leveraging economies of scale while ensuring access 10 specialized diagnostics.

Point-of-Care Testing (POCT)

POCT is increasingly used in smaller Saskatchewan sites 10 address staffing pressures, with
nurses performing basic tests such as CBC and glucosea. In Lioydminster, POCT is used less
aften {mainly for COVID-19 and influenza) given that hospital laboratory staffing has been
relatively stable,

Tahie § - Axaiabiify of Cipadisnl Labormany Sanaces by Communiy

Cormminity Laboratory
Loon Lake, SK 1
Meadow Lake, 5K 1
St. Walburg, SK 2
Lloydminster .
Maidstone, 3K

* Fara 44, 4402 52 Ave Suite 108, Lioydminster, AB Tow ovg
Al community [0 work |8 primarily sent 1o two hubs: Edrmonton and Calgary. Communities with morne thas
25,000 collectionshyaar (outside Edmonton and Calgary) have Patient Service Centres, which are sampile
coliection sites. and do not perodm anatysis.
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3.10.2.1.3 Key Data Points

The Lioydrminster Hospital Laboratory focuses on supporting the acute and urgent testing
needs for both Albertz and Saskatchewan patients, with tha demand for this sarvice
continuing to grow over ime. The annual Lioydminster Hospital Laboratory order volumas
have increazed by +13% in 2024/25 [or ~60,500 mare orders annually) relative 1o the number
of orders seen in 2019720, Total annual hospital IESIiI'IE. orders increased from approximately
468,000 orders in 2019720 up to 529,000 orders in 202425, During the same time frame,
hospital Leboratory orders from the Emeargency area grew by +15%, while the demand fram
haspital inpatients grew by +7%, while outpatient Laboratory 1esting demand increased by
+205%%.

In addition to the hospital supported Laboratory tasting, outside of the hospital setting, the
mobile and Alberta Precision Laboratory (APL) also provide outpatient testing support for
patiants in this region. Volumes at these external locations have experienced at ieast a +7%
annual growth between 2021/22 and 2024725, suggestung demand for Laboralory senvices
has expanded significantly both within and outside of the acute hospital satting.

3.10.2.1.4 Key Relationships

Laboratory services in Lioydminster depend on coordination across multiple organizations
and referral networks:
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The SHA-operated Lioydminster Hospital Laboratory maintaing strang links with provincial
\aboratories in North Battleford, Saskatoon, and Regina for microbiclogy, pathology, and
specialized testing, while also supporting integration with Saskatchewan primary care clinics
for the repatriation of pathology specimens.

On the Alberta side, APL's Patient Senvice Centre in Lloydminster connects to the Edmonton
hub laboratory, ensuring timely processing of community-based samples and aligning with
Alberta’s centralized moedel. Surrounding rural Alberta hospitals also contribute by coliecting
and processing outpatient samples locally before forwarging complex tests to pravincial
hubs.

3.10.2.1.5 Key Challenges

Three key challenges were identified through the engagement process and data analysis.
Bi-Provincial Coordination

A major chalienge for laboratory services in Lloydminster is the lack of seamless information
sharing across tha Alberte-Saskatchewan border, Laboratory results do not flow consistently
betwaen Alberta Netcare system™ and Saskatchewan's EMR systems®, creatin g significant
Baps in continuity of care. Although there is a Lab Information System (LIS} in place which
connects lab results to EMR systems and MySaskHealthRecord, difficulties still arize in
relation to information sharing across both borders. For example, results for Saskatchewan
residents who undergo testing at APL cannot be accessed by them and their Saskalchewan-
based physicians. This issue often drives thase patients to use the Lloydminster Hospital
laboratory instead. Similarly, results genarated in Saskatchewan are not automaticaily
available in Alberta's systems, meaning providers must often phone other sites or request
copies directly. This dynamic contributes to duplication of testing, detays in care, and
additional pressure on the hospital laboratory.

Mote that the Alberta Netcare system was originally accessible anly within Alberta but new
processes have been introduced to allow Saskatchewan physicians to apply for access
authorization, This system includes critical patient infarmation such as laboratory results and
pharmacy prescription histories.

 BILpE Lotoeny. Albert B natCare ci

*The electronic Hesith Record (eHR) Viewes is 8 secure wabsita authorized health Cane providers can use 1o
acCess patient infarmation, MySaskHealthRacord is 8 secure wabsite that enables Sasketohewan atizens 1o
Quickly and easily access thelr parsenal health information,
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Additionally, gaps are also evident in urgent laboratory senvices, as urgent specimens from the
APL collection site in Lloydminster are not routed to the Lioydminster Hospital labaratory but
instead sent to Edmonton. This disconnect undermines timely local response capacity.

Outpatiant Demand for the Hospital Laboratory Services

The Lioydminster Hospital laboratory was not designed or resourced to functionas a
community outpatient collection site, yet it has increasingly assumed this role. Outpatient
demand, particularty from Saskatchewan residents, has grown significantly, overwhelming
both swaff capacity and infrastructure. The laboratory lacks the physical space, appropriate
layout, and front-end staffing capacity required for outpatient services, which has forced the
inpatient and urgent testing areas to absorb community demand. Despite best efforts, staff
are struggling to keep pace with the ongoing prassure on service delivery.

Several factors drive patients to the hospital laboratory for cutpatient collections.
Saskatchewan residents, in particular, use the hospital site because results are more easi Ly
accessible through the provincial electronic health records, whereas results from the APL site
ara not. Patients are also directed to the hospital for urgent testing, as specimens collected at
the APL site are transported to Edmonton, delaying the turn-around time. In addition, the
hospital is the only site equipped 1o provide specialized collections, such as blood typing and
transfusion preparation for surgery, or tests for patients receiving chemotherapy and dialysis.
Recent shifts in Alberta service delivery have also amplified demand. Previcusty, DynalIFE™
offared hard-copy results directly at the Lloydminster Patient Service Centre, which was
corvenient for Saskatchewan residents. Since the transition to APL, patients must use an
onling process that is slower and requires a fee. At the same time, patients’ expectations
around accessing their own health information have evolved, with more individuals actively
seeking out senvices that provide direct access to their records. These factors have
transtormed the Lioydminster Hospital laboratory into a de facto outpatient collection site
despita lacking tha mandate for this role.

Staffing Racruitment

Both the Lloydminster Hogpital laboratory and the APL site face ongoing recruitment and
retention difficulties that limit their ability to meet demand and expand services (such as in
the Prairie Morth Plaza Clinic).

At the Lloydminster Hospital laboratory, shortages affect all staff categones, including
Medical Laboratory Technologists (MLTs) and Medical Laboratory Assistants (MLAs).
Recruitment is particularly difficult for the hospital as it is located in Saskatchewan, wheare

* DynallFE's operations wena returnad to Albarta Precizion Ladoratones (APL), a subsidiary of Albaria Healih
Services, at the end of 2023 after a shor-lived privatization (Dec 2022-2023) markad by 10ng wait times and
oparateong! challenges.
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wages are lower than in Alberta. This wage differantial creates a persistent disadvantage in
gttracting and retaining qualified staff, especially in a border city where Alberta positions are
often seen s more competitive. In addition, the hospital laboratory has limited ability to
support training placemants. While some placements are offered, it cannot provide
comprehensive training for MLTs or MLAs, as required disciplines such as microbiology and
pathology are not available on site. Additionally, staffing cannot be easily supplemented by
short-term transfers from other Saskatchewan locations. To maintain 24/7 operations in the
face of shortages, mitigation strategies have included staff overtime, transferring out non-
urgent work, and prioritizing inpatient testing over outpatiant collections. Outpatients usually
experiance extended wait times during critical shortages. Despite these pressures, the
hospitel laboratory has so far avoided closing outpatient acceass,

The APL site is primarily staffed by MLAs and has a limited local poot of qualified candidates,
rmaking it difficult to fill vacancies unless individuals relocate to Lloydminster, APL currently
does not offer training placements in the community, unlike in ather parts of Alberta, which
limits its ability 1o build a local recruitment pipeline. APL leadership has identified training
placements as a potential strategy to strengthen recruitment, as students who train locally
may be more likely to stay if they enjoy the location and community.

3.10.2.2 Future State

3.10.2.2.1 Owverview

Laboratory services in Lloydminster are foundational to acute and community cara but face
persistent challenges related to staffing, outpatient demand, and data sharing. The dual
ayetem, I.e,, hospital-based acute lab and APL oulpatient collection site, creates
redundancies when provincial information systems cannot communicate. With demand
projected to increase alengside population growth, systemn sustainability depends on shifting
rmore cutpatient diagnostics 1o community sites, stabilizing staffing pipelines, and addressing
cross-jurisdictional interoperability gaps.

Gap: Bi-provincial coordination is hindered by the lack of connection in information sharing
between Alberta and Saskatchewan systems, resulting in duplication, delays, and
inconsgistent continuity of care, The Lloydminster Hospital laboratory is under significant
strain from outpatient demand, as it has increasingly functioned as a community collection
site despite lacking the infrastructure and staffing for this role. Persistent recruitment and
rétention challenges constrain the hospital’s ability to maintain stable service levels.

Recommendation for Consideration: Outpatient diagnostic demand should be shifted into
community-based facilities, inclugding expansion of the Alberta Precision Laboratorias (ARL}
site and the development of an SHA-operated collection service, to relieve pressure on the
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hospital laboratory. Sustainable staffing pipelines must be established through the
prioritization of recruitment and retention strategies, expanding local training placements,
and exploring suppart for dual licensure. Bi-provincial information-sharing processes should
also be strengthened. Given that the role of a Medical Laboratory Assistant is not classified as
a regulated profession in Alberta, these individuals may not be subject to licencing
requirements typically in place for other allied health care professionals.

Potential System Impact: Patient volume distribution would be more efficient, red ucing the
unsustainable outpatient burden on the hospital laboratory. Improved patient access and
care quality would be achieved thraugh shorter wait times, better continuity of results, and
fewer duplicate tests for Saskatchewan patients. Enhanced workforce stability by creating a
stronger recrultment and retention framework.

3.10.2.2.2 Service-Specific Assumptions

The following assumptions constitute the basis for laboratory services future planning:

= Meither the hospital laboratory nor the APL site currently has plans 1o introduce new
service types or specializations.,

= While no major service changes are anticipated to be required, the focus would be on
improving current gaps in information sharing, outpatient flow, and staffing
sustainatbility.

o  The 2024725 baseline period was selected to drive tha future state projections for this
area. Population growth and ageing were modelled as the main drivers for tha future
state cermand. It should be noted that this projection model only includes Laboratory
testing orders from the Lioydminster Hospital Laboratery (i.e. does not include mobile
or APL testing activity) and assumes that the rapid growth from the outpatient area
over the past few years would stabilize over time as the interprovincial population
rigration has settled as a result of COVID and the government lowering the
immigration targets for people coming to Canada. From that point, it is assumed that
demand would continue to present in line with population aging and growth. However,
itwas noted anecdotally that this rapid increase in Laboratory volume has been
happening across Saskatchewan over the past few years. As such, it is suggested that
system leaders closely monitor the volume growth over the next few years to see if it
does in fact stabilize and becomes more aligned with population growth and aging, or
if the growth would instead continue at @ more rapid pace in future.

3.10.2.2.3 Future Directions

Based on these assumptions, Lioydminster Hospital would need to process approximately
578,000 in hospital Laboratory Testing orders by 2040. This is equivalent to approximately
+50,000 additional orders by 2040, or a +9% growth in orders beyond what was seenin 2024,
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The Demand Projection results suggast that Lioydminster’s annual in
hospital Laboratory testing ordaers will grow from ~529k to 578k,
a growth of +50k annual orders, (+9%) from 2024 1o 2040

Az such, the future direction should consider the following:
Shifting Outpatient Diagnostics to Community Sites

The future laboratory services model would continue to oparate through a dual stream
approach: acute and urgent testing would remain hospital-based, while outpatient
collections should increasingly be directed to community-based facilities. This aligns with the
strategic direction from the leadership to move nan-acuta sarvices off the hospital campus
and prioritiza community-based care.

This could be achieved via expansion of the APLY, as well as the addition of an integrated
laboratory within the Prairie Morth Plaza Clinic (SHA), serving as a collection site for routine
samples. This addition would help improve current service fragmentation and improva
integration with primary care. It also provides the opportunity for future relocation of more
specialized ambulatory needs, including chemotherapy and iron infusions, into community,

The APL site is considerad well-positionad for growth, with potential for expanded space,
extended hours, and increased staffing to accommodate projected oputpatient demand and

¥ AFL tends not to embed into Individual clinics (o engure resouncas ane availaole 1o the antine com ity
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population increases. However, establishing an SHA-operated off-site collection site remaing
a priority to resolve challenges beyond capacity alone.

Capital investment is required 10 axpand outpatient laboratory collection capacity, as well as
appropriate staffing including potentially a phlebotomist. The staffing resources should be
scaled to match required volumes, rather than transferring existing laboratory staff from the
hospital to the clinic site. Additionally, clear coordination pathways should be established to
ensure effective connection between the hospital and primary care,

Ensuring Sustainable Staffing Pipelines

Sustainable staffing is tha most prassing resourca for the future success of laboratory
services. Recruitment and retention of Medical Laboratory Technologists (MLTs) and Medical
Laboratory Assistants (MLAs) must be prioritized, with strategies to expand local training
placements to support long-term workforce stability. At the same time, implementing
financial suppornt for dual licensure should be explored., This is particularly essential for
hospital staffing to ensure inpatient samnvices remain protécted while reducing reliance on
avertime,

Impiementing recruitment and retention strategies such as local training placemeants and
inancial/administrative support for dual licensure should be explored as a strategic prianty.

Improving Information Shanng Praclices

In the meantime, improving information-sharing practices and eliminating the botilenecks in
the authorization process for Saskatchewan providers could also help reduce barriers to
access with minimal costs. Establishing bi-provincial agreements to facilitate the processes
for both residents and providers should be considered, and in the interim, resourcing
providers with administrative staff to coordinate information sharing for patient results should
be implemented. If information-shanng challenges are addressed, APL could expand
COommunity outpatient capacity o compensaie for the necessity of 8 SHA-run collection sita.

3.10.2.2.4 System Impacts

The proposed realignment in patient flow provides two key benefits. First, improving efficiency
by facilitating information access for providers, reducing duplicate testing, protecting
inpatient capacity, and easing the unsustainable burden on the hospital laboratory staff and
infrastructure. Second, these changes could result in impraving patient care quality by
allowing Saskatchewan resident to easily access their results, experience reduced wait times,
and also imiting unnecessary exposure of vulnerable populations within the acute care
environment.
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3.10.3 Pharmacy Services

3.10.3.1 Current State

3.10.2.1.1 OQwerview

Pharmacy services are an essential supporting service that function within diverse cara
settings across Alberta and Saskatchewan. The hospital pharmacy provides inpatiant
dizspensing and supports smaller sités such as Maidstone Health Centre, ambulance
services, and Onion Lake First Nations Home Care. However, it does not currently service
long-term care facilities, which instead rely on communily pharmacies or distribution from
Edmonton. For oncology care, the Lioydminster pharmacy is unique in oparating undear bwo
separate provincial programs, supporting chemotherapy for both Alberta and Saskatchewan
residents. Community pharmacies, including spacialty compounding services, supplemeant
this system and provide contracted services to long-tenm care,

3.10.3.1.2 Service Model

Pharmacy senvices in Lioydminster are deliverad through several key channels spanming
acute, long-term, and community care.

Hospital Pharmacy:

Specialized pharmacy services in the Licydminster service area are pnmanly deliverad by the
Llgydminster Hospital Pharmacy Department, ensuring medication needs are met for
inpatients and certain programs across both provinces. The Hospital Pharmacy Department
provides three Key Services:

s Logistical pharmaceutical support for inpatients in Lloydminster Hospital {procurning and
dispansing medication) as well as clinical care in interdisciplinary bedside rounds (such
as reviewing patients’ medications and providing dosing recommengations)

» Distributing madications to smallar sites such as Maidstone Health Centre {gaily fills) and
other providers including EMS and Onion Lake First Nations Home Care,

= Providing outpatient chemotherapy for both Alberta and Saskatchewan patients. The
Qutpatient Cancer Drug Benefit Program (OCDEP)* enables patients to receive treatment
claser 1o home. In Lloyvdminster, the Hospital Pharmacy team dispenses cancer
meadications directly on-site, with supply and cversight provided under Alberta Health, The
goalis to ensure all required medications are in place within five days to support timely
treatment. This unigue arrangement requires the pharmacy to operate under twa different
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programs (COPSY in Saskatchewan and Cancer Care Alberta® in Alberta), necessitating
staff to be proficient with two sets of protocols and systems. A notable variation in
process is that the Saskatchewan program allows for processing by licensed technicians
after remote order assessment is completed, while the Alberta program requires
assessment by a local pharmacist before preparation.

Community Pharmacies!

Community residents have access to numerous retail pharmacies (e.g. Safeway, Shoppers
Crrug Mart, Co-op Pharmacy, independent pharmacias) which provide primary pharmacy
care. These pharmacies dispense outpatient prescriptions and have expanded clinical roles
in recent years, Services available include pharmacist-led medication reviews, vaccinations,
and wellness prograrms such as smuking cessation EnunSE{inE.

Nowe that continuing cara facilities are servad by local community pharmacies or an
Edmonton distribution centre, rather than the hospital pharmacy. These pharmacies manage
routing fills, dose adjustmants, and emergency medication needs for long-term care

residents in coordination with facility nurses. The hospital pharmacy itself may offer
additional support or advice for complex cases in long-term care, but genarally the day-to-day
dispensing is handled by the contracted community pharmacies. The Home Care program
does not hold medication stock and is responsible for obtaining medications on an ad hog
basis as needed for clients.

3.10.3.1.3 Key Data Points

The annual Lloydminster Hospital Drug Procurement and Distribution stafling earned hours
(used a proxy 1o measure the department’s current workload) have increased slightly by +2%
in 2023724 (or ~320 more hours annually) relative to hours in 2020/21. Total annual hours
increasad irom approamately 25,300 hours in 2020027 up to ~26,200 hours in 2023724,

3.10.3.1.4 Key Relationships

Pharmacy services in Lioydminster depend on coordination between hospital, community,
and provincial systems. The Hospital Pharmacy supports inpatient care, smaller sites, EMS,
and outpatient chemotherapy, requiring statf to work under both Alberta and Saskatchewan
protocols. Community pharmacies provide most outpatient, long-term care, and home care
madicatigns, with added cliinical senices such as reviews and vacsmatans,
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3.10.3.1.5 Eey Challenges

Pharmacy service face multiple key challenges:
Bi-Provincial Complaxity

Different provincial programs, protocols, and legislation create inefficiencies. For example,
Alberta Electronic Haalth Records (EHR) do not capture fills for Alberta patients that occur on
the Saskatchewan side. This means that healthcare providers often cannot rely on EHRs for
medication histones

Sraffing and Recruitment

Despite vacancies in nearby communities, the Hospital Pharmacy is currently fairly weil
staffed largely due 1o a stable workforce base. However, recruitment challanges are
anticipated as retirements increase over tha next 15 yaars. Pharmacy technician and
pharmacist roles are typically considered to be challenging to recruit across Saskatchewarn,
Funding and Scope Limitations

SHA pharmacy senvices are primarily funded for acute care, This leaves gapsin areas such as
transitional care, long-term care senvices, immunizations, and opicid agonist therapy, despita
the potential value pharmacists could bring.

Space Constraints

Limited space within the hospital makes it difficult to collocate pharmacists within clinical
units and ¢closer to the point of care rather than confined to the dispensary.

3.10.2.2 Future State
3.10.3.2.1 OQOwverview

Pharmacy in Lioydminster is a critical but complex service, balancing dual-provincial
responsibilities and sometimes limited resources. While currently functioning effectively,
challenges in workforce sustainability, care involvernent, and data integration pose risks.
Future planning should emphasize role optimization, clinical integration, and technological
imvestmeant to strengthen pharmacy's impact.

Gap: Pharmacy services faca inefficiancies from bi-provincial differences in legistation,
programs, and EHRS, which limit access 1o complate medical historias. Statfing is vulnerable
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due to future retirements, with recruitment challenges anticipated. Funding IS pru_'nqntyr
directed to acute care, leaving gaps in transitional care, long-term care, and specialized
programs. Limited space within the Lioydminster Hospital also prevents pharmani_sla from
being embedded in clinical units, reducing their ability to contribute directly to patient care.

Recommeandation for Consideration; Expand pharmacist involvermnent in clinical care (rounds,
counseling, discharge support), optimize technician roles to increase efficiency, and improve
workforce sustainability through targeted racruitment and training placements. Enhance
cross-provincial data sharing and re-design space to enable closer integration of pharmacy

staff with clinical teamas.

Potential System Impact: More efficient allocation of pharmacist expertise, stronger
integration into patient care, improved outcomes during transitions, and enhanced workforce
sustainabiiity. By 2040, demand is projected to reach approximately 29,100 earned hours in
drug procurement and distribution, an increase of 119% compared with 2023,

3.10.3.2.2  Service-Specific Assumptions

In_a 2023/24 baseline period was selected to drive the future state projections for this area
(with later data not available for this area). Population growth and ageing were modelled as
the main drivers for the future state demand.

3.10.3.2.3 Future Directions

lee future state envisions pharmacists mare embedded inpatient care (rounds, counsetling,
discharge support), e:-:p_zmdeﬂ technician roles, and stronger infrastructure {EHR integration
.'apac_a r_edes_:gn:u. These incramental enhancements could build capacity and improve
continuity without requining major changes.

Improwving Staffing Capacity and Effic |ncy
This could be achieved via multiple strategies:

. Eﬁm-:mgt te:;hqician and pharmacist roles by fully utilizing the scope of licensed
¥ lechnicians to free up pharmaciste' time for clini i
_ . clinical patient-fac it
* Involving pharmacists more di i [ ini s
rectly in bedside clinical care by taki it
responsibilities such as medication hi ' e o
Si story collecti '
reconciliation, and deprascription. % Pl fedication

i TE . . :
Everaging com m_un:nr paramedics or advanced care paramedics faor Programs in long
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* Improving integration with pharmacy training programs and seeking collaboration
opportunities including expanded work experience placements for students.

To achieve these directions, opportunities should be explored for collocated pharmacist
workspace on hospital wards. Additionally, as with other service lines, improving cross-
provincial agreements on data sharing would facilitate benefits to pharmacy services across
sites and providers, enabling better care continuity and the potential for greater pharmacist

integration to cara.

Based on the assumptions above, Lioydminster Hospital will need 1o budget for
approximately 29,100 Hospital Drug Procurement and Distribution staffing earned hours by
2040. This is equivalent to approximately +2,800 additional staffing earned hours by 2040, ar
a +11% growth in staffing earned hours beyond what was seen in 2023,
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The Demand Projection results suggest that Lioydminster's
annual staffing earned hours will grow from ~26.3k to 29.1k,
a g,mw:h of +2 8k hours, (+11%) from 2023 1o 2040

3.10.3.2.4 System Impacts

The future model could optimize technician roles to manage dispensing activities and batter
utilize pharmacists’ expertisa in more direct ctinical care, improving both efficiency and
patiant outcaomes,
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3.11 IMPLEMENTATION
3.11.1 Clinical Drivers

Across all sectors, the clinical drivers for change include misalignment between service
capacity and community demand, systemic staffing shortages, fragmented care pathways,
and aging infrastructure. Inappropriate service utilization in the Emergency Department,
reflects broader system access issues. The dusl-provincial context further complicates care
delivery and coordination, leading to staff and patient burdens. Addressing these drivers
requires integrated planning including enhanced workforce strategies, and a renewed focus
on community-based and preventive care to ensure the system can meet current and future
clinical demands. Balow is a degcription of these clinical drivers in more detail.

inadequate Acute Care Capacity and Infrastructure

The Lloydminster Hospital is no longer adequate for the population it serves, having been
originally built for a much smaller community. It lacks key services, notably an ICU, despite its
strategic location between Edmonton and Saskatoon and the local atmospheric challenges
with rapid air evacuation. Staffing shorages, particularly among albed health professionals,
clinical support services staff, and physicians , limit service availability, resulting in patients
traveling for care that are in scope to be provided locally. These issues are com pounded by
high ED wait times and increasing numbers of patients leaving without being seen or triaged,
driven in part by poor access L0 primary care.

Fragmented and Insufficient Primary Care ACCess

Primary care services are critically understaffed, with many unattached patients and Ongoing
ditficulties in recruiting physicians. The bi-provincial agministrative complexity, fee-for-service
payment model, and limited overhead support make recruitment and retention challenging.
The lack of after-hours access pushes patients toward the Emergency Department for issues
that could be managed in community settings. This burdens acute care and leads to delays in
approprate reatment and care continuity issues. Without a robust and accessible primary
care system, the broader healthcare system becomes strained and reactive.

Major Gaps in Mental Health and Substance Use Senices
Mental health and substance use services are notably lacking in Lloydminster. Although there
is a 24/7 call line in opearation through Primary Care Alberta which provides law enforcement

partners with priority access to phone-based consultations with Mental Health Clinicians,
problams still arise in relation 1o the availability of such senices.

185



There are no local inpatient mental health beds or after-hours Crisis services other than the
ED, which is not equipped from a personnel or infrastructure perspective 1o safely handle
mental health presentations. The absence of stabilization and step-down options requires
patients to travel to other communities for care, delaying intervention and increasing risk. As a
result, the RCMP have become the default responder for mental health crizses. This diverts Law
enforcement resources and highlights the failure of the health system to adequataly respond
to urgent mental health needs. A shortage of psychiatrist coverage, long wait times in ED, and
poor service coordination are illustrative of the Mental Health Substance Use (MHSU) system
deficits.

Growing Prassuras in Long-Term Cara

Limited intermediate options between communily care and long term care are resulting in
pressures in the continuing care system. Thera is also an imbalance between Alberta and
Saskatchewan in the availability and types of seniors’ housing and supports, requiring
patients to relocate in order to access care. Increasing acuity and complexity of residents’
neads require higher levels of care and staffing, and resources nave not kept pace. The lack of
respite beds limits support for family caregivers, while insutficient continuing care capacity
contributes to acute care bottlenecks, with ALC patients routinely occupying medicine bads,

System Navigation and Cross-Border Care Complexiy

Opaerating within a bi-provincial context introduces unigue challenges in navigation, funding,
and service coordination. Different policies, protocols, and eligibility criteria between Alberta
and Saskatchewan make it difficult for patiants to access consistent, coordinated care. There
is currently no formal patient nawigation system in place to assist with these complexities,
leaving patients and providers 1o manage them independently. This leads to delays in care,
inefficiencias, and iIneguities 1N service 8CCess,

Diagnostic and Spacialist Sanvice Limifations

Access to diagnostic and specialist services is limited, particularly for advanced imaging and
oncology. Specielist shortages, particularly in rural areas, making timely access to care
difficult and compromising early detection and effective treatment planning.

Strain on Community-Based and Pravantive Sendcas

Community care services, including publicly funded physiotherapy and community
psychiatry, face long wait times and rising demand. This undermines opportunities for aarly
intervention and prevention, leading to deterioration in health and avoidable use of acute cara
resources. Home care sanvices are gverstretched, while public awareness of available
commurnity-based senices, such as enhanced pharmacy scope, is low, This lack of
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knowledge contributas to unnacessary ED wisits and duplication of services, illustrating the
naed for improved system navigation, resourcing, and care coordination.

3.11.2  Priority Service Areas

The Lioydminster health system faces critical challenges related to capacity and
infrastructure across several key areas. At the same time, resources are limited and staffing
shortages exist across both provinces. Changes need to be prioritized based on clinical
drivers and feasibility; this section outlines the areas recommended [0 be assessed for
implementation first.

Establizhing 8 Primary Access Clinic;

Due to the urgent and increasing capacity pressures in Emergency, it is recommended that a
Primary Access Clinic function be priaritized for consideration. This change would reguire no
infrastructure and moderate staffing resources. Process and protocols would need to be
developed, including clinical screening protocols and coordination of booking bebween
Emergency Registration and Prairie Morth Clinic. Ideally, this clinic function would be staffed
with a Murse Practitioner and operate between the hours of 3pm-7pm on weekdays, as well as
earty mornings and daytime weekend shifls as possitle.

Expanding Primary Care Accass through Team-Basad and Virtual Models:

Enhancing primary care by enhancing team-based and virtual platforms aims to increase
overall accessibility, by using primary provider time more efficiently and supplementing care
with appropriate allied supports. These models suppon continuous, multi-disciplinary and
patent-centred carg, reduce unnecessary EDwsits, and mibigate current bottlenecks, aswell
as also being mindful of the fact that primary provider time is critically imited. These solutions
are cost-effectve as they improve chronic disease managemaent, a primary driver of
Ambulatory Care Sensitive Condition acute presentations and strangthen systam resilience
amid staffing and resource imitations. A key enabler of this change is facilitating APP/ARP and
contract models far primary care providers, including Nurse Practitioners, and this system
change should b priontized.

It should be noted that allied staff are in short supply, and as unien positions, these positions
are unable to be incentivized for recruitment. Virtual allied support in partnership with larger
centres should be explored, as well as local training pathways that include flexibility for latent
segments of the workforce, such as older community members and parents.

Dedicated Mantal Health Nursing in the ED:

Introducing Mental Health nursing support within the ED is a high-impact, low-infrastructure
change that would improve patient safety, enhance de-escalation capacity, and support more
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consistent assessment and maonitoring. MH nurses would also provide real-time consultative
support to generalist ED nurses and physicians, improving decision-making and reducing
unnecessary transfers. This would help retain more mental health patients locally, reduce
flow disruptions associated with 1:1 staffing, and support a more therapeutic patient

BXDETIENCE.
Upskilling ED Physicians in Mental Health Assessment and Cara:

ED physicians were identified to require additional training in mental health crisis
management in order to provide timely and appropriate care and reduce reliance on
psychiatry consultative services, Tergeted education would increase confidence in managing
mental health and substance use presantations; this direction aligns with the systam strategy
of upskilling generalist providers to safety manage higher-needs cases locally within an
approprigte scope of practice.

Mertal Health Short Stay Unit (SSU):

The staffing enhancements noted above require relatively low investmant with a high system
return, and intend to salely ireat a greater proportion of mental health patients locally.
Howaver, without an appropriate physical environment, the EQ will continue o rely on
improvised or unsecured locations for obsarvation and short-term treatment, creating safety
risks for patients and stalf,

A co-located 55U would offer a secure, monitared environment for short-tarm assessment,
stabilization, and transition planning. This represents 8 moderate capital investment with
significant system banefits, including decreasad risk, improved care continuity with
community leams, decreased avoidable transfers, and improved patient experience. A
dedicated study of SSU feasibility should be prioritized in order to determing agpropriate
scope, infrastructure requirements, and operational alignment with both provincial mental
health frameworks.

Developing & Transitional Cara Unit:

Establishing a TCU is a targeted strategy to address hospital capacity pressures driven by high
ALC occupancy and the lack of specialized transitional care spaces. Ideally this unitwould be
situated outside the acute hospital setting, and would provide restorative, community-close
environments whara patients could recover their functional status and transition
appropriately. This reduces hospital occupancy, shortens long-term care waitlists, and fostars
better patient community reintegration. Additionally, the TCU could provide respite support to
patients living in community, and case management support for these patients to enable
continued safe community Living and prevent caregiver burnout.
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This unit may require capital investment, even if an existing facility |5 identified as able to hE:
re-purposed. A business case should be considerad 10 idantify the cost u_r current ALC gatlent
care and early continuing care admission, and weigh this against the ¢apital and cperational

costs of establishing a TCU.

Strengthening Administrative Supports for Cross-Jurisdictional Information Sharing and Care
Coordination;

Efficient, systemn-level information sharing and coordination require dedicated administrative
efforts. Currently, clinical and administrative staff are fitting this work into their regular duties,
taking time away from patient care. Resourcing staff teams to provide time to perform
information-sharing and care coordination work in this complex bi-provincial setting is critical
to optimizing patient outcomes and system efficiency. Ultimately, Lioydminster should work
towards improving data sharing policies, standardizing referral processes, and aligning
policies across Alberta and Saskatchewan to reduce the existing administrative burdens,
avoid duplicate efforts, and provide equitable, timely access to care. However, it is noted that
the larger systermic change would take ime, and an urgent measure 1o resource teams for the
workarounds they are already performing would enhanca system function in the near term.

These priorities are interconnected and collectively support the overarching goal of creating a
more accessible, efficient, and patient-centred healthcare system. They focus resources on
immediate system needs, such as urgent care access and hospital capacity, and lay a
foundation for sustainable growth through improved system integration and efficient resource
use. These largeted investments would maximize system impact and provide better health
putcomes within the exsting résource constraints.
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3.12 SERVICE INNOVATION DIRECTIONS

Strengthening coordination and communication between provincial ministries, healthcare
authorities, and foundations, as well as standardizing terminology and definitions, is critical
to ensure clear and consistent service delivery across the border. Several opportunities have
been identified to improve care delivery in the Lioydminster region, and priorities have been
identified in Section 3.11.2.

Prior to the development of these opportunities, several long-range system innavation
directions were discussed and developed, ranging from targeting operational improvements
to more comprehensive changes. Below is a high-level discussion of each service innovation
direction discussed, for consideration of longer-term implementation. Each of these
directions would require substantial resources, coordination, and stakeholder engagement,
and would likely nead to be phased over time. Nonetheless, these directions represant maore
complete systemic improvements that address the health system challenges in Lloydminster
ina more foundational way.

intaroparable EMA

Aninteroperable electronic medical record (EMR) would allow patiant information to be
shared between providers in both Alberta and Saskatchewan, addressing one of the most
parsistent challenges in Lloydminster's bi-provincial health system. Currently, fragmented
and siloed EMR systems result in duplicated tests, delayed care, poor care continuity, and a
reliance on patients to carry information batwean providers. By creating 8 shared digital
infrastructure, or, in the short term, establishing a centralized coordination function, care
teams would be able to access complate and up-to-date information regardiess of which
jurizdiction the patient is served under or where they reside.

Improved infarmation flow would enhance continuity of cara and patient safety. Clinicians
Could make better-informed decisions, unnecassary procaduras would be avoided. and
transitions between hospital, primary care, and community services would be smaother.
While implementing a fully interoperable EMR is tachnically and financially complex, a
phesed approach could yield early benefits, such as piloting a data-sharing hub o bridgs the
current gap. In the long term, interoperability would reduce administrative burden, improve
efficiency, and provide patients with a more predictable and consistent experience across the
care continuum.

Experience in other jurisdictions suggests that this is a viable but long-term undertaking.
Alberta’s ConnectCare initiative demonstrates the scale of investment ang training required to
successfully integrate records across sanvice sattings, even in a single province, while
Ontario's ConnectingDntario system shows how phased regional rollouts can improve
clinician access to data and reduce duplication. Interim measures, such as British
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Columbia’s centralized information-sharning pilots, have delivered early benefits even befare
full intagration was achieved. These examples also highlight that clinician buy-in, clear
governance, and incremental implementation are key success factors.

Sanvce Realignment

Service realignment would restructure how health programs in Lloydminster are organized by
assigning responsibility for specific senice lines, such as primary care, mental health, or
long-term care, to one province, regardiess of where patients live, This would be paired with
pan-provincial licensure, allowing health professionals to practice across the Alberta-
Saskaichewan boundary without duplicative regulatory hurdles. By consolidating
accountability for each program araa within a single jurisdiction, realignment would unity
information systems, funding models, and service standards.

This approach offers the most comprehensive solution to the fragmentation that currently
characterizes Lioydminster’s health system. Patients would experience clearer access
pathways, providers would have fewer regulatory and administratve barriers, and overall
efficiency would be strengthened. However, the transformation required 15 substantial.
Intergovernmental negotiations, legislative reform, workforce adjustments, and robust public
communication would be necessary to implement the model. While ambitious and resource-
intensive, service realignment represents the most sustainable pathway to adaressing
structural challenges and creating & more resilient, integrated system for the long term. It
should be noted that infarmation shanng acrass service lines would still need to be
addressed.

Evidence from other cross-border health systems underscores Doth the opportunities and
challenges of this approach. The Ottewea-Gatineau region illustrates the limitations of
maintaining separate provincial systems across one wurban area, as patients continue to face
confusion and inequitable access without formal realignment. In contrast, international
examples such as the European Union's Cross-Border Healthcare Directive and Australia’s
regianal cross-state health networks demaonstrate that shared responsibility and provider
mobity can be achigved whare intergovernmental frameawaorks are in place. These models
hughlight the potential benefits of clanty and portability but also point to the political
complaxity of establishing durable agreamants on funding, licensure, and workforce rules, For
Lioydminster, this suggests that while realignment could provide & holistic solution to
gystemic ITEEmBHFHTiGH. itwould requine sustained political will and transition planning (o
mitigate risk.
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4 Appendices
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4.1 PROJECT CHARTER

Ministry of Health

Lloydminster Integrated Health Services Needs
Assessment

Project Charter

Project Lead: Saskatchewan Ministry of Health, Strategy and Innovation
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Project Overview

Lioydminster is a city of over 30,000 people with a catchment area of nearly 100,000 people.
Because the community is on the Saskatchewan/fAlberta border, there is a need for the
Alberta and Saskatchewan governments and health care agencies to collaborate, planand
deliver healthcare services in the community.

A working group was initially formed in 2013 to complete a needs assessment and oversees
health care provision in the Lioydminster area. It is comprised of membership from the
Saskatchewan Ministry of Health (5K MOH), the Saskatchewan Health Authority (3HA), and
Alberta Ministry of Primary and Preventative Health Services and its purpose is to ensure
Alberta and Saskatchewan are committed to collaboration and completing a joint health
sernvices needs assessment for the Lloydminster catchment area. The catchment area
inciudes up to a 150 km radiuz from the centre of Lloydminster.

Deliverables

The Sk MOH, with the support of AH, AHS, and SHA, procured a qualified
Proponent/consultant team 1o provide consulting services and lead an assessment plan as it
relates to health senace needs for Saskatchewan and Albera residents in the Lioydminster
catchment area. The information from this assessment will be used to inform long term
climcal service planning, and potential future capital planning,

The consultant will conduct assessments on the following:

Population health needs lor senices that are publicly funded.
Associated clinical sarvices,

Modelling and projection of future needs by service ling; and
Targeted stakeholder engagement

ol ol o b

The consultant will use this information 1o develop a Clinical Health Service Plan (CHSP). The
CHS5P i3 a getailed report which summarizes all health services currently supplied, analyzes
projected use of health services, identifies gaps between currant service capacity and
projected service lavels, and provides recommendations for meeting future projected service
levels for Lloydminster and tha catchment area.

AL 2 minimum the CHSP should include the following key sections:

e Introduction
o Purpose of the clinical plan;
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o Current portfolio overview;
s  Inter-provincial network overiew,
o Strategic initistives and targets, and
a Consultation QUICOMES.
Curment S1ate overnview
o Service description and funclions;
o Current high-level statfing analysis;
& Current serice volumes; and
o Current state deficits: gaps, and challenges.
Future state service recommendations
& Population estimates and projections;
o Future state high-level staffing analysis;
o Projection methodology:
o Projected service levels by service ling; and
o Proposed future services delivery recommendations anc aptions analysis.
Appendices
o Detailed data analysis;
List of consultation attendees and consuliation outling;
Project Managament documentation;
Project structure including team memoers and resources,
Govarnance structure;
Master budget and schedule;
Project Management plans; and
Risk analysis

o9 0 0 0 D O

The 5K MOH and AH representatives will be responsible for the following (detailed roles of
sach party are described in Section 6: Project Governance):

® ® ® #

Approval of project scope and workplan,

Provide aggregate data and existing information for all locations and surrounding area;
Provide timely feedback on draft clinical plan reports; and

Provide any other additional information or documentation as reg uired.

The consultant will be responsible for the following:

Development and sueccessful delivery of a8 project plan;

Collect and analyze all applicable information to inform current and future service line
analysis;

Lead stakeholder engagements,

Compile findings into a comprahensive and confidential final CHSP report with
options; and

Deliver the final CHSP for endorsemeant by the Project Management Team.,
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In addition to the previously mentioned responsibilities, the consultant is required to provide,
but not limited 10, the following:

e Cogordinate and schedule all required meetings in consultation with the project team
and executive sponsors, including working groups, and provide agendas, materials,
and minutes;

s Bi-weekly regularly scheduled update and governance meetings with project leads;

e Track action iterns, issues, and decisions, and escalate and resolve issues as needed,

= Provide manthly progress reports, including progress tracking of key tasks and
schedule tracking in PDF format; and

« Perform project close out, including a final report with recommendations and
schaduling a project close out meeting with Leadership Integration Commities.

Guiding Principles

A number of Guiding Principles have been developed in order to guide this project. A full
descrintion of the vision and guiding principles can be found in Section 2.1 of this reporn far
reference, please sea below an outline of these principles.

Prevention and Weallness

« Afocus on prevention and wellness is required to decrease the demands on the health
care systermn within all health sectors. This will involve a shift in focus from treating
iliness to promoting weliness.

Health Equity

s Planning and initiatives should account for both urban and rural areas, financial
disparities as well as underserved populations, such as First Mations, Métis and Inuit
Peoples in Alberta and Saskatchewan. The initiatives need 10 also continde expanding
access to traditional healing practices.

Integration and Sustainability

« System integration in operations should be prioritized to ensure care is delivered inthe
most appropriate care setting.

« Proactive health system planning should enable the population to be cared for in the
most appropriate care setting, and to reduce pressures on acute and institutional care
settings.
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system integration and sustainability

use of technal can support health _
B e ds ges, and improving data shanng

by enhancing communication, streamlining proces

acrossg sactors. _
e Sustainable funding models that also support more integrated, value, and population-

based funding approaches should be considered.

Appropriateness

« Appropriateness refers to delivery of tests, procedures, and treatments that are
medically necessary, evidence-based, and beneficial for the patient, Overuse,
underuse, or misuse of services should be avoided.

Early Planning Scope

In Scope Out of Scope
Report supports planning in SK and AB context Raport is a decision on its own
Enablas consistent and transparent approach Report is the sole source of decision making
to planning
Can guide decisions about filling gaps and/or  Future state mapping used as a wish list,
adjusting services to meet the needs of the  including Information Management and

population Information Technology (IMIT} and
Infrastructure related items.

Accountabilivy tool (for all parties at Costing, Capital related 1tems

stakeholder table)

Identification of existing senice gaps Infrastructure Assessment

Identification of current supply and demand  Timelines for any actionable deliverable or

challenges and areas (o enhance sarvices. requiremaents for short / medium / long term
deliverables,

Future projected nead and demand for
senvices in the Llioydminster catchment area

Project Goals

Determine current state.
* Assess historical utilization and project tuture demand for acute, long-term care, and
community health services within the 150 km catchment area.
& Community health services needs assessment,
* Mapping future state with parameters.
o Requires parsing need from want.
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s Contributes to an ongoing services planning process and relationship.
o Sets realistic goals and consistently achieves them in pursuit of bettering
health outcomes for Lioydminster and area.

Milestone Schedule

pprovals required
Milestone Target Complation
IEngagement Plan Finalized March 2025 Project | adership [Executive
anagementintegration [Sponsor
F:;am Committee
Data Sharing Agreements March 2025 E;'wav;y and [Project Team
Executed egal (Sask
nd AB)
Servica Shift Working Paper Huly 2025 Project | eadership |[Executive
fdopted (identifies directions Managementintegration BSponsor
based on data analysis and Tearm Committes
Engagement)
Final Report Submitted fovember 2025 [Project | eadership Executive
Managemaentintegration [Sponsor®
eam* Enmminee“

*The findings of the report may be shared with respective Ministers of Health.

Project Governance

Descriplion

MNarme(s)

Executive
SpONsors

L

Provide angoing direction and
senigr level support duning the
project’s lifecycle.

Ensuras the objectives, scope, and
project objectives are met.
Endorse the neads assessment,

David Matear, ADM, MOH 3K

Christine Sewell, ADM, AH

Leadership
Integration
Committes (LIC)

Makes consensus-oased
dacisions to inform and guide the
project and provide advice to

Sheldon Brandt, EC, SK MOH

198




{Executive
Diractors)

sanior Ministry of Health
laadership.

Provides strategic direction and
oversight to Project Management
Team.

Endorses the needs assessment.

Claire Tuttle, ED, AH
Tami Denomieg, SK MOH

AH will invite representatives
from the following AB
ministries and provincial
health agencies as required
for their respective health
Sectors:

» Ministry of Mental Health
and Addiction

e Ministry of Seniors,
Cammunity and Social
Services

» Acute Care Alberta

= Prnmary Care Alberta
Recovery Albena

= Assisted Lnving AlDerta
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Project
Management
Team (PMT)

Accountabie to the Project
Sponsors and Ministries of Health,
Saskatchewan, and Alberta.
Respansible for managing core
project deliverables.

Provide project oversight, including
strategic direction and seeks
approval of change orders, as
required.

Pravide guidance and direction 10
the Project Management Team and
for ensuring adequatea resourcing
far the PM Team 10 fulfill its
funmctions.

Assist the Project Lead with the
day-to-day management of the
project.

Project progress, including
emarging issues and risks, is
raported to CPT on a bi-waekiy
basis.

Point of contact for escalation of
issues and will review and endorse
all decision items prior to
submission to CPT.

David Purdy, MOH SK
lodie Zarr, MOH SK
Alesha Hill, AH

Kate Austin, AH [until
September 2025).

Bri Tibbatts, Acting Executive
Director, Governmeant of

Alberta

Stakeholder
Groups

Responsible to provide inputs to
complete core project
delverables.

Accauntable to PMT and will
provide bi-weekly updates
(Reporting Template attached).

Alberta Ministry of Primary
and Preventative Health

Semnvices

Albarta Medical Association

Alberte Precision
Labaratories

Cancer Care Alberia
City of Lioydminster

Government of Aloarta
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Lioydminster and District
Health Advisory Council

Lioydminster Clinic

Licydminster Community
Cancer Centre

Lioydminster Hospital

Lloydminster Primary Care
Metwork

Licydminster Region Health
Foundation

Primary Cara Alberta
Recovery Alberta Mental
Health and Addiction
Services

Saskatchawan Health
Authority

Vermilion Health Centre

Data Analytics &
Clinical Service
Planning

Responsible for collacting and

analysing utilization data and ather
data sources (baseline/stalus qua)
Responsible to review and analyse

stakeholder engagement

gualitative data (future state/gap

analysis)

sheena McRae, Tearmn Leader,
Research, MOH SK

Rosatinde Sandoff, RAI
Program Support, Corporate
Support and Infrastructure,
MOH SK

Wavne Khiin, Seniar
Researcher, AH

lennifar Bian, Health System
Analyst, AH
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Foles and Responsibilities

rganization
inistry of Health
skatchewarn

MOH is accountable for all procurement decisions as the
main contact for procu ring a consultant, co-funder of the
Project, and is accountable to the citizens of Saskatchewan
for the responsible use of public funds 10 deliver the Project.
MOH will lead and coordinate the functions of the PMT and
LIC and approve changes outside the approved Project
Scope in consultation with AH.

MOH will be consulted on all aspects of project delivery and
maintain final approval in all decisions related to the Project
and its managemeant.

Saskatchewan Health
Autharty

I

Responsible for ensuring key stakeholder groups are
engaged as appropriate on key steps throughout the lite of a
praject.

Works closely with the MOH on all agpects of the project.
Provides inputs and supports development of clinical senvice
plans; and

Provides support on buzingss case development, planning,
design, and delivery of projects to ansure alignment with
program and service prionies.

berta Ministry of Primary
fd Preventative Health
SarvICES

Responsible for ensuring key stakeholder groups are
engaged as appropriate on key steps throughout the life of a
project.

AH is accountable for supporting the Saskatchewan MOH
regarding all decisions for procuring a consultant as co-
funder of tha Project.

AH is accountable to the resicents of Albarta for the
responsible use of public funds to co-deliver the Project.
AH will support the Saskatchewan MOH with coordinating
the functions of the PMT, LIC and Executive Sponsars and
jointly approve changes outside the approved Project Scope
with Saskatchawan.

AH will be consulted on all aspects of project delivery.

Conzultant Team

Coordinate and schedule all required meetings in
consuttation with the PMT and executive sponsors, including
working groups, and provide agendas, materials, and
minutes.

Bi-waekly regularly schaduled update and governance
meetings with project leads;
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le Track action items, issues, and decisions, and escalate and
resolve issues as negded;

= Provide monthly progress reports, including prograss
tracking of key tasks and schedule tracking in PDF format;
and

= Perform project close out, including a final report with
recommeandations and scheduling a project close out
meating with Saskatchewan MOH and AH.

Initial Risk Register and Mitigation Strategy

complete the work a

chieduied, If the
chadule extends or
5 shortened
ignificantly, tha
vailability of
resouUrces may be
mpacled.

Risk Category Description Mitigation Strategy

People Risks MWe have assigned anage schadule and update on monthly basis.
staff who are stablish backup resources and succession plans.
Bvailable to

coordination and
management of the
project's multiple
facets, including
ssessmeant
Clivitias,

Paople Risks Changes in key t5tablish clear and comprehensive managemeant
project managemant protocals, including detalled project plans, timelines,
roles, whether due to and roles and responsibilities. These protocols will be
organizationgl documented and accessible to all team members to
Festructuring or f2nsure continuity.
parsonnel iumnover,
could disrupt project
conunuity and affect
the quality of
deliverables

Project Risks neffective Davelop a detailed project planfworkplan that outlines all

project phases, activities, timelines, and deliverables.
This plan will include s Gantt chart to visualize project
timelines and interdependencies. Hold regular status
meetings to review progress, address issues, and makeo
adjustments. These meeatings will include key project
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takeholder lstakeholders to ensure alignment and effective
ngagemant, and communication.
ata analysis, could
ead to delays, cost
grruns, and
uboptimal
utcomes.

Project Risks

mbiguities or & part of Project Charter, establish a clear governance
aliciencies in the ramework that defines roles, responsibilities, decizion-
rnance structure making authorities, and escalation processes. Achieve

ay result in unclear sign-off on Charter prior to proceeding.

ecision-making

ssues, and conflicts
mong project
takeholders

ﬁatmt Risks

hallenges may arisepWrite a report that references all materal and "stands
n transferring projectiglone” to be understoad by oulside parties. Within
espansibilities and engagement, include discussion of implementation so

bligations 1o the hat the handover is warm. As part of close out, discuss a
ppropriate parties: jnandower plan that outlines the process for transferring
pon project roject responsibilities and obligations to the receiving
amplaion, rties.

ptentially impacting
he implamentanion

the Clinical Health
ervice Plan ([CHSP).

Ciakeholder
Rigks

iscommunication tablish regular communication channels, such as

r misalignment weekly meatings, to ensure consistent and transparent

mong leadership ommunication among internal giakeholders. Establizh

akeholders roject Stearing Committee to formalize oversight.
(Saskatcheawan onduct a visioning/alignment meeting at the project

MOH, AH, SHA, AHS, fnitiation phase o ensura that primary stakeholders have
APPHS) could lead toja clear understanding of project objectives, roles, and
conflicts and esponsibilities, and help build a cohesive team and
fnafficiencias, ‘astar collaboration. Saskatchawan MOH, AH, and other
takeholders must commit 1o attending engagements as
utlined in the Chartar.

Srakaholdar
igks

engaging with ffective communication and collaboration with external
grnal taxaholders. This plan will include stakenolder mapaing,

Challenges in Euuelﬂp an engagament plan that outlines strategies for
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takeholders, such eeting schedules, and engagement activities.

slocal healthand [Saskatchewan MOH and AH must assist with connecting
ammunity ICornerstone with appropriate contacts at the
Tganizations, may  |organizations to be engaged.

sult in inadegquate
takeholder input or

sistance 1o
roposed changes.
Stakeholder Potential lack of Design a sign off procedure with Steering Committes
Risks pproval from nput. Ensure stakeholders are informed and heard to
ommunity nhance their engagement, seek to understand their
rganizations and ncerns and expectations, and cleary communicate
are providers could jhow the prajact will address their needs (such as by
mpact the ending agenda and presentaticn in advance, ask for
mplementation of cuments, follow ups, etc.)
he CHSP.
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4.2 STAKEHOLDER ENGAGEMENT

The following list represents the individuals engaged by project phase. Note that some
interviewees are listed as associated with AHS; at the time of publication they may be

aszsociated with other provincial health agencies.

Mayor
ADM Ministry of Health
ADM Finance and Capital Flanning

Chair
CED

Interim Executive Director, Community and
Foundation Relations

Organization

City of Lloydminster

Saskatchewan Health Authority

Alberta Ministry of Primary and
Preventative Health Services
Liowdminster and District Health Advisory
Council

Liowdminster Region Health Foundation
Saskatchewan Health Authority

Position

Exacutive Director of Acute Care NW SHA
Chief Zone Officer; ED Emergency Medical
Services

Director, QGuality Planning and Performance

ED Optimization

ED of Community Care, SHA
Director of Community Oncology Program
Pharmacy Manager of Community Oncology

Associate Senior Medical Doctor

ED, Supporiive Care Services and Patient
Experience

Director, Cancer Care Teams Community
Oncology, Cancer Care Alberia

Director, Pharmacy Cancer Care Alberta
Executive Director, Mental Health and Addiction
Senvices at Prairie North Region

Organization

Saskatchewan Health Authority
Alberta Ministry of Primary and
Preventative Health Services
Alberta Ministry of Primary and
Preventative Health Services
Alberta Ministry of Primary and
Preventative Health Services
Saskatchewan Health Services
Saskatchewan Health Services
Alberta Ministry of Primary and
Praventative Haalth Services
Cancer Cara Alberta

Cancer Care Albarta

Cancer Care Albarta

Cancer Care Albarta
Saskatchewan Health Authority
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Executive Director, Mental Health and Addictions
{(AMOH)
Manager

Director for Addiction and Mental Health in AHS
Central Zone - Rural East, AH3

Executive Director, Primary Health Care NW
Executive Director, Primary Heaith Care NWS

Senior Director, Pharmacy Strategy, AHS
Director, Dental and Oral Health

Exacutive Director, Foresight and Relationships
Directar, Program Design and Integration
Manager, Program Delivery, Implementation and
Accountability

Local Physician

Expcutive Director, Cantinuing Care NW

Interim Senior Operating Officer

Executive Director, Seniors Health, Central Zone
VP Provincial Clinical and Support Services
Director, Patient Service Centres, North
Community Services

Associate Sactor Medical Director, Community
Laboratory Senvices, Morth

Director, Diagnostic Imaging, Central Zona
Madical Director, Imaging

Alberta Ministry of Primary and
Preventative Health Senvices
Recovery Alberta Mental Haalth and
Addiction Sarvices

Alberta Ministry of Primary and
Preventative Health Services
saskatchewan Health Authority
Saskatchewan Health Authority

Governmment of Alberta
Government of Alberta
Government of Alberta
Primary Care Alberta
Mberta Health Senices

Albera Medical Association
Saskatchewan Health Authonty
Albena Health Services

Alberta Health Services
Saskatchewan Health Authority
Alberta Precision Laboratones

Alberta Precision Labosatones

Alberta Health Services
Alberta Health Services

Position

Executive Director of Acute Care NW SHA
Chief Zone Officer; ED Emergency Madical
Senvices

Director, Quality Planning and Performance

ED Optimization

ED of Community Care, SHA
Director of Community Oncology Program
Pharmacy Manager of Community Oncology

Associate Senior Maedical Doctor

Drganization

Saskatchewan Health Authority
Alberta Ministry of Primary and
Preventative Health Services
Alberta Ministry of Primary and
Freventative Health Services
Alberta Ministry of Primary and
Freventative Health Services
Saskatchewan Health Services
Saskatchewan Health Services
Alberta Ministry of Primary and
Preventative Health Services
Cancer Care Alberta

207




ED, Supportive Care Services and Patient
Exparience

Director, Cancer Care Teams Community
Oncology, Cancer Care Albarta

Director, Pharmacy Cancer Care Alberta
Executive Director, Mantal Health and Addiction
Services at Prairie North Region

Executivie Director, Mental Health and Addictions
[AMOH)

Manager

Director for Addiction and Mental Health in AHS
Central Zone = Rural East, AHS

Executive Director, Primary Health Care NW
Executive Director, Primary Health Care NWS
Executive Director, Pharmaceutical and Health
Benefits

Senior Director, Pharmacy Strategy, AHS
Chrector, Dental and Oral Health

Executive Director, Foresight and Relationships
Director, Program Design and Integration
Manager, Program Delivery, Implementation and
Accountability

Local Physician

Executive Director, Continuing Carg NW

Interim Sanior Operating Officer

Executive Director, Seniors Health, Caentral Zone
WP, Provincial Clinical and Support Services
Director, Patient Service Centres, Morth
Community Senvices

Associate Sector Medical Director, Community
Laboratory Services, North

Director, Diagnostic Imaging, Central Zone
Medical Director, Imaging

Cancer Care Alberta
Cancer Care Albarta

Cancer Care Albera
Saskatchewan Health Authority

Alberta Ministry of Primary and
Preventative Health Services
Recovery Alberta Mental Health and
Addiction Senvices

Alberta Ministry of Primary and
Preventative Health Services
Saskatchewan Healkh Authority
Saskatchewan Health Authority
Government of Alberta

Government of Alberta
Government of Alberta
Frimary Care Alberta
Alberta Health Senrvices
Alberta Health Senvices

Alberta Medical Association
Saskatchewan Health Authority
Albera Health Sernces

Alberta Health Services
Saskatchawan Health Authority
Albarta Precision Laboratories

Alberta Frecision Laeboratories

Alberta Heath Services
Alberta Health Senvices

PHASE 2B

Position
Director of Acute Care NW at Lioydminster
Hospital

Organization
Saskatchewan Health Authority

Director - Provincial HealthLine 811 Program and Saskatchewan Health Authority

Medical Assistance in Dying
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Pravincial Clinical Manager, HealthLine 811
Clinic Coordinator, SHA

Local Physician

Manager, Program Delivery, Implementation and
Accountability

Exacutive Director, Foresight and Relationsnips

Exacutive Director
Physician Lead

Saskatchewan Haalth Authority
Saskatchewan Health Authority
Alpera Medical Association
Alberta Health Services

Primary Care Alberta

Lioydminster Primary Care Metwork
Lioydminster Clinic

Manager of Mantal Health and Addictions Services Saskatchewan Health Authority

Manager

Manager of Home Care (Jubilee)

Health Services Manager (Maidstone)

Health Services Manager (Turtleford)

Health Services Manager (5t. Walburg and
Paradize Hilt)

Continuing Care Manager, Dr. Cooke Extended
Care Centre

Continuing Care Manager

Continuing Care Placement Office Manager
INH Clinical Integration Manager - Palliative
Homecare & Wound Care, 5HA

Home Care Manager at Prairie Morth Region
Manager of the Medical Floar and Special Care
Linit

MNurse Manager of Surgical Semvices, Endoscopy
and Ambulatory Care

Director, Rural Acute Care North East, Cantral
Long

arte and Acute Care Manager

Director/Chief, EMS Central and Medical First
Responders

Executive Director

Manager of Clinical Services

Program Lead = Cancer Patient Mavigation
senior Program Lead, Cancer Care Alberta
Executive Director, Medical Imaging, SHA

Manager of Medical Imaging Lloyd and Area
Director, Diagnostic iImaging, Central Zone
Medical Director, Imaging, AHS

Executive Director, Laboratory Medicine, SHA

Recovery Alberta Mental Health and
Addiction Services

Saskatchewan Health Authority
Saszkatchewan Health Authority
Saskatchewan Health Authaority
Saszkatchewan Health Authornity

Alberta Health Services

Alberta Health Senices
Alberta Health Services
saskatchewan Haealth Authornity

caskatchewan Health Authority
saskatchewan Health Authonity

Saskatchewan Health Authority
Alberta Health Services

Vermilion Health Centre
Saskatchewan Health Authority

Lioydminster Community Cancer Centre
Liowdminster Hogpital

Alberta Health Services

Cancer Care Alberta

Saskatchewan Health Authority

Saskatchewan Health Authority
Alberta Health Services
Alberta Health Services
Saskatchewan Health Authority
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Laboratory Suparvisor, SHA

Director, Patient Service Centres, North
Community Services

Associate Sector Medical Director, Community
Laboratory Servicas, Narth

Executive Director, Pharmacy

Pharmacy Services Director-North

Fharmacy Manager

Senior Director, Pharmacy Strategy

ED, Pharmaceutical and Health Banelits

Saskatchewan Health Authority
Albarta Precision Laboratories

Alberta Precision Laboratories

Saskatchewan Hesalth Authority
Saskatchewan Health Authority
Saskatchewan Health Authority
Government of Aloerta
Government of Alberta
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4.3 HEALTH ACTS AND REGULATIONS

43.1 Alberta

Tabls § - Health Acts and Regulsions i Alherts

Act/Regulation

Albarta Haalth Care Insurance
Act (A-20)

Alberta Health Act (HSAA), 2025
(Mot-in-force provisions)

Haalth Statutes Ameandment Act
(Various Bills)

Public Health Act [RSA 2000, ¢ P-
37

Mental Haealth Services
Protaction Act (M-13.5)

Mantal Health Act (RSA 2000, ¢
M-13)

Continuing Care Act (C-26.7)

Health Information Act (HIA, H-
5)

Freedom of Infarmation and
Protection of Privacy Act (FOIP)

Description

Establishes Alberta's publicly funded health care
insurance model.

The fallowing not-in-force provisions of the Municipal
Government Act that are included in the HSAA, 2025
will be proclaimed on the following timelines:

1. Hospital governance related provisions will be

proclaimead on December 1, 2025:
o sections 39{3)(a), (4)(a), (5} and (7))

2. Regional heaith authority provisions will be
proclaimed in spring 2026 (date still 1o be
determined):

¢ sections 39(2), (3Nb), (d)ic), and [6)

Amends and aligns various ey healthcare-related
statutes.

Governs public health interventions, disease control,
inspections, and orders.

Licenses and regulates addiction and mental health
senice providers.

Sets out the legal framework for involuntary
examination, admission, detention and treatrmeant of
individuals with mental disorders who pose a risk to
thamsalvas or others, and designation of facilitias for
holding and treating those individuals

Governs supportive Living, long-term care, and home
care.

Regulates collaction, use, and disclosure of Raalth
information.

Governs access to general records and personal
inforrmation held by public bodies.
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Health Professions Act (H-7)

4.3.2 Saskatchewan

Provides an umbrella framework for regulation of most
health professions.

Tahda 10- Heaith Acr snd Regulations i Saadeicihwan

Act/Regulation
Ambulance Act (A-18.1)

The Facility Designation
Regulations (R-8.2)

The Provincial Health Authority Act
(P-30.3)

The Saskatchewan Medical Cara
Insurance Act (S-28)

The Public Health Act, 1994 (P-
37.1)

The Mental Health Services Act
M-13.1)

The Personal Carea Homes Act [P-
6.01)

The Health Information Protection
Act (HIPA)

Freedom of Information and
Protection of Privacy Act (FOIP)
The Haalth Care Directives and
Substitute Health Care Decision
Makers Act (H-0.002)

Various profassion-specific
statutes (e.g., Medical Professions
Act)

Description

Governs the licensing, operation, and regulation of
ambulance senvices in Saskatchewan to ensure safe
and reliable amergency medical ransportation across
the province.

Sats out the criteria for officially designating facilities
under provincial legislation to ensure complianca with
safaly, operations, and regulatory standards.
Establishes the Saskatchewan Health Authority and
putlings its responsibilities.

Governs public funding for phwsician and hospital
SeMvICas.

Primary law governing disease contral, enviranmental
health, and public health orders.

Provides the lagal framewark for mental health
senices and treatment rights

Establishes licensing and operational standards for
personal care homes.

Regulates collection, use, and disclosure of parsonal
health information

Governs access to general records and protection of
personal information.

Enables advance directives and designation of
substitute health decision-makers.,

Govern regulation, licensure, and discipline of health
professionals.
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4.4 MAPS AND SERVICE DISTRIBUTION

2.2 Community Profile

Figute 35 - Bragkdown of Lioydmminster Health Needs Assessmant Senice Araa! T-Maws Drve, Con, and Exfendad
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3.6 Continuing Care
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3.8.1 Homea Cara

Figive 37 - Homa Carg FTEI 000 Populsiion 75+
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3.B.2 Public Health

Figura 38 - Lindminster Pubiic Haailth FTE par 1000 Poowlstion
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3.9 Mantal Health Services
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4.5 DATA AND ANALYSIS

This appendix is intended 10 outling the methodology used in preparing for the modelling of
to provide

Lloydminster's future state demand and the modeling results. It is designed
eonsolidated detail of the methodology and analysis used in this project.

For this project, the Analysis\Works 1eam focused mainty on the current state analysis and
future state modelling for the inpatient, Surgery, @Mergency., supporting services, and long-term
care areas. Comerstone Planning Group led the analysis for community and primary care.

Data Sources

AnalysisWorks begins this section with an acknowledgement of, and gratitude to, the
saskatchewan (SK) and Alberta (AB) Ministry of Health (MoH)} Data teams for their invaluable
assistance in gathering and providing the necessary data for this project, and for the quick

resolution of issues as they emerged.

In order to comply with relevant provincial Data Sharing Agreements and Privacy Policias, the
project team was provided with multiple data extracts covering aggregate data only {i.e. not
record-level information) in order to guarantee patient data privacy was maintained. Here are
the key data sources that were used throughout this project:

s Aggregeted Discharge Abstract data (DAD) providing patient profile information on the
S.year age groups, geographical residence area, and case mix groups, as well as
hospital utilization data including number of patients and total patient days. The extract
provided information on hospital discharges at Lloydminster Hospital, as well as
aggregated information on discharges from other facilities in the provinces of
Sagkatchawan and Alberta. This data enabled the project team 10 generate
comparisons of the Lloydminster hospital usage and that of other hospitals in the
surrounding region.

= Detailed DAD subset providing information on patient admission and discharge times

as we.ll asthe ﬁl’ﬂ?ﬂl:.lﬁf senvice and patient age category information for the Lloydminster

Hosgital only. This mfmn'!atlun was used 1o calculate the daily midnight inpatient bed

:Eﬂsl':s across the hospital to determine how beds are currantly being utilized (1.e

umber, type. and location} and investigate variations a i 1
cross the d

iy ifferent hospital

« Aggregated Perioparative Data consisting of surgical completion information {includin
surgery date, duration, surgical division, and overtime indicator to indicate if a cas.g
started after AESGPMJ and surgical waitlist information (including snapshot of the
number of patients waiting for surgery by surgical division, procedure group, and
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diagnosis target and wait time grouping basad on length of wait relative 10 diagnosis
based target).

Statistical MIS Data for Medical Imaging, Laboratory and Pharmacy, including
information on annual service volumas. Additional aggregate data for Medical Imaging
infarmation was provided to break down service volumes by fiscal period further and
support root cause investigations related to drivers of lower throughput periods. For
Pharmacy, there is data quality issues with the recorded drug volumes in the MIS
dataset; hence, the staffing earned hours for the related cost center 13 used a3 a proxy
to understand the demand for this area.

Aggregated Mational Ambulatory Care Emergency Department Data consisting of
patient visit infarmation by fiscal year, including patient mix details on 5-year age groups
and CTAS level,

Provincial Saskatchewan Population Growth Projection Data (medium growth scenaria)
and Alberta Population Growth Projection Data, consisting of the size of the population
for historical years and projected future year estimations, broken down by 5-year age
group, gender, and residence area segments.

Continuing Care bed capacity data prowided by site leads broken down by facility,
including the breakdown of Alberta Type A, Type B, Type B Secured, and Temporary Care
bed capacity distinctions [whera available) for Lloydminster and surrounding regions to
support discussions around long-term Continuing Care needs.

Additional internal Alberta and Saskatchewan reporting and analyses on the
Lioydminster region 10 provide ralevant current state data for (he ambulatory areas af
the Lloydminster Hospital. The main limitation with these reports is that the data only
goes up to 2021722 and does not cover recent perods,

Assumptions

Tne following assumptions have been included in the development of the demand projections:

Given the various data sources used throughout the project for each hospital area, the
period selected to serve as the current state and "baseling’ for the future state modeling
is slightly differant among the different areas. The chosen baseline period far each area
is docurmanted in each of the program area sections for referance.

All ProgramafServices wera given an opportunity to review the baseline data during the
engagement meetings. In these meetings, Clinical and Operational leadership from
each area were shown program-spacific activity and utilization analysis and were asked
to confirm that the baseline data was felt to be appropriate and reflective of their lived
reality,
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All modelling recommendations are based on a 15-year planning horizon out to the year
2040.

The population forecasts are based on the SK Population Projections Medium Growth
Scenario provided by the SK MoH, combined with the publicly available Alberta
Population Projections taken from the Alberta govarmment website (in March 2025).

The model assumes that the site will continue to operate at the same leval of
gfficiencies as is currently seen (unless told otherwise); No efficiency improvements
have been factored in in terms of reducing patient visits or Length of Stay (LOS).

The projection mathodoalogy projects the future state utilization growth based on the
population aging and growth rate defined by the Lioydminster Core Service &rea, namely
Vermillion River County Local Geographic Area (LGA} on the Alberta side and
Lloydminster, St. Walburg and Maidstone Small Geographical Areas (SGA) on the
Saskatchewan side, Provincial population projections were determined to be sufficient
to forecast growth, with no significant regional development plans being expected to
impact future growth in the area,
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Population Impact

The population projections forecast that the Lloydminster Core Service Area population
(specifically, the Vermillion River County LGA, and Lloydminster, St. Walburg, Maidstone SGAs,
as seen in the bright green in the map below) will grow by +5% between 2024 and 2040, going
from approximataly 71,700 to 75,600 residents (equating to the addition of +3,900 residents by
2040).
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Lioydminster Core Sarvice Area Population Growth Projection by Age Category
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Despite the overall projected population growth being fairly minimal over the 13-year
timeframe, a significant trend noted is the projected growth in the population aged 65 anc older
This demographic is known to heavily rely on hospital services {due to higher rates of chronic
illness, age-related conditions, and end-of-life care) and wilk likely represent a significant part
of the region's demand in tha future, Within the Lloydminster Core Sarvice Area, this age group
i5 expected 1o grow by +38% betweaen 2024 and 2040, adding ~4,.000 age 65+ residents 10 the
region by 2040 (going from approximately 10,500 age 65+ residents to 14,500 by 2040).
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Service Area Summaries
The service area summaries below break down the findings and outcomes for each

Program/Service. Each section describes the current state volumes, the future state modelling
methodology, and the modelling results.

Emergency Department
Current State

Relative to 5 years ago, annual Lioydminster Hospital Emergency Department (ED) visits have
declined by -6% (or ~1,500 fewer annual ED visits), from approximately 25,300 ED visits in
201920 to 23,B00 visits in 2024/25, However, despite a reduction in ED visit volumes, the
number of hospital admissions from the ED remained consistent at~1,800 annually, reflecting
anincrease in the hospital’s ED admission rate from 7.8% up to 8.3% in 2024/25. The following
information provides a summary related to the current state of the Lloydminster Hospital ED:

+  Patients presenting themselves to the Lioydminster ED in 2024725 were more acute
than in pravious years. Canadian Triage and Acuity Scale (CTAS) 1 and 2 patients visiting
the Liovdminster ED made up 13% of the ED visits in 2024/25 compared to only 11% in
2019/20. In addition to this, CTAS 3 patients made up 33% of total visits in 2024/25
compared o 29% in 2019/20 further indicating a shift towards a more acute visitor
profile.

» Patient Length of Stay in the ED has increasaed, with patienis spending an additional 2
hours longer in the Emergency Department (on average) than before, and an averaga ED
LOS increasing from 3.7 hours in 201920 up 1o 5.8 hours in 2024/25 trom the time of
patient registration to disposition. In comparison (o peer community hospitals in
saskatchewan (Le. facilities with comparable annual ED visits between 10k 10 30k, as
seen in Lioydminster Hospital), the median ED LOS seen elsewhere is 2.6 hours, which
is half of the wait time an average patient is experiencing at the Lloydminster Hospital
ED. When comparing Lloydminstar Hospital to 115 peers, it has the highest ED LOS. (Do
note that from an acuity perspective, Lioydminster Hospital was found to have a similar
median proportion of CTAS 4 and 5 ED visits relative to its peers, indicating that patient
acuity is likely not influencing the longer length of stay seen onsita).

= In 2024/25, the top most commonly seen wisit groups (based on Comprehensive
Ambulatory Classification System, CACS codes) for patients visiting the Lioydminster
Emargency wera patiants that "left without being seen or triaged and not seen” (LWBS,
making up 15% of total annual ED visits) and patients with *Disease or Disorder of the
Digestive System with or without Minor Intervention™ (making up 5% of total annual ED
vigits). This meant that roughly 110 every & patients [(or ~3,500 1otal annual ED visitors)
who presented themselves in the Emeargency Department at Lloydminster in 2024/25
did not see a physician. To put things in parspective, when comparing 1o pear hospitals
in Saskatchewan, Lloydminster ranked the second highest in the proportion of ED visits
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thatwere for patients that “left without being seen” with only the neighbaring Battlefords
Union Hospital showing a higher proportion of LWBS visits (at ~19% of annual ED visits
being LWBS). Overall, the peer hospitals showed a median LWBS ratio of 4% (or 7%
when excluding patients with a “Z" diagnosis - see below), much lower than that seen
at Lloydrminster Hospital.
When looking further into the ~3,500 annual LWBS visits in 2024/25, roughly 800 visits
looked to have an associated “Z" ICD diagnosis assigned, which is typically used to
indicate when a patient is accessing hospital services for reasons other than illness or
injury [e.g. for other social and lifestyle factors including homelessness, lack of farmily
support, etc.). Overall, the ED visits with a8 “Z" diagnosis have increased from ~1,000
annual visits in 20159/20 up to ~1.400 in 2024/25 suggesting a potential increase in
social iIssues or systemic gaps in the community being semnved.
= Mental Health (MH) related ED wisits constituted roughty 4% of the total Lioydminster
ED visits in 2024725 (or ~1,000 annual ED wisits), with half of these MH-related ED visits
being for CTAS 4 and 5 patients. For patients with a MH diagnosis, Lloydminster showed
a higher proportion of lower acuity MH patients visiting the ED when compared to the
peer sites in Saskatchewan (whare the median percentage of MH ED visits for CTAS 4
and 5 patients was 40%).

Furure State

The 2024/25 baseline period was selected to drive the future state projections for this area.
Aside from accounting for population growth and ageing, the ED projection model also
considers the following potential future state service shifts and the resulting impact an the
projected ED visit demand:

*+ Adding an ED Physician Assistant (PA) guring peak hours would potentially reduce the
ED patient Langth of Stay and improve throughput, assisting the hospital in meeting the
peer median ED LOS of ~2.5 hours from patient registration 1o disposition. Given that
the reduced wait time would only be mesting the median of its pears (and not exceeding
some of the community and surrounding hospital ED wait times), this would likely not
t.re expected to draw in additional ED visits 1o Lioydminster solely due to improved wait
tmes, but would likely improve patient care substantially.

e .Impmving community support (e.g. through adding temporary housing for unhoused
:ndi-.-id_uals. ano extanding primary care and com munity walk-in clinic hours of
Gperation, etc.) In the region could help the site reduce the numer of ED patient visits
for reagsons other than acute illness or injury (i.e. with "Z" ICD diagroses) back to
2018/20 levels. Thia would also be axpected to reduce the overall LWBS ratio from 150
dawn to 7% (in line with the peer Sk facilities) as some LWBS patients will lkely be geen
elsewhere in the commu nity.
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= Having access to two dedicated short-stay inpatient hospital spaces to stabilize Mental
Health patients would also improve care significantly for these patients given the
number of MH patiants currently being szeen at andfor transferred out of the
Lloydminster Hospital for psychiatric care currently. With additional MH training for the
ED staffing, and the additional short-stay MH inpatient capacity, the hospital will likely
draw in additional ED patients who are currently receiving care in other Lloydminster
sanvice area hospitals. Based on the stakeholder engagement in this project, it was
daterminad that this would likely result in an +30% increase in ED Mental Health visits
annually given Lioydminster's location and needs within the community.

Based on these assumptions, Lioydminster Hospital will need to accommodate approximatety
25,700 annual ED visits by 2040. This is eguivalent to approximatealy +1,800 additional annual
ED visits by 2040, or an +8% growth in annual ED visits beyond what was seen in 2024.
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The Demand Projection results suggest that Lioydminster's annual
ED visits will grow from ~23.8k to ~25.7k,
a growth of +1.9k visits (+8%) from 2024 to 2040

Padiatrics - Emergancy

This section primarily focuses on how Pediatric patients (1.e. those patients aged 14 and under)
utilize Lloydminster hospital resourcas currently and wihera Licydminster resident padiatnc
patignts currently receive care in Alberta and Saskatchewan. The activity presented belowis a
subset of the overall activity within the Emergency and Inpatient program summarias presented
previously, segmentad ta focus prmarily on the Padiatrie patient population.
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« Relative to 5 years ago, annual Lloyominster Hospital Emergency _E{Eﬁanmnt ﬂ:EF?]

Pediatrics visits have declined by -22% (or ~1,140 fewer annual ED visits), with activity

going from approximately 5,250 Pediatric ED visits in 2018/2010 4,100 wisits in 2024.-"_25.

However, despite a reduction in Pediatric ED visit volumes, the number of hospital

admissions from the ED remained consistent for this patient group at ~110 admissions

annually, reflecting an increase in the hospital's Padiarric ED admission rata from 2.3%

up to 2.6% in 2024/25.

Roughly 1 in 5 ED visits in the Lloydminster Hospital in 2024/25 were for Pediatric

patients, with the Pediatric patients presenting to the Lloydminster ED in 2024/25

looking to be more acute than in previous years. This is indicated by the fact that

Canadian Triage and Acuity Scale (CTAS) 1 and 2 Pediatric patients visiting the

Lioydminster ED made up 9% of the ED visits in 2024/25 compared to only 6% in

2019/20. In addition to this, CTAS 3 patients made up 33% of total visits in 2024725

compared (& 23% in 2018/20, further indicating & shift towards a more acute visitor

profile for thase younger patiants.

» The generally long wait timas in the Lloydminster ED looks to have impacted the number
of Pediatric patients that left tha hosgpital without being seen, with 14% of all Pediatric
ED visits in 2024/25 leaving without being seen that year. This represented a +5%
Increase from 2019/20, where 9% of all Pediatric ED visits resulted in patients leaving
without being seen. The tep 10 reasons for the Pediatric ED visits, which accourntad for
three-guarters of all Pediatric ED visits in 2024/25. are listed in the chart below.
Commeon reasons include respiratory illnesses (such as Influenza), wounds and
fractures, as well as other diseases/disorders affecting the digestive
systemiskin/breast/ENT.

* Although Lioydminster Hospital does not have a dedgicated Pediatric Inpatient program,
Pediatric patients utilized up 1o 1 to 2 beds in the hospital daily in 2024/25.

*  From & surgical perspective, Oral Cavity/Pharynx Interventions were one of the most
common surgical interventions for Pediatric patients visiting the Lloydminster Hospital,
with 138 patients having these types of surgical interventions in 2023/24 (Due to DAD
entry lag, 2023/24 period is used as opposed to 2024/25)

* [n2023/24, 318 Lioydminster Core Service Area Pediatric patients tavelled to get core
outside of FHE Lioydminster Hospital, with these patients being admitted &s inpatients
or undergoing same.‘-day SUTgenes atother hospitals. Generally speaking, it appears that
some of these patients traveled to receive specialized services that were not bein
offered at Lloydminster Hospital during this time, including Neurology Caminlngf
Urology, Mental Health, and treatment for other traumatic injurias. The'{;har[ belm-:-
shows tne breakdown of these patients by Major Clinical Category.
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Pediatric Lloydminster Hospital ED Visits by CACS Code
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Inpatiant Bads

Current State

Batwean 2019/20 and 2024/25* (*data only available up to Dec 2024), the number of inpatient
beds utilized at Lloydminster Hospital (excluding those used by newbomns) remained
consistent, with 56 beds utilized on an average day, While an average day saw 56 inpatient beds
utilized across the hospital in 2024/25* on busier days (i.e. the 75" percentile days) the
hospital saw 60 beds in use and up to 66 beds on 'peak’ days (i.e. the 55" percentile days). The
following information provides a summary relsted to the current state of the Lioydminster

Hospital Inpatient Bads:

-

The hospital is funded for an inpatient bed capacity of 86 beds (including 38 Medicine
beds, 12 Surgical beds, 13 Obstetrics beds, and 3 Special Care Unit beds). This meant
that on an average day in 2024/25", the hospital had an eccupancy of 85%.

= In this same year, Medicine and Surgery patients utilized 51 beds on an average day,
representing over 90% of the total bed usage on site.

. DE:sp.ita a lack of dedicated Mental Heaith and Pediatric services at the facility, the
hospital _saw ~1 bed being utilized on an sverage day by patients falling under the
Psychiatric specialty or being under the agecf17.

= Patients falling under the Internal Medicing specialty utilized between 1 and 3 beds an
an average day, with these patients largely occupying the Special Care Unit at the site,

* On a typical ﬂa_y. 4 10 7 beds were being used for Obstetrics patients (excluding
newbomns), making up the remainder of the 51-bed utilization seen for the hospital
overall.

= The average length of stay for inpatients staying at Lloydminster Hospital remained
Consistent between 2019/20 to 2024/25. with an i i ]
el ; an average inpatient staying roughly 5

* |ry . i
MFE::’"EE-?:"IE:B {rﬁ:r:te:n nltdalr data period used due to data limitations), the top two reasons

; Dspital stay (basea on Case Mix Groups, or CMG '

O “Conlesssliss® s e : s 8] for patients were

er Factors Causing Hospitalization®. Compbi

Ratients utilized ~8 beds on an averaga da = e, Tness

¥ at Lloyogminster. While sem i -

e s ; @ patients fallin
ér these CMGs may legitimately required hospital-level care, it is possible that snmf



Between Jan 2025 to May 2025, a total of 29 patients were transferred out of
Lioydminster Hospital for Critical Care sarvices in an Alberta hospital facility. 7 of the 29
had Cardiac-related diagnoses, & of the 29 had Neurological diagnoses [e.g. stroke), 1
had a Urology diagnosis, while the rest (15 of the 29} had Medicine-related diaggnoses.
Examples of these Madical diagnoses included septic shock, respiratory distress, and
head injury trauma, all requinng very urgent and intensne care that could not ba
serviced at Lloydminster Hospital,

In that sarma 5-month tmeaframe, a total of 36 Lloydminster Corna Service Area reésidents
vigited other nearby hospitals and were admitted and discharged within 72 hours. In
addition to this, 115 patients with Mental Health diagnoses stayed at Lliowdminster
Hospital despite no formal inpatient Mental Health capacity or service being available
at the facility. It is likely that some of these shomn-staying Mental Health patients could
potentially haven been better cared for in & dedicated Mental Health stabilization unit
during the first 4B hours of their stay within the Lioydminster Hospital,

Future State

The calendar year 2024 was selected as the baseline penod 1o drive the fulure state projections
for this area (due to data availability imitations in the provided Discharge Abstract Data for the
more recent timeframe). Asidge from accounting for population growth and ageing, the Inpatient
bed projection model also considers the following potential future state semvice zhifts and the
resulting impact on the projected Inpatient bed demand:

The introduction of a regional Transitional Care Unit {TCU) could be established to
provide care for patients who are currently recening care in the Ligydminster Hospital
despile being suitable for carg within a less acute setting. The mode! assumes that
patients falling under tha "Corvalescence” and "Other Factors Causing Hospitalization™
Case Mix Groups would be decanted from the Lloydminster Hospital and cared for in a
regional TCLFin the future.

Conversion of the existing Special Care Unit to a Leval 1 ICU would allow the site to
continue to care for the existing Special Care Unit patients and also potentially reduce
some of the Critical Care patient transfers to other sites {therefore allowing high-acuity
patients o be served clogser to home). [1is assumed that the patients who could be kept
at Lloydminster Hospital for Critical Care ICU services would have Medicine-related
diagnases only [i.e. not those requiring specialized services) and would likely require
ICL stays under 10 days in duration only. All other specialized-sernvice diagnoses
presenting to Lloyvdminster Hospital would continue being transferred to other regional
hospitals with ICUs which would continue to provide the required specialized services
and level of care for these patients.

Establishing a short-stay Mental Health stabilization area would allow for care 1o be
provided for the current Lloydminster hospital MH patients for the first 48 hours of stay
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as well as those Lloydminster resident MH patients currently attending nearby facilities
for short-term care who could be repatriated and better served at Lloydminster
Hospital.

* While the introduction of an additional Friday Orthopedics slate could serve to increase
Surgical throughput and improve patient access to care for this high-demand Surgical
service, this would likely have a minimal impact on the required Surgery Program
inpatient bed capacity at the hospital should onty Surgical Day Care (SDC) cases that
do not require an inpatient stay be done, or if any Orthopedic inpatients could be
discharged before Mondays (to ensure that beds are available at the start of the
scheduled surgery warkweek),

Based on these assumptions, Lloydminster Hospital will need to accommodate approximately

61 beds of capacity on an average day by 2040, This is eguivalent to approximately 5 additional
beds per day, or an +8% growth in average daily bed utilization beyond what was seen in 2024,
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Tha Demand Projection results suggest that Lloydminster's average
bed utilization will grow from 56 beds to 61 beds,
a8 growth of +5 beds, +8% from 2024 to 2040

The modelling above s based on the average beds required per day and does not account for
the peaks and troughs likely to be experienced in terms of bed demand at that time. For
capacity planning purposes, the recommended funded Inpatient bed capacity [i.e. using 757
daily percentile utilization for Medicine, Surgery, Mental Health and 957 percentile for the other
areas) by 2040 is ~75 beds per day, which would need to consist of 49 beds for Medicine
patients, 10 beds for Surgery, 2 beds for short-stay Mental Health patients, 5 bads for the Level
1ICLU, and 8 beds for Obstetrics and Pediatrics patients combined.
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This section provides additional details on Inpatient beds modeling not discussad in the main
section of this docurnent, and is intanded to serve as supporting materials for the final report.
Tha main Inpatient bed section describad the Inpatient bed utilization on an average day as a
measure of general utilization. Typically, we suggest that the recommended bed capacity for
each program is determined by the bed utilization rates on ‘busy” days (i.e. the daily 75"
percentile utilization) and 'peak” days (i.e. daily 85" parcentile utilization) rather than based on
average utilization in order to adjust for occupancy. The 757 percentile utilization has baen used
for the Medicine, Surgery and Mental Health programs, while the 95" percentile utitization has
been used lor other programs.

The 95th percentile is used for certain programs because these programs face more urgent and
acute demand, with occasional spikes in patient volume or resource nesds. Their patients need
specialized care and would not be wall suited if they were off serniced In other areas of the
hospital. By planning at the 95" percentile, the capacity would be sufficient 1o handle 95
percent of the wutiization days. Ideally, all programs should be planned at the 857 percentile;
however, considering budget constraints, 757 percentile 1s used for Medicine, Surgery and
Mental Health.

Baszing the recommended bed capacity on utilization on the higher occupancy days will ensure
that each program is planning for sufficient capacity to handle i1 peak demand, while
balancing off-senvice placement and potential over-staffing/over-servicing.

Higher Acuity Inpatient Beds

The Lioydminster Hospital currently has 3 Special Care Unit [SCU) beds. Patients falling under
the Internal Medicine speciaity utilized between 1 and 3 beds on an average day in 2024725,
with these patients largely occupying the Special Care Unit beds on site.

The calendarvear 2024 was selected as the baseline period to drive the future state projections
far this area (due to data availability limitations in the provided Discharge Abstract Data for the
miare recent nmeaframe). Aside from accounting for population growth and ageing, the Higher
Acuity Inpatient bad projection model also considers the fallowing potential future state service
shifts and the resulting impact on the projected Inpatient bed demand:

« Tha introduction of a ragional Transitional Care Unit (TCU) could be established to
provide care for patients who are currently receiving care in the Lloydminster Hospital
despite being suitable for care within a less acute setting. The model assumes that
patients falling under the *Convalescence” and "Other Factors Causing Hospitalization™
Case Mix Groups would be decanted from the Lloydminster Hospital and cared forin a
regional TCU in the future,

s  Conversion of the existing Special Care Unit to a Level 1 ICU would allow the site to
continue to care for the existing Special Care Unit patients and also potentially reduce
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some of the Critical Care patient transfers to other sites (therefore allowing high-acuity
patients to be served closerto home), Itis assumed that the patients who could be kept
at Lioydminster Hospital for Critical Care ICU services would have Medicine-related
diagnoses only (i.e. not those requiring specialized services) and would likely require
ICL stays under 10 days in duration only. All other specialized-service diagnoses
presenting to Lioydminster Hospital would continue being transferred to other regional
hospitals with ICUs which would continue to provide the reguired specialized services
and level of care for these patients.

Bazed on these assumptions, Lioydminster Hospital will need to accommodate approximately
5 Critical Care Inpatient bads by 2040. This is aquivalent 1o approximately +2 additional higher
acuity Inpatient beds per day, or a +67% growth in the occupancy adjusted utiization beyond

what was seen in 2024,
.
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The Demand Projection results suggest that Lioydminster's Critical
Care Occupancy Adj. Utilization will grow from 3 beds to 5 bads,
a growth of +2 beds, +67% from 2024 10 2040

Maternity Beds

The Lioydminster Hospital currently has 13 Obstetrics Inpatient becds. Patients falling under the
Obstetrics and Gynecology specialty utilized betweean 3 and 7 beds on an average day in
202425,

The calendar year 2024 was selected as the baseline period 1o drive the future state projections
for this area (due to data availability imitations in the provided Discharge Abstract Data for the
more recent timeframa). Population growth and againg weara modealled as the main drivers for
the future state demand for this area.
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The Demand Projection results suggest that Lioydminster's Materni
Occupancy Adj. Utilization will remain at 7 bads,
a growth of O beds, +0% from 2024 to 2040

Pediatric Inpatient Bads

Lioydminster Haspital currently has O dedicated Pediatric Inpatiant beds. However, there were
1 to 2 patianis betwaen the age of 1 to 17 utilizing Lioydminster Hospital beds on an average
day in 2024/25.

The calendar year 2024 was selected as the baseline pariod to drive the future state projections
for this area (due to data availability limitations in the provided Discharge Abstract Data for the
more recent timeframe). Population growth and ageing were modelled a5 the main drivers for
the fulure state demand for this araa.

Based primarily on population aging and growth, Lloydminster Hospital will need to
accommodate approximately 2 Pediatric Inpatient beds by 2040. This is eguivalent to the same
number of Pediatric bed usage per day as was seen in 2024, or a 0% growth in occupancy
adjusted utilization beyond what was sean in 2024,
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The Demand Projection results suggest that Lloydminster's
Pediatrics Occupancy Adj. Utilization will remain at 2 beds,
a growth of 0 beds, +0% from 2024 to 2040

Mental Health Inpatient Bads

The Lloydminster Hospital currently has 0 dedicated Mental Health Inpatient bads. However,
on a busier day in 2024/25, there was typically 1 psychiatric diagnosis patient utilizing
Licydminster Hospital Inpatient beds.

The calendaryaar 2024 was selected as the baseline period to drive the future state prajections
tor this area (due to data availability imitations in the provided Discharge Abstract Data for the
more recent timeframe). Aside from accounting for population growth and ageing, the Inpatient
bed projection model also considers the following potential future state servica shifts and the
resulting impact on the projected Mental Health Inpatient bed demand:

s [Establishing a short-stay Mental Health stabilization area would allow for care to be
provaded for the current Lloydminster hospital MH patients for the first 48 hours of stay
aswall as those Lioydminster resident MH patients currently attending nearby facilities
for short-term care who could be repatriated and better served at Lioydminster
Hospital.

Based on these assumplions, Lloydminster Hospital will need to accommaodate approximately
2 dedicated Meantal Health Inpatient beds by 2040. This iz equivalent to approximately +1
additional Inpatient bed in use per day, or a +100% growth in the occupancy adiusted utilization
beyvond what was sean in 2024,
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The Demand Projection results suggest that Lloydminster's Mental
Health Occupancy Adj. Litilization will grow from 1 to 2 beds,
a growth of =1 bed, +100% from 2024 to 2040

Surgical Inpatient Beds

Lioydminster Hospital currently has 12 dedicated Surgical Inpatient beos. Patients falling under
the Surgical specialty utilized 9 beds on a busy day in 2024725,

The calendar year 2024 was selecied as tha basaling paricd to drive the future state projections
for this area (due to data availability imitations in the provided Discharge Abstract Data for the
mora recent timeframe), Aside from accounting for population growth and ageing, the Inpatient
bed projection model alse considers the follewing potential future state service shiftz and the
resulting impact on the propcted Inpatient bed demand:

# The additional Cataract and Urology surgical activity was assumed to not hawve an
impact on the hospital’s Inpatient bed capacity, as these would ba largaly Surgical Day
Care (for Cataracts) and/or be handled through improved surgical scheduling,

Based on thesa assumptions, Lioydminster Hospital will need to accommodate approximately
10 Surgical Inpatient beds by 2040. This is equivalent 1o approximately =1 additional Surgical
Inpatient bed per day, or a +11% growth in the occupancy-adjusted utilization beyond what was
seen in 2024,
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The Demand Projection results suggest that Lloydminster's Surgical
Occupancy Adj. Utilization will grow from 9 to 10 beds,
a growth of +1 bed, +11% from 2024 10 2040

Medicine Inpatient Beds

Lloycrminster Hospital currently has 38 dedicated Medicine Inpatient beds. Patients fallimg
uncer the Medicine speciaity utilized 48 beds on a busy day in 2024/25,

The calendar year 2024 was selected as the baseline period to drive the future state projections
for this area (due to data availability imitations in the provided Discharge Abstract Data for the
more recent imeframe), Aside from account ing for population growth and ageing, tha Inpatiant
bed projection model also considers the following potential future state service shifts and the
resulting impact on the projected Medicine Inpatient bed demand:

+ The intreduction of a regional Transitional Care Unit {TCU) could be established to
provide care for patients who are currently receiving care in the Lloydminster Mospital
despite being suitable for care within 8 less acute setting. The model assumes that
patients falling under the “Convalescence” and “Other Factars Causing Hospitalization”
Case Mix Groups would be decanted from the Lioygminster Hospital and cared forin a
regional TCU in the future.

Basad on these assumptions, Lioydminster Hospital will need to accommodate approximately
49 Madicine Inpatient beds by 2040. This is equivalent to approximately +1 additional Medicing
inpatient bed per day, or a «<2% growth in the occupancy-adjusted utilization beyond what was
geenin 2024
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The Damand Projection results suggest that Lioydminster's Medicine
Occupancy Adj. Utilization will grow from 48 to 49 beds,
a growth of +1 bed, +2% from 2024 to 2040

Surgary = Operating Rooms
I'_-: urrant -'.';T-.rr‘.'

Between 2018/20 and 2024/25, tha Lioydminster Hospital Main Operating Rooms (ORs) saw a
+5%increase in annual surgical OR volumas, with the site going from performing approximately
~3,350 surgeries in 2019/20 up to ~3.500 surgeries in 2024/25 (equivalent to ~150 more
surgeries being performed annually). Note: this excludes Endescopy activity happening in the
dedicaled Endoscopy suile. This increase in volumes translated into ~2 additional hours of OR
cepacity being utilized per week in 2024/25 than were used in an average week in 2019/20, an
increase of +29% in weekly OR capacity used. In total, there were 91 hours of OR capacity being
utiized per week in 2024/25 {compared to 89 hours per week in 2019/20). The following
information provides a8 summary related to the current state of the Lloydminster Hospital
Surgery Program:

* The surgical waitlist has grown from ~500 patients waiting for surgery in the beginning of
2023/24 to over 1,150 patients waiting by the end of 2024/25, with the overall number
of patients waiting for surgery more than doubling. The overall waitlist growth was mainly
driven by an increase in demand for the Orthopedics, General Surgery and
Otolaryngology surgeries, with these divisions' individual waitlists each growing by +60-
122% each within the last year.

* Despite the growing waitlist damand, the nurmber of patients waiting 2 times longer than
their clinical diagnosis-based wait time target made up only 4% of the ovarall numbar
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of patients waiting at the end of 2024/25 {with roughly only 40 patients having already
waited more than two times longer than thair target by the end of 2024/25).

Despite having very few extremely long waiting patients, the percentage of patients
waiting longer than their clinical diagnosis-based wait time target at Lloydminstar
Hospital looks to have remained fairly consistent and decently high over the last two
fiscal years, with roughly 20-30 percent of all patients waiting for surgery at any peint in
time being patients who have already waited longer than they should have (i.e. are out
of target).

Qf the 3 main ORs, OR 1 and OR 2 showed an average utilization rate of ~B5-88% in
2024/25. OR 3, which is the semi-dedicated Obstetrics OR, was captured to have a
surgical activity utilization of ~B0%. The lower utilization captured in this OR was partly
due to the allecation of this dedicated room to perform unscheduled C-section cases
as they present to the hospital (i.e. there will be times where no cases presented and
therefore the room will be un-occupied and unavailable to other SEMViCES 10 enSUre it is
available when needed for emergent C-sections). This room is also used to perform
other minor procedures (e.g. Cataracts and "lumps and bumps”) which are not
racorded in the same surgical data capture, resultingin a lower utilization to be captured
hiere than was actually used. While overall utilization of OR 3 is tharefore likely higher in
reality than represented above, there could still be potential opportunities to decant
activity from this location that does not reguire an OR environment/staffing in future (e.g.
those case types that could be done in & procedure room setting if one was available).
Outside of Lloydminster Hospital, snnually in 2023/24, 500 scheduled Cataract
surgeries were performed on Lloydminster Core Service Area residents that travelled 1o
another hospital site 1o have their surgeries.

Rougnly 200 Urclogy surgeries (excluding Cystoscopies) weare performed on
Ligwdminster Core Service Area residents that travelled to another site to have their
surgeries parformed in 2023/24.

Futiure Siate

The 2024/25 fiscal year was selected as the baseline pericd to drive the future-state projections
for this area. Aside Irom accounting for population growth and ageing, the Surgical projection
model also considers the following potential service shifts and the resulting impact on the
projected Surgical volumes and capacity:

The recent waitlist growth was determined to not be sustainable or represantative of
likely future growth patterns. Specifically, the dramatic waitlist growth seen over the last
couple of years for the Orthopedics service was driven by a central referral system that
was put in place regicnally that allowed Lloydminster Hospital 1o support the larger
regional demand by taking on patients from other jurisdictions on a short-term basis.
This resulted in an unusually high intake of patients to the Lioydminster Hospital over
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the last year and a large number of non-Lioydminster rasidents baing semnved, a pattern
which is not likely expected to continue as capacity and access improve for other
hospitals for these patients to be served within their home health regions. For
Otolaryngology, the waitlist growth was driven by the relocation of the primary surgeon
fram Llaydmingter to Edmonton, resulting in the referral of a significant number of out-
of-catchment patients to the Lioydminster Hospital for surgery with this physician. As
these patterns are unlikely to continue into the future, the modeal does not assume this
rapid waitlist growth rate will continue and will not suggest additional future capacity
will be required 1o sustain it.

« Despite the waitlist being assumad to stabilize for Orthopedics, the model assumes
that the site needs an additional Friday Owthopedics slate to handle the current

workload.

» Given that there are a significant number of Lioydminster residents currently receiving
Cataract surgeries oulside of the Lloydminster Hospital, it appears that there is
sufficient demand to warrant additional Cataract surgical capacity at Lloydminster
Hospital 10 support patients in receiving care closer to home, The addition of one
Cataract slate per week at Lloydminster Hospital would support this goal, with the
capacity being suggestad 1o be added on a weekend 50 as (o not impact the already
limited OR capacity available (o other services during the weak, This will represent a net
gain in terms of annual surgical volumes for the site, and support increased access for
this type of care, but will not impact the requirement for inpatient beds given that these
will be Surgical Day Care cases only. Note, given the high throughput nature of this
patient group, the hospital will need to ensure encugh physical space [e.g. within the
Day Surgery Ward), equipment and staffing are available to support these surgical
patients over the weekend

= Given the demand for the Urology surgical service far Lioydminster patients who are
currently traveling elsewhere for surgery, it would likely be beneficial to introduce this
service on site W improve access for these patients closer to home, An additional slate
of OR time can likely be reasonably accommodated within the existing capacity of OR 1
and OR 2 given the current utilization patterns, and assuming a very short profile of case
types waill bkely be seen for this service as is seen slsewhere (8.g. an average case
duration of ~1 hour per case). This will represent a net Eain in terms of annual surgical
volumes for the site. The model assumes that the site can manage the Surgical Day Care

and Inpatient case mixin such a way as to not require additional bed ca pacity to support
this Urology service,

Based on these assumptions, Lioydminster Hospital will need to perform approximately 5,600
annual surgical volumaes by 2040 This is equivalent to approximately +2,100 additional surgical
cases annually, or a +60% growth in surgical cases beyond what was seen in 2024,
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The Damand Projection results suggest that Lloydminster's annual
surgical cases will grow from ~3.5k to~5.6k,
& growth of +2.7k cases, «+60% from 2024 to 2040
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To carry out these surdical volumes, the Llowdminster Hospital will likely need to utilize
approximately 127 OR hours of capacity per week by 2040. This 15 equivalent to an additional
+36 hours per week of OR capacity, or a +471% growth in surgical OR capacity above and beyond
wihal was utilized in 2024,
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The Demand Projection results suggest that Liowdminster's waakly
OR hours will grow from ~81 to~127,
a growth of +36 weekly OR hours, +41% from 2024 to 2040
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By 2040, the 127 weekly OR hours at Lioydminster Hospital are suggested to be allocated
based an the following:
OR 1 and OR 2would be required 10 accammodata 86 hours of surgical activity per week
{including the additional weekday Urology slate and Orthopedics state). Each of the two
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ORs would nead to run ~8.5 hours a day, 5 days a week to handle this level of surgical
activity. Given the current utilization of the existing capacity within these ORs, it is likely
that the two main ORs can continue to parform the same case mix that it is currently
being serviced and accommodate the additional Urology (which will likely be of a
shorter case profile) and Onhopeadics activity through the axtension of the schaduled
aperational hours of the ORs by an hour of additional capacity per day,

& Given the current lower utilization and potential 1o decant some non-OR-requiring
activity to other more appropriate {e.g. procedure room) locations, OR 3 should be able
to continue serving its current Obstatrics & Gynacology activity, along with the axisting
and additional modeled Cataract Actvities (including the additional Saturday Cataract
glate). This would total ~40 weekly OR hours of activities, which should be manageable
far 1 OR running 5 days a week at 8 hours a day {or for a shorter duration over & days a
wiaek). Again, the site would need additional resources to be able o accommaodate a
scheduled OR day on the weekend to semvice the desired Surgical Day Care Cataract
slate (given that scheduled surgical activity is currently not seen onsite over the
weakends).

Pharmacy
Current Stafa

The annual Lioydminster Hospital Drug Procurement and Distribution staffing earned hours
(used as a proxy to measure the department's current workload due o limited Pharmacy
activity data availability} have increased slightly by +2% in 2023724 (or by ~320 additional
annual staffing hours) relative to what was seen in 2020/21. Total annual Drug Procuramant
and Distribution staffing hours increased from approximately 25,900 hours in 2020/21 up 1o
~26, 200 hours in 2023/24.

Futura Srata

The 2023/24 basaline penod was salected 1o drive the future state projections for this area (with
later data not available for this area). Population growth and ageing were modelled as the main
drivars for the future state demand. Based on these assumplions, Lloydminster Hospital will
need 1o budget for approximately 29,100 Hospital Drug Procurement and Distribution staffing
earned hours by 2040. This is equivalent to approximately +2,800 additional staffing earned
hours by 2040, or a +11% growth in staffing earned hours beyond what was seen in 2023,
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The Demand Projection results suggest that Lloydminster's annual
staffing earned hours will grow from ~26.3k to 29.1k,
a growth of +2.8k hours, (+11%) fram 2023 to 2040

Medical Imaging
Current State

Relative to 2 years ago, the annual number of patients visiting the Lloydminster Hospital
Medical Imaging (M) Department has increased by +4% (or by ~800 more Ml patients annually),
with patient counts increasing from approximately 18,000 patients in 2022/23 to 18,700
patients in 2024/25. Almost 60% of the Imaging patients seen in 2024/25 came to the Mi
Department from the Lloydminster Hospital Emergency Depariment, while 30% of patients
were sean as outpatients, and 10% of patients were hospital inpatients. The following
information provides a summary related to the current state of the Lloydminzter Hoapital
Medical Imaging Program, including information related to each individual imaging modality;

= Patients requiring a CT scan constituted 34% of all MI patients seen at the hospital in
2024/25. The number of patients requiring CT imaging increased slightly over the last
few years, with annual CT patient counts rising by +2%, going from ~6,300 patiants in
2022/23 up to 6,400 patients in 2024/25, Roughly hall of all CT patients were
outpatients, while ~40% came for Imaging services from the Lioydminster ED, ang anly
~10% were from the inpatient setting. Each month, this gctivity equated to ~530
patients requiring CT scans at the hospital, with lower volume months servicing as few
g5 330 patients {eg.. during months when inadeguate Ml staffing support was
available).

* X-Ray patients made up 53% of all annually seen MI patients, making this the highest
volume Mi modality seen at Lloydminster in 2024/25. Patients requiring ¥-ray services
increased by +3% over the last year, growing from ~9,700 patients in 2022/2310~10,000
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patients in 2024/25. Approximately 75% of these patients requiring X-ray ﬂﬁf:tii :::z
from the Emergency Department, wﬂilﬂtharemalﬂd_erwﬂlﬂ seen as outpatie S e
already inpatients in the hospital. Monthly X-ray patient volumes have been E'I:E

the past few years, with ~830 patients receiving x-ray Eﬂ;""ﬂ each manth on-site. -

+ Ultrasound patients represented ~3% of the annual patients seen at e Lioydmins
M| Department in 2024/25. Patients needing Ultrasound Services -nt_treaat_ad by +30%
over the Last year (going from ~1,280 patients in 2022/23 to~1,650 patients in 2024/25),
with this increased demand being driven by patients coming to the Mi area from the
Emergency setling. Patients presenting for Ultr:asnum.;ls from 17.1& Emergency
Department represented 50% of all ultrasound patients, while the remaining 30% weare
hospital inpatients, and 20% were outpatiants.

« Fluoroscopy patients made up only 2% of the total Ml pa:ian.ts sean alnnuall]!r at
Lioydminster in 2024/25, representing one of the smaller imaging mnd:'allw patient
groups at the hospital. Patients requiring Fluoroscopy imaging have @clmeﬂ by -3?".:
year over year, going from 482 patients in 2022/23 10 468 patients being seen for this
maodality in 2024/25. Interastingly, this modality saw a steady decline in activity over the
last 5 years which was noted to be driven by general clinigal shift and indication fqr the
usage of the CT modality, rather than Flueroscopy. The majority of Fluoroscopy pat!ema
were outpatients (~80%), while 15% were hospital inpatients, and only 5% were patients
presenting from the hospital Emergency Depaniment. For most months in 2024/23,
there was a steady decline in usage for this modality at Lioydminster Hogpital as clinical
indication of this modality lessened overall.

= Mammography screening patients constituted only 1% of the hospital's overall annual
Mi patient counts in 2024/25, Notably, the Mammaography modality showed the most
significant reduction in activity at Lioydminster Hospital over the (ast year, with a -29%
decrease in patient counts observed during this period (from 361 Mammography
screening patients seen in 2022/23 down to 257 patients annually in 2024/23). This
reduction in Mammaography scregning was noted to be driven by a shift to service these
patients outside of the acute hospital to community-based imaging providers (e.g.
private Alberta-based clinics) which began during the COVID-19 pandemic due 10
insufficient staffing at the hospital site. It was noted that there is a desire 1o return 1o the
pre-pandemic levels of both Screening and Diagnostic Mammography activity in future.
Currently, all mammography patients are seen as outpatients at Lioydminster Hospital.
Every month, this equated to seeing roughly 10 to 40 Mammogram patients seen at the
hospital each month.

Furure Stare

The 2024/25 baseline period was selected to drive the future state projections for this area.
Aside from accounting for population growth and ageing, the MI projection model also
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considers the following potential future state service shifts and the resulting impact on the
projected Ml patient demand:

» Given the current Medical Imaging staffing challenges that can be seen to limit the
throughput of this depantment, improving staffing levels far the M| department could
batter ensure that the site can operate at its full Imaging capacity on a month-to-month
basis (e.g. especially for the CT modaiity which has seen activity significantly impacted
by staffing shortages). The model scales the baseline CT activity up by ~180 patients for
the months of October 2024 and Movember 2024 where the site had previously been
maost impactad by statfing shortages, bringing the activity closer to an average month on
site, with this adjusted annual activity then being projected to determine the future
demand for this modality.

« There is a noted desire for the site to improve staffing levels for the Mammaography
modality to ensure that they can perform both Diagnostic Mammaography and Screening
Mammography, as was done onsite in 2019/20. As a starting point, the model assumes
that the site can operate at a similar volume to the 2019/20 throughput for Diagnostic
Mammaography, with this adjusted annual activity then being projected to determine the
future demand for this modality.

* Given that significantly long wait times are being experienced for CT Ml services for lower
prigrity patients at Lloydminster Hospital, it is hoped that thesa patients would be able
to obtain CT M services more guickly at other hospitals in the region through increased
regional cooperation and repatriation. The model assumes this will not change the total
number of patients seen at the Ml Department in Lloydminster in the future, but help
reduces wait times for the local residents who have been waiting to gat access to
imaging.

Based on these assumptions, Lioydminster Hospital will need to aceammodate approximately
25,800 annual MI patients by 2040. This is equivalent to approximately +7,100 additional
annual Ml patients by 2040, or an +38% growth in annual M| patients beyond what was seen in
2024,
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The Demand Projection results suggest that Lloydminster's annual
Mi patient count will grow from ~18.7k to ~25.8k,
a growth of +7_1k patients, (+3B%) from 2024 to 2040
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For the 2040, patients requiring a CT scan will constitute 31% of ali patient counts (or ~8,000
patienta annually), X-Ray requiring patients will represent 52% of the patient count {or
=1.3,400}, while tha remainder ol annual patent counts will be for the Fluorascopy (3%, =770
annual patients]), Mammography (7%, or =1,2800 patients) and Ultresound (7%, or ~1,800
patients) modalities.

Laboratory
Currant Stata

The Lioydminster Hospital Laboratory focuses on supporting the acute and urgent testing
needs for both Albernta and Saskaichewan patients, with the demand for this service continuing
to growe over time, The annual Lloydminster Hospital Laboratory order volumes have increased
by +13% in 2024725 [or ~B0,500 more orders annually) relative to the number of orders seen in
2019720, Total annual hospital testing arders increased from approximately 468,000 orders in
2019/20 up to 528,000 orders in 2024/25. During the sama time frame, hospital Laboratory
orders from the Emergancy area grew by +15%, while the demand from hospital inpatients grew
by + 7%, while cutpatient Laboratory testing dermand increased by +20%.

In addition to the hospital supported Laboratory testing, outside of the hospital setting, the
mabile and Alberta Precision Laboratory [APL) also provide outpatient testing support for
patients in this region, Volumes at these external locations have experienced at least a +7%
annual growth between 2021/22 and 2024/25, suggesting demand for Laboratory services has
expanded significantly both within and gutside of the acute hospital setting.
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Future State

The 2024/25 baseline period was selected to drive the future state projections for this area.
Population growth and ageing were modelled as the main drivers for the future state demand.
It should be noted that this projection madel only includes Laboratory testing orders fram the
Lloydminster Hospital Laboratory {i.e. does not include mobile or APL testing activity) and
assumes that the rapid growth from the outpatient area over the past few years will stabilize
over time as the interprovincial population migration has settled as a result of COVID and the
government lowering the immigration targets for peaple coming to Canada. Fram that point, it
15 @ssumed that demand will continue to present in line with population aging and growth.
However, it was noted anecdotally that this rapid increase in Laboratory volume has been
happening across Saskatchewan over the past few years. As such, the project ieam suggests
closely monitoring the volume growth over the next faw years 1o see if it does in fact stabilize
and becomes more aligned with population growth and aging, or if the growth will instead
caontinue at a mare rapid pace in future,

Based on these assumptions, Lloydminster Hospital will need to process approximately
578,000 in hospital Laboratory Testing orders by 2040. This is equivalent to approximately
+50,000 adgitional orders by 2040, or & +9% growth in orders beyond what was seen in 2024,
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The Demand Projection results suggest that Lloydminster's annual in
hospital Laboratory testing arders will grow from ~529k to 578k,
a growth of +50k annual orders, (+9%) from 2024 to 2040

Continuing Cara
Lurrant Stafe

Continuing Care facilities within the Core Service Area, located on both the Saskatchewan and

Alberta sices, are currently used to service the needs of Lioydminster residents. In Alberta,
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Continuing Care spaces are designated into Type A and Type B (secure and not) categories
depending on the mathod and type of care recaived at those locations, while Saskatchewan
does not classity things in a similar prescriptive way. For the purposes of this review, in order to
provide a fair comparnison batwean both provinces, Saskatchewan Continuing Care spaces
wera degamead o be equivalent to Alberta’s Type A spaces. Additionally, Alberta also classifies a
proportion of their Type A beds as Respite, and whare possible, thesa have baen separatad from
the overall Type A bads 1o include additional clarnty around patient Respite requiraments.
Similarly, Saskatchawan temporary care bads are separated from the Continuing Care spaces.
Alberta respite beds are treated as the same as Saskatchewan temporary care beds in this
analysis.

The Lioydminster Core Service Araa is made up of 276 Type A Continuing Care beds, 164 Type
B beds, and 10 temporary care beds located throughout the two provinces of Alberta and
Saskatchewan. Although most Lloydminster residents are believed to mostly utilise the
Continuing Care capacity within the Cora Service Area, additional Continuing Care capacity is
also available in the outside of this service area (i.e. within the Extended Service Area). The
Extended Senice Area is made up of 1,051 Type A beds, 314 Type B beds, and 30 temporary
care bads. Combining the Core Service Area and the Extended Service Area Continuing Care
capacity, there are & total ot 1,327 Type A beds, 478 Type B Beds, and 40 temporary care beds.

Future State

The 2024/25 bazeling pericd was selected to drive the Tuture siate projections for this araa.
Population growth and ageing in the region are modelled as the main drivers for the future state
demand. Based on these assumptions, the Lioydminster region will need to accommodate
approximataty 2,103 Type A beds, 757 Type B beds, and 63 Tamporary Care beds by 2040. This
is equivalent to approwimately +776 additional Type A beds, +279 Type B beds and +23
tempaorary care beds by 2040, or a +58% growth in Continuing Cara bads beyand what was
seenin 2024,
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The Demand Projection results suggest that Lloydminstar's AB
Type ASSK Continuing Care bads will grow from 1,327 to 2,103 beds,
a growth of +776 bads, (+58%]) from 2024 to 2040
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The Demand Projection results suggest that Lloydminster's AB
Type B Continuing Care beds will grow from 428 to 757 beds,
a growth of <279 beds, (+58%) from 2024 to 2040
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The Demand Projection resulls suggest that Lloydminster's
Temporary Cara beds will grow from 40 to 63 beds,
a growth of +23 beds, (+58%) from 2024 to 2040
Ambulatory

This section focuses prnmarily on the Ambulatory semnices and Lheir activity levels at
Lioydminster Hospital. Due to data unavailability for recent data, the future state demand has
not bean modeled for this area. The table below shows the 200159/20 patient registration
activities from the different Ambulatory hospital areas within the Llioyvdminster Hospital for
those records having the registration type “Clinic”, "Day/Night Care”, and "Therapeutics”.

The areas with the highest number of patient demand are “Medical Specialty Clinic”,
"Physiotherapy”, "Dialysis”, "Obstetrics”, "Cancer Outreach”, “Preadmission Clinic® and
"Surgical Specialty Clinic”, Together, these areas capture ~85% of the owverall patient
registration records.
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Harme Health

The consulting team was provided with Home Care contact hours and unigue clients between
2020 and 2024. Within Lioydminster SAG, Home Health uniqq& clients were relatvely 5!:.3 ble,
fluetuating between 1,125 and 1,167, while Home Support clients saw a small declinein
unique clients from 260 to 236 in the same period. Contact hours for I:rr.‘ath_Hcrme Healtl'!. gn::t
Home Support saw declines in the same period, suggesting that more patients are receiving
fewer care hours than in previous years.,

17500 T80 | 80000 280
17000 140 | 30000 260
" 240
16500 w2000
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1ED00 | e .
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2020 2001 2082 2023 2024 006 G0p1 Q00T ML O
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Home Health benchmarking and requirements were driven by the population ¥5 and over who
have the highest utilization of home care services. The population 75+ in Lloydminster City
and Small Area Geography is projected (o mone than double from 2,144 to 4,588 from 2024 1o
2040,

Population 75+, Lloydminster City + SAG
5.000

4,000

3.000
2,000
OO I
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A benchmark of 20.0 FTE per 1000 75+ was identified based on levels seen in comparator
communities and validated through engagemant, where leadership indicated that home care
is generally adeguately resourced at present. Population and target HC FTE for 2053 were
used as benchmarks from Squamish, Whistler, and Pemberton to compare Lioydminster with
comparable communities’ planned staffing ratios.

I OITITMLIREY ReafYear Population Popilation 75+ HC FTE FTEM OO0 7o+
| loydrmenster [Ciy+SAG) 2024 45,630 2,144 44.02 2053
EOuamish 2053 43,718 2,904 68.79 23.659
Famberon 2053 12,000 680 29.43 42,74
Mhistier 2053 22,277 2,000 25.38 12.68
Powell Rivar 2023 21,785 7178 0.9 12.68

When factonng in only aging population in Lioydminster, the FTE to 1000 population 75+ ratio
I5 projected to cecrease significantly in the 15-vear futura.

envice Ling Current Jawlurnant State  Matric Benchmark FTE @ Future Projectad

FTE Ratio Banchmatk {20400
ome Care 44.02 20,53 FTEAMOD0 75+ 20.0 42.9 a1.8

Public Health

volume and unigue client data for immunization were provided for the years 2019 to 2024 a5
available. In 2021, there was a massive spike in adult vaccination doses administerad due to
the COVID-19 pandemic, which has since returned to levels comparable to 2019 and 2020.
While total vaccine doses administered have stayed relatively stable outside of 2021, there
has been a decrease in vaccine doses administerad to children (from 13,625 in 201910 9,236
in 2024) and an increase in doses administered 1o adults (from 2,950 in 201910 4,383 in
2024). This is in line with trends sean nationally with decreasing rates of childhood
wvaccination and increases in adult vaccination following the COVID-19 pandeamic,
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Public Health has a wide SCODE ol practice that varies in different jurisdictions based on Leu..a.st
ol sarvice and scope. However, i1 1alls within the below, or in the lower gnd of stalfling ratios in

othar comparison hzalth service plans.

yrisdaction Ret Yaar Population FTEF1Q00 75+
Lioydrmmater [City+SAG) 2024 45,630 11.25 0.25
Sauamizsn 2053 43 e e 024
W histier 2053 2217 B.E 0.40

Though Public Health staffing levels are balow benchmark, the scope of services provided by
Public Health differ by jurisdiction and staffing level requirements are less indicative, and
staffing needs should be dictated by @ community’s requirements. To match the average FTE
to population ratios of the extended serice area, Lioydminster will likely need to increase

Public Health FTE from 11.25 to 13.7 to right-size service levels, with an increase to 15.2 by
2040.

|I!}].ﬂ|"l"l|ﬂ3[Er 11.: ;
City + SAG) 23 (.25 FTEF1O00  D.27 13.7 15.2
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Community Mental Health
Between January 1, 2020, and December 31, 2024, the Lloydminster Royal Canadian

Mounted Police {(RCMP) handled a total of 2,626 files associated with the Mental Health Act.
A breakdown of the scorings related to the Mental Health Act is found in the graph below.

Lioydminster RCMP MHA Related Scorings
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This demanstrates a trend of an increase in Mental Health Act calls that are not exclusively
offences. These volumes suggest demand for one PACT team.

The stacked area chart below shows the meling of whan gll Mantal Health Act related files
were generated by the Lloydminster RCMP in 2024, including hours of the day, and days of
weaek,



Mental Health Act Related File Generation Times (2024)
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Establishing an appropriate benchmark for community MHA staffing for Lloydminster requires
consideration of many factors, including complexity and acuity of patient popuiations,
provincial context, and other factors, Community MHA staffing levels in Lloydminster are low
compared to current or planned levels in comparator communities, including the Battiefords,
Squamish, and Powell River. The benchrmark for Community MHA staffing was set at 1.0 FTE
per 1000 to bring it closer to levels seen in comparator communities. An additional 10%
factor was place on top of the 1.0 FTE benchmark to account for additional workload
associated with Llovdminster's cross-jurisdictional status. Owerall, Lioydminster has
community MHA staffing levels significantly below benchmark.

urisdicrion Population Current FTE FTE! 1000
Loy diminster (City + SAG) 2024 45,630 18.5 a3
The Battlefords (SAG) 20124 24,340 27.0 1.11
WTistEr 2053 22,277 26.9 1.21
Sauamish 2053 43,718 52.8 1.4
Pambearton 2053 12,000 18.8 1.57
Ponenill Riear 2043 21,785 67.4 246
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4.6 PROJECT SCHEDULE AND BUDGET

Based on the scope of work identified in the RFF, the foliowing project schedule was
established:

L B0 B B BB BB

The project budget was initialty $249,190 in consultant feas. Additional engagement and data

analysis resulted in a scope amendment of $13,070, for a total contr
i act value of
(excluding PST), ue of $262,260
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4.7 SUMMARY OF FUTURE STATE DIRECTIONS
FOR CONSIDERATION

Emergency Department
Introduce Physician Assistants (PAs) to support peak hour throughput, embed a dedicated
Mental Health Nurse, and develop a Mental Health Shart Stay Unit within the ED footprint.

Primary Care

Establish a Primary Access Clinic {RAC) linked to primary care to provide next-day
appointments for dverted low-acuity presentations. Extended primary care hours to increase
existing primary care capacity is also recommended to be considered. In addition,
streamlined administrative processes for physicians holding dual Alberta-Saskatchewan
licenses would reduce barriars 1o cross-border practice. The implementation of shadow
billing @5 a mechanism 1o expand publi¢ly-funded primary care access and virtual allied
health services are also recommended future state recommeandations which would
enhance primary care service and accegsibility.

Surgical Seniceas

Expand the Lloydminster Hospital's OR capacity eguivalent 1o an additional 29 hours per
week to meet projected demand of approximately 5,400 annual procedures by 2040.
Achlaving this target will require extending operating hours, incluging the introduction of
weekend surgical services, along with the recruitment and retention of additional surgical
specialists, parioperativie nurses, and allied health professionals.

Critical Care

Develop a five-bed regional-level ICU to function as a regional-level service led by internal
medicine physicians, with ER physicians as required, and tertiary consultation support as
needed. ED nursing staff should be upskilled into ICU roles. Allied health services should be
available seven days a week. Five ICU bads by 2040 reflects a §7% increasea in high-acuity
inpatient utilization compared to 2024. Once implemented, patient velumes, transfer activity,
and utilization patterns should be monitored to evaluate demand and guide futura
adjustments.

inpatiant Carng

Increase funded bed capacity from B6 to 78, consisting of 49 beds for Medicing, 10 beds for
Surgery, 2 beds for Mental Health, 5 beds for the regional-level ICU, and 8 beds for Obstetrics
and Pediatrics patients combined. Pediatric flexibility within medicine/surgery units is alzo
recommendead 1o accommodate seasonal surges in pediatric patients to enable care closer
1o home and strengthen continuity of care.

Maternity and Newborn Care
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Prioritize reducing avoidable newborn transfers by ensuring adequate and stable nursing
staffing levels to manage peak volumes. Enhance interprovincial coordination between
Alberta and Saskatchewan to streamline clinically necessary transfers, with clearly defined
referral pathways, transport protocols, and family supports. In addition, coordinating with the
Saskatchewan Provincial Maternal Program may ensure the provision services at
Lioydminster Hospital are aligned with the regional network planning.

Continuwing Care

Establish a Transitional Care Unit {TCU) ¢lose to Lloydminster, but not within the hospital, to
alleviate ALC pressures and provide a restorative environment for patients transitioning out of
acute care and respite patients living in community. Enhancements to intaka and discharge
processes such as early discharge planning, embedded coordinators, standardhzed
assessment tools, and seven-day allied health coverage, will also strengthen continuity of
care. Align home health more closely with teams in acute care to improve coordination and
patient oulcomes.

Home Care

Adjust staffing and resourcing levels to reflect the administrative demands of a bi-provincial
system. Align a portion of home care teams with acute care services at Lloydminster Hospital
to streamline discharge processes and reduce hospital length of stay. Enhance allied health
capacity and expand weekend and after-hours coverage to support timaly discharge and
ensure appropriate community-based care.

Public Health

Adjust staffing levels to reflect the additional agmimnistrative warkload associated with the bi-
provincial system. Expand public health's role inweall-baby visits 10 complemeant primary care,
paricularly for families without regular access 1o a physician or nurse practitioner, Integrate
these visits with postpartum home visiting, parenting programs, immunization follow-up, and
early childnood health promotion to @nsure consistent screening and support.

Ernergency and inpatient Mental Health

Establish a2 Mental Health and Substance Use Short Stay Unit (MHSSU) to create a secure,
dedicated environment where patients in crisis can be stabilized, obsarved, and connected to
angoing care. 35U patients are psychiatric patients requiring short term inpatient care as well
as medical withdrawal patients out of scope of the local detox facility due to meadical
requirements in the early withdrawal phase. Ensure adequate 24/7 coverage through the
addition of dedicated Psychiatric Nursing presence in ED, and targeted upskilling of existing
staff. Increase training and support for ED physicians to strengthen their ability to managa
psychiatric presentations effectively.

Community Mental Health

Create a PACT team to reduce reliance on the ED and diverting patients fram acute setngs by

providing care in the community. Increase staffing levels by approximately 132% to align with
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benchmarks from comparable centres, with an additional 10% adjustment to account for
cross-border administratve demands.

Medical Imaging

A combination of workforce development, equipment rengwal, and improved cross-provincial
coordination. A long-term strategy should be developed focusing on maintaining the reliability
of CT as the central diggnastic tool, ensuring 24/7 access 1o X-ray and Fluoroscopy, and
exploring sustainable approaches for MBI capacity, either through expanded moabile service or
a fixed regional resource, Establishing @ dedicated coordination function across Alberta and
Saskatchewan is recommended to improve referrals, requisition management, and data
sharing.

Laboratory Services

Shift cutpatient diagnostic demand into community-based facilities 1o the extent possible,
including expansion of the Alberta Precision Laboratories (APL) zite and the develaopment of
an SHA-operated collection service in primary care, 1o relieve pressure on the hospital
laboratory and improve coordination with community providers, Sustainable staffing pipelines
miust be established through the prioritization of recruitment and retention strategies,
gxpanding local raming placements, and explanng support for dual icensure. Bi-provincial
infarmation-sharing processes should also be strengthened.

Pharmacy Senvices

Expand pharmacist invalvernent in clinical care (rounds, counseling, discharge support),
optimize technician roles to increase efficiency, and improve workforce sustainability through
targeted recruitment and training placements. Enhance cross-provincial data sharing and re-
design space to enable closer integration of pharmacy staff with clinical teams.
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