


























































































































































geographic equity of access to criticaI care across northwest Saskatchewan and eastern
Atberta.

3.4.3.z,4System I m pacts

The introduction of a regionaI tevet ICU at LLoydminster Hospitat woutd have broad system
impacts across the locat, regionat, and provinciat tevets. LocaLty, it woutd address the
absence of designated ICU services and significantty reduce retiance on inter-facility transfers
to Saskatoon and Edmonton. This woutd shorten response times for criticatty itt patients,

reduce the strain on emergency medlcat transport systems, and improve famil.y access to
care by keeping patients ctoser to home.

At the regional levet, the ICU wouLd enhance LLoydminster Hospitat's capacity to function as a

true referraI centre for northwest Saskatchewan and eastern Atberta. lt woutd retieve pressure

on tertiaryfacitities by managing a greater share of high-acuity cases tocatty, atl.owing

Saskatoon and Edmonton centres to prioritize patients requiring subspeciatty or tertiary-tevet
interventions.

The creation of ICU services would atso improve integration across hospital programs. lt
woutd strengthen tinkages with the emergency department, surgicaI services, and hospitat
medicine by creating capacity to stabitize and m'anage critical.ty itt patients who wou[d
otherwise be hetd in suboptimal settings. In addition, the unit would support more
coordinated patLiative care and chronic disease management by providing short-term
intensive interventions for patients with comptex conditions.

System-wide, the establishment of an ICU in Ll.oydminster would bring the hospitat into
atign ment with Saskatc hewa n's Regiona t H ospitat designation requ irements, i mprove
geographlc equity in access to criticat care, and ensure that the city's rote as a regionat hub is
supported by an appropriate tevetof infrastructure and ctinicat capacity.

Based on the assumptions discussed above, Ltoydminster HospitatwitL need to accommodate
approximatety 5 Critical Care lnpatient beds by 2040. This is equivatent to approximatety +2

additionai higher acuity lnpatient beds per day, or a +67Vo growth in the occupancy adjusted
utitization beyond what was seen in 2024.
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Figure 7 0 - Projected Critical Care lJtilization

3.4.4 ln ent Care

3.4.4.L L Overview

lnpatient Care at Ltoydminster Hospitatoperates as a generat adutt acute facitity, funded for
an inpatient bed capacity of 66 beds, incLuding 38 Medicine beds, 12 Surgicat beds, 13
Obstetrics beds, and 3 Speciat Care Unit (SCU) beds. lnpatient beds atso support cancer and
pattiative care admissions, with are supported by the on-site Ltoydminster Community
Cancer Centre and pattiative services. Overatt, Ltoydminster's inpatient bed to poputation
ratio is in line with national benchmarks as noted by ClHl, and are in tine with comparabte
communities, indicating that bed avaitabitity is not significantty higher or lower than other
communities.

lnpatient care in Ltoydminster is faced with a number of chattenges. Ltoydminster Hospitat
does not have a NICU, ICU or Psychiatric beds, and reties on transfers when patients present
requiring those services. This presents chaLtenges for continuity of care, particutar1y when
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and Projection results suggest that Ltoydminster's Criticat
Care Occupancy Adj. Utitization witL grow from 3 beds to 5 beds,

The Dem

of +2 bed +670/o trom 2024 to 2040a

3.4.4.L Current State
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transfers are detayed by weather, poor visibitiry, and other factors. Ll.oydminster atso lacks

transitionat care beds, which contributes to high ALC rates within Ltoydminster Hospitat.

3.4.4.L2Service Model

Ltoydminster Hospitat detivers a broad spectrum of inpatient acute care services for residents

of both Atberta and Saskatchewan, functioning as the regional. referral centre for the

surrounding communities. The inpatient service modet is organized around the foltowing core

areas:

Generat Medicine and Surgery: Medicine and surgicat inpatients account for over 9O0/o of

daity bed use. Care is supported by 38 Medicine beds and '12 Surgicat beds, with the High

Acuity Unit providing step-down and short-term stabitization. Patients requiring criticat

care beyond this scope are transferred to tertiary centres in Edmonton or Saskatoon.

Obstetrics and Maternity: the hospitat provides both routine and high-risk obstetric care,

supported by 13 dedicated maternity beds and five obstetricians. White nursing staff

coutd detiver advanced respiratory support for newborns, the absence of a Newborn

lntensive Care Unit (NICU) requires transfers for infants needing protonged or speciatized

care. lt is important to note that despite having a Nlcu, the current offering atigns with

Regionat Hospitat service expectations in this regard'

Cancer and Patliative Care Admissions: lnpatient admissions for oncotogy patients are

generatty retated to treatment comptications, symptom management, or end-of-tife care.

These beds are supported by integration with the on-site Ltoydminster Community Cancer

Centre and by hospitat medicine and pattiative services.

Mentat Healttt and Stabitization: The hospitat does not have a dedicated inpatient

psychiatric unit. Patients presenting with acute psychiatric needs are initiatl.y managed in

the Emergency Department and, when admission is required, are transferred to

designated facitities, such as Batttefords Union Hospitatin North Battteford (SK) or

Centenniat Centre for Mentat Heatth and Brain lnjury in Ponoka (AB).

Transitional and Alternate Level of Care (ALC): Ll,oydminster lacks transitionat care

capacity, resutting in patients who no tonger require acute care occupying inpatient beds.

This contributes to high occupancy rates, timits ftexibitity to accommodate surges, and

creates pressure on both the Emergency Department and inpatient units.

overat[, the inpatient service modet positions Ll.oydminster Hospitat as a regionaI acute care

hub. White it provides a comprehensive range of medicine, surgery, obstetrics, and oncotogy

admissions, the hospitat reLies on referral networks for critical. care, newborn intensive care,

and mentat heatth services, reftecting both its strengths and systemic gaps.

BO



3,4.4.L 3Key Data Points

3.4"4.1 .3.7 Benchmarking

A benchmarking exercise was compteted to compare acute bed avaitabitity by poputation in
Ltoydminster and the 150 km service area defined in the study. Benchmarkingwas not used
to determine bed requirements or projections and were used to determine indicative tevel.s of
service avaitabitity by geography. ln generat, bed-to-poputation ratios in Ltoydminster, the core
service area, and extended service area were within the range of nationat benchmarks.
Benchmarking was compteted at an LGA and SAG tevet, with the totat number of beds within
the LGA/SAG compared to totat poputation of the same geographies.

Ltoydminster's Acute Bed to Poputation ratio varies depending on the denominator of totat
poputation used. Within Ltoydminster City, the 66 beds to a poputation of -33,50 O (2025)
yietds a ratio of 2.0 beds/l000. This is targety in tine with nationat benchmarks, which is
estimated by ClHl to be at t.S-2.O beds/l000.

The Core Service Area has 110 acute beds in totat, distributed at Ltoydminster Hospitat (66),
Riverside HeaLth Comptex (Turtteford, 9), Maidstone Heatth Comptex (1 1), and Vermition
Heatth Centre (24). With a poputationof 71,284, the acute bed to poputation ratio is 1.5
beds/1000, which is on the lower end of ClHl's benchmark range. The lower bed to popul.ation
ratio within the Core Service area compared to Ltoydminster City may i[ustrate the true
effective bed to poputation ratio due to tow bed counts immediatety surrounding
Ltoydminster, areas which highty utitize Ltoydminster Hospitat. ln addition, the scope of these
hospitats In the smatter surrounding communities is more timited than Ltoydminster Hospitat,
with Ltoydminster Hospitat serving has a regionat higher tevet of care centre.

The Extended Service Area has 472 acute beds in totai, inctuding the 1 10 acute beds within
the Core Service Area. ln Saskatchewan, these beds are tocated at Northwest Heatth Facitity
(32), Batttefords Union Hospitat (88), and Unity & District Heatth Centre (1 1). Atberta,s beds
within the Extended Service Area are distributed at St. Joseph's GeneraI Hospitat (Vegrevitte,
24),Viking Heatth Centre (16), Kittam Heatth Centre (S), Provost Heatth Centre (1S),
Wainwright HeaLth Centre (21), Cotd Lake Heatthcare Centre (24),Bonnyvitte Heatth Centre
(33), Etk Point Heatthcare Centre (1 2), St. Paul (42), and Two Hitts Heatth Centre (15). wirh a
poputation ot 240,617 within the LGAs and SAGs, yietding a ratio of 2.0 beds/1000. This ratio
is in I'ine with the nationaI benchmark cited by ClHl, and is higher than the bed to poputation
ratio of the core service area. The higher bed to poputation ratio of the extended study area
shows that as a whote, the extended service area does not have a retative shortage of acute
beds that woutd put additional strain on Ltoydminster, which has a lower bed to poputation
ratio.

An anatysis was compteted to compare acute bed to poputation ratios by geography in for
comparabte hospitats in Atberta and Saskatchewan. Yorkton Regional. Hospitat (yorkton, SK)
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WaSChosenduetoitsregional'designationandtocationinasimitartysizedcommunityin
saskatchewan, wr,itJla-e?icine uat negionar Hospitat (AB)was setected in Atberta due to its

rote as a regionat hospitat and tocation in a simitarty sized community in Atberta. Geographies

for these hospitars ;;;;."rmined ,.i"g, ."*o1na119n of drive time anatysis' proximity to

other regionat and,.i,irrv hospitats, .nJ"nin-tuvet utitization data to approximate

comparabt" g.ogrrini... co|np.r"o to 
"i*jtar 

hospital's in Atberta and saskatchewan'

Ltoydminster Hospilat has stightty fewer total acute beds per person'

o YorKon Regionat Hospitat' Yorkton (SK) - 2'9 beds/1000

o Medicine Hat Regionar. Hospitar., Medicine Hat (AB) - 2.0 beds/1000

yorkton Regiona. Hospitat,s bed to popul.ation ratio was stightty higher than LLoydminster

Hospitat and Medicine Hat Regionat Hospitat' However'.the bed to poputation ratios at

Medicine Hat Regionat HospitaL and ttoytminster Hospitatwere equat' and within the

nationat benchmark indicated by clHl al 1'5-2'Abeds/1 000' This shows that in generat',

Ltoydminster Hospitar.,s bed to poputation avair.abitity is simitar to peer hospitaLs and within

nationat benchmarks.

3.4.4 " 1 . 3,2 Acute t/o{umgs

Between 2O1g/2A and 2024125* (*data only avaitabte up to Dec 2024)' the number of

inpatient beds util.ized at LLoydminster Hospitat (exctuding those used by newborns) remained

consistent, with 56 beds utitized on an average day. white an average day saw 56 inpatient

beds utitized across the hospita lin 2a241251 on busier days (i.e. the 75'h percentite days) the

hospitat saw 60 beds in use and up to 66 beds on 'peak'days (i.e. the 95th percentite days).

The fottowing information provides a summary retated to the current state of the Ltoydminster

Hospitat lnPatient Beds:

r The hospitat is funded for an inpatient bed capacity of 66 beds (inctuding 38 Medicine

beds, 12 Surgicatbeds, 13 Obstetrics beds, and 3 SpeciatCare Unit beds)' This meant

that on an average day in 2A24125*, the hospitat had an occupancy of 850/o.

o ln this same year, Medicine and Surgery patients utitized 51 beds on an average day,

representing over 900/o of the totat bed usage on site'
. Despite a tack of dedicated Mentat Heatth and Pediatric services at the facil.ity, the

hospitat saw -1 bed being utitized on an average day by patients fatting under

Psychiatric speciatty or being under the age at 17.

r Patients fatting under the'lnternat Medicine'speciatty utitized between 1 and 3 beds

on an average day, with these patients targety occupying the Speciat Care unit at the

site.
o On a typicat day,4 to 7 beds were being used for Obstetrics patients (excluding

newborns), making up the remainder of the 51-bed utitization seen for the hospitat

overatt.
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The average tength of stayfor inpatients staying at Ltoydminster HospitaI remained
consistent between 2019120 lo 2024/25, with an average inpatient staying roughty 5
days.

ln 2023124 (note: an otder data period used due to data timitations), the top two
reasons for the inpatient hospital, stay (based on Case Mix Groups, or CMGs) for
patients were for "Conva[escence" and "Other Factors Causing Hospitalization".
Combined, these patients util.ized -8 beds on an average day at Ll.oydminster. Given
this, it is possibte that some of these patients with low acuity medical needs did not
require acute hospital, resources (e.9. coul.d be better suited to a rehabititation/Long-
term care facitity, transition unit, or community-based convatescent care beds). Note
that Atternative Level of Care (ALC) bed util.ization was investigated but it was
determined that ALC data coding was not accuratety captured in the data sources
provided. Further investigations shoutd be done to quantifythe number of sub-acute
patients being seen in the acute facitity specificatty.
Between )an 2025 to May 2025, a total of 29 patients were transferred out of
LLoydminster Hospitat for Criticat Care services in an Atberta hospitat facitity. 7 of the
29 had Cardiac-retated diagnoses, 6 of the 29 had NeurotogicaI diagnoses (e.g.

stroke), t had a Urotogy diagnosis, white the rest (15 of the 29) had Medicine-retated
diagnoses. Examptes of these Medicat diagnoses inctuded septic shock, respiratory
distress, and head injurytrauma, atl requiringvery urgent and intensive care that coutd
not be serviced at Ltoydminster Hospitat.
In that same timeframe, a totat of 36 Ll.oydminster core service area residents visited a

nearby hospital and were admitted and discharged within 72 hours. ln addition to this,
1 15 patients with MentaI Heatth diagnoses stayed at Ltoydminster Hospitat despite no
formal inpatient capacity and service being avaitabte at the facitity. lt is tikety that some
of these short-staying patients coutd potentiatty be better cared for in a dedicated
Mentat Heatth stabitization unit during the first 48 hours of their stay within the
Ltoydmi nster Hospital,.

a

o

3. 4.4. 1 " 3. 3 Pedi africs

This section primarity focuses on how Pediatric patients (i.e. those patients aged 1 4 and
under) utitize Ltoydminster hospitaI resources currentty and where Ltoydminster resident
pediatric patients currentty receive care in Atberta and Saskatchewan. The activity presented
betow is a subset of the overatt activity within the Emergency and lnpatient program
summaries presented previousty, segmented to focus primarity on the Pediatric patient
poputation.

Retative to 5 years ago, annual, Ltoydminster Hospital Emergency Department (ED)

Pediatrics visits have dectined by -22o/o (or -1 ,140 fewer annual ED visits), with activity
going from approximatety 5,250 Pediatric ED visits in 201 9/20 to 4,100 visits in
2024/25. However, despite a reduction in Pediatric ED visit votumes, the number of

o
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hospitat admissions from the ED remained consistent for this patient group at -1 10
admissions annuatly, reftecting an increase in the hospitat's Pediatric ED admission
rate from 2.3o/o up lo 2.60/0 in 2024125.
Roughl.y 1 in 5 ED visits in the Ltoydminster Hospitat in2A24l25 were for Pediatric
patients, with the Pediatric patients presenting to the Ltoydminster ED in 2024/25
tooking 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
Ll.oydminster ED made up 90/o of the ED visits in 2O24/25 compared to onty 60/o in
2019/20.|n addition to this, CTAS 3 patients made up 33o/o of totatvisits in 2024/25
compared to 230/o in 2A19l20, further indicating a shift towards a more acute visitor
profil.e for these younger patients.

The general.l,y tong wait times in the Ltoydminster ED tooks to have impacted the
number of Pediatric patients that teft the hospitatwithout being seen, with 1 4o/o of all
Pediatric ED visits in 2O24l25leaving without being seen that year. This represented a
+5% increase from 2019/20, where 9o/o of att Pediatric ED visits resutted in patients
teaving without being seen. The top 10 reasons for the Pediatric ED visits, which
accounted for three-quarters of att Pediatric ED visits in 2024125, are tisted in the chart
betow. Common reasons inctude respiratory ittnesses (such as lnfluenza), wounds
and fractures, as wetl' as other diseases/disorders affecting the digestive
system/skin/breast/ENT.
Atthough Ltoydminster Hospitatdoes not have a dedicated Pediatric lnpatient
program, Pediatric patients utitized up to 1 to 2 beds in the hospitat dail.y in 2A24125.
From a surgicat perspective, OraI Cavity/Pharynx lnterventions were one of the most
common surgicaI interventions for Pediatric patients visiting the LLoydminster
Hospitat, with 138 patients having these types of surgicaI interventionsin2023/24
(Due to DAD entry lag,2O23l24 period is used as opposed to 2024125)
ln 2023124, 31 B Ltoydminster Core Service Area Pediatric patients travetted to get care
outside of the Ltoydminster Hospitat, with these patients being admitted as inpatients
or undergoing same-day surgeries at other hospitats. Generatty speaking, it appears
that some of these patients traveled to receive speciatized services that were not being
offered at Ll.oydminster Hospitat during this time, inctuding Neurotogy, Cardiotogy,
Urotogy, Mental Heatth, and treatment for other traumatic injuries. The chart betow
shows the breakdown of these patients by Major Ctinicat Category.
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4002 - Left without being seen or
Triage and not seen

B1 16 - Disease or Disorder of the
Respiratory System with or...

8114 - Acute Upper Respiratory
lnfection, lnfluenza with or...

B-128 - Disease or Disorder of the
Digestive System with or...

8132 - Disease or Disorder of the
Skin or Breast with or without...

8112 - Disease or Disorder of the
Ear (exct. lnner), Nose or Throat

B1B0 - Contusion, Distocation,
I'.lerve & Other Soft Tissue lnjury...

8182 - Ctosed Fracture Other
Site ,yvith or uiithout Minor...

8236 - Open Wound or Vascutar
I njury with lvl rnor lnterverr trorr

tsl 88 - Open Wourrci or Vascular
lnj ury wiihourt lntorvention
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Figure 1 1- Pediatric Ltoydmlnsrer Hospitat ED t/isrts by )ACS code
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Figure 12 - Lloydminster Core Service Area Resident Pediatric Patients Travellingfor Care by MCCs

3.4,4,L 4 Key Relationships

Ltoydminster Hospital. relies on a network of partnerships and referratpathways to detiver
comprehensive inpatient care across muttipte service areas. Key retationships inctude:

Tertiary and Speciatty Centres: Patients requiring intensive care, advanced cardiac or
neurotogicaI interventions, newborn intensive care, or speciatized mentatheatth stabitization
are transferred to tertiary hospitats in Edmonton, Saskatoon or Ponoka. These referral
pathways are criticatdue to the absence of tocal ICU and dedicated psychiatric inpatient
services.

Core Service Area Hospitals: Smatter hospitats in the region, inctuding hospitats in Turtleford,
Maidstone, and Vermition, rety on Ltoydminster Hospitatfor higher-acuity admissions, surgicaI
interventions, and specialized inpatient services. Ltoydminster functions as the regional hub,
receiving patients from these facitities when care exceeds locatcapacity.

Mental Health Transfers: The Emergency Department cottaborates ctosety with regionat
hospitats for patients requiring short-term stabitization or inpatient mentaI heatth admission.
High-acuity mentaI heatth patients are typicalty transferred to North Battteford (SK) or Ponoka
(AB) for specialized care.
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Transitional and Alternate Level of Care Support: Ltoydminster [acks a dedicated TransitionaI
Care Unit, depending on continuing care beds and home heatth services suppoft patient
discharge and hetp manage bed ftowwithin the hospitat.

These retationships cottectivety ensure that Ltoydminster Hospitat provide a comprehensive
range of inpatient services, despite locat gaps in criticat care, newborn, and psychiatric
capacity.

3.4.4.L 5 Key ChaIlenges

White Ltoydminster HospitaI provides a wide range of acute care services to both Atberta and
Saskatchewan residents, several chattenges timit its abitity to futty meet the needs the
poputation it serves. These chattenges cut across emergency, inpatient, surgica[, and cancer
care, and are further compticated bythe hospitat's unique position as a shared facitity
between two provinces.

Abse nce of Critical Care Capacity

The tack of an lntensive Care Unit remains one of the most significant service gaps. Aithough
the High Acuity Unit provides step-down care and short-term stabitization, patients who
deteriorate require transfer to tertiary hospitats hours away. The retiance on air and ground
transport introduces detays, particutarly in poor weather, and raises concerns about timel.y
access for patients with tife-threatening conditions. This gap places added pressure on
emergency and inpatient teams, who must stabil,ize patients beyond what woutd normatty be
expected in a facitity of this size.

Gaps in Pediatric Care

Ll.oydminster Hospital. has a very robust obstetrics program, managing both routine and high-
risk detiveries with five obstetricians and dedicated maternity spaces. However, given that
Ltoydminster Hospita[ is ctassified as a regionat hospitat and therefore does not have a formal
Newborn lntensive Care Unit, there is Limited care for newborns who require the highest [eve[

of care. . White nursing staff coutd provide advanced respiratory support in the short term,
infants requiring prolonged speciatized care must be transferred out of the community. This
ptaces strain on famities, especiatty given the distance to referraI centres. The tack of pediatric

beds atso increases retiance on transfers and [imits the care that coutd be provided locatty to
[ow-acuity ped iatric patients.

Limited Acute Mental Health Services

The hospital has no dedicated acute mental heatth unit, and psychiatric services are timited
to an observation bed in the Emergency Department. This tack of inpatient psychiatric
capacity means that individuats requiring stabitization or admission must be transferred to
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other hospitats, often far from their home communities. As a resutt, the ED frequentty
becomes the hotding environment for patients in crisis, ptacing additionat strain on

emergency staff and reducing capacity for other acute care needs. Patients requiring acute
mentaI heatth services are predominantty transferred to North Battl.eford in Saskatchewan or
Ponoka in Atberta.

Transitional Care and Alternate Level af Care (ALC) Pressures

High ALC rates contribute to congestion across the hospitat, with patients remaining admitted
despite no longer requiring acute care. This reduces avail,abte beds for new admissions and
contributes to ED boarding. Ltoydminster lacks Transitionat Care Unit (TCU) capacity to
manage patients who are medical.ty stabte but not yet ready for home or long-term care.

Without this intermediate step, patients remain in acute beds tonger than necessary. A TCU

located outside of the hospitat, paired with stronger home heatth supports, woutd retieve
pressure on inpatient units, improve patient ftow, and attow acute resources to be used more
appropriatety.

3.4,4,2. l-Overview

White the Ltoydminster Hospitatdetivers a broad spectrum of core inpatient programs, it
continues to rety on referral networks for critical. care, newborn rntensive care, and certain
speciatized mentaI heatth supports, as is expected for Regional. Hospitat sites in an overatl
provinciatsystem where highty speciatized services are centratty tocated in major urban
[ocations.

Gap: Demand for inpatient beds is growing as the poputation grows. By 2040, the
Ltoydminster Hospitatcoutd have a projected average daiLy demand of 61 inpatient beds on
an average day, representingan additionaLfive beds beyond2024 [evels and an 80/o increase
in average daity bed utitization. Gaps in pediatric care are atso noted, with no dedicated
pediatric beds or NICU. SeasonaI surges in pediatric patients creates chatlenges for care
contin u ity and ca pacity.

Recommendation for Consideration: lncrease funded bed capacity from 66 to 76, consisting
of 49 beds for Medicine short-stay patients, 10 beds for Surgery, 2 beds for Mental Heatth, 5
beds for the regionat-tevet lCU, and 9 beds for Obstetrics and Pediatrics patients. Pediatric
ftexibititywithin medicine/surgery units is atso recommended to accommodate seasonaI
surges in pediatric patients to enabte care ctoser to home and strengthen continuity of care.

3.4.4.2 Future State
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Potential System lmpact: lncreased bed counts woutd lead to appropriate increases to
capacity based on projected demand, improving patient ftow and ensuring timety and
appropriate care. Pediatric ftexibititywithin med/surg units attows for accommodation of
pediatric patients during seasonat surges and attows for locat admission for low-acuity
pediatric conditions. This woutd improve continuity of care and providing care ctoser to home,
white reducing retiance on transfers to tertiary centres.

3 .4.4.2. 2 Service-Specifi c Assu m ptions

The recommendations for inpatient care at Ltoydminster Hospital are based on a set of
shared ptanning assumptions that reftect current service gaps, expected demand, and
system priorities.

The calend ar year 2024was setected as the basetine period to drive the f uture state
projectlons for this area (due to data avaitabitity [imitations in the provided Discharge Abstract
Data for the more recent timeframe). Aside from accounting for poputation growth and
ageing, the lnpatient bed projection modet atso considers the fottowing potential future state
service shifts and the resutting impact on the projected lnpatient bed demand:

TCU for Non-Acute Patients

The introduction of a regionatTransitiona[ Care Unit (TCU) could be estabtished to provide
care for patients who are currentty receiving care in the Ltoydminster Hospitat despite being
suitabte for care within a tess acute setting. The modet assumes that patients fatting under the
"Convalescence" and "Other Factors Causing Hospitatization" Case Mix Groups woutd be
decanted from the Ll,oydminster Hospitat and cared for in a regionatTCU in the future.

Conversion oFSCU to RegionaL-Level {Tier 4) ICU

Conversion of the existing Speciat Care Unit to a Regionat-Levei ICU woutd attow the site to
continue to care for the existing Speciat Care Unit patients and atso potentiatty reduce some
of the Critical. Care patient transfers to other sites (therefore attowing high-acuity patients to
be served ctoser to home). lt is assumed that the patients who coutd be kept at Ltoydminster
Hospitat for Criticat Care ICU services woutd have Medicine-retated diagnoses onty (i.e. not
those requiring specialized services) and would tikeLy require ICU stays under 10 days in
duration onty. AtL other speciatized-service diagnoses presenting to Ll,oydminster Hospitat
woutd continue being transferred to other regionaI hospitats with lCUs which woutd continue
to provide the required speciatized services and [eve[ of care for these patients.

Short-Stay Mentat Health Sta bilization Area
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Estabtishing a short-stay MentaI Heatth stabitization area woutd attow for care to be provided
for the current Ltoydminster hospital. MH patients for the first 48 hours of stay as wett as those
Ltoydminster resident MH patients currentty attending nearby facitities for short-term care
who coutd be repatriated and better served at Ltoydminster Hospitat.

lNorkforce Strategy

Ptanning assumes that workforce shortages witt persist and must be addressed through rote
redesign, upskitting, and new stafFing modets. The avaitabitity of Physician Assistants,
advanced practice nrrrses, and atl.ied heal.th staff witt be centrat to supporting throughput in
the ED, lCU, and surgicaI services. Recruitment of certain speciatists (e.g., psychiatry, ENT,
ophthatmol.ogy, urotogy, anesthesiotogy) is expected to remain cha[enging, reinforcing the
importance of teteheatth, virtuat supports, and succession ptanning. Cottective bargaining
agreements and cross-jurisdictionaI credentiating witt continue to shape staffing ftexibitity.
The current structure of four inpatient/outpatient nursing managers was assessed against the
expanded service demands and the added comptexity of operating across duat provinciat
systems. White efficiencies have been achieved since the previous reduction from five
managers, the cumutative management worktoad and oversight requirements warrant
ongoing review to ensure sustainabitity and adequate teadership coverage. Specificatty,
atignment with the Al.berta Heatth WorKorce Strategy (AHWS), particutarty within the "Attract,,,
"Strengthen", and "lnnovate and Evotve" strategic focus areas witt hetp support efficiencies in
this workforce strategy.

lnfrastructure lnyesfm ent Needs

lnfrastructure investment ls necessary expand acute care capacity, but feasibitity studies are
out of the scope of this project. This incl,udes the creation of a designated lCU, the
development of a Mental Heatth Short Stay Unit within the ED, additionat surgicatcapacity
through a third OR and a futty dedicated obstetrics suite, and transitionat care capacity that
woutd need to be located outside the hospitat. These investments are assumed to be phased
in tine with avaitabte capitat ptanning and provinciat priorities.

3 .4.4.2, 3 Futu re Directions

The future directions for inpatient care are targety driven by expected bed demand,
supplemented with a direction to imptement pediatric ftexibitity within medicat/surgicat units.
Pediatric ftexibil.ity within medical./snrgicat units woutd enable Ltoydminster Hospltal, to
manage a portion of tow-acuity and short-stay pediatric patients tocaiiy, reducing pediatric
transfers and keeping care ctoser to home.
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patients to be treated ctoser to home white decreasing retiance on tertiary centres. However,
it is important to note that nursing expertise varies across disciptines, and differences in
pediatric experience shoutd be expticitty acknowtedged when evatuating patient care
capacity.

Ltoydminster Hospitat currentty has 0 dedicated Pediatric lnpatient beds. However, there were
1 lo 2 patients between the age of 1 to 17 utitizing Ltoydminster Hospitat med/surg beds on an
average day in 2024125.

Based primarity on poputation aging and growth, Ltoydminster Hospitat witt need to
accommodate approximatety 2 Pediatric lnpatient beds by 2040. This is equivatent to the
same number of Pediatric bed usage per day as was seen in 2024, or a Oo/o growth in
occupancy adjusted utitization beyond what was seen in 2024. The imptementation of
pediatric ftexibitity within medicine/surgery units witt accommodate current and projected
demand for pediatric care, accommodating peaks in pediatric bed demand during surges,
such as in cases of respiratory ittness.
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Figure t 4 - Projected Pediatrics Occu pancy Adj. tJtitization

M ed icine I n patie nf Eeds

Ltoydminster HospitaI currently has 38 dedicated Medicine lnpatient beds. patients fail.ing
under the Medicine speciatty utitized 48 beds on a busy day in 2024125 (due to off-service
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The Demand Projection results suggest that Ltoydminster's
Pediatrics OccupancyAd.i" Utilization witl remain at 2 beds,

of 0 bedS, * }a/o f rom 2024 to 204Aa
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Home Care, the proposed TCU, and other community supports witt be essentiatto ensure
smooth discharge process and decreased ALC rates.

Additionatl,y, ctinicaL support services woutd need to grow in paraLtetto inpatient bed gromh,
reftecti ng these services' corres pond ing i ncrea sed worktoad.

3.4.5 Matern and Newborn Care

3.4.5.l-. L Overview

Maternity and obstetric care at Ltoydminster HospitaI is wett-estabtished, with the facitity
supporting approximatety 800 births annua[ty. The unit inctudes 13 inpatient maternity beds
and three detivery rooms and is staffed by five practicing obstetricians. Care services inctude
routine prenataI assessments, tabour and detivery support, and surgicaI detiveries, which are
conducted in a semi-dedicated operating room. Nursing staff ptay a central rote in supporting
patients throughout [abour and detivery and are trained to provide advanced maternaI and
newborn care during the immediate postpartum period. This combination of physician and
nursing expertise enables Ll.oydminster Hospitatto manage both routine and comptex
obstetric cases within its current service scope.

Newborns requiring more intensive care are often transferred to tertiary centres in Saskatoon
or Edmonton, due in part to Limited specia[ care capacity for unwetl newborns and variabte
physician coverage. Transfers also occur as a result of constraints retated to nursing worktoad
and the scope of general practitioner services, considerations that are expected for a non-
NICU site. Despite these [imitations, Ltoydminster remains a key detivery site forthe region.

3.4.5. L, 2 Service M odel

Ltoydminster's maternity care mode[ is detivered through an integrated team of obstetricians,
generaI practitioners, and experienced nursing staff. Obstetricians provide primary leadership
over detivery carc, with surgicaI detiveries supported through dedicated access to an

operating room. Postpartum care and management of heaLthy newborns are largely provided

by GPs and nursing staff . Newborn care at the site is timited; there is a sote pediatrician with
newborn training, however the site does not operate a designated Newborn lntensive Care

Unit (NICU) or SpeciatCare Nursery, and newborns requiring speciatized or advanced care

are transferred to tertiary facitities.

3.4.5.f- Current State
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3.4.5.2 Future State

Cross-provincial coordination: Particutarty in the context of inter-facitity transfers, ptanning
and operations are compticated by cross-jurisdictionat governance, which requires atignment
between provinciat heatth authorities in Atberta and Saskatchewan.

3.4.5.2. l- Overview

Ltoydminster Hospital. ptays a criticat rote as a regionat maternity care provider, safely
supporting approximatety 800 births annuatty. However, its cross-provinciaIservlce area
presents unique operationat chatlenges, particutarty when managing newborns who require
care beyond the hospitat's approved service scope. ln the absence of a NICU, these infants
are frequentty transferred to tertiary centres in Saskatoon or Edmonton. White appropriate in
some ctinicat cases, these transfers often impose significant stress on families and disrupt
continuity of care.

Gap: The current service model tacks the operational. supports necessary to consistentty
manage atl. ctinicatty appropriate cases tocatty. Newborn transfers are sometimes driven by

staffing constraints rather than patient acuity. Additionatty, the absence of clear, coordinated
referraI and transport protocots between Atberta and Saskatchewan can further complicate
care pathways for famities in need of escatated care.

Recommendation for Consideration: Prioritize reducing avoidabte newborn transfers by
ensuring adequate and stabte nursing staffing levets to manage peak volumes. Enhance
interprovinciatcoordination between Atberta and Saskatchewan to streamline ctinical.ty
necessary transfers, with ctearty defined referrat pathways, transport protoco[s, and famity
supports. strengthen integration with the Emergency Department, given the frequency of
high-risk maternity patients presenting through the ED, white cottaborating with pubtic heatth
nurses, home care providers, and community physicians to support continuity of care beyond
discharge.

Potentiat System lmpacts: Addressing these gaps woul.d reduce ctinicatty unnecessary

transfers, improve patient and famity experience, and atteviate pressure on tertiary NICUs that
may be al,ready operating with constrained capacity. Strengthening nursing resources to
support the futt, approved scope of maternity care, white atso improving coordination
between provinciaI systems, woutd attow Ltoydminster to function more effectiveiywithin its

regionaI rote. This approach atigns with provinciaI service detivery ptanning white ensuring that
care remains safe, famity-centred, and appropriatety distributed across the maternat-
newborn continuum.
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nurses, home care providers, and community-based physicians witl atso be vitat to support
famities through discharge and earty parenting. Together, these improvements woul.d position
Ltoydminster to detiver more consistent, family-centred maternity care within its regionat rote

Based primarily on poputation aging and groMh, Ltoydminster Hospitat witt need to
accommodate approximatety 7 Maternity lnpatient beds by 2O4O. This is equivatent to the
same number of maternity beds per day as were in use in 2024, or no growth in occupancy-
adjusted utitization beyond what was seen in 2024.
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Figure 16 - Projected Maternity Occupancy Adj. Utitization

3 .4.5,Z.4System I m pacts

By improving nursing capacity and interprovinciat coordination, Lloydminster Hospital, coul,d
reduce avoidabte newborn transfers and strengthen the quatity and continuity of maternity
care for famities in the region. Fewer transfers woutd ease pressure on tertiary NICUs in
Saskatoon and Edmonton, and woutd atso minimize the stress and disruption experienced by
famities who woutd otherwise need to leave their communities for care.

This approach does not invotve estabtishing a NICU, which remains outside the hospitat's
designated rote. Rather, it supports enhanced detivery of the existing approved maternity
service scope by ensuring the necessary operationat and staffing conditions are in ptace to
detiver safe, effective, and consistent care locatty.
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safety in a community setting, they are connected to the Community Cancer Centre, who
coordinates systemic and supportive care. A community cancer transition team at the
Community Cancer Centre manage referrats back into communityto ensure that there is
capacity to safel.y and appropriatety care for the patients.

The Community Cancer Centre is staffed by SHA nurses who provide systemic therapy under
the oversight of provinciat oncotogy programs. Pharmacy services are coordinated tocatty,
with treatments prepared and administered on site once consuttation and review have been
compteted. Previously, GPs with additionat oncotogy training supported locat services;
however, retirements and lack of interest from other GPs in continuing in this area prompted a

transition to a remote NP modeL. This nurse practitioner, registered in both Atberta and
Saskatchewan and hotding admitting priviteges at Ltoydminster Hospital, provides continuity
of care for Atberta patients receiving systemic treatment. The remote NP modet has been
effective in supporting patients; however, the service onty supports Atberta patients, Leading

to inequitabte access to care.

Staff at the Community Cancer Centre must be trained to use two Etectronic Medical
Systems and navigate patient pathways in two separate provinces. There is currentty a sma[[
FTE attocation at Ltoydminster for a RN Cancer Patient Navigation role who connects and
navigates patients to additionaI resources they require during cancer treatment. The
Community Cancer Centre has an agreement that attows SHA nurses empl.oyed at the
Cancer Centre to work on two Etectronic Medicat Records EMRs, which has been working
wett, but requires additionaI staff time to facititate the cross-border coordination work.

3.5.L.L.3 Key Data Points

Despite establ.ished benchmarks, wait times for oncology services are being exceeded across
at[ tumour groups. Contributing factors include shortages of oncotogists, increased demand,
pharmacy ctearance processes, and poputation growth. Atberta's Future of Cancer Impact
(FOCI) report projects a 36010 increase in new cancer diagnoses by 2A40, rising f rom 23,000 to
37,000 cases annuatty, driven in part by an annuaI poputation increase of approximatety
250,000 in Atberta. Comparabte data was not avaiLable for Saskatchewan, but poputation
increases and aging are atso anticipated to increase cancer diagnoses in Saskatchewan.

Data was gathered on Ambutatory services and their activity tevets at Ltoydminster Hospital..
The most recent data made avaitabte was from 2019/20. The tabte betow shows the 2019120
patient registration activities from the different Ambutatory hospitat areas within the
Ltoydminster Hospital. for those records having the registration type "Ctinic", "Day/Night Care",
and "Therapeutics".

The areas with the highest number of patient demand are "Medicat Speciatty Clinic",
"Physiotherapy", "Diatysis", "Obstetrics", "Cancer Outreach", "Preadmission Ctinic" and
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3.5 .L.L 4Key Relationships

Acute care seruices: closety tinked to ambutatory care, providing care prior to admission and
with post-discharge fottow-ups. Ambutatory care utitizes shared resources within the hospitat
and occupy shared spaces.

Primary care providers: refer patients to special.ty ctinics and provides tongitudinat, ongoing
care for their patients.

Tertiary care centres: renal. and cancer care programs are ctosety tinked with tertiary care
centres, who have the expertise to initiate treatment and provide care ptanning before being
transferred back to community if appropriate.

Community health teams: home care teams support patients who require care beyond the
hospitatvisit. Community mentat heatth teams may aLso support patients experiencing
mentat heaLth chattenges because of heatth chattenges, such as a patient undergoing cancer
treatment.

Diagnostic seruices: Ambutatory care's co-tocation with hospitat tab and imaging services
attows for timety results and care.

Pharmacy seruices: Oncotogy, dial.ysis, and chronic disease management rely on coordinated
medication management.

3.5. L. L.5 Key Challenges

Workforce capacity

Ltoydminster faces workforce capacity chattenges, with chattenges recruiting quatified heatth
professionats rangingfrom nurses, attied heatth, and pharmacists. Workforce capacity
chattenges timit the care that can be provided, with rotes being Left unfitted. Duat-ticensing
requirements in Ltoydminster can create barriers to recruitment and retention. Some
regutatory cotteges have taken steps to ease these chattenges, incl.uding the Al,berta Cottege
of Paramedics and atignment of other continuing competency programs. ln addition, other
regutators are aiso devetoping new modets to support inter-jurisdictional. practice that make it
easier and atso more affordabte to maintain ticensure in muttipte Canadian jurisdictions.

Specla/ist a va i la bi lity

Ll.oydminster has a timited number and range of special.ists avaitabte in community and reties
on visiting and virtual. modets to del.iver care. White this creates chattenges for residents,
resources in both provinces must be efficientty distributed to ensure that there is equitabte
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3.5 .L.2.3 Future Directions

No specific future directions are recommended for ambutatory care in Ltoydminster due to
poor data quatity and lack of feedback indicating a need for rightsizing of service tevets or
shifts in service detivery. However, as the poputation ages and the poputation grows, demand
for services witl increase, particutarty in cancer and renat care. Due to Ltoydminster's Cancer
Care being a 'spoke'within provincial hub-and-spoke systems, system capacity is centratized
and out of the control of Ltoydminster. Cancer care is atso shifting to toward chronic disease
management with peopte tiving [onger with cancer. This requires more team-based care to
support care detivery and system navigation.

Expansion of services and service levets is timited by infrastructure. Existing infrastructure
shoul.d be optimized, such as extended hours for ctinics. The shortage of oncologists and
other medicaI professionals witt tikety continue. The utitization of the futt scope of services of
each profession and shifting responsibitities to areas with higher capacity, such as the
utitization of NPs and RN-ted ctinics woutd strengthen system capacity.

3.5 .L.z,4System I mpacts

With no specific future drrections indicated, there are no resul.ting specific system impacts.
The service detivery modetfor ambutatory care woutd remain the same, with service tevets
scaling with demand as the poputation ages and grows. Provinciat-tevet workforce strategies
shoutd be put in ptace to train, attract, and retain physicians and other heatth professionats,
with strategies to expand and utitize within the existing scope of professions to buitd capacity
and resitience in the system.
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Continuing care capacity, there are a totat of 1 ,327 Type A beds, 4Tgrype B Beds, and 4o
Temporary Stay/Respite Continuing Care beds.

G Continurng Cara Frdiles
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Figure 18 - Continuing Care Beds per 1000 Paputation 75+ by LGA and SAG

3.6. L. L.2Service Model

Continuing care in Ltoydminster operates within two provinciat systems, with each province
responsible for managing its own facilities, beds, and funding structures. Saskatchewan
Heatth Authority (SHA) oversees facitities within Saskatchewan (i.e. Jubitee Home), white
Continuing Care Atberta manages the facitities within Atberta (either directty managed or
contracted).

Etigibitity criteria and admission processes differ provinciaLty. ln Saskatchewan, temporary
heal.th cards can be issued to Atberta residents, attowing immediate admission to facitities
such as Jubitee Home when needed. ln contrast, access to Atberta continuing care requires
individuats to first estabtish Atberta residency and obtain an Atberta heatth card. Admission is
tinked to the province's assessment process, which uses the MDSRI (Minimum Data Set
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within Ltoydminster, there are three continuing care facitities operated or contracted byALA

and one operated by the SHA. ln totat, there are '160 Long-Term Care (Type fuSpeciat Care

Home) beds and 104 Designated Supportive Living (Type B) beds. Of att the Long-Term Care

beds, 110 are in Atberta and 50 in Saskatchewan, white attType B beds are in Atberta. ln totat,
about 800/o of continuing care beds are in Atberta, with the remainder in Saskatchewan.

Type Nspeciat Care Home Bed Benchmarking

Long-term care provision in the City of Ltoydminster is currentty above the nationat

benchmark of 75 beds per 1,000 residents aged75 and older. Across the city, there are 160

beds, which equates to 109.2 per 1 ,000 in this age group. This exceeds the Canadian average

of about 73 per 1,000. At the core service area tevet, there are 304 beds (72.1 per 1,000),

stightty betow the benchmark, white the extended service area has 1,372 beds (86.2 per

1,000), modestty above the benchmark.

The suppLy of beds is uneventy distributed between Atberta and Saskatchewan. Alberta

accounts for 63 percent of Ltoydminster's overal.t poputation and 79 percent of the 75+
poputation, reftecting the stronger benefits and services avaitab[e to seniors. Saskatchewan

hotds a smatl.er share of the senior poputation but has a higher bed ratio compared to its
poputation base.

. Atberta: 110 beds, 76.7 per 1 ,000 residents aged 75+.

. Saskatchewan: 50 beds, 133.3 per 1 ,000 residents aged 75+

Atthough both sides exceed the benchmark, Atberta faces greater pressure due to its much

targer share of the 75+ poputation.

Ltoydminster's Type fuSpeciatCare Home bed to poputation ratio is within the range of
comparator communities:

o Yorkton (1 A4.6 per 1 ,000)
o Prince Atbert (117.3 per 1,000)
. Red Deer {77.9 per 1000)
o Medicine Hat (67.9 per 1 ,000)

At the provincial levet, the most recent ClHl dala (2021) shows Atberta a|54.2 per 1,000 and

Saskatchewan at79.7 per 1 ,000. Both sides of Ltoydminster are above their respective
provinciat averages.

Some other communities with simitar overat[ populations and bed counts demonstrate
significantty tower ratios due to an otder age profite. Penticton, for exampte, has 26.6 beds per

1,000 residents 75 and otder, whil.e Powetl. River has 27 .8 per 1,000. These lower ratios
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Within the community, tinks with patl.iative care, rehabititation, and mental heaLth teams are
essentiaI to supporting residents with comptex or changing needs. At the system tevet,
retationships between Al,berta and Saskatchewan heatth authorities are fundamentat, as
differences in poticy, funding, and reporting must be reconcited to ensure equitabte access.
Effective coordination across these interfaces is criticatto maintaining patient ftow and
ensuring residents receive care in the most appropriate setting.

Specifical.ty, coordination chattenges between Ltoydminster Hospitat and continuing care
providers contribute to sustained Atternate Level of Care (ALC) occupancy. Patients who are
ready for discharge often wait due to differing etigibitity rules, assessment toots, and data
systems between Atberta and Saskatchewan. Eartier discharge ptanning and shared
assessment protocots coutd reduce these detays and improve overat[ patient ftow,

3.6. l-. L.5 Key Cha I lenges

The effective provision of continuing care in Ltoydminster faces several chattenges. The
absence of transitionaI care beds timits options for patients who coutd otherwise recover
function and return home, teading to avoidable tong-term care admissions. Respite capacity
is [imited, ptacing additional. strain on famities and caregivers and contributing to crisis-driven
hospitatizations and continuing care admissions. Workforce shortages, particutarty among
HCAs and LPNs, restrict the abitity to scate services in tine with poputation growth.

lnfrastructure disparities between provinces, with otder Saskatchewan facitities in particular,
timit the quatity and ftexibitity of avaitable spaces. Additionatty, bi-provinciat inefficiencies in

etigibitity rutes, ptacement systems, and reporting requirements compticate coordination and
prolong hospitaI stays. These chattenges cot[ectivety reduce system capacity and contribute
to higher acute care utitization.

Ageing Population

Within the core service area, the poputation aged 65 and over is projected to increase from
10,1 16 in 2O25to 14,549 in2040, growing from 1 4o/olo 190/o of the poputation. The 75+ cohort
wit[ see even sharper growth, nearty doubting f rom 4,368 in 2025 to 7,830 by 2040 (a 79o/o

increase). This demographic shift witl. increase demand for continuing care beds, home care,

and retated community supports. Acute demand witt atso increase, as older patients
represent a [arger share of ALC occupancy.

Growing Residen t Complexity

The poputation of residents entering continuing care facilities is increasing in comp[exity, with
an increasing cohort of younger ctients entering due to acquired brain injury and substance
use. These patients have different medicat needs and skittsets required for management than
older clients, and existing facil.ities and staff are poorly equipped to manage these specialized
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3.6.L.2 Future State
3.6.L.2. lOverview

Continuing care services in Ll.oydminster provide [ong-term residentiat care and community
supports for otder adutts and individuals experiencing chronic conditions. These facitities are
uneventy distributed, with most located on the Atberta side, and etigibitity criteria differ
between provinces, compticating access and coordination. With the poputation of
LLoydminster projected to age significantty over the next 15 years, the demand on continuing
care beds witt increase significantty. The increase required to maintain the same ratio of beds
per poputation 75+ witt be significant, both in Ltoydminster but atso across Atberta and
Saskatchewan.

Gap; An aging poputation and rising resident comptexity are driving increased demand for
continuing care, home supports, and speciatized services. The absence of transitionaI and
respite capacity contributes to high atternate [eve[ of care (ALC) rates and detayed discharges.
Staffing shortages and home care timitations further stowdown hospital. ftow, white
differences in provinciat funding modets and etigibitity criteria create inefficiencies,
duptications, and del,ays in discharge ptanning.

Recommendation for Consideration: A Transitionat Care Unit (TCU) shoutd be estabtished
ctose to Ltoydminster, but not within the hospitat, to atteviate ALC pressures and provide a
restorative environment for patients transitioning out of acute care. Enhancements to intake
and discharge processes such as earty discharge ptanning, embedded coordinators,
standardized assessment toots, and seven-day attied heatth coverage, woutd also strengthen
continuity of care. Reatigning home heatth more ctosety with teams in acute care would atso
improve coordination and patient outcomes. Additionatty, continuing care capacity shoutd be
ptanned for to reftect future demand, re-assessed fottowing a period of TCU operations to
evatuate its impact on continuing care requirements.

Potential System lmpact: lntroducing a TCU woutd reduce sustained ALC occupancy, ease
demand on [ong-term care facilities, and attow patients to transition into more appropriate
settings. Enhanced discharge coordination woutd shorten the median time from ALC
designation to discharge, lower average ALC census, and free up acute care capacity.
Standardized processes and improved interprovinciat cottaboration would minimize safety
risks, reduce administration duptication, and improve continuity of care. Expanding
preventative community supports woutd further reduce reliance on hospitats and long-term
care.

3.6 .L.2.2 Service-Specific Assu m ptions

The future state ptanning for continuing care facitities assumes that the current division of
responsibitities for service detivery wi[[ continue, with ALberta and Saskatchewan continuing
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provinces, issues with data capture and coding practices, operationaI incentives, bturring of
medicaI with social or non-medicat needs, or cutturaI factors.

There is a significant opportunity atso to provide Respite within the TCU, to enabte patients
who are tiving at home to be assessed and connected to appropriate community supports, to
prevent caregiver burnout or crisis-driven admissions to continuing care or acute care. The
system need for transitionaI care is significant, and an investment in evaluation is
recommended to understand the impact of a TCU on acute bed utitization and long-term care
demand.

The TCU shoutd be tocated ctose to Ltoydminster but not within the hospitat, due to the
hospitat's timited space and capacity. The location of the TCU in a less acute environment
may atso be preferred by patients. The TCU woutd require staffing modets that combine
nursing (RNs, LPNs, and care aides)with al.tied heatth supports such as physiotherapy,
occupationattherapy, dietetics, and sociaI work. Recruitment of attied heatth staff woutd be
chal.tenging, and the exptoration of strategies such as tetehealth and shared staffing are
recommended to meet needs. Physician or ideatl.y, Nurse Practitioner oversight may be
provided through dedicated Most Responsibte Providers or on-cat[ models. Speciatized
training woutd be required in dementia care, addictions, and management of comptex
behaviors to meet the needs of Ltoydminster's increasingl.y diverse continuing care
poputation.

Successful implementation of a TCU would depend on strong partnerships with acute care
teams, home care providers, and long-term care facitities. Effective coordination with
discharge ptanners, primary care providers, and atl.ied heatth professionats woutd be centrat
to success. Provinciatheatth authorities in both Al.berta and Saskatchewan must atign referrat
processes and care standards to ensure equitabte access across the city's bi-provinciat
context.

lntake and Discharge Enhancemenfs

lmprovements to intake and discharge processes has been identified as a key priority for
Ltoydminster Hospitatto reduce unnecessary hospitaI stays and reLieve pressure on acute
care capacity. At present, patients often experience detays in discharge due to inconsistent
communication across providers, differing etigibitity definitions between Atberta and
Saskatchewan, and timited weekend or after-hours coverage. These detays contribute to ALC
pressures and create avoidabte congestion in the hospital system. Enhancing intake and
discharge processes is expected to reduce hospitat tength of stay and create smoother
pathways into transitionat, long-term care, or community-based services.

The proposed service shift emphasizes earty, proactive discharge ptanning that begins shortty
after hospitatadmission, and ted by Home Heatth staff. Embedding discharge coordinators
who are part of community heatth teams within acute care woutd enabte ctoser atignment
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AB Type B Continuing Care Beds

Respite Continuing Care Beds

Figure 2A - Projected Type B Continuing Care Eeds

Figure 21- Prajecred Fespife Continuing Care EeCs
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Type B Continuing Care beds wiLt grow from 428to757 beds,
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The Demand Projection resul.ts suggest that LLoydminster's Respite
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3.7. L.f. Current State

3.7 PRIMARY CARE

3.7.l-. L.lOverview

Ltoydminster's bi-provincial nature straddting two provinces has resutted in the devetopment
of two targety independent primary care systems. Primary care is detivered by a mix of
tongitudinatfamity physician ctinics2T, watk-in ctinics, and team-based primary care

supported by provinciatty-funded al.tied staff. The primary care [andscape is heavity

inftuenced by fee-for-service modets for physicians, who often operate out of muttipte private

clinics, many of which are ticensed on the Atberta side. This has ted to weaker connections
between these ctinics and pubtic-sector services, particul.arty those managed by the SHA on

the Saskatchewan side. The onLy SHA-run futt-service famity physician ctinic, Prairie North

PLaza, fitts a criticat gap by offering both scheduled primary care and timited watk-in capacity,

incl.uding after-hours and weekends. However, this ctinic cannot meet current demand atone,

Ltoydminster is served by Ltoydminster Primary Care Network (PCN) on the Atberta side and

by Prairie North Heatth Centre (SHA) on the Saskatchewan side. The Ltoydminster PCN covers

Ltoydminster and the surrounding area and is funded for Atberta patients onty, but in practice

sees Saskatchewan residents as wetl. There are 39 Primary Care Networks (PCNs) in Atberta
that represent more than 3,800 doctors and 1,000 heatth care providers and serve ctose to
3.6 mittion Atbertans. Primary Care Networks are not-for-profit corporations registered under
the Atberta Societies Act, and are independent Legat entities with a joint governance board
with 2 physician members and2 members of Primary Care Atberta. AttLl.oydminster PCN

emptoyees exist within a singte ctinic, with a nurse practitioner and attied professionats
providing chronic disease management, dietician, mentaI heatth therapy, sociaI work, and

other primary care services. The primary focus of PCN retates to chronic disease
management.2s

Within the extended service area, a number of other PCNs provide services, inctuding Kal.yna

PCN (coveringVermition, Vegrevitte, and Viking, Kittam, Hardisty, and Tofietd), Wainwright
PCN, Provost PCN, Cotd Lake PCN, Bonnyvitte PCN, and Laketand PCN (covering St. Pautand
surrounding areas). Many of these PCNs serve communities that straddte the border between
Atberta and Saskatchewan and face simitar challenges related to the interprovinciaI context,
with chattenges retated to information sharing, chattenges with referraI pathways, and

unaccounted patient numbers for funding. As part of the heatthcare reorganization in Atberta,

27As private physician ctinics are independent businesses, their future requirements are not in scope of this

study.
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3.7 .1.L,3 Key Data Points

Atberta has 39 PCNs representing over 3,800 doctors and 1,000 heatth care providers, serving

approximatety 3.6 mittion Atbertans.

The patient attachment rate in the Saskatchewan NW4 Heatth Network, which inctudes

Ll.oydminster and areas around Ltoydminster inctuding Maidstone and Macktin, is very tow

compared to other nearby HeaLth Networks, at 40o/o. Due to the location of Ltoydminster,

residents of each province may receive primary care services in the other province, which wi[[

not be reftected in attachment numbers. As a resutt, attachment rates in Ltoydminster and

other border jurisdictions are not a retiable metric to determine primary care access for the

whote poputation. The two primary care systems do not coordinate and communicate with

each other, creating chattenges in understanding the primary care system as a whote in

Ltoydminster. However, engagement with teadership indicated that in Ltoydminster, primary

care access is a substantia[ chattenge, mirroring what the attachment rates represent.
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Figure 22 - Patient Attachmenf Fafes

3.7.l-. L,4 Key Relationships

Primary Care acts as the first point of contact to the heatthcare system for most residents,
providing comprehensive [ongitudinat care and urgent care through watk-in ctinics. Primary

care is tinked to atl aspects of the heatth system, inctuding:

Acute Care: Primary Care providers is tinked to acute care through the discharge and

provision for tongitudinat care for patients being discharged from the hospitat and managing
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cannot easity access resutts from across the provincia[ [ine, the test is often re-ordered in the
patient's home province. Discharge communication is another area of concern. Atberta
providers frequentty report difficutties obtaining acute care reports from Ltoydminster
Hospitat, a chattenge atso experienced by primary care providers in private clinics without
formatSHA affitiation. These gaps in communication can resutt in incomplete or absent
fottow-up, teading to avoidabte poor heatth outcomes.

Funding Slrucfures and Systemic Barriers

A key systemic barrier to streamtining care is the tack of visibitity across provinciaI bitting
systems. Because each province cannot see the bitting practices of the other, dupticate bitting
is undetected. As a resutt, most ctinics operate on a fee-for-service modet, white publ.icty
funded ctinics are restricted to serving patients from their own province. This arrangement
compticates worktoad measurement, poputation heatth ptanning, and funding allocation, as
patient counts and service utilization are simuttaneousty under-reported and over-utilized
across provincial. boundaries. These challenges are not unique to Ltoydminster and are
shared by many border regions with high rates of out-of-province patients.

Continuity of Carc and Physician Recruitment

The recruitment and retention of famity physicians is another significant chattenge. White this
trend is seen nationatty, it is especiatly acute in rural areas tike Ltoydminster, contributtng to
gaps in Longitudinatcare and increased reliance on watk-in cl.inics. Dua[ licensure and
reporting requirements make recruitment more difficutt, as physicians without prior ties to
Ltoydminster may prefer communities without the added administrative burden. Limited
physician capacity constrains patient attachment as wetl as ptans for urgent primary care,
pushing more patients toward deferred care or Emergency Department use. This contributes
to poor heal,th outcomes, tong ED wait times, and inappropriate utitization of acute care
services.

3.7 .L.2, J- Overview

The future state of primary heatth in Ltoydmlnster focuses on expanded access to primary
care, team-based modet, and improved integration with diagnostic and support services.
Currentty, primary care access is a chaltenge, resulting in gaps in tongitudinat care and
increased retiance on watk-in services, inctuding Emergency Department services.

Gap: Access to primary care is currentty timited in hours and capacity, particutartywith watk-
in and urgent care options, teading to increased reliance on emergency room visits. The bi-
provinciatcontext atso compticates funding, referraI pathways, and information sharing,
creating gaps for cross-border patients. Providers and regutated professionats face duat-

3.7 .3..2 Future State
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Recruitment in regul.ated heatth professionats is expected to remain difficutt, particularty in

areas outside of urban centres. Larger structurat changes in interprovincia[ [icensure

requirements are not expected to change within the ptanning parameters of the Ltoydminster

HeaLth Needs Assessment, which witt continue to add administrative burden and create

chattenges for recruitment. Some streamtining of [icensure processes may occur, but

chal.tenges are tiketyto persist. However, expansion of APP/ARP and contract modets, as wetl

as the growth of NPs as primary care providers, is assumed to ease the strain on primary care

providers with Ltoydm i nster and s u rrou ndi ng com mu n ities.

lnformation sharing chattenges are assumed to persist, creating chattenges for continuity of

care and adding to reduptication of tests and services. This witt continue to add workload to
primary care providers and attied care staff who wittcontinue to be required to devote

additionat time to acquire patient information from providers in the other province.

3.7 .L.2,3 Futu re Directions

Primary Access Clinic

Establ.ishment of a Primary Access Ctinic at an existing primary care site operating in the tate

afternoon and potentiatty earty morning is recommended to meet the gap in after-hours
primary care. Current watk-in ctinics absorb non-urgent issues that might otherwise tand in

the ED, but the avaitabitity and capacitywithin Ltoydminster is currentty timited. Prairie North

Ptaza's watk-in ctinics typicatty operate weekdays from 1-5 pm, and Saturday is reserved for

scheduted practice patients due to timited capacity. Border City C[inic, a private practice,

offers watk-in care six days a week, inctuding Saturday, yet totaL watk-in votumes (15-16

patients/session) remain inadequate for poputation needs. ln comparison, Maidstone

lntegrated Facitity, in a rurat setting, is open B am-8 pm daity; after hours, RN triage and virtual
physician access cover tate arrivats, with tow-acuity ER presentations redirected to the ctinic

when possibte. The inadequate coverage of unscheduted and after-hours care is a direct

contributor to unnecessary ED visits, with parents of young chil.dren often having no

atternative for urgent, but non-emergent, heatth concerns outside of business hours.

It is recommended that the Primary Access Ctinlc be imptemented specificatty in

Saskatchewan, potentiatly at the Prairie North Ptaza Cl.inic, for improved feasibitity integrating

with Emergency Department registration and triage. Low acuity presentations to the ED coutd

be diverted to the PrimaryAccess Ctinic for same-day or next-day appointments, which woutd

ease pressure on the ED, shorten wait times, and urgent improve primary care access.

Extended Primary Care Hours

Limited primary care ctinic hours is a large contributor to high rates of ED use for conditions
that coutd be managed in the community. Extended primary care hours aim to increase

access to timety services and reduce retiance on the ED, particutarty for those who cannot
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competency requirements) coutd atteviate these barriers in the short term, rather than waiting
for broader inter-provincia[ licensure reforms, where the timing and feasibil.ity are uncertain.

Streamtining administrative processes for heatthcare providers hotding duat Atberta-
Saskatchewan licenses woutd reduce barriers to cross-border practice and improve
workforce avaitabitity. Simptified [icensure processes woutd attow providers to begin detivering
care more quickty and reduce detays associated with duatregistration. lmplementation woutd
require coordination through provinciat agencies and poticy atignment; MOH representatives
indicated some work is atready taking ptace in this area, and these efforts shoutd be
resourced and supported to expedite outcomes.

lntegrating Virtua{ A{tied Care inta Team-Based Models

Current attied heatth capacity in Ltoydminster is limited, with gaps in areas such as dietetics,
physiotherapy, sociaIwork, and counseting. lntegrating virtua[ attied heatth services into
team-based primary care modets woutd expand access amidst staffing shortages, as attied
staff coutd be shared with targer centres. Virtuat ptatforms woutd atso altow for continuity of
care across settings and provinces, ensuring that patients with chronic or complex conditions
receive consistent, mutti-disciptinary support without having to rely sotety on in-person
staffing presence. However, it is important to note that regutated heatth professions must
compty with [icensing requirements of the jurisdiction in which a patient is tocated. Funding
models witt need to be exptored in each province, inctuding considerations for the impact on
acute care and provider recruitment, to devetop a business case for these resources.

3.7 ,L.z.4System lm pacts

Systemic interventions, inctuding Primary Access Ctinics, extended primary care hours, APP
and contract physician models, tab cottection integration at the Patient Medicat Home (PMH;
Prairie North Cl.inic in Saskatchewan) site, streamtined duat [icensure processes, and virtuaI
attied care, are interconnected strategies designed to address these structural chattenges.
Primary Access Ctinics aim to absorb non-urgent presentations that woutd otherwise burden
emergency departments. The implementation of Primary Access Ctinics would require
coordination between acute and community leaders, and ideatly invotve technotogy
integration for scheduting patient care for service at the PMH from the acute site.

The estabtishment of extended primary care hours woutd be specific to provinciatty-ted
primary care services. This change woutd need to be supported by additionalfamity
physicians, nurse practitioners, attied heal,th professionats, and administrative staff.
Outcomes would be improved access, reduced ED retiance, and atignment with Atberta's
goats to provide care outside traditional hours as laid out in the province's Modernizing
Atberta's Primary Heatth Care System (MAPS) ptan. Additionat staffing, including famity
physicians and nurse practitioners, woutd be required to support extended hours.
Cottaboration with existing ctinics and providers woutd be required to efficientty manage
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3.8 COMMUNIW CARE

Community care encompasses a broad range of pubticty funded programs and services that
enable peopte to maintain or improve their heatth, wettbeing, and independence within their
homes and communities, thereby reducing retiance on hospitat-based care. These services
inctude home heatth, rehabil.itation and speciatized therapies, sociat and community
programs, pubtic heatth initiatives. Community menta[ heatth supports are often considered
community care; however, this study has separated mental heatth services into its own
section. See Section 3.5 for MentaI Heatth Services.

Within Ltoydminster, community care and primary care are closety integrated, with many
community care functions, such as home care and therapies, reporting through primary
heatth structures. Outside Ltoydminster's municipal boundaries, Atberta Ministry of Primary
and Preventative Heal.th Services has historicatty provided community heatth servlces, though
these responsibilities have recentty been reorganized under new provinciatagencies:Assisted
Living Atberta, and Atberta Primary and Preventative Care.

Under the terms of the bi-provinciat MOU, Saskatchewan is responsibte for the detivery of
community care within Ltoydminster, including home care and pubtic heatth, with Atberta
reimbursing Saskatchewan for the cost of serving Al.berta residents tiving within Ltoydminster.

The adequacy of community care resources across the wider service area directLy affects
hospitat operations and demand on continuing care facitities in Ll.oydminster. Sufficient tevets
of community-based care capacity contribute to decreased demand for acute care,
facititating timety patient discharge, lower ALC occupancy, and detayed admissions into
continuing care facitities.

3.8.1 Home Care

3 .8. L. L . 1 Ove rview

Home care in Ltoydminster is detivered by the Saskatchewan Heatth Authority for atl. residents
of the city, inctuding those tiving on the Atberta side, under the terms of the bi-provinciat MOU.
ln Atberta outside of the boundaries of Ll.oydminster, Assisted Living Atberta provides home
care services inctude nursing, home support, therapies, and case management, with staff
responsible for both community-based care and coordination of hospitatdischarges.

White the structure ensures that att residents have access to home care regardtess of
province, it introduces additionat administrative comptexity compared to singte-jurisdiction
models. Reporting, intake, and coordination must account for two provincial systems, which
can compticate patient ftow and discharge ptanning. Despite these chattenges,

3.8.f..L Current State

128



17500

17000

16500

r6000

15s00

1180

1160

T4A

1124

r ro0

40000

300c0

20000

1000c

0

280

26C

240

22C

200

lBC
202C 2A21 2A22 2C23 2024

,-Flonre Health Contact Hours

(-Horne Health Unique Clients

2A20 2A21 2A22 2A23 2024

(-Home Suppor? Ccntact Hours

(-Home Supporl Unique Clients

Figure 23 - Home Health & Home SupportContact Hours & Unique Clients, Lloydminster SAG

Engagement with teadership and operationat staff were not abte to indicate a reason for the
dectine in home care ctients and contact hours. However, the dectine was not tinked to a
dectine in community need for home care services and are not indicative of future trend
demands, particutarty with the aging poputation of Ltoydminster.

Benchmarking fuLt-time equivatent (FTE) staffing has been used in this assessment to indicate
levets of resourcing in Ltoydminster retative to other communities. The benchmarking exercise
is not intended to recommend specific positions or determine exact staffing numbers.
lnstead, it provides a comparative lens to identify where Ltoydminster may be under-
resourced or over-resourced compared to simitar service areas. lnput from engagement
sessions with tocaI staff and teadership was used to vatidate these benchmarks, ensuring
that the anatysis reftects both the quantitative comparisons and the operationat reatities. This

approach hightights areas and positions where gaps exist, supporting evidence-informed
ptanningwithout prescribing specific staffing modets or staffing increases.

Community Heatth Services in Ltoydminster are detivered by SHA for the entire poputation of
the city. As a resutt, the entire poputation of Ltoydminster has combined with Ll.oydminster

SAG to benchmark community heatth FTE to poputation. Benchmarks have been determined
through averaging FTE ratios in jurisdictions in the Extended Service area to determine average
service levets and comparing the levets to nationat comparators. Due to the interprovincial
nature of community heatth service work, an additionat factor of 10o/o was apptied to account
for additionaI worktoad with bi-provinciaI information sharing and coordination.

Overatl, Home Care was determined to generatly be adequatety resourced from
benchmarking anatysis and engagement. Home Care staffing is stightty betow benchmark
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levets but is projected to require significant increases to staffing as the poputation ages.
Ltoydminster has a lower number of Home Care FTE per 1000 poputation 75+ than Vermition
River County LGA and the average of the extended service area. However, it was not
significantty betowthe average of the SAGs and LGAs identified as the extended service area.
This indicates that in generat, Home Care avaitabitity in Ltoydminster is in tine with regional
avail.abitity.

o Lloydminster City + SAG - 20.53
o Vermition River County LGA (Exctuding Ltoydminster) - 27 .67
o Extended Service Area Average - 21.99.

ln generat, Home Care FTE to poputation ratios are higher in Atberta than in Saskatchewan
Atberta LGAs within the extended service area averaged 30,09 FTE per 1000 75+, white
Saskatchewan SAGs within the Extended Service Area averaged '15.8.
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Figure 24 - Home Care FTE/10A0 Poputation 75+

Comparator communities outside Ltoydminster had a significant range of FTE per poputation
due to varying service levets and mandates.
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. Squamish (2053) :23.69
o Pemberton (205 3): 42.7 4
. Whistter {2053): 12.68
. Powett River {2043}: 12.81

There is no national benchmarkfor Home Care staffing, and Home Care programs vary widel.y
in el.igibitity, scope, and staffing modets. However, a benchmark of 20.0 FTE per 1000 75+ was
identified based on levets seen in comparator communities and vatidated through
engagement, where teadership indicated that home care is generatty adequatety resourced at
present.

The benchmarking shows that at, Home Care staffing to poputation ratios in Ll.oydminster City
are generatty in an adequate range, stightty above the identified benchmark of 20.0 FTE/I000
75+. However, to maintain staffing ratios in the future with poputation aging, an increase in
Home Heal,th and Home Support staffing is required. Within the 1S-year ptanning horizon of
the LHSNA, the poputation 75+ is expected to more than doubte from 2,144 in Ltoydminster
City + SAG to 4,588.

When factoring in onty aging poputation, the FTE to 1000 poputation 75+ ratio is projected to
decrease significantty in the 1S-year future:

. Ltoydminster City: -5.99
o Ltoydminster City + SAG: -9.59
o Extended Service Area average: -12.46

Significant increases to staffing woutd be required to reach and maintain a staffing tevet at
benchmark levets.

Tabte 5' Ltaydminster Community Health Seryrces - FfF Benchmarking

Service Line

Home Care

Cu rrent StateCu rrent State
FTE Ratio

44.42 2A.53

Metric Benchmark FTE at
Benchmark

FTE{I000 75+ 20.a 42.9

Future Projected

Qa4a)
91.8

3.8. L.1.4 Key Relationships

Home Care in Ltoydminster is closety tied to the functioning of the broader heatth system,
with direct impacts on both acute and continuing care beds. lts rote as the primary support
for individuats tivingwith chronic conditions or recovering from hospitatization makes it a
centrat partner across service tines.

toydrninster Community Heatth Services - FTE Benchmarking
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Acute Care and Hospital Servrces: Home Care ptays a criticatrote in enabl.ing safe and timety
discharges from Ltoydminster Hospitat. Home Care provides nursing, rehabititation, and
personal support in the community, retieving pressure on the Emergency Department and
reducingALC. When Home Care capacity is timited, patients remain in hospitattonger,
contributing to congestion and btocking throughput.

Continuing Care Facilifles: Home Care hetps detay or prevent entry into tong-term care by
supporting residents to remain at home safety for tonger. When patients require admission
continuing care facitities, Home Care provides support in bridging the transition between
acute settings a nd tong-term residentiaI ptacement.

Primary Care: Home Care is ctosety integrated with primary care providers, who provide
physician oversight and primary care for clients. Attied staff work with home care teams to
provide care for patients, incl.uding therapies. This coordination attows patients to receive
hotistic, team-based care in the community.

Mental Heatth and Addictions: Many Home Care ctients have co-occurring mentatheatth or
addictions chattenges. These home care ctients are referred to community mentatheatth and
addictions teams who provide services to stabitize patients and treat mentat ittness.

3.8. l-. L.5 Key Cha I lenges

Home Care in Ltoydminster faces a number of key chattenges that constrain its abiLityto meet
current and future demand:

Aging Population

The poputation aged 75+in Ltoydminster is projected to nearly doubte over the next 15 years.
This demographic shift witt significantty increase demand for Home Care. Without
proportionat growth in capacity, more residents witt experience detays in receiving support at
home, increasing the risk of acute admissions and ALC pressures.

Staffing Leyels and Benchmarks

Staffing levels for home care are stightty above benchmark levets. Ltoydminster has a Home
Care staff-to-popul.ation ratio of 20.53 FTE per 1,000 poputation aged75+, compared to an
identified benchmark of 20.0, a [eve[ determined by comparing staffing levets in comparabte
jurisdictions. However, Ltoydminster's unique bi-jurisdictionat creates additionatworktoad for
staff, requiring a higher tevet of staffing to manage the same levet of patient care compared to
singte jurisdiction regions. Additionatty, with poputation aging, the FTE ratio is expected to
dectine sharpLy without substantiaL growth in the workforce.

Rec ru itm e nt a n d Wo rkfo rc e Pressures
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Like many jurisdictions, Ltoydminster faces chattenges in recruiting and retaining quatified

staff, particutarty Heal,th Care Aides and Licensed PracticaI Nurses. Regutatory changes in

Atberta, which witl require HCAs to be regutated under the Heal.th Professions Act by 2026,
may further strain avaitabitity across the bi-provinciat region. Without new recruitment
pipetines and incentives, staffing shortfatts may timit the system's abitityto expand.

Pressures to Decrease Reliance on Acute and Continuing Care Facitities

Home Care is a criticat enabter of hospital. discharges, but [imited staffing and service hours
can detay transitions, contributing to ALC occupancy in acute care. These chatlenges are

compounded by the tack of transitionat care beds or respite capacity in the community, which
forces some residents to remain in hospitat when they cannot yet return home safety.

3.8.L.2. l-Overview

Home Care services in Ltoydminster, detivered by the Saskatchewan Heatth Authority, are
highl,y integrated with primary care, with Prairie North Piaza serving as a central hub for
community-based supports and cottaboration.

Gap: Demand for Home Care is increasing due to an aging poputation, with the 75+ cohort
expected to nearly doubte in the next 15 years. Staffing shortages and recruitment chattenges,
compounded by regutatory changes in Atberta requiring HCAs to be regulated under the
Heatth Professions Act by 2026, further constrain capacity. The absence of transitionaIcare
beds and timited respite options increases reliance on hospitats, extending tengths of stay
and contributing to atternate leveI of care (ALC) pressures. Administrative worktoad is higher
due to navigating both Atberta and Saskatchewan systems.

Recommendation for Consideration: Adjust staffing and resourcing levets to reftect the
administrative demands of a bi-provincialsystem. Atign Home Care teams with acute care
services at Ltoydminster Hospitat to streamtine discharge processes and reduce hospital.
Length of stay. Enhance attied health capacity and expand weekend and after-hours coverage
to support timety discharge and ensure appropriate community-based care.

Potential System lmpacts: These recommendations woutd reduce the number of ALC
patients occupying hospitat beds, ease pressure on acute care and emergency departments,
and shorten hospitat stays. lmproved atignment between home care and hospitai discharge
functions woutd create more retiabte pathways for patients, whi[e expanded attied heatth
capacity woutd support faster recovery and readmissions. Adjusted staffing to account for bi-

3.8.L.2 Future State
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provinciatadministrative workload woutd ensure Home Care services are detivered at a [eve[

comparabte to other jurisdictions in Atberta and Saskatchewan.

3.8 .L.2. 2 Service-Specifi c Assu m ptions

The future state of Home Care in Ltoydminster is shaped by several ptanning assumptions. lt
is assumed that community care services, inctuding Home Care and Pubtic Heatth, woutd
continue to be detivered by Saskatchewan for att residents of the city under the current bi-
provinciaI agreement.

Maintaining benchmark staffing ratios of Home Care ful,t-time equivatents to poputation 75+ is
recognized as a chattenge. Given existing workforce shortages and funding pressures, it is not
expected that staffing levets woutd keep pace with demographic change in a way that fuLty

meets benchmark ratios. However, the general direction is that Home Care nursing and Home
Support staff shoutd 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 Ltoydminster is acknowtedged as important, but it is not within the scope of this
assessment.

3.8 .L.2.3 Future Directions

Right-Sizing Res aurcing Levels fo Reftect Adrninistrative WorkloaC

The detivery of home care in Ltoydminster is uniquety comptex because services are provided
under Saskatchewan's mandate for both Atberta and Saskatchewan residents. This creates
additionat administrative work compared to singte-jurisdiction sites. Future workforce
pLanning shoutd adjust statfing tevets to reftect this increased worktoad, recognizing the
added effort required to operate in a bi-provinciat environment.

Currentty, Home Care resourcing is broadty comparabte to neighbouring jurisdictions when
measured per poputation aged 75+. For exampte, Ltoydminster City + SAG has an FTE/1,000
75+ ratio of 20.5, compared lo 24.13 in The Batttefords SAG. However, Ltoydminster's cross-
border context adds significant comptexity that is not captured in this measure. Future
ptanning must take into account that the same work requires more administrative resources
than in other regions, and resourcing shoutd be increased accordingl.y.

Home Health Team Alignment with Acute Care

Physicatl.y Locating Home Heatth within Ltoydminster Hospitat's acute care services woutd
strengthen cotl.aboration, streamtine discharge, and enhance continuity of care. This
al,ignment woutd enabte reat-time coordination between hospitat and Home Heatth staff,
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improving transitions of care. White the team shoutd remain administrativety managed under
Home Heal.th and Primary Care to ensure consistency across the system, its physical
integration with acute services woutd enhance day-to-day cottaboration.

Pitot programs in other regions have shown that embedding discharge ptanning functions
directty within hospital.s coutd reduce detays and improve system efficiency. ln Ltoydminster,
where patient ftow is atready constrained by Limited continuing and transitional care capacity,
stronger atignment between Home Heatth and acute care woutd support more timety and
coordi nated discharges.

Allied C a re En ha nce menfs

Attied heatth services, such as physiotherapy, occupationattherapy, dietetics, community
paramedicine, and sociatwork, are essentiaI for rehabil.itation, recovery, and maintaining
independence. ln Ltoydminster, attied heatth capacity is timited and often stretched across
acute and community settings. These pressures are compounded by the bi-provinciaI
environment, where staff must navigate different etigibitity criteria, reporting requirements,
and referra[ processes depending on a patient's province of residence.

Future directions shoutd inctude strengthening attied heal.th capacity to provide timety
supports in both hospitat and community settings. Expanding weekend and after-hours
services would reduce discharge detays, white increasing therapy services in the community
would altow more patients to remain at home, easing demand on acute and continuing care
beds. Additionat investment in sociaI work and counseting would hetp patients and famities
manage the comptexity of cross-border care, particutarty for those tlving with chronic itl.ness
or dementia. ln addition, enhanced community paramedicine support inctuding home visits,
care coordination and foltow-ups after hospital. discharges cou[d be very effective in
improving the current atlied care provision if impLemented.

Recognizing the recruitment chatl.enges for these rotes, innovative modets shoutd be
explored. Virtuat care and the use of Rehabititation Assistants supervised remote[y by al.tied
heatth professionats in larger centres couLd expand capacity white maintaining quatity of care.

3.8 .L.z.4System I m pacts

trnpacf of Right-Sized fres ou{cing

Adjusting staffing tevets to reftect the additionaI administrative workload woutd ensure that
Ltoydminster's Home Care teams are resourced appropriately compared to other
jurisdictions. This woutd hetp maintain care detivery standards while addressing the unique
demands of a bi-provincial. system.

lmpact of Horne Hea{th A{ignment with Acute Care
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Cl.oser alignment of Home Heatth with hospitaI discharge functions woutd shorten hospitat
tength of stay, reduce the number of Atternate Level of Care (ALC) patients, and f ree acute
beds for higher-acuity cases. This woutd create more retiabte discharge pathways and ease
pressure on the Emergency Department by improving patient ftow across the system.

lmpact of Atlied Care Enhancements

Expanding attied heatth capacity woutd support faster recovery reduce readmissions, and

improve patients' abitity to remain in the community. Enhanced social work and counseting
services would atso improve navigation of the cross-provinciat system, supporting patients
and famities in accessing timety and appropriate care. Strengthened weekend and after-hours
al.tied heatth coverage woutd reduce detays in hospitat discharge, white expanded
community-based therapy would reduce retiance on hospitat and continuing care beds. The

impact of this change shoutd be evatuated post-imptementation to identify changes to future
bed requirements.

3.8.2 Public Health
3.8.2.L Current State
3.8.2.L 1Overview

Pubtic Health programming in Ll,oydminster inctudes a broad range of prevention and heatth
promotion services detivered by the Saskatchewan Heaith Authority. Core services include
immunization ctinics for chitdren, schoot-based immunization, and travel immunization
programs. Famities are supported through home visits after birth, prenatat education, and
parenting programs, comptemented by nutrition services and dentaI heatth teaching. Publ,ic

Heatth staff atso provide harm reduction supports and inspection services to promote
community safety. Communicabte disease foltow-up is also a responsibitity of Pubtic Heatth
nurses.

3.8 .2.L 2Service Model

Under the Bi-Provinciat MOU, Saskatchewan Heatth Authority is responsibte for the detivery of
Pubtic Heatth services within Ltoydminster. ln Atberta outside of Ltoydminster, Pubtic Heatth
services are delivered by Primary Care Atberta and Preventative Care, with Vermition and
Kitscoty having Pubtic Heal,th Offices. Each of these Pubtic Heal.th offices are staffed with
Public HeaLth nurses who detiver immunizations, school heatth, heaLth promotion, and
maternat, chi[d and famity heatth.

137



Within Ltoydminster, Pubtic Heatth services are primarity detivered out of Prairie North Plaza,
with additionat detivery in schoots, community sites, and through home visits as appropriate.
Ltoydminster's Pubtic Heal.th nursing covers Ltoydminster dnd some other communities
surrounding Ltoydminster, inctuding Lone Rock, Hittmon, and Marshatt. Ltoydminster's Publ.ic

Heatth nurses atso detiver immunization and STBB|work atso serves Al.berta ctients from
Vermition. Audiotogy assessments are not availabte in Ltoydminster. The management of
Pubtic Heatth is tinked to primary care and therapies and are managed under the same team,
facititating strong cottaboration.

3.8 .2.L 3 Key Data Points

3"8. 2.1.3.1 Volume and Client Data

Votume and unique ctient data for immunization were provided for the years 2019 to 2024 as

avaitable. ln 2021, there was a massive spike in adutt vaccination doses administered due to
the COVID-19 pandemic, which has since returned to levets comparable to 2019 and 2020.
White total vaccine doses administered have stayed retatively stabte outside of 2021, there
has been a decrease in vaccine doses administered to chitdren (from 13,625 in 2019 to 9,236
in2024) and an increase in doses administered to adutts (from 2,950 in 2019 to 4,383 in

20241. This is in tine with trends seen national.ty with decreasing rates of chitdhood
vaccination and increases in adutt vaccination fottowing the COVID-19 pandemic.
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Figur* 25 - Num&e r af Vaccine Doses Administered, Lloydminster City + SAG

Unique Maternat Child Heatth ctients (inct. mother and baby) were provided for the years

2022-2024. No strong trends for changes in maternat chitd heatth in Ltoydminster coutd be
determined from the data, which remained retativety stabte between 788 and 807. Outside of
targe shifts in mandate or pubtic heatth emergencies, demand for Pubtic Heatth services are,
and wittcontinue to be, driven by poputatlon growth and shifts.
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3.8. 2.1 .3.2 Public Health FTE Benchmarking

Within Lloydminster City, Pubtic Heatth is primaril.y provided by Saskatchewan for the entirety
of the poputation. Compared to surrounding heatth ptanning jurisdictions in the extended

service area, Ltoydminster SAG and Vermition River County LGA have a Pubtic Heatth FTE to
poputation ratio at a combined 0.26, with the regionat average being 0.26. Saskatchewan has

several Smatt Area Geographies with no dedicated Pubtic Heatth FTE, but a higher
concentration of Pubtic Heatth FTE in hubs such as The Batttefords.

l

J nuUic Health FIE per 1000 Population

Tabl.e 6- Lloydminster Pubtic Health FTE lnformation
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Figure 26 - Lloydminster Pub{ic Heatth FTE per 100A Paputation
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Pubtic Heatth has a wide scope of practice that varies in different jurisdictions based on levet
of service and scope. However, it fatts within the betow, or in the tower end of staffing ratios in
other comparison heatth service ptans:

. Squamish (2053) - 0.24
o Whistter (2053) - 0.40

Though Public Heatth staffing tevets are betow benchmark, the scope of services provided by
Pubtic Heatth differ by jurisdiction and staffing [eve[ requirements are less indicative, and
staffing needs shoul.d be dictated by a community's requirements. To match the average FTE

to poputation ratios of the extended service area, Lloydminster witl. tikety need to increase
PubLic HeaLth FTE from 11 .25 to 13.7 to right-size service levets, with an increase to 1 5.2 by
2040.

3.8 .2.L,4 Key Relationships

Within the heatth system, Pubtic Health ptays a key rote in supporting acute care, primary
care, and community care. lmmunization programs, communicabte disease fottow-up, and
harm reduction services hetp prevent hospitatizations and reduce pressure on acute care
services. Home visits, parenting and prenataI programs, and nutrition initiatives support
maternaI and chitd heatth, ctosety tinking it to primary care and acute obstetrics services.
Publ.ic Heatth inspection services also connect cl.oseLy wlth tocat governments and
envi ron mentaI heatth, ensu ri ng commu nity safety.

3.8 .2.L 5 Key Challenges

A centrat chatLenge for publ.ic heatth services in Ltoydminster is the bi-provincial detivery
structure. Under the bi-provinciat MOU, Saskatchewan is responsibte for Publ.ic Heatth
programs within the city, white Atberta delivers services in surrounding communities. This sptit
compticates workforce ptanning, recruitment, and retention. Licensing requirements differ
between provinces, and pay disparities atso contribute to staffing pressures, as
compensation is generatl.y higher in Atberta than Saskatchewan.

Program variation is another significant issue. ln many smatter Atberta communities, a

broader range of Publ,ic Heatth services is avaitabte compared to similar centres in

Saskatchewan, creating inequities in access across Ltoydminster's wider service area. These

differences in funding, program scope, and workforce structures increase comptexity in

pianning and service detivery and coutd timit Ltoydminster's abitity to operate as a futty
integrated regionat hub for Publ.ic Heatth.

One specific service gap identified in engagement was well-babyvisits during the postpartum
period, to ensure newborns are thriving, feeding, hitting devetopmentaI mitestones, and
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parents have the ctinicat and non-ctinicat resources they require' This gap was noted to

increase risk particutarty amidst primary care access chattenges in:!o.y.d::::: and in termS

of a prevention approach, earty intervention in chattenges with newborn care is critical as

issues can escatate raPidtY'

lnformation-sharing is chattenge that shared by the whote heatth system in Ltoydminster'

There are gaps in surveittance, immunization tracking, communicabte disease fottow-up' and

continuity of care for individuats who cross between the two provinciatsystems. This creates

additionat administrative burden for providers and timits the abitity to coordinate regionaI

Pubtic Heatth responses effectivety'

3.8 .2,2.LOverview

pubtic heatth services in Ltoydminster are detivered with Saskatchewan responsibte for

programs within the city and Atberta serving surrounding communities'

Gap: The bi-provinciat detivery modeI increases administrative worktoad and staffing

pressures. Variations in program avaitabitity between provinces contribute to inequitabte

access, and gaps in information sharing hinder regionat coordination of pubtic heatth

responses. Famities that do not have consistent primary care attachment face barriers to
preventive services, inctuding we[t-baby visits and earty devetopmentaI surveittance.

Recommendation for Consideration: Adjust staffing levets to reftect the additionat
administrative worktoad associated with the bi-provinciaI system. Expand pubtic heatth's rote

in wett-baby visits to comptement primary care, particutarly for famities without regular
access to a physician or nurse practitioner. lntegrate these visits with postpartum home
visiting, parenting programs, immunization fottow-up, and earty chiLdhood heatth promotion
to ensure consistent screening and support.

Potential System lmpacts: Expanding preventive services would improve access, quaLity, and
coordination of care for infants and famities, strengthen earty identification and intervention,
as wetl as enhance immunization coverage. This shoutd create a more comprehensive safety
net and reduce retiance on acute care.

3.8 .2.2. 2 Service-Specifi c Assu m ptions

Future pl.anning for pubtic heatth services in Ltoydminster assumes minimat shifts in service
mandate, with the exception of expanding chitd and maternat heatth to inctude wett baby
visits. Saskatchewan Heatth Authoritywoutd continue to detiver atl. pubtic heatth services

3.8 .2.2 Future State
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within the city for both Atberta and Saskatchewan residents under the existing MOU, white
Atberta Primary and Preventative Care woutd remain responsibte for detivery in Atberta
commu nities outside of Ltoydminster.

Ltoydminster Pubtic Heatth staff are assumed to continue del.ivering some immunizations and
STBBI work to Atberta residents in Vermition. With minimat major shifts in service mandate
and responsibitities, the growth in resourcing required is tied to poputation growth. With
poputation growth projected by both provinces to be minimaL in Ltoydminster and the
surroundingarea over the 1S-year horizon, increase in demand for pubtic heatth services is

also expected to be minimat.

3.8 .2,2.3 Future Directions

Right-size Reso urcing Levels to Reflect Administrative Workload

The bi-provinciatcontext of Ltoydminster adds additionatreporting, coordination, and intake
requirements compared to singl.e-jurisdiction communities. Future ptanning shoutd adjust
staffing levels to reftect this increased administrative worktoad. This woutd reduce
botttenecks in program detivery and altow fronttine staff to dedicate more of their time to
direct pubtic heatth activities.

White the service scope in Ltoydminster is consistent with what is offered in each respective
province, the cross-border environment introduces unique administrative burdens that are
not present in other communities. These additional, requirements must be recognized in
workforce planning, with resourcing adjusted to account for the extra effort needed to deliver
the same programs.

Public Health Well Baby Tisifs

White primary care providers currentl.y tead routine weti-babyvisits in Ll.oydminster, expanding
pubtic heatth's role in this service coutd hel.p address access gaps for families without
attachment to a physician or nurse practitioner. Detivering wett-baby visits through pubtic
heatth would buitd on existing postpartum home visiting and parenting programs, ensuring al[
infants receive consistent heatth screening, developmentaI survei[tance, and immunization
fol,tow-up in the criticaI earty years.

This expanded rote would not replace physician-ted care, but provide a comptementary
service, particutarty for famities who face barriers to accessing primary care. lt woutd also
strengthen integration between immunizatlon programs, parenting supports, and early
chiLdhood heaith promotion. Staffing levels would need to be right sized to support this
broader scope, but modest expansion coutd improve equity of access and ensure that no
infants fatl. through the cracks in the current system.
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3.8 .z.z.4System I m pacts

Right-sizing pubtic heatth staffing to reftect the bi-provinciat administrative worktoad woutd
improve access, quatity, and coordination of services in Ltoydminster. AdditionaI resourcing
woutd al.l.ow pubtic heatth teams dedicate more of their time on publ.ic heatth activities and
heatth promotion.

The addition of pubtic heatth-detivered wett-babyvisits woutd strengthen earty identification
and prevention for infants and famities who may not have retiabte primary-care attachment.
Structured fotlow-ups woutd improve immunization comptetion rates and improve outcomes
for infants. They woutd atso enhance continuity across postpartum, parenting, nutrition, and
community mentat heatth programs, creating a more comprehensive safety net for famities.
This is atso expected to reduce retiance on acute care by enhancing preventative care and
improving pubtic heaLth more broadty.
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3.9 MENTAL HEALTH SERVICES

MentaI heatth and addictions services are timited in both community and inpatient settings.
Under the Bi-Provincial. MOU, SHA is responsibte for menta[ heatth and addictions within
LLoydminster. Recovery Atberta detivers community mentaI heatth services outside
Ltoydminster's boundaries within Atberta, inctuding the neighbouring communities of Kitscoty
and Vermition. Saskatchewan and Atberta jointty fund Thorpe Recovery Centre, a detox and
addiction treatment centre [ocated in the hamtet of Btackfoot, Atberta, 10 kitometres west of
Ltoydminster. Outpatient services are provided to those who have compteted the residentiaI
program, incLuding case management, outpatient assessment and treatment, short-term
therapy, and addiction counsetling.

Ltoydminster HospitaI does not have psychiatric beds and must refer acute cases to [arger
centres in Alberta or Saskatchewan, such as Battl,efords Union Hospitat in North Battleford
(SK) or CentenniatCentre for Mentat Heatth and Brain Injury in Ponoka (AB). There are [imited
psychiatry services in Ltoydminster due to a lack of psychiatrists, which creates chaltenges for
emergency room psychiatric presentations and extending hospitaI stays when psychiatrists
are not avaitabte.

The provinciat divide creates chattenges retated to certification and invotuntary admission and
treatment under Atberta's MentaI Heatth Act and Saskatchewan's Mentat Heatth Services Act.
lf someone is apprehended under Alberta's Mental Heatth Act, they cannot be brought to
Ltoydminster Hospital because it is not a designated facitity under the Act, and is not tegatty
approved to receive, assess, or detain a person lnvotuntaril.y under those provisions. As a
resutt, those apprehended must be transferred out of the community to a designated facitity,
the nearest of which are in St. Paut, Edmonton, or Ponoka.

3.9.1 Eme ncy and ln atient Mental Health

3.9 .L.L. LOverview

Mental Heatth and Addictions presentations are a growing share of activity at Ltoydminster
hospitat, with the Emergency Department acting as a point of first contact for peopte with
acute mentaI ittness. The emergency department manages approximatety 300 mentaI heaLth
presentations each year, but there are no dedicated psychiatric beds at Lloydminster
Hospitat. Those requiring admission are transferred out of community, most often to
Batttefords Union Hospital in North BattLeford (SK) or facitities in Atberta such as CentenniaI
Centre for MentaI Health and Brain lnjury in Ponoka. The absence of [oca[ inpatient capacity

3.9.L.L Current State

144



resutts in the ED acting as a hotding environment for patients in crisis, which contributes to
congestion and safety risks for patients and staff.

Additional.ty, the bi-provincial. jurisdiction creates chatlenges due to requirements of each
province's respective MentaI Heatth legistation. Under Atberta's Mentat Heatth Act, potice

may apprehend and transport individuats to an Atberta-designated facitity if they bel,ieve it is
necessary to prevent harm or if the individuat is unabte to care for themsetves. However,
Ltoydminster Hospital. is not a designated facitity underAtberta's Mentat Heatth Act. As a
resutt, patients apprehended within Al.berta must be transferred to St. Paut. With a round-trip
journey exceeding 3 hours exctuding time required to process the patient, significant pol.ice

resources are utitized for apprehensions and transportation of mentat heatth patients.

3.9. L. L.2Service Model

Within Ltoydminster, Mental Heal.th care is detivered by SHA under the bi-provinciat MOU. ln
practice, care is detivered through a combination of [oca[ and regional resources due to the
tack of tocat psychiatric beds. Within Ll.oydminster Hospitat, physicians in the Emergency
Department provide initiat stabilization, supported by an on-cal.t psychiatrist based tocal.ty

and additionaI virtuaI support through North Battl.eford. There is currentty one psychiatrist in

the community, which limits capacity within the ED. ED physicians at Ltoydminster Hospital.
are not emergency-certified and often Lack the confidence to manage psychiatric
presentations, preferring to consutt with psychiatry. Patients in crisis sometimes must wait
severalhours in an unsecured ED space to see the on-catl psychiatrist.

Once patients are stabitized, treated, or reteased at the ED, the psychiatrist woutd refer the
patient to outpatient services or to inpatient psychiatric facitities. The most common referraI
sites are Batttefords Union Hospitat in North Battteford (SK) and Centennia[ Centre for Mental
Heatth and Brain lnjury in Ponoka (AB). White this modet ensures appropriate care coutd be
provided at resourced facitities, the retiance on inter-facitity transfers and chattenges with
tocaI psychiatrist avaitabiLity adds strain on the emergency department's resources. Atberta
and Saskatchewan atso jointty fund beds at Thorpe Recovery Centre, located in Btackfoot,
Atberta, which offers medicatty supported detox and inpatient addictions treatment.

lf patients are released, they are connected to community mentaI heatth teams who provide
fottow-up care after discharge. However, the bi-provincial, jurisdiction creates chattenges in
continuity of care and information sharing. lnformation from Atberta facitities is not
accessibte to Saskatchewan's community mentaI heatth teams, requiring additionatwork to
coordinate discharge ptanning and to coordinate care.
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3.9 .L,L 3 Key Data Points

Ltoydminster does not have designated inpatient psychiatric beds and utitizes regionaI beds
to fittthis need. Atberta and Saskatchewan both have [arge centratized psychiatric hospitats,
Centennial Centre for Mental Heatth and Brain lnjury (CCMHBI) in Ponoka, Atberta, Atberta
Hospitat Edmonton, and Saskatchewan Hospitat North Battteford, Saskatchewan, each with
over 280 psychiatric beds. However, the rotes these facitities ptay in their respective systems
differs. CCMHBI is a muttimodatfacil,ity that offers treatment for acute mental heatth and
addictions, concurrent disorders, and brain injury, white Saskatchewan Hospitat North
Battteford provides long-term psychiatric rehabititation and secure forensic mentat heaLth
services for individuats with comptex needs. As a result, transfers to Saskatchewan HospitaI
North Battteford are limited to more comptex cases, white CCMHBI is used as a transfer site
for more patients from Ltoydminster.

Smaller sites in the region al.so pl.ay a rote in the system, incLudlng St. Therese St. Paut
Healthcare Centre in St. Paut (12 beds), which is geographicatty the ctosest hospitaI designed
by Alberta's Mental Heatth Act. ln Saskatchewan, Battlefords Union Hospitat (22 beds) is the
closest facitity with psychiatrlc beds to Ltoydmlnster and is highty utilized for transfers.
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Figure 27 - Psych Beds By Region

Key data points retated to MH retated hospitat vlsits were gathered f rom DAD extract data
which showed the votume of ED visits, acuity, LOS, and facitity use and transfer patterns:

Mental Heatth (MH) rel.ated ED visits constituted roughLy 4o/o of the totaI Lloydminster
ED visits in 2024/25 (or -1 ,000 annuat ED visits), with hatf of these MH-retated ED

o

o
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o

visits being for CTAS 4 and 5 patients. For patients with a MH diagnosis, Ltoydminster
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

visits for CTAS 4 and 5 patients was 400lo).

ln 2023/24, there were 299 patients who were residents of the core service area who
utitized hospitaLs outside of Ltoydminster for MH-retated reasons. Of these, few were
transferred to Saskatoon or Regin a (5o/o and 3o/o respectivety), largety utiLizing facitities
in North Battteford, Edmonton Zone (28o/o), and Centrat Zone (21o/o).

ln 2023124,1 1 5 MH diagnosis patients stayed overnight at Ll.oydminster Hospital. 49
of these patients were there for substance abuse retated reasons.

'n2023124,36 Ltoydminster resident patients who visited facitities within the service
area were admitted and discharged within 72 hours.

o

o

3.9. L. L.4 Key Relationships

Emergency and inpatient mental health care in Ltoydminster reties heavity on regional
resources due to the absence of psychiatric beds at Ltoydminster Hospital and the hospitat's
tack of designation under Atberta's Mental Heatth Act. Linkages with potice and EMS services
are atso key, given the retiance on transfers out of Ltoydminster and potice acting as first
responders to mentaI heal.th crises.

Within Ltoydminster Hospitat, the Emergency Department works ctosety with community
mentat heal.th teams for discharge ptanning, white community mentatheatth teams have key
rel.ationships with the other acute sites in Atberta and Saskatchewan that have psychiatric

beds to ensure continuity of care.

3.9 .L.L 5 Key Challenges

The provision of emergency and inpatient psychiatric care in Ltoydminster is chal.tenged by
severat factors. Psychiatric capacity is timited, with onty one psychiatrist in the community
who manages their own private practice and attends the hospital on an on-cat[ basis. This
creates gaps in avaiLabitity, particutarty on weekends, leading to tong waits and increased
strain on the emergency department who must attend to and manage patients who may be
out of their scope of practice or comfort levets. This contributes to extended tength of stay for
patients waiting to be seen by a psychiatrist. Recruitment of additionatpsychiatrists has been
difficu[t, part of a targer heatth human resources crisis nationatty, particutarty in ruratareas.
Additionatty, ED nurses at Ll,oydminster Hospitat often do not have the confidence, training, or
resources to manage psychiatric presentations.

The absence of inpatient psychiatric beds is a major gap, teading to a retiance on regional
facitities for inpatient care. AtL psychiatric admissions require transfer out of the community,
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which detays access to treatment and disrupts continuity of care. The bi-provinciatcontext
adds chaltenges to discharge processes, with community mentat heatth teams and primary
care providers in Saskatchewan unabte to easity access information from patients being
discharged from inpatient care in Atberta.

Emergency Department staff atso face operationatchattenges in managing mentat heatth
presentations within the generat ED environment. There is no dedicated psychiatric space
other than an observation room, which raises safety risks for patients and staff and
contributes to congestion and tength of stay. Additionatty, there is currentty timited diversion
and management in community due to the tack of integrated mental heatth and potice
responses to crises, I'eading to ED presentations being the defaul.t for mentaI heatth crises in
community.

Atthough the Thorpe Treatment Centre does provide medicat monitoring, there have been
cases where patients have spent 1-3 days in inpatient units before they are stabte enough to
be transferred to SLim Thorpe or another treatment facil.ity. Staff in inpatient units are not
usuatty trained in medicaL detox management and the trauma-informed approach sothese
patients require, and votumes are not substantiat enough for the medicat inpatient staff
resources to devetop a critical mass of these skittsets.

3.9 .1.2. lOverview

MentaI Heatth and Addictions presentations are an increasing proportion of visits to
Ltoydminster Hospitat. The Emergency Department manages approximatety 1000 MHA
presentations annuatly, yet there is no dedicated space to provide stabil.ization for these
patients. Current processes rety on ad hoc observation in an existing observation room within
the ED, which raises safety concerns, protongs wait times, and del.ays appropriate care.

Gap: Psychiatric services are timited with onty one community psychiatrist avaitabte on an on-
catl basis, teading to tong waits, increased stain on the ED, and avoidabte transfers.
Recruitment of psychiatrists has been chattenging. The ED tacks a dedicated psychiatric
space, with care confined to a singte observation room raising risks for patients and staff.
Additionatty, the initiat stage of substance use withdrawat is typicatty managed in inpatient
beds, without the required expertise or trauma-informed approach. At the community leve[,

30 Almost two'thirds of adults are exposed to at least one potentially traumatic event at some point in their
lives. A smaller but still significant minority will go on to develop PTSD (-8./d (Source: Survey on Mental
Health and Stressful Events, Statistics Canada, 2028)
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timited integration between mentaI heatth services and potice responses means the ED

remains the defauLt point of entry for lndividuats in crisis.

Recommendation for Consideration: Estabtishing a MentaI Heal.th Short Stay Unit (MHSSU)

woutd create a secure, dedicated environment where patients in crisis coutd be stabitized,

observed, and connected to ongoing care. Ensuring adequate 2417 coverage through the

addition of five FTE positions and targeted upskitting of existing staff. lncrease training and

support for ED physicians to strengthen their abitityto manage psychiatric presentations

effectivety. Access to VirtuatOpioid Dependency Programs (VODP) and Virtuat Rapid Access

Medicine (VRAAM) coutd atso be utitised in this MHSSU, subject to cross-jurisdictionaI
chattenges.

Potentiatsystem lmpact: A MHSSU witt bridge the gap between emergency stabltization and

tonger-term psychiatric care, atigningwith provinciaI priorities to expand community-based
and intermediate mentaL heatth capacity, white atso reducing retiance on transfers to tertiary

centres. Projections indicate that Ltoydminster woutd need to accommodate approximatety

two dedicated psychiatric SSU beds by 2040, representinglOOo/o growth over 2024 levets.

3.9 .L,2. 2 Service-Specifi c Assu m ptions

The Ltoydminster Hospital. currentty has 0 dedicated Mentat Heatth lnpatient beds. However,

on a busier day in 2024125, there was typicatty 1 psychiatric diagnosis patient utitizing
Ltoydminster Hospitat lnpatient beds.

The catend ar year 2024was setected as the basetine period to drive the future state
projections for this area (due to data avaitabitity [imitations in the provided Discharge Abstract

Data for the more recent timeframe). Aside from accounting for poputation growth and

ageing, the lnpatient bed projection model atso considers the fotl.owing potentiat future state

service shifts and the resutting impact on the projected Mentat Heatth lnpatient bed demand:

Estabtishing a short-stay MentaI Heatth stabiLization area would attow for care to be

provided for the current Ltoydminster hospitaI MH and SU patients for the first 48
hours of stay as wett as those Ltoydminster resident MH patients currentty attending
nearby facitities - or in the case of SU patients, in inpatient beds - for short-term care

who coutd be repatriated and better served at Ltoydminster Hospitatin a dedicated
area.

o

The future state of emergency and inpatient mental heatth in Ltoydminster is shaped by

severaI additionat ptanning assumptions. lt is assumed that Ltoydminster Hospitat woutd
continue to operate under Saskatchewan tegistation and therefore woutd not be designated
under the ALberta Mental Heal,th Act. As a resutt, certification and admission pathways for
Atberta residents woutd remain dependent on transfer to facitities in Atberta, whil,e

Saskatchewan residents woutd continue to be admitted under SHAs Legistative framework.
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The bi-provinciaI environment is assumed to remain a defining feature of service detivery.
lnformation-sharing chattenges, differing tegistation, and duat-ticensing requirements woutd
continue to compticate care, requiring detiberate ptanning for cross-jurisdictionaL
coordination.

Staff recruitment is expected to remain an ongoing chattenge. Psychiatrist and psychiatric
nursing recruitment is assumed to continue to be a significant chal.tenge, particutarty in a rurat
setting, which has been historicatty difficutt. Workforce shortages woutd tikety constrain the
abitity to expand locat services and woutd continue to necessitate the use of remote
psychiatry, teteheatth, and consuttation arrangements with North Battteford and other
centres.

No true inpatient psychiatric beds are recommended for Ltoydminster at this time, aside from
the SSU beds. Batttefords Union Hospitat currentty provides inpatient psychiatric care for the
region, with avaitabte capacity, though it aLso faces staffing chattenges. Adding psychiatric
beds in Ltoydminster is not considered feasibte given the costs, recruitment difficutties, and
potentiaL underutitization. lnstead, it is envisioned that Ltoydminster woutd continue to rety on
inter-facitity transfers for patients requiring admission, with North Battteford, ponoka, and
Edmonton serving as primary destinations.

Community-based solutions, such as the devetopment of a PACT and expanded outpatient
services, are assumed to be a centraI part of the future modet to reduce avoidabte ED
presentations and retiance on hospitat-based care. These initiatives woul.d require strong
coordination between Saskatchewan community mental. heaLth services, Recovery Atberta,
and the RoyaiCanadian Mounted Potice (RCMp),

3.9 .L.2.3 Future Directions

Mental Health Shorf Stay Unit {MHSSUI

The creation of a designated Mentat Heal.th and Substance Use Short Stay Unit (MHSSU)
w.ithin the Emergency Department woutd strengthen both patient care and ED operations. By
converting the existing observation unit into a secure, specialized space, the MHSSU woutd
provide timety access to psychiatric assessment, safe management for patients in crisis, and
short-term stabitization and observation for up to 48 hours. This coutd enhance patient and
staff safety, improve quatity of care, and support smoother patient ftow by reducing ED
congestion.

ln addition, having two dedicated short-stay inpatient spaces to stabitize mentat heatth
patients coutd significantty improve care, given the current votume of patients presenting to or
transferred from Ltoydminster Hospitat for psychiatric services. Patients woutd have the
opportunityto be connected to appropriate tocatcommunity services without the
destabitization that occurs with a transfer, when cl.inicatty appropriate.
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Locating the MHSSU within the ED is recommended for a number of reasons' The ED is

atreadyihe first point of entry for menta1 heatth and substance use crises and woutd not

change in the future. By tocating the MHSSU within the ED, physicians and nurses coutd atso

gain experience, comfort, and competencyto manage psychiatric and withdrawat

presentations. with additionat support from a psychiatric nurse, there are increased

efficiencies concentrating the skittset among this smatter pooI of staff '

To operatio nalizea MHSSU, 24/7 coverage of the ED by a psychiatric nurse is required to

ensure that staff have sufficient expertise to provide care for psych presentations' To

sufficientty staff a 2417 role,an additional, -5 FTE woutd be required to account for vacation,

sick leave, and other factors. Recruitment of psychiatric nurses is expected to remain

chal.tenging, and true 2417 coverage may not be feasibte. Upskitting of existing staff in

psycniairic and withdrawat management care woutd be required to increase the competency

and comfort of a1, staff in handting psychiatric presentations. lncreasing the comfort and

competency of ED physicians is particutarty important to ensure timety and appropriate care,

reducing dependence on on-ca[t psychiatry, which is assumed to continue to be difficutt to

recruit. The CanREACH program in Atberta coul.d be used as a modetin upskitLing ED

physicians, but modified for adutt mentat heatth care.

The additional. Short-stay MH inpatient capacity, the hospitat woutd tikel.y draw in additional

ED patients who are currentty receiving care in other Ltoydminster service area hospitats.

Based on the stakehotder engagement in this project, it was determined that this woutd tikety

resutt in an +3070 increase in ED Mentat Heatth visits annuatty given Ltoydminster's tocation
and needs within the community. Other ED visits are assumed to be unaffected by this
change.

3.9 .L.2.4Systern I m pacts

At the regional levet, the MHSSU coutd estabtish a tink between emergency stabitization and
longer-term inpatient psychiatric care. lt cou[d atso atign with provinciat priorities to expand
community-based and intermediate mentaI heatth and addictions capacity, reducing the
need for transfers to tertiary centres and attowing more patients to receive care ctoser to
home.

The success of the MentaI Heatth Short Stay Unit woutd depend on strong partnerships
across the [oca[ and regionat heaLth system. Within the hospital, the unit woutd be ctosety
tinked to the Emergency Department, providing a dedicated pathway for patients requiring
psychiatric and withdrawat stabitization white retieving congestion in acute care spaces.
Cottaboration with inpatient units and attied heatth teams, particutarty sociatwork, addictions
services, and occupational therapy, woutd be essentia[ to ensure safe transitions of care and
conti n uity beyond he 24-to-48-hou r sta bi tization peri od.
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lntegration of the MHSSU with community-based providers on both sides of the provinciat
boundary are atso important. Atthough Saskatchewan provides community mentaI heatth
services within the boundaries of Ltoydminster, peopte who present at Ltoydminster HospitaL
may reside in Alberta outside of Ltoydminster, which is serviced by Recovery Atberta.
Coordination with RecoveryAtberta, Saskatchewan Addictions Services, and primary care
ctinics is essential to ensure timety fottow-up after discharge.

VirtuaI psychiatry and teteheatth supports woutd extend speciatist capacity and supptement
locat services and upskitted generatist staff. Maintenance and strengthening of referrat
pathways with psychiatric facitities in North Battl.eford as wett as tertiary psychiatric facitities
in Saskatoon, Ponoka, and Edmonton woutd atso be required for patients requiring additionat
inpatient psychiatric care.

Based on stakehotder engagement with hospitat leadership, it was determined that access to
a MHSSU woutd likety result in a +30o/o increase in ED Mentat Heatth visits annuatty given
Lloydminster's location and needs within the community. This contributes to an estimated
+2,163 ED visits annuatly by 2A40.
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Figure 28 - Praj*cted ED Vr'sifs

Based on the assumptions identified above, Ltoydminster Hospitatwitt need to accommodate
approximatety 2 dedicated Mentat Health SSU lnpatient beds by 2O4O. This is equivatent to
approximatety +1 additionat lnpatient bed in use per day, or a +100% growth in the occupancy
adjusted utitization beyond what was seen in 2024.
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Figure 29 - Projected Mental Health Accupancy Adj, Uti{ization

3.9.2 Communi Mental Health

3.9.2.L LOverview

Community Mental Heatth within Ltoydminster is detivered by SHA for atl Lloydminster
residents. Services are provided by Recovery Atberta for Atberta residents outside
Ltoydminster's city timits. Services are provided through two main sites, Lloydminster Mental
Heatth and Addictions Services tocated near Ltoydminster Hospitat, and Prairie North Plaza. A
range of teams operate from these sites, inctuding adutt services, chitd and youth programs,
community menta[ heatth nursing, and a community recovery team. Together, they provide
counsetting, psychiatric referrats, group programs, and case management for ctients with
comptex or long-term needs.
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The absence of inpatient psychiatric beds in Ltoydminster means that patients requiring
admission are transferred out of community, such as to Batttefords Union Hospital in
Saskatchewan or designated Atberta facitities. This retiance on externat centres adds to the
importance of community-based resources in managing ctients tocatty. White the modet
ensures access for both Atberta and Saskatchewan residents, staffing levets are wetl betow
benchmarks observed in comparabte jurisdictions, timiting the abitity to consistentty meet
demand.

The Demand Projection resutts suggest that Ltoydminster's Mental
Heatth OccupancyAdj. Utilization wi[[ growfrom 1 to 2 beds,

h of +1 bed, +1 OOo/o from 2024Lo 2040a

3.9.2.! Current State
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3.9.2.L 2Service Model

Community mentaI heatth services in Ltoydminster are detivered by the SHA. Services are
delivered from two locations: Ltoydminster Mentat Heatth and Addictions Services, located at
a site near Ltoydminster Hospitat, and Prairie Nofih Plaza.A number of teams detiver services,
inctuding Adutt Mentat Heatth & Addictions, Chitd and Youth Mentat Heatth & Additions,
community mental heatth nursing, and a community recovery team. Together, these teams
provide individuatand couptes mentat heatth counsetting, psychiatrist referrats, chitd and
youth counsetl,ing, chitd and youth anxiety group, and case management for Long-term
menta[[y itt ctients.

Etigibitity and intake processes are coordinated through SHA systems, with Atberta residents
accessing services in the same way as Saskatchewan residents within Lloydminster city
timits. The bi-provinciat context adds comptexity for referrats, fotl.ow-up, coordination of care,
and information sharing, particutarty for patients who move between acute, community and
primary care. For example, patients requiring inpatient psychiatric care coutd be referred to
facitities in Atberta or Saskatchewan, but information on care provided and discharge
ptanning from an Atberta facitity may not easity accessed by community mentat heatth teams
in Ltoydminster.

3.9 .2.7..3 Key Data Points

Between January 1 ,202A, and December 31 ,2A24, the Ltoydminster Royat Canadian
Mounted Pol.ice (RCMP) handted a totat of 2,626fites associated with the MentatHeatth Act.
A fite is ctassified as retated to the Mentat Heatth Act if it inctudes any of the fottowing
categories:

Mental Health Act- Offences Only: lncidents invotving criminal offences directty
retated to mentatheatth issues.

Mental Health Act - Other Activities: Fites where RCMP invotvement pertains to other
activities under the MentaI Heatth Act, that are not exctusively offences.

Form 7 0 Apprehension ' lncidents where an individuat was apprehended by taw
enforcement under Form 1 0 of the Mentat Health Act, typicatty for psychiatric
evatuation or treatment at a designated facitity under the Mentat Heatth Act.

A breakdown of the scorings retated to the Mentat Heatth Act is found In the graph betow.
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Figure 3A - Lbydminster RCMP MHA Retated Scorings

This demonstrates a trend of an increase in Mentat Heaith Act ca[[s that are not exctusively
offences. These vo(umes suggest demand for one PACT team.

The stacked area chart betow shows the timetine of when al.t Mentat Heatth Act retated fites
were generated bythe Ltoydminster RCMP in2024, inctuding hours of the day, and days of
week.
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Mentat Health Act Retated Fite Generation Times (2024\
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Figure 31 - Mentat Heatth Act Retated File Generatian Times

Notabty, Thursdays had the highest number of fites generated, white Sundays recorded the
fewest. Most issues occur between 3pm and 11pm.

A benchrnarking exercise was compteted to show at an indicative tevet the tevetof community
menta[ heatth resourcing retative to other jurisdictions. Ltoydminster SAG has 19.5
community mentaI heatth FTE that atso serve the Atberta residents of Ltoydminster City.
Within the core service area, St. Watburg and Maidstone SAGs do not have community mentat
heatth FTE, white Vermition River County LGA has their own MHA team that serves that
j urisdiction outside Ll.oydm inster.

ElEpeilS-00^popr=da-tron

. Ltoydminster City + SAG:0.43

. Vermition River County (excluding Lloydrninste rj: A.41

Estabtishing an appropriate benchmark for community MHA staffing for Ltoydminster requires
consideration of many factors, inctuding comptexity and acuity of patient poputations,
provinciatcontext, and other factors. Community MHA staffing levels in Ltoydminster are low
compared to current or ptanned tevets in comparator communities, inctuding the Batil.efords,
Squamish, and Powetl River:
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o The Batttefords (2024: 1 .1 1

. Squamish (2053) : 1 .21

. Powett River (2043):2.46

The benchmark for Community MHA staffing was set at 1 .0 FTE per 1000 to bring it ctoser to
levets seen in comparator communities. An additionat 1070 factor was ptace on top of the 1 .0

FTE benchmark to account for additionaI worktoad associated with Ltoydminster's cross-
jurisdictionaI status. Overatt, Ll,oydminster has community MHA staffing levels significantty
betow benchmark. The Batttefords (SAG)comparativety has a much higher [evetof
community mental heatth staffing, at 1.1 1 MHA FTE per 1000. Other jurisdictions have
simitarty higher MHA FTE to poputation ratios, both historicatty and targeted for the future.

Of the nationa[ comparators, Squamish (BC) is a community that bears strong demographic
and contextuat simitarities to LLoydminster. They are simitar in size, with Squamish's
poputation of 23,819 in 202'l compared to Ltoydminster's poputation of 31,582 in the same
period. However, Squamish's poputation is projected to rapidty grow matching Ltoydminster's
poputation by the tate 2030s. Both cities skew younger, with Squamish's median age of 37.6,
simitar to Ltoydminster's median age of 35.6. The heatth service context is atso simitar, with
Squamish Generat Hospital. serving as a higher levet of care centre for the Seato-Sky corridor
stretching from Lions Bay to N'Quatqua.

Within the Sea-to-Sky Corridor in BC, 1 .21 community MHA FTE is the target ratio for WhistLer
and Squamish in 2053, white Pemberton, a smalter and more remote community with fewer
heatthcare services, has a target ratio of 1 .57 in the same year. The ratios in Whistter and
Squamish are stightty higher than in The Batttefords and significantty higher than the ratio in
Ltoydminster. A ratio of 1.1 Community MHA FTE per 1000 population brings Lloydminster's
tevel of service close to levets in comparable communities.

Tab{e 7 - Community MHA lnformatian

Current State Current State Metric
FTE Ratio

FTE at
Benchmark

Future Projected
(2a4a)

Ju risdiction Benchmark

Ltoydminster
(SAG+City)

19.5 0.43 50.2 55.9FTE/1000 1 .1

3.9 .2.L4 Key Relationsh ips

Community mental heatth services in Ltoydminster are ctosety tinked with other parts of the
heatthcare system, inctuding the emergency department, out-of-community inpatient mentaI
heatth, and primary care. The emergency department is often the first point of contact for
individuats in acute crisis, after which community mentaI heatth staff coordinate fottow-up
and outpatient supports once patients are stabitized. Beyond Ltoydminster, [inkages to the
[arger mental heatth systems are important due to Ltoydminster's lack of psychiatric beds and

157



Lack of designation under Atberta's MentaI Heatth Act. This necessitates a ctose relationship
with facitities with designation in Atberta, and inpatient psychiatric beds broadtywithin both
provinces. ln practice, transfers to inpatient facil.ities targety go to St. Pau[ and Ponoka in
Atberta and North Battteford and Saskatoon in Saskatchewan.

Linkages to other atLied heal.th professionats provided within the primary care team are centraI
for patients requiring medication management, counselting, or monitoring of chronic mentaI
illness. Referrats flow from famity physicians, who re[y on community mental heatth resources
for case management. Outside of the healthcare system, there is a close key retationship with
potice, who act as first responders during mental heatth crises.

3.9 .2,L 5 Key Challenges

Community mental heaLth in Ltoydminster is constrained by a shortage of psychiatric
capacity. Presentty, onty one psychiatrist is based in the community. On-cattsupport is
sometimes provided from North Battteford, but coverage is inconsistent, and weekend
service is Limited. As a resutt, patients face detays in timety care, sometimes waiting severaI
hours before being seen. Emergency physicians carry the responsibltity for managing
psychiatric cases, creates chattenges with sustainabitity, causing strain on emergency
resources. Additionatty, emergency physicians are often not equipped to deatwith psychiatric
presentations. Recruiting additionat psychiatrists'has been chattenging, partty due to generaI
workforce shortages a nd dua t licensu re requ ire ments.

There are atso no inpatient psychiatric beds in Ltoydminster, and individuats who need
admission are sent either to North Battteford or to facitities in Atberta, most commonty
Ponoka. This reliance on transfer causes detays and adds stress for patients and famities.
Continuity of care is further complicated by the absence of shared heal.th records between
Atberta and Saskatchewan, so community teams are not brought in to care pl.anning fol.towing
discharge. When patients return from a higher [eve[ of care facitity - particutarty if the facitity is
in Atberta - community staff are often required to contact previous care providers directty to
obtain discharge summaries and care ptans. This creates unnecessary administrative work
and increases the risk of information gaps.

Staffing levels for communlty mentat health are atso low compared with other jurisdictions.
Current resourcing equates to 0.43 FTE per 1,000 poputation, white comparator communities
often have more than doubte this ratio. As a resu[t, Ltoydminster has fewer counsettors, case
managers, and outreach staff than needed, which contributes to deLays in fottow-up and
increases retiance on hospitat-based services. This gap is amp[ified by rising comptexity in the
c[ient poputation, including higher rates of substance use, dementia, and co-occurring
conditions.

There is no formal crisis response team in Ltoydminster and no after-hours ctinical
community support, so locat potice are acting the defautt first responders for peopte in acute
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3.9 .2.2 Future State

mental heaLth crisis and any urgent event outside of business hours, frequentty bringing
individuats to the emergency depaftment. This ptaces pressure on pol.ice resources and
resutts in care that is not ctinicatty appropriate.

3.9 .2.2.l- Overview

The future state of community mentaI heatth in Ltoydminster is envisioned to have
strengthened coordination and increased resourcing that woutd meet the growing demand for
mentat heaLth and addictions services in an environment reporting increasing demand.
Strengthening community mentaI heatth services woutd be essentiatto providing appropriate
and timety mental heatth care in the community.

Gap; Community MentatHeatth is currentty under-resourced in Ltoydminster retative to
simitar communities, with interprovinciaI chattenges further adding workload to staffing,
teading to a strained and under-resourced service. As a resutt, individuats in crisis are often
directed to the hospitat and community events are responded to by potice; neither of these
services are designed for sustained psychiatric management.

Recommendation 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. lncrease
staffing levets by approximatety 132o/olo atign with benchmarks from comparabte centres,
with an additionat 100/o adjustment to account for cross-border administrative demands.

Potential System lmpacts: The PACT model woutd attow for eartier intervention and de-
escatation in the community. More efficient use of potice resources and expanded community
mentat heatth capacity woutd reduce unnecessary transfers, improve safety, and enhance
system efficiency overalt. By increasing community mentatheatth FTE to meet benchmark
ratios (inctuding the poputation served on the Atberta side of the border) and ensuring that
resourcing levets adequatety factor in comptications retated to the bi-provinciaI context, strain
woutd be reduced on the acute care system whil.e the community's growing mental heal.th
needs are met.

3. 9 .2.2. 2 Service-Specifi c Assu m ptions

The future state of community mental heatth services is shaped by a number of assumptions.
The current structure of service detivery is Largety assumed to continue. Firstty, community
mental heaLth woutd continue to be detivered by SHA for the entire poputation of Ltoydminster
under the bi-provinciaI MOU, with no shift in responsibitities. Psychiatric inpatient capacity
woutd continue to be detivered outside the community in North Battteford, Ponoka, and
Edmonton. lnpatient capacity in North Battteford is not consistentl.yfu[t, and the devetopment
of new inpatient psychiatric beds is not anticipated or recommended. Transfers out of town
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woutd continue to be retied upon for inpatient mentat heatth care beyond stabitizatlon or
short-term observation.

Chattenges retated to information sharing is assumed to remain, at teast in the short term.
White information sharing chatlenges have been a tong-standing issue in Ltoydminster with
sotutions sought by leadership on many tevets, the probtem of non-interoperabitity of EMRs
and chattenges with privacy tegistation are assumed to continue into the near future. Staff
woutd continue to be required to make workarounds to accessing information, with additionat
work required for cross-provinciat discharge ptanning and care coordination.

Due to the tack of tocaI inpatient psychiatric care, botstering community mentat heatth
resources is essential in meeting the needs of the community. Without a Large increase in
resourcing for community mental heatth, strain on other parts of the system - inctuding ED,
potice, EMS, and other community resources, woutd continue to grow. Across att service
areas, heatth human resources chattenges wouLd continue in the future, particutarty in a smatt
city such as Ltoydminster.

3.9 .2.2.3 Futu re Directions

Creatian af PACT Team

Ltoydminster does not currently have a Potice and Crisis Team (PACT), though both Atberta
and Saskatchewan have exptored this idea and both provinces have recentty devetoped joint
business cases with the RCMP. Currentty, mentat heaLth crises are managed primarity by the
RCMB who act as first responders and bring individuats into the emergency department or
designated facitity outside Ltoydminster in Atberta when necessary This approach puts a
strain on potice resources and does not atways provide the type of care required.

Estabtishing a PACT team, staffed jointty by poLice and mentat heatth cLinicians, woutd create
an atternative pathway that keeps many individuats out of the ED and supports resotution of
crises in the community. The modet has proven effective in other jurisdictions, reducing
unnecessary transfers and easing demand on emergency services. The exact mix of staffing
differs depending on jurisdiction, but a typicat team usuatty inctudes a potice officer paired
with a sociaI worker, psychiatric nurse, or registered nurse.

Because current data shows an increase in Mental. Heatth Act Rel.ated Fite Generations after
3pm, it is recommended that the rnajority of PACT team shifts shoutd be from 2-10pm.
Current votumes suggest demand for one team, which shoutd be piLoted and evatuated to
determine if expansion is required.

It is recommended that the ctinicat resources for the team be housed with SHA, to ensure
continuity with acute care and community mentat heal.th teams. lnformation sharing
protocots and poticy atignment woutd need to be estabtished between the provinces in order
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to avoid duptication of resources - a poor outcome woutd be one PACT team for each

province, resutting in further uncoordinated patient care.

Right-Size Service Levels to Reflect Administrative Workloads

Community mentaL heatth in Ltoydminster operates under two provinciaI systems, which

creates additionat reporting, intake, and coordination requirements compared to singte-
jurisdiction sites. Staff are required to navigate different processes depending on the ctient's

province of residence, resutting in additionat worktoad that reduces avaitable time for direct

care. Future ptanning shoutd ensure that service levets reftect this administrative comptexity

so that ctients have equitabl,e access and staff capacity is not overty stretched by worktoad

a risi ng from cross-border comptexities.

The community mentat heatth FTE to poputation ratio is atready significantty higher in The

Batttefords than Ltoydminster, with more community mentat heatth FTE despite a smatter
poputation . An 132o/o increase in FTE woutd be required to bring staffing levets to benchmark
Levets nearingThe Batttefords'staffing ratios, with an additionat 10% increase recommended

to account for cross-border comptexities. The resources recommended for PACT can be

inctuded in this FTE count.

3.9 .Z.z.4System I m pacts

The estabtishment of a PACT in Ltoydminster woutd significantty change how mentat heatth

crises are managed across the city and its surrounding service area. At present, potice are the

defauLt first responders, and individuats in crisis are typicaity transported to the emergency

department. A dedicated PACT woutd attow for more timety assessment and de-escatation in

the community, reducing retiance on the hospital as the primary point of care. This woutd

atteviate pressure on the emergency department and provide a more ctinicatty appropriate

response for individuats experiencing acute mentat heatth episodes.

System impacts woutd extend beyond the hospital,. By diverting catts from the ED, potice

resources coutd be used more efficientl.y by decreasing the amount of time officers spend

monitoring individuats in crisis. This change would atso strengthen coordination between law
enforcement and heatth professionats, buitding ctearer pathways into outpatient and

community mentaI heaLth services.

Evidence from other communities has shown that PACT modets reduce the number of
unnecessary ED visits, lower rates of pol.ice apprehension, and improve patient engagement
with ongoing supports. ln Ltoydminster, where psychiatric capacity is limited, the addition of a

PACT coul,d provide a critical bridge between community-based services and the acute care
system. This coutd improve patient safety, reduce transfers, and enhance the overatl

efficiency of the heatth and poticing systems serving the region.
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3.10 SUPPORTI NG SERVICES
3.10.1 Medical lm

3 . L0. l-. f-. f- Ove rview

The Ltoydminster HospitaL Medicat lmaging Department provides a range of diagnostic
services inctudingX-ray, cr, Ultrasound, Mammography, and FLuoroscopy, white MRI is
accessed through mobite service on the Atberta side. Cottectivety, these services support
-18,7O0 patient visits annu aLLy (2024/25), with demand growing steadil.y over the past
decade.

Services support emergency, inpatient, and outpatient referrats, though gaps exist in the data
for community-provided imaging (notabty Uttrasound and Mammography), much of which
occurs in Atberta private ctinics under publ.ic funding but is not reftected in hospitaL datasets.

overal[, medicat imaging in Ltoydminster faces five persistent chaltenges:

o Growing demand across attmodal.ities, particularty cr and Uttrasound.
o Workforce shortages in technol.ogists.
e Reliance on a singte CT scanner, which experiences downtime due to maintenance

and repairs.
o Jurisdictionat barriers in referrats, reporting, and patient navigation between Atberta

and Saskatchewan.
o Data [imitations, with incomptete visibitity into private and community imaging

votumes.

3 . l-0 .L.L.2 Se rvice M od e I

3. L0.l-. 1 Cu rrent State

Medicatlmaging services are provided within the hospitat, with varying operating mode1s
across modalities:

X- ray: H igh -votu me, f ro nt-ti ne mod a tity, predom i n a ntty ED-d rive n.

cr: singte scanner, extended hours (7 days/week, evenings, overnight on-cal.t).

Ultrasound: Mix of inpatient and outpatient exams, but [arge votumes provided in Al.berta
private ctinics.

Mammography: outpatient onty at the hospitat; many patients access Atberta community
providers.

162



Ftuoroscopy: Smatter, stabl.e votumes; ma inty outpatient

MRI: Mobite unit avail,abl.e periodicatty on the Atberta side.

Across modatities, operating hours, staffing tevets, and referratpathways differ. X-ray and
Uttrasound often provide same-day ED and inpatient support, whereas etective
Mammography and Ftuoroscopy rety on scheduted outpatient visits.

3 . L0. l-. L.3 Key Data Points

Retative to 2 years ago, the annuaI number of patients visiting the Ltoydminster HospitaI
Medicat lmaging (Ml) Department has increased by *4o/o (or by-600 more Ml patients
annuatty), with patient counts increasing from approximatety 18,000 patients in2022123to
18,7O0 patients in 2024/25. Atmost 60%o of the imaging patients seen in 2024/25 came to the
Ml Department from the Ltoydminster Hospitat Emergency Department, while 3Oo/o of patients
were seen as outpatients, and 1Oo/o ol patients were hospitat inpatients. The fottowing
information provides a summary related to the current state of the Ll.oydminster Hospitat
Medical.lmaging Program, inctuding information retated to imaging modatity:

CT Scan Patient Volume and Trends

Patients requiring a CT scan constituted 34o/o of att Ml patients seen at the hospitat in
2024/25. The number of patients requiring CT imaging has increased stightty over the last few
years, with annuat CT patient counts rising by 20/o,trom -6,300 patients in 2Q22/23 to 6,400
patients in 2024125. RoughLy haLf of al.t CT patients were outpatients, white -400lo came for
imaging services from the Ltoydminster ED, and only -1oo/o were from the inpatient setting.
Each month, this activity equated to -530 patients requiring CT scans at the hospitat, with
lower votume months servicing as few as 350 patients (e.g., during months when inadequate
staffing support was avaitabte).

X-Ray Patient Volume and Trends

X-Ray patients made up 530/o of att annuatty seen Ml patients. Patients requiring X-ray services
increased by 3o/o over the last year, growing from -9,700 patients in 2022/23 to -10,000
patients in 2024/25. Approximatety 750lo of these patients requiring X-ray services were from
the ED, white the remainder were seen as outpatients or were atready inpatients in the
hospitat. Monthty X-ray patient votumes have been stabte over the past few years, with -830
patients receiving scans each month on-site.

U ltrasou nd Patient Volu m e a n d Trends

Uttrasound patients represented -90/o of the annuaI patients seen at the Ltoydminster Ml
Departmenlin2O24l25. Patients needing Uttrasound services increased by *300/o overthe
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last year (going from -1,280 patienlsin 2022/231o -1,650 patientsin 2024/25), with this
increased demand being driven by patients coming to the Ml area from the Emergency setting.
Patients presenting for uttrasounds from the Emergency represented 50% of att uttrasound
patients, white the remaining 300/o were hospitat inpatients, and 2Oo/o were outpatients.

Fluoroscopy Patient Volume and Trends

Ftuoroscopy patients made up onty 2o/o of the totat Ml patients seen annuatty at Ltoydminster
in 2024125, representing one of the smatler imaging modatity patient groups at the hospitat.
Patients requiring Ftuoroscopy imaging have declined by +3a/oyear over year, going from 482
patients in 2022/23 to 468 patients being seen for this modatity in 2024/25. lnterestingty, this
modatity saw a steady dectine in activity over the tast 5 years (During the engagement, the
stakehol.ders did note that there is a generatshift to CT instead of using Fturoscopy). The
majority of Ftuoroscopy patients were outpatients (-80%), white 15% were hospitat
inpatients, and onty 570 were patients presenting from the hospitat Emergency Department.
For most months in 2Q24125, there was a steady decrease In usage for this modatity at
Ltoydminster Hospitat.

Mammography Patient Votume and Trends

Mammography screening patients constituted onty 10lo of the hospitat's overal.t annuat Ml
patient counts in 2024/25. Notabty, the Mammography modatity showed the most significant
reduction in activity at Ltoydminster Hospital over the tast year, with a 29o/o decrease in patient
counts observed during this period (from 361 Mammography screening patients in 2022/23to
257 patients annuatty in 2024125). lt was noted during the engagement sessions that patients
have been traveting to other sites since the start of the COVID-19 pandemic due to insufficient
staffing at the site. Currentty, aLt mammography patients are seen as outpatlents. Every
month, this equated to seeing roughl.y 10 to 40 Mammogram patients each month. (lt was
noted that there is a desire to operate back at the pre-covlD-19 LeveL).

3 . 10. L ,L,4 Key Re latio n s h ips

En e rge n cy De pa rtm e n{ (E D)

The Ltoydminster Hospitat Emergency Department is the targest driver of medicatimaging
demand, accounting for nearty 600/o of att imaging votumes. ED ctinicians rety on X-ray as a
first-tine diagnostic toot, with CT increasingty becoming the standard of care for trauma,
stroke, and undifferentiated abdominat pain. Uttrasound votumes are al,so driven by ED
referrats, particutarty for urgent abdominaI and obstetric cases. The ED's dependence on
imaging is compounded bythe tack of accessibte primary and ambutatory care in
Ltoydminster, which funnets patients with lower-acuity needs into the ED, indirectiy increasing
imaging demand. Coordination between the ED and Medicat lmaging is essentiat for efficient
turnaround of resutts for criticat cases and optimized ED ftow.
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lnpatient Units

Hospitat inpatients account for roughty 1O0/o of atl. imaging services, though their needs are
disproportionatety comptex compared to ED patient referrats. Cl Uttrasound, and
Ftuoroscopy are frequentty required to support acute inpatient care, surgicaI decision-
making, and cancer staging. Turnaround time is a criticatfactor, as detays in imaging can
prol,ong increase tength of stay. lnpatient imaging is atso chatLenged by timited after-hours
access; al.though CT has extended evening and on-catt coverage, other modalities are often
detayed untit daytime hours. Retationships between inpatient units and Medicat lmaging are
stressed byworKorce shortages, which can timit ftexibil.ity in accommodating urgent inpatient
scans.

Community Providers

A significant proportion of Ltoydminster's medicat imaging demand is met outside the
hospitat through community providers, particutarty private Atberta-based ctinics. PubLicty
funded Uttrasound and Mammography services are routinety accessed in these settings, and
patients are typical.ty directed to Atberta providers for these services. Resutts for these
services may not be readityvisibte to Saskatchewan physicians or hospitat-based physicians,
contributing to detays and duptication of tests. lmproved integration and data sharing
between the hospitatand community providers is a key opportunity.

Alberta and Saskatchewan Healfh Sysferns

Ltoydminster's unique bi-provinciat position means its Medicat lmaging Department must
operate across two separate heatth systems, each with its own etectronic heatth records,
referraI protocots, and privacy regutations. CT and other imaging performed in Ltoydminster
Hospitat are not automaticaLly uptoaded into Atberta's NetCare, creating significant
chattenges for ALberta-based ctinicians trying to access resutts. Additional.ty, requisitions from
Al.berta providers using Connect Care must stitl. be manuatty faxed, teading to administrative
inefficiencies and additionat worktoad for staff. These systemic barriers reduce referraI
votumes from Atberta communities such as Cotd Lake, Bonnyvitte, and Etk Point, even though
Ltoydminster is geographicatty their closest imaging hub. Lack of interoperabitity atso ptaces a
burden on patients, who are often required to navigate approvaI rutes, bitting comptexities,
and dupticate testing.

Regional Hospitals (N orth Battleford, Wainwright, Others)

During times of scanner downtime or staffing shortages, patients are diverted from
Ltoydminster to other regionaI hospitats such as Wainwright or North BattLeford. White these
facitities provide important backup capacity, each has its own timitations: Wainwright tacks
some speciatty services that woutd be required for urgent scans (such as trauma scope),
white North BattLeford has staffing resource constraints. These diversion arrangements are
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targety informat, without standardized protocots, and often require secondarytransfers, which
lead to del,ays in care. Buitding more structured referraland diversion agreements with these
regionat partners woutd be essentiat in the future state.

3.L0.1.L.5 Key Challenges

Rising Demand Across Modalities

Demand for medicat imaging services in Ltoydminster continues to grow, driven both by
poputation heal.th needs and changes in ctinical. practice. CTvotumes have increased by more
than 100/o since 2018-19, with the greatest growth seen in emergency referrats for trauma,
stroke, and abdominatpain. Ultrasound has atso experienced a significant rebound in
votumes after the pandemic, atthough community-provided Atberta services complicate
accurate demand tracking as those votumes are not avaitabte for anatysis. X-ray remains the
highest-votume modatity, particutarty for emergency patients, white Ftuoroscopy has steadity
dectined as CT has replaced many of its indications. Mammography has seen a sharp
reduction since COVID-19, with many patients now traveting to Atberta for service.
CoLtectivel.y, this rising and shifting demand places sustained pressure on a department that
atready struggles with capacity.

Workforce Sho rtages and Sfa ff ing /ns tabi{ity

The avail'abitity of skitl,ed technotogists is one of the most pressing chattenges facing
Ltoydminster's Medicatlmaging Department. Staffing instabitity has been exacerbated by
maternity leaves, retirements, and attrition, with tlmited reptacement capacity due to
restricted training program seats in Saskatchewan. Recruitment is further compticated by

Ltoydminster's bi-provincia[ context, where technotogists may prefer employment under
Atberta's system. ln some months, staffing shortfaLts have reduced CT capacity to as few as

350 patients, compared to a typicat monthl.y average of over 500. The department atso lacks a
retief pool. or casuaI roster to buffer against unexpected absences. These workforce gaps
contribute directty to service detays, longer patient wait times, and higher risks of staff
burnout.

Equipment Limitations an d Downtirne

Ltoydminster currentty operates with a singte CT scanner, which is aging and experiences
normat downtime for maintenance and repairs. Service interruptions require emergent
diversions to other communities, inctudingWainwright and North Battteford, neither of which
can consistentty provide the speciatty coverage required for comptex cases (typicatty those
being diverted, as non-urgent cases are usually rescheduled). White other modatities such as
X-ray and Uttrasound remain functionat, their equiprnent atso faces timitations in terms of
modern capacity and throughput. Without redundancy or backup systems, any equipment
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outage can resutt in disruptions to patient care, detayed diagnostics' and an increased need

for patient transfers out of Ltoydminster'

Cross-ProvinciatBarriersandSystemFragmentation

Operating across the Al.berta-SaSkatchewan border presents significant chattenges in

coordination, data sharing, and continuity of care. For exampte, cT and other imaging

performed in Ltoydminster is not automaticatty uptoaded into Al'berta's NetCare system'

Leaving Atberta providers without direct access to resutts untess specificatl'y requested'

Conversety, Alberta's Connect Care system requires requlsitions to be faxed manuattyto

Ltoydminster, creating inefficiencies that discourage referrats. This tack of interoperabitity has

Led to dupl.ication of testing, increased radiation exposure for patients' and higher overat[

costs. patients bear the burden of navigating which services are approved in which province,

often facing confusion about where tests witt be accepted and which physicians can access

resutts. These issues have contributed to decl,ining referraI votumes from Al'berta

communities such as Cotd Lake, Bonnyvil.te, and ELk Point, even though Ltoydminster is

geographicatty their ctosest imaging hub'

Data Gaps and Limited Sysrem Visibility

Accurate pl.anning for medicat imaging in Ltoydminster is hindered by incomptete and

inconsistent data. Hospitat datasets capture onty a portion of overatl imaging votumes, as

many services, partlcutarty Uttrasound and Mammography, are detivered in Atberta private

ctinics under publ.ic funding but are invisibte in saskatchewan-based reporting' The aggregate

nature of avaitabte data further reduces accuracy, with some datasets faiting to distinguish

between inpatient, outpatient, and emergency visits. For exampte, hospital' data for x-ray

showed no outpatient votumes, despite outpatient imaging ctearty being performed. These

data timitations make it difficutt to futty understand service utitization, forecast demand, and

evatuate the true scate of cross-provinciat teakage to community providers.

3. t0 .L.z.L Overview

The future vision for Ltoydminster's Medical. lmaging Department is to establish a sustainabte,

modernized, and integrated imaging service that meets the needs of patients across both

Atberta and saskatchewan. The operationaI model woutd focus on improving access across

att imaging modatities, stabitizing worKorce capacity, and enhancing integration between the

two provincial, heal.th systems.

3.L0.L.2 Future State
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Gap: Demand is increasing across al.lmodatities, especiatty CT and Uttrasound, white
workforce shortages in technologists Limit the abil.ity to expand capacity. Retiance on a singte
CT scanner creates a significant service risk, as downtirne from maintenance or repair
disrupts continuity of care. JurisdictionaI barriers between Atberta and Saskatchewan further
comp[icate referrats, reporting and patient navigation. Data timitations reduce the system's
abitity to ptan effectivety.

Recommendation for Consideration: A combination of workforce deveiopment, equipment
renewal, and improved cross-provinciat coordination. A tong-term strategy coutd be
devetoped focusing on maintaining the retiabitity of CT as the centrat diagnostic toot, ensuring
24/7 access to X-ray and Fluoroscopy, and exptoring sustainabLe approaches for MRI
capacity, either through expanded mobite service or a fixed regionat resource. Estabtishing a
dedicated coordination function across Al.berta and Saskatchewan coutd improve referrats,
requisition management, and data sharing, atong with the training of att technotogist staff.

Potential System lmpacts: These measures woutd enhance continuity of diagnostic services,
reduce duptication of imaging across attprovinciatboundaries, and improve system efficiency
through stronger coordination and workforce stabil.ity. By 2040, Ltoydminster Hospital. is
projected to accommodating approximatety 25,800 annualMedicat lmaging patients, an
increase of 7,100 patients compared wilh2024votumes, representinga31o/ogrowth in
demand.

3.10,1.2.2 Service-Specific Assumptions

For future projections , the 2024/25 basel.ine period was setected to drive the f uture state
projections for this area. Aside from accounting for popul.ation growth and ageing, the Ml
projection modet also considers the fottowing potentiat future state service shifts and the
resutting impact on the projected Ml patient demand:

Staffing Challenges En d CT Capacity lmprovement

Given the current Medicat lmaging staffing chatl,enges that can be seen to limit the throughput
of this department, improving staffing level.s for the Ml department woutd better ensure that
the site coutd operate at its futt imaging capacity on a month-to-month basis (e.g. especiatty
for the CT modatity). The modet scates the basel.ine CT activity up by -180 patients for
October 2A24 and November 2A24, bringing them cl.oser 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 a noted desire for the site to improve staffing tevets for the Mammography modatity to
ensure that they can perform both Diagnostic Mammography and Screening Mammography,
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as was done onsite in 2019/20. As a starting point, the modet assumes that the site can

operate at a simitar votume to the 2o1g/2O throughput for Diagnostic Mammography-

R e d i re cti n g Low e r- P ri o r ity cT P atien ts to I m p rove wa it T i m e s

one of the recommendations is to attow the tower-priority cT patients who are currentty

encountering significant tong wait times at Ltoydminster Hospitat to obtain CT Ml services

more quickty at other hospital.s in the region. The modet assumes this witt not change the totat

number of patients seen at the Ml Department in Ltoydminster in the future, but instead

assumes that the site woutd be better abte to utitize the hospital resources to see patients

within their home catchment areas.

3.10 .L.2.3 Futu re Directions

Cf services; The singte CT scanner woutd continue to serve as the central diagnostic too[,

especiattyfor emergency and inpatient care. Efforts would focus on maintaining retiabitity

through service agreements, optimizing uptime, and devetoping structured diversion
protocots for when downtime is unavoidabte. Operating hours woutd remain extended, with

urgent access avaitabte through on-cat[ coverage.

X-ray: X-raywoutd remain the highest-votume modatity, with a continued focus on supporting
emergency demand. lnvestment in staffing and equipment upkeep woutd ensure 2417 access
is sustained, making lt the most dependabl.e service tine within Medicat lmaging.

Fluoroscopy: White smatter in votume, Ftuoroscopy woutd continue to support targeted
diagnostic and interventionaI needs. The future direction includes equipment renewatand
ensuring consistent avaitabitity, even as CT reptaces some historicat ftuoroscopic indications

MRl: Access woutd remain retiant on the mobite MRI service located on the Atberta side.
Future strategies inctude advocating for expanded mobite coverage or exptoring the feasibitity
of a fixed MRI resource at the regiona[ [eve[ to better serve [oca[ demand.

Cross-Provincial lntegrationi A centraI priority is uttimatety estabtishing a seamtess bi-
provinciat system. A resourced coordination function shoutd be imptemented to manage
referrats, confirm requisitions, and ensure resutts are shared across both provinces. Over
time, harmonized etectronic referraI systems and data-sharing agreements wouLd reduce
duptication and improve visibitity for providers in both Atberta and Saskatchewan.

Staffing and Workforce Development: The sustainabitity of these services depends on
workforce stabitity. Saskatchewan Medicat lmaging has atready moved towards expected
training in speciatty modatities for at[ technotogist staff. Additionatty, a regionat "travet team"
with speciatist competencies, particutarLy for CT services, shoutd be exptored to reduce
staffing-retated capacity chattenges.
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Based on these assumptions, Ltoydminster Hospitatwitt need to accommodate
approximately 25,800 annuat Ml patients by 2040. This is equivatent to approximately +7,100
additionat annual Ml patients by 2O40, or an +3870 growth in annual Ml patients beyond what
was seen in2024.
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Figure 32 - Projected Ml Patients

For the 2040, patients requiring a CT scan witt constitute 310/o of att patient counts (or -g,000
patients annuat[y), X-Ray requiring patients witt represe nt 52o/o of the patient count (or
-13,400), white the remainder of annual patient counts wiLt be for the Fluoroscopy (30/0, -770
annuat patients), Mammogra phy (7a/0, or -1 ,800 patients) and Uttraso und (70/0, or -1 ,800
patients) modatities.

3. L0 ,L.2.4 System lmpacts

The system planning impacts inctude improved service continuity, reduced emergency
department burden, and decreased duptication of imaging across provincialboundaries,
Contingency protocots woutd be estabtished for equipment downtime, and coordination
would be enhanced between Atberta and saskatchewan heatth systems.

e Demand Projection results suggest that Ltoydminster's annual
Ml patients witt grow from ^,1 I .Zkto ^,25"gk,

Th

(+38o/o from 2024 to 204Aof +7 .1kd
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3.1"0 .2.3- Current State
3.10,2 Laborato Services

3.10.2.L.L Overview

Laboratory services in Ltoydminster operate through a duaI structure that supports both
inpatient and community needs. The Ltoydminster HospitaL Laboratory, tocated on the
Saskatchewan side, is focused on acute and urgent testing but atso accommodates some
outpatient demand. Comptementing this, Atberta Precision Laboratories (APL)31 provides
outpatient diagnostic services at a community cottection site on the ALberta side. Together,
these facitities serve both Atberta and Saskatchewan residents, but detivery is compticated by
bi-provincial governance, fragmented etectronic heatth record systems, and ongoing capacity
pressures.

3.L0.2.L.2 Service Model

Laboratory services in Ltoydminster are detivered through three main channets: the
Ltoydminster HospitaI Laboratory, APL Patient Service Centre (PSC) or community cottection
site, and timited point-of-care testing.

Ll.oyd m i n ste r H ospita I La b o rato ry

Located on the Saskatchewan side and operated by SHA, the hospita[ laboratory provides a
broad acute care test menu inctuding biochemistry, hematotogy, coagutation, urinatysis, and
transfusion medicine. Testing capacity is designed to support inpatient and urgent outpatient
needs (such as chemotherapy, diatysis, and pre-surgicaI testing) rather than community care
management. Tests performed on site, inctuding outpatient cottections done in-house,
usuatty provide same-day resutts.

The hospitat [aboratory operates within an estabtished Saskatchewan referrat network, with
ctear processes for routing specimens. Att microbiotogy, pathotogy, and speciatized testing
(e.9., hormones, hemogtobin 41C) are referred to larger Saskatchewan laboratories in North
Battteford, Saskatoon, or Regina, depending on the test. For instance, Hemogtobin 41C
anatysis is onty avaitabte in a few provinciat [aboratories, with Ltoydminster samptes shipped
to Regina, adding approximatety one day for transport. Despite transportation, reporting for
such tests fal.ts within acceptabte time [imits.

ln addition, the Maidstone Heatth Centre offers extended hours (Monday to Thursday, 8 am - 8
pm and Saturday and Sunday, 8 am - 12 pm) and diagnostic services (taboratory and X-ray),
providing an atternative for patients capabte of traveting if needed, who may otherwise be

31 httos : //www. a lbe rta o reci sion La bs .ca/
,
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retiant on Ltoydminster Hospitat's ED. The Prairie North Ptaza Cl.inic does not currently have
taboratory services.

ln Saskatchewan, the SHA has been strengthening tinkages with primary care ctinics to
support the repatriation of pathotogy samptes. As of November 2024. pathotogy specimens
such as skin biopsies from Saskatchewan-designated ctinics are cottected by SHA couriers,
detivered to the Ltoydminster Hospitat for accessioning and preparation by taboratory
assistants, and then transported to North Battteford for diagnostic testing.

APL

APL provides attcommunity [aboratory services in Atberta, operating under a centratized hub-
and-spoke modet. Ltoydminster's APL site32 functions as a Patient Service Centre33 for routine
outpatient tests, cottecting and forwarding specimens to Edmonton (North Hub Lab) for
anatysis. Resutts are typicatty avaitabte within 24 hours of col.tection. WhiLe most routine
community testing is centratized, urgent specimens may be routed to the nearest testing
[aboratory.

Surrounding Al.berta communities such as Vermition, Cotd Lake, and Bonnyvitte maintain
hospitat-based [aboratories that cottect and test outpatient samples on-site. Test menus in
these rurat hospita[ [aboratories are typicatty reduced and atigned to [oca[ needs. More
comptex or microbiotogy testing from these sites is directed to provinciat hubs. This system
attows for leveraging economies of scate while ensuring access to speciatized diagnostics.

Point-of-Care Iestin g {POCT)

POCT is increasingty used in smatter Saskatchewan sites to address staffing pressures, with
nurses performing basic tests such as CBC and gtucose. ln Ltoydminster, POCT is used Less

often (maintyfor COVID-19 and influenza)given that hospitattaboratory staffing has been
retativety stabte.

Table 8 - Avaitability af Outpatient Laboratary Services by Cammunity

Comrnun Laboratory
Loon Lake, SK

Meadow Lake, SK

St. Watburg, SK

LLoydminster
Maidstone, SK

32 Plaza 44,4402 52 Ave Suite 108, Ltoydminster, AB TgV OY9
33 Att community tab work is primarity sent to two hubs: Edmonton and Catgary. Communities with more than
25,000 coltections/year (outside Edmonton and Calga$ have Patient Service Centres, which are sampte
cottection sites, and do not perform anatysis.

1

1

2
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Cut Knife, SK

Unity, SK

North Battteford, SK

Edam, SK

C

Vermittion River nty, AB

Two Hitl.s County, AB

MD of Provost, AB
Viking, AB

MD of Wainwright, AB

FLagstaff County, AB

Vegrevitte / Minburn County, AB

Cotd Lake, AB

St. Pau[, AB

;

1

1

1

1

1

1

1

1

1

1

1

3. L0 .2.L.3 Key Data Points

The Ltoydminster Hospital. Laboratory focuses on supporting the acute and urgent testing
needs for both Al.berta and Saskatchewan patients, with the demand for this service
continuing to grow over time. The annual Ltoydminster HospitaI Laboratory order votumes
have increased by +130/0in2024125 (or -60,500 more orders annuatty) retative to the number
of orders seen in 2019120. TotaI annuaL hospitat testing orders increased from approximatety
468,000 orders in 201 9/20 up to 529,000 orders in 2024125. During the same time f rame,
hospitaL Laboratory orders from the Emergency area grew by +15o/o, white the demand from
hospitat inpatients grew by +7o/o,while outpatient Laboratory testing demand increased by
+200/o.

ln addition to the hospitat supported Laboratory testing, outside of the hospitaL setting, the
mobite and Alberta Precislon Laboratory (APL) atso provide outpatient testing support for
patients in this region. Votumes at these eKernal locations have experienced at least a +70/o

annuaI growth between 2021122 and 2024125, suggesting demand for Laboratory services
has expanded significantty both within and outside of the acute hospitat setting.

3. L0 .2.L.4 Key Relationships

Laboratory services in Ltoydminster depend on coordination across muttipte organizations
and referrat networks:
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The SHA-operated Ltoydminster Hospitat Laboratory maintains strong tinks with provinciat
taboratories in North Battteford, Saskatoon, and Regina for microbiotogy, pathotogy, and
speciatized testing, white atso supporting integration with Saskatchewan primary care ctinics
for the repatriation of pathotogy specimens.

On the Al.berta side, APL's Patient Service Centre in Ltoydminster connects to the Edmonton
hub taboratory, ensuring timety processing of community-based samptes and atigning with
Atberta's centratized mode[. Surrounding rurat Atberta hospitats atso contribute by cottecting
and processing outpatient samptes tocal,ty before forwarding comptex tests to provinciat
hubs.

3.L0.2.7.5 Key Challenges

Three key chattenges were identified through the engagement process and data anatysis.

B i - P rovi n c i a t Coo rd i n ati a n

A major chattenge for [aboratory services in Ltoydminster is the tack of seamtess information
sharing across the Atberta-Saskatchewan border. Laboratory resutts do not ftow consistentty
between Atberta Netcare system3a and Saskatchewan's EMR systems3s, creating significant
gaps in continuity of care. Atthough there is a Lab lnformation System (LlS) in ptace which
connects tab results to EMR systems and MySaskHeatthRecord, difficutties stiu. arise in
retation to information sharing across both borders. For exampte, resutts for Saskatchewan
residents who undergo testing at APL cannot be accessed by them and their Saskatchewan-
based physicians. This issue often drives these patients to use the Ltoydminster Hospitat
taboratory instead. Simil.arty, resutts generated in Saskatchewan are not automaticatty
avaitabte in Atberta's systems, meaning providers must often phone other sites or request
copies directty. This dynamic contributes to duptication of testing, detays in care, and
additionat pressure on the hospitat taboratory.

Note that the Atberta Netcare system was originatLy accessibte onty within Atberta but new
processes have been introduced to attow Saskatchewan physicians to appl,y for access
authorization. This system inctudes criticat patient information such as Laboratory resutts and
pharmacy prescription histories.

e https :/lwww. a Lberta netca re.ca/
3s The electronic Heatth Record (eHR) Viewer is a secure website authorized heaLth care providers can use to
access patient information. MySaskHeatthRecord is a secure website that enables Saskatchewan citizens to
quickty and easity access their personat heatth information.
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Additionatty, gaps are atso evident in urgent taboratory services, as urgent specimens from the
APL cotLection site in Ltoydminster are not routed to the Ltoydminster Hospitat taboratory but
instead sent to Edmonton. This disconnect undermines timety tocat response capacity.

O utp ati e nt D e m a n d fo r th e H o s p ita I La b o rato ry Serylces

The Ltoydminster Hospitat laboratorywas not designed or resourced to function as a
community outpatient cotlection site, yet it has increasingty assumed this rote. Outpatient
demand, particutarty from Saskatchewan residents, has grown significantty, overwhetming
both staff capacity and infrastructure. The taboratory Lacks the physicaI 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 struggting to keep pace with the ongoing pressure on service detivery.

SeveraI factors drive patients to the hospitat taboratory for outpatient col.tections.
Saskatchewan residents, in particular, use the hospitat site because resutts are more easity
accessibte through the provinciaI etectronic heatth records, whereas resutts from the ApL site
are not. Patients are also directed to the hospitatfor urgent testing, as specimens col.l.ected at
the APL site are transported to Edmonton, delaying the turn-around time. ln addition, the
hospitat is the onty site equipped to provide speciatized cottections, such as btood typing and
transfusion preparation for surgery, or tests for patients receiving chemotherapy and dial.ysis.
Recent shifts in Atberta service detivery have also ampl.ified demand. Previousty, DynaLlFE36
offered hard-copy resutts directty at the Ltoydminster Patient Service Centre, which was
convenient for Saskatchewan residents. Since the transition to APL, patients must use an
ontine process that is slower and requires a fee. At the same time, patients'expectations
around accessing their own heatth information have evotved, with more individuats activety
seeking out services that provide direct access to their records. These factors have
transformed the Ltoydminster Hospitat [aboratory into a de facto outpatient cottection site
despite tacking the mandate for this rote.

Staffing Recruitment

Both the Ltoydminster Hospita[ laboratory and the APL site face ongoing recruitment and
retention difficutties that timit their abitity to meet demand and expand services (such as in
the Prairie North Pl.aza Ctinic).

At the Ltoydminster Hospita[ [aboratory, shortages affect attstaff categories, inctuding
Medicat Laboratory Technotogists (MLTs) and MedicaI Laboratory Assistants (MLAs).
Recruitment is particutarty difficu[t for the hospitat as it is located in Saskatchewan, where

36 DynaLlFE's operations were returned to Al.berta Precision Laboratories (APL), a subsidiary of ALberta Heatth
Services, at the end of 2023 after a short-tived privatization (Dec 2022-2023) marked by tongwaittimes and
operationat chaLtenges.
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wages are tower than in Atberta. This wage differentiat creates a persistent disadvantage in
attracting and retaining quatified staff, especiatl.y in a border city where Atberta positions are
often seen as more competitive. ln addition, the hospitat taboratory has timited abitity to
support training ptacements. White some ptacements are offered, it cannot provide
comprehensive training for MLTs or MLAs, as required discipl.ines such as microbiotogy and
pathotogy are not availabte on site. Additionatty, staffing cannot be easity supptemented by
short-term transfers from other Saskatchewan locations. To maintain24/7 operations in the
face of shortages, mitigation strategies have inctuded staff overtime, transferring out non-
urgent work, and prioritizing inpatient testing over outpatient cotlections. Outpatients usuatty
experience extended wait times during criticaI shortages. Despite these pressures, the
hospitat taboratory has so far avoided ctosing outpatient access.

The APL site is primarity staffed by MLAs and has a timited [oca[ poot of quatified candidates,
making it difficutt to fi[tvacancies untess individuats retocate to Ltoydminster. APL currently
does not offer training placements in the community, untike in other parts of Atberta, which
timits its abitityto buil.d a locaI recruitment pipetine. APL teadership has identified training
ptacements as a potentiat strategy to strengthen recruitment, as students who train tocatly
may be more [ikety to stay if they enjoy the location and community.

3.1A.2,2.1 Overview

Laboratory services in Ltoydminster are foundational to acute and community care but face
persistent chattenges related to staffing, outpatient demand, and data sharing. The duat
system, i.e., hospitat-based acute tab and APL outpatient cottection site, creates
redundancies when provinciatinformation systems cannot communicate. Wlth demand
projected to increase atongside poputation growth, system sustainabitity depends on shifting
more outpatient diagnostics to community sites, stabitizing staffing pipetines, and addressing
cross-j u ri sd i ctl ona I i nterope ra bi tity ga ps.

Gap: Bi-provinciat coordination is hindered by the Lack of connection in information sharing
between Atberta and saskatchewan systems, resutting in dupLication, detays, and
inconsistent continuity of care. The Ltoydminster Hospitat taboratory is under significant
strain from outpatient demand, as it has increasingty functioned as a community co[ection
site despite tacking the infrastructure and staffing for this rote. Persistent recruitment and
retention chattenges constrain the hospitat's abitity to maintain stabte service tevets.

Recommendation for Consideration: Outpatient diagnostic demand shoutd be shifted into
community-based facilities, inctuding expansion of the Atberta Precision Laboratories (ApL)
site and the devetopment of an SHA-operated cottection service, to retieve pressure on the

3.10.2.2 Future State
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hospitattaboratory. Sustainabte staffing pipetines must be estabtished through the
prioritization of recruitment and retention strategies, expanding tocat training ptacements,
and exptoring support for duat [icensure. Bi-provinciat infor,mation-sharing processes shoutd
atso be strengthened. Given that the rote of a Medicat Laboratory Assistant is not ctassified as
a regutated profession in Atberta, these individuats may not be subject to Licencing
requirements typicatty in ptace for other ail.ied heal.th care professionats.

Potential System lmpact: Patient votume distribution woutd be more efficient, reducing the
unsustainabte outpatient burden on the hospitat taboratory. tmproved patient access and
care quatity woutd be achieved through shorter wait times, better continuity of resutts, and
fewer dupticate tests for Saskatchewan patients. Enhanced workforce stabil,ity by creating a
stro n ger recru itment and retention f ra m ework.

3. L0 .2.2.2 Service-Specifi c Assu m pti on s

The fotlowing assumptions constitute the basis for taboratory services future ptanning

Neither the hospita[ [aboratory nor the APL site currentty has ptans to introduce new
service types or speciatizations.
Whil'e no major service changes are anticipated to be required, the focus woutd be on
improving current gaps in information sharing, outpatient flow, and staffing
sustainabitity.
The 2024/25 basetine period was setected to drive the future state projections for this
area. Poputation growth and ageingwere modetted as the main drivers for the future
state demand. lt shoutd be noted that this projection modet onty inctudes Laboratory
testing orders from the Ltoydminster Hospitat Laboratory (i.e. does not incLude mobite
or APL testing activity) and assumes that the rapid growth from the outpatient area
over the past few years woutd stabitize over time as the interprovinciat poputation
migration has settted as a result of coVlD and the government towering the
immigration targets for peopte coming to Canada. From that point, it is assumed that
demand would continue to present in [ine with poputation aging and growth. However,
itwas noted anecdotattythatthis rapid increase in Laboratoryvotume has been
happening across Saskatchewan over the past few years. As such, it is suggested that
system leaders ctosety monitor the votume growth over the next few years to see if it
does in fact stabitize and becomes more atigned with poputation growth and aging, or
if the growth woutd instead continue at a more rapid pace in future.

3.10 .2.2.3 Futu re Directions

Based on these assumptions, Ltoydminster HospitaI woutd need to process approximatety
578,000 in hospitat Laboratory Testing orders by 2040. This is equivatent to approximatel.y
+50,000 additionat orders by 2040, or a +90/o growth in orders beyond what was seen In 2024
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Figure 33 - Prajected Labaratory Orders

As such, the future direction shoutd consider the foltowing:

Shifting Outpatient Diagnosfics to Community Sires

The future l'aboratory services modet woutd continue to operate through a dual stream
approach: acute and urgent testing woutd remain hospitat-based, while outpatient
collections shoutd increasingty be directed to community-based facilities. This atigns with the
strategic direction from the leadership to move non-acute services off the hospitat campus
and prioritize community-based care.

This coutd be achieved via expansion of the APL37, as wetl as the addition of an integrated
[aboratory within the Prairie North Ptaza Ctinic (SHA), serving as a collection site for routine
samptes. This addition woutd hel.p improve current service fragmentation and improve
integration with primary care. lt atso provides the opportunity for future retocation of more
speciatized ambutatory needs, inctuding chemotherapy and iron infusions, into community.

The APL site is considered wett-positioned for growth, with potentiatfor expanded space,
extended hours, and increased staffing to accommodate projected outpatient demand and

The Demand Projection resutts suggest that Ltoydminster's annual in
hospitat Laboratory testing orders witt grow from -529k to 578K

a groMh of +50k annual orders, (+90/o) from2A24b 2040

37 APLtends not to embed into indlviduat ctinics to ensure resources are avaitabte to the entire community.
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poputation increases. However, estabtishing an SHA-operated off-site cotl.ection site remains
a priority to resotve chattenges beyond capacity atone.

Capitat investment is required to expand outpatient [aboratory col.tection capacity, as wetl as
appropriate staffing inctuding potentiatty a phtebotomist. The staffing resources shoutd be
scated to match required votumes, rather than transferring existing [aboratory staff from the
hospitat to the ctinic site. Additionatty, ctear coordination pathways shoutd be estabtished to
ensure effective connection between the hospitat and primary care.

Ensu ri n g Su stai n a ble Staffi ng Pi pelines

Sustainabte staffing is the most pressing resource for the future success of taboratory
services. Recruitment and retention of Medicat Laboratory Technotogists (MLTs) and Medicat
Laboratory Assistants (MLAs) must be prioritized, with strategies to expand local, training
ptacements to support tong-term workforce stabitity. At the same time, imptementing
financial. support for duat licensure shoutd be exptored. This is particutarty essentiat for
hospitat staffing to ensure inpatient services remain protected white reducing retiance on
overtime.

lmptementing recruitment and retention strategies such as [ocaI training ptacements and
financiat/administrative support for duaI ticensure shoutd be exptored as a strategic priority.

I m provi n g I nform ation Sha ri ng Practices

ln the meantime, improving information-sharing practices and eliminating the botttenecks in
the authorization process for Saskatchewan providers coutd atso hetp reduce barriers to
access with minimaI costs. EstabLishing bi-provinciatagreements to facititate the processes
for both residents and providers shoutd be considered, and in the interim, resourcing
providers with administrative staff to coordinate information sharing for patient resutts shoul.d
be implemented. lf information-sharing chattenges are addressed, APL coutd expand
community outpatient capacity to compensate for the necessity of a SHA-run cottection site.

3.10 .2.2.4 System lm pacts

The proposed reatignment in patient fl.ow provides two key benefits. First, improving efficiency
by facititating information access for providers, reducing dupticate testing, protecting
inpatient capacity, and easing the unsustainabte burden on the hospitat [aboratory staff and
infrastructure. Second, these changes coutd result in improving patient care quatity by
al,towing Saskatchewan resident to easity access their resutts, experience reduced wait times,
and atso timiting unnecessary exposure of vutnerabte poputations within the acute care
environment.
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3.10.3. L Current State
3.10.3 Pharma Services

3.10.3.1-.L Overview

Pharmacy services are an essentiatsupporting service that function within diverse care
settings across Atberta and Saskatchewan. The hospitaI pharmacy provides inpatient
dispensing and supports smatter sites such as Maidstone Heatth Centre, ambutance
services, and Onion Lake First Nations Home Care. However, it does not currentty service
[ong-term care facitities, which instead rety on community pharmacies or distribution from
Edmonton. For oncotogy care, the Ltoydminster pharmacy is unique in operating under two
separate provinciaI programs, supporting chemotherapy for both Atberta and Saskatchewan
residents. Community pharmacies, inctuding speciatty compounding services, supptement
this system and provide contracted services to long-term care.

3.L0 .3,L.2 Service Model

Pharmacy services in Ltoydminster are delivered through severat key channets spanning
acute, long-term, and community care.

Hosp ital Pharmacy:

Special.ized pharmacy services in the Ltoydminster service area are primarity detivered by the
Lloydminster HospitaIPharmacy Department, ensuring medication needs are met for
inpatients and certain programs across both provinces. The Hospitat Pharmacy Department
provldes three key services:

Logistical, pharmaceuticat support for inpatients in Ltoydminster Hospita[ (procuring and
dispensing medication) as wett as ctinical care in interdisciptinary bedside rounds (such
as reviewing patients' medications and providing dosing recommendations)
Distributing medications to smatter sites such as Maidstone Heatth Centre (daity fitts) and
other providers inctuding EMS and Onion Lake First Nations Home Care.

Providing outpatient chemotherapy for both Atbefta and Saskatchewan patients. The
Outpatient Cancer Drug Benefit Program (OCDBP)38 enabtes patients to receive treatment
ctoser to home. ln Ltoydminster, the Hospitat Pharmacy team dispenses cancer
medications directl.y on-site, with suppty and oversight provided under Atberta Heatth. The
goat is to ensure att required medications are in ptace within five days to support timety
treatment. This unique arrangement requlres the pharmacy to operate under two different

a

O

a

38

180



programs (COPS39 in Saskatchewan and Cancer Care Atberta40 in ALberta), necessitating
staff to be proficient with two sets of protocots and systems. A notabte variation in
process is that the Saskatchewan program attows for processing by licensed technicians
after remote order assessment is completed, white the Atberta program requires
assessment by a Locat pharmacist before preparation.

Community Pharmacies:

Community residents have access to numerous retaitpharmacies (e.g.Safeway, Shoppers
Drug Mart, Co-op Pharmacy, independent pharmacles)which provide primary pharmacy
care. These pharmacies dispense outpatient prescriptions and have expanded ctinicaI rotes
in recent years. Services avaitable inctude pharmacist-ted medication reviews, vaccinations,
and wettness programs such as smoking cessation counseting.

Note that continuing care facitities are served by tocat community pharmacies or an
Edmonton distribution centre, rather than the hospitat pharmacy. These pharmacies manage
routine fitts, dose adjustments, and emergency medication needs for long-term care
residents in coordlnation with facil,ity nurses. The hospitaI pharmacy itsetf may offer
additionat support or advice for complex cases in long-term care, but generatty the day-to-day
dispensing is handted by the contracted community pharmacies. The Home Care program
does not hotd medication stock and is responsible for obtaining medications on an ad hoc
basis as needed for ctients.

3.10.3.1.3 Key Data Points

The annuaI Ltoydminster HospitaI Drug Procurement and Distribution staffing earned hours
(used a proxy to measure the department's current worktoad) have increased stightty by *2o/o

in 2023/24 (or -320 more hours annuatty) relatlve to hours in 2O2O/21. TotaL annuat hours
increased from approximateLy 25,900 hours in 2020/21 upto -26,200 hours in2023/24.

3.10 .3.L.4 Key Relationships

Pharmacy services in Ll.oydminster depend on coordination between hospitat, community,
and provinciaI systems. The HospitaI Pharmacy supports inpatient care, smatler sites, EMS,
and outpatient chemotherapy, requiring staff to work under both ALberta and Saskatchewan
protocots. Community pharmacies provide most outpatient, long-term care, and home care
medications, with added cLinicaL services such as reviews and vaccinations.

3s https ://sa skca nce r.calCOPS
40 

htt p-s //www. a t b e rta h e alt h s e rV i c e s . c a /c an c e r/c a n c e r. a s p x
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3.10.3.f..5 Key Challenges

Pharrnacy service face muttipte key challenges:

B i - P rovi n c i a I C o m p lexity

Different provinciat programs, protocots, and legistation create inefficiencies. For exampte,
Atberta Etectronic Heatth Records (EHR) do not capture fitts for Atberta patients that occur on
the Saskatchewan side. This means that heatthcare providers often cannot rety on EHRs for
medication histories

Staffi ng an d Recru itment

Despite vacancies in nearby communities, the Hospitat Pharmacy is currentty fairty wett
staffed targel.y due to a stabte workforce base. However, recruitment chattenges are

anticipated as retirements increase over the next 15 years. Pharmacy technician and
pharmacist rotes are typicatl.y considered to be chattenging to recruit across Saskatchewan

Funding and Scop e Limifafions

SHA pharmacy services are primarity funded for acute care. This leaves gaps in areas such as
transitionaI care, [ong-term care services, immunizations, and opioid agonist therapy, despite
the potentiat vatue pharmacists could bring.

Space Co nstrainfs

Limited space within the hospitaI makes it difficul.t to cotlocate pharmacists within ctinicat
units and ctoser to the point of care rather than confined to the dispensary.

3.10.3 ,2,! Overview

Pharmacy in Ltoydminster is a criticaI but complex service, batancing duat-provinciat
responsibitities and sometimes timited resources. White currentty functioning effectivety,
chattenges in workforce sustainabitity, care invotvement, and data integration pose risks.
Future ptanning shoutd emphasize rote optimization, ctinicatintegration, and technoLogicat
investment to strengthen pharmacy's impact.

Gap: Pharmacy services face inefficiencies from bi-provinciaI differences in legistation,
programs, and EHRS, which timit access to complete medicaI histories. Staffing is vutnerable

3.L0,3,2 Future State
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due to future retirements, with recruitment chatLenges anticipated. Funding is primarity

directed to acute care, teaving gaps in transitionaI care, [ong-term care, and speciatized
programs. Limited space within the Ltoydminster Hospital. atso prevents pharmacists from
being embedded in ctinicat units, reducing their abitity to contribute directty to patient care.

Recommendation for Consideration: Expand pharmacist invotvement in ctinicalcare (rounds,
counseting, discharge support), optimize technician roles to increase efficiency, and improve
worKorce sustainabitity through targeted recruitment and training ptacements. Enhance
cross-provinciat data sharing and re-design space to enabte ctoser integration of pharmacy
staff with ctinicaI teams.

Potential System lmpact: More efficient altocation of pharmacist expertise, stronger
integration into patient care, improved outcomes during transitions, and enhanced worKorce
sustainabitity. By 2040, demand is projected to reach approximately2g,l00 earned hours in
drug procurement and distribution, an increase of 11o/o compared with 2023.

3.L0.3.2.2 Servi ce-Specifi c Assu m ptions

The 2023/24 basetine period was setected to drive the future state projections for this area(with tater data not avaitabte for this area). Poputation groMh and ageing were modell.ed asthe main drivers for the future state demand.

3.10 .3.2.3 Futu re Directions

The future state envisions pharmacists more embedded inpatient care (rounds, counseting,discharge support)' expanded technician rotes, and stronger infrastructure (EHR integration,space redesign)' These incrementaI enhancements coutibuitd capacity and improvecontinuity without requiring major changes.

lmproving Sbffing Capacity and Efficiency

This coutd be achieved via muttipte strategies:

o optimizing technician and pharmacist rotes by futty utitizing the scope of ticensedpharmacy technicians to free 
'p 

pr,.rrrcists; tim; tor ctinicat patient-facing activities.o lnvotving pharmacists more oirecttf in bedside ctinicat care oy taking on additionat
ff : : H:lli [::1T.11ff ,1 ;1?ff 

n n i'to'v' o tru't i o n-,' J, o o i. c n a,,eI,n 
" 
ot,,i, no Leveraging community paramedics or advanced care paramed.ics for programs in tong-term care and patient r.....r.ni. io.prur.na hospitatadmissions. Engagementidentified that simitar programs-*lli"rc.*n"r" 

in SrrtJi.nr*rn ano tnese integratedcare teams can prove to be elfective in serving tne .rrrrn,av.
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a lmproving integration with pharmacy training programs and seeking cottaboration
opportunities inctuding expanded work experience ptacements for students.

To achieve these directions, opportunities shoutd be exptored for cottocated pharmacist
workspace on hospitalwards. Additionatty, as with other service [ines, improving cross-
provinciaI agreements on data sharing woutd facititate benefits to pharmacy services across
sites and providers, enabting better care continuity and the potentiat for greater pharmacist
integration to care.

Based on the assumptions above, Ltoydminster Hospitatwil.l. need to budget for
approximatety 29,100 Hospitat Drug Procurement and Distribution staffing earned hours by
2040. This is equivatent to approximatety +2,800 additionat staffing earned hours by 204A, or
a +11o/o groMh in staffing earned hours beyond what was seen in 2023-
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Figure 34 - Projected Annuat Staffing Earned Haurs

3.L0.3,2,4 System lrnpacts

The future modelcoutd optimize technician rotes to manage dispensing activities and better
utitize pharmacists'expertise in more direct ctinicaI care, improving both efficiency and
patient outcomes.

The Demand Projection results suggest that Ltoydminster's
annual staffing earned hours witt grow from -26.3k to 29.1 k,

h of +2.8k hours, +114/a frorn 2A23 to 2O4Aa
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3.LL IMPLEMENTATION
3.tL.L Clinical Drivers

Across at[ sectors, the ctinicatdrivers for change inctude misatignment between service

capacity and community demand, systemic Staffing shortages, fragmented care pathways,

and aging infrastructure. lnappropriate service utitization in the Emergency Department,

reftects broader system access issues. The duat-provinciaI context further compticates care

detivery and coordination, teading to staff and patient burdens. Addressing these drivers

requires integrated pl.anning incl.uding enhanced workforce strategies, and a renewed focus

on community-based and preventive care to ensure the System can meet current and future

ctinicat demands. Betow is a description of these ctinicat drivers in more detait.

lnadequate Acute Care Capacity and lnfrastructure

The Ltoydminster Hospitat is no tonger adequate for the poputation it serves, having been

originatty buitt for a rnuch smatter community. lt tacks key services, notabty an lCU, despite its

Strategic tocation between Edmonton and Saskatoon and the [oca[ atmospheric chattenges

with rapid air evacuation. Staffing shortages, particul.arty among attied heatth professionats,

ctinicat support services staff, and physicians , Limit service avaiLabitity, resutting in patients

traveting for care that are in scope to be provided tocatty. These issues are compounded by

high ED wait times and increasing numbers of patients teaving without being seen or triaged,

driven in part by poor access to primary care.

Fragmented and lnsufficient Primary Care Access

Primary care services are criticatty understaffed, with many unattached patients and ongoing

difficutties in recruiting physicians. The bi-provinciat administrative complexity, fee-for-service

payment model, and timited overhead support make recruitment and retention chattenging.

The tack 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 detays in

appropriate treatment and care continuity issues. without a robust and accessibte primary

care system, the broader heatthcare system becomes strained and reactive.

Major Gaps in Mental Health and Subsfa nce Use Services

Mentat heatth and substance use services are notabty tacking in Ltoydminster. Atthough there

is a 2417 catl. tine in operation through Primary Care Atberta which provides law enforcement
partners with priority access to phone-based consuttations with Mentat Heatth Clinicians,

probtems stitt arise in retation to the avaitabil.ity of such services.
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There are no tocat inpatient mentaI heatth beds or after-hours crisis services other than the
ED, which is not equipped from a personnet or infrastructure perspective to safety handte
mentaI heaLth presentations. The absence of stabil.ization and step-down options requires
patients to travel to other communities for care, detaying intervention and increasing risk. As a
resutt, the RCMP have become the defautt responder for mentaL heatth crises. This diverts law
enforcement resources and hightights the faiture of the heatth system to adequatety respond
to urgent mental heal.th needs. A shortage of psychiatrist coverage, long wait times in ED, and
poor service coordination are ittustrative of the Mentat Heatth Substance Use (MHSU) system
deficits.

Growing Pressures in Long-Term Care

Limited intermediate options between community care and tong term care are resutting in
pressures in the continuing care system. There is atso an imbatance between Alberta and
Saskatchewan in the avaitabitity and types of seniors'housing and supports, requlring
patients to retocate in order to access care. lncreasing acuity and comptexity of residents'
needs require higher tevets of care and staffing, and resources have not kept pace. The tack of
respite beds timits suppoft for famil.y caregivers, whil.e insufficient continuing care capacity
contributes to acute care botttenecks, with ALC patients routinely occupying medicine beds.

Sysfem lr/avigation and Cross -Border Care Complexity

Operating within a bi-provincial context introduces unique chaLtenges in navigation, funding,
and service coordination. Different poticies, protocots, and etigibitity criteria between Atberta
and Saskatchewan make it difficutt for patients to access consistent, coordinated care. There
is currentty no formaI patient navigation system in ptace to assist with these comptexities,
teaving patients and providers to manage them independentty. This leads to detays in care,
inefficiencies, and inequities in service access.

Diagnosfic and Spe ciadisf Servic e Limitations

Access to diagnostic and speciatist services is limited, particutarty for advanced imaging and
oncology. Speciatist shortages, particutarty in rural areas, making timety access to care
difficutt and compromising earty detection and effective treatment planning.

Strain on Community-Base d and Preventive Seryices

Community care services, inctuding pubticl.y funded physiotherapy and community
psychiatry, face tong wait times and rising demand. This undermines opportunities for earty
intervention and prevention, teading to deterioration in heatth and avoidabte use of acute care
resources. Home care services are overstretched, white pubtic awareness of avaitable
community-based services, such as enhanced pharmacy scope, is [ow. This tack of
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knowtedge contributes to unnecessary ED visits and duptication of services, ittustrating the
need for improved system navigation, resourcing, and care coordination.

3.1L.2 Priority Service Areas

The Ltoydminster heatth system faces criticaI chattenges retated to capacity and
infrastructure across several key areas. At the same time, resources are timited and staffing
shortages exist across both provinces. Changes need to be prioritized based on ctinical
drlvers and feasibitity; this section outtines the areas recommended to be assessed for
imptementation first.

Estab lishing a Primary Access Ctinic

Due to the urgent and increasing capacity pressures in Emergency, it is recommended that a
PrimaryAccess Ctinic function be prioritized for consideration. This change woutd require no
infrastructure and moderate staffing resources. Process and protoco[s woutd need to be
devetoped, inctuding cl.inicat screening protocots and coordination of booking between
Emergency Registration and Prairie North Cl.inic. ldeatty, this ctinic function woutd be staffed
with a Nurse Practitioner and operate between the hours of 3pm-7pm on weekdays, as wetl as
early mornings and daytime weekend shifts as possibte.

Expanding Primary Care Access through Team-Based and Virtual Models

Enhancing primary care by enhancing team-based and virtuaI ptatforms aims to increase
overat[ accessibitity, by using primary provider time more efficientty and supptementing care
with appropriate attied supports. These modets support continuous, multi-disciptinary and
patient-centred care, reduce unnecessary ED visits, and mitigate current botttenecks, as wetl
as also being mindfut of the fact that primary provider time is criticatty timited. These sotutions
are cost-effective as they improve chronic disease management, a primary driver of
Ambulatory Care Sensitive Condition acute presentations and strengthen system resitience
amid staffing and resource [imitations. A key enabter of this change is facititating APP/ARP and
contract models for primary care providers, inctuding Nurse Practitioners, and this system
change shoutd be prioritized.

It shoutd be noted that atLied staff are in short suppty, and as union positions, these positions
are unabte to be incentivized for recruitment. Virtual attied support in partnership with [arger
centres shoutd be exptored, as wetl as locat training pathways that inctude fl.exibil.ity for latent
segments of the workforce, such as otder community members and parents.

Dedicated Mental Health A'/ursing in the ED

lntroducing Mentat Heatth nursing support within the ED is a high-impact, [ow-infrastructure
change that woutd improve patient safety, enhance de-escatation capacity, and support more
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consistent assessment and monitoring. MH nurses woutd also provide reat-time consuttative

support to generatist ED nurses and physicians, improving decision-making and reducing

unnecessary transfers. This woul.d hetp retain more mentat heatth patients tocatty, reduce

fl.ow disruptions associated with 1:1 staffing, and support a more therapeutic patient

experience.

upskilling ED Physicians in Mental HeaLth Assessment and Care:

ED physicians were identified to require additionattraining in mentat heatth crisis

management in order to provide timety and appropriate care and reduce retiance on

psychiatry consuttative services. Targeted education woutd increase confidence in managing

mentat heal.th and substance use presentations; this direction atigns with the system strategy

of upskil.ting generatist providers to safety manage higher-needs cases tocatty within an

appropriate scope of practice.

Mental Health Short Stay Unit (SSU/:

The staffing enhancements noted above require retativety low investment with a high system

return, and intend to safely treat a greater proportion of mental heatth patients LocaLty.

However, without an appropriate physicatenvironment, the ED witt continue to rety on

improvised or unsecured tocations for observation and short-term treatment, creating safety
risks for patients and staff.

A co-tocated SSU woutd offer a secure, monitored environment for short-term assessment,
stabitization, and transition ptanning. This represents a moderate capitaI investment with
significant system benefits, inctuding decreased risk, improved care continuity with
community teams, decreased avoidabte transfers, and improved patient experlence. A
dedicated study of SSU feasibil,ity shoutd be prioritized in order to determine appropriate
scope, infrastructure requirements, and operationatatignmentwith both provinciaI mentaI
heatth frameworks.

Deve{oping a Transifio nal Care Unit:

Estabtishing a TCU is a targeted strategy to address hospitat capacity pressures driven by high
ALC occupancy and the tack of special.ized transitional care spaces. ldeatty this unit woul.d be
situated outside the acute hospitaL setting, and would provide restorative, community-ctose
environments where patients coutd recover their functional status and transition
appropriatety. This reduces hospital. occupancy, shortens tong-term care waiil.ists, and fosters
better patient community reintegration. Additionatty, the TCU coutd provide respite support to
patients tiving in community, and case management support for these patients to enabl.e
continued safe community Living and prevent caregiver burnout.
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This unit may require capitat investment, even if an existing facitity is identified as abte to be

re-purposed. A business case shoul.d be considered to identify the cost of current ALC patient

care and earty continuing care admission, and weigh this against the capitat and operationaI

costs of estabtishing a TCU.

Strengthening Administrative Supports for Cross-Jurisdictional lnformation Sharing and Care

Coordination:

Efficient, System-tevet information sharing and coordination require dedicated administrative

efforts. Currentty, ctinicat and administrative staff are fitting this work into their regutar duties,

taking time away from patient care. Resourcing staff teams to provide time to perform

information-sharing and care coordination work in this comptex bi-provinciat setting is criticat
to optimizing patient outcomes and system efficiency. Ul.timatety, Ltoydminster shoutd work
towards improving data sharing poticies, standardizing referraI processes, and atigning
policies across Atberta and Saskatchewan to reduce the existing administrative burdens,
avoid dupl.icate efforts, and provide equitabte, timety access to care. However, it is noted that
the larger systemic change woutd take time, and an urgent measure to resource teams for the
workarounds they are atready performing woutd enhance system function in the near term.

These priorities are interconnected and coltectivety support the overarching goat of creating a
more accessibte, efficient, and patient-centred healthcare system. They focus resources on
immediate system needs, such as urgent care access and hospitat capacity, and tay a
foundation for sustainabte growth through improved system integration and efficient resource
use. These targeted investments woutd maximize system impact and provide better heatth
outcomes within the existing resource constraints.
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3.L2 SERVICE INNOVATION DIRECTIONS

Strengthening coordination and communication between provinciatministries, heatthcare
authorities, and foundations, as wel[ as standardizing terminotogy and definitions, is criticat
to ensure ctear and consistent service detivery across the border. Severat opportunities have
been identified to improve care detivery in the Ltoydminster region, and priorities have been
identified in Section 3.11.2.

Prior to the devetopment of these opportunities, severa[ [ong-range system innovation
directions were discussed and devetoped, ranging from targeting operationat improvements
to more comprehensive changes. Betow is a high-teveldiscussion of each service innovation
direction discussed, for consideration of [onger-term imptementation. Each of these
directions woutd require substantiaI resources, coordination, and stakehotder engagement,
and woutd [ikel.y need to be phased over time. Nonetheless, these directions represent more
comptete systemic improvements that address the heatth system chattenges in Ltoydminster
in a more foundationaI way.

lnteraperable EM R

An interoperabte etectronic medicaI record (EMR)woutd atiow patient information to be
shared between providers in both Atberta and Saskatchewan, addressing one of the most
persistent chaltenges in Ll.oydminster's bi-provinciatheatth system. Currentty, fragmented
and sitoed EMR systems resutt in dupticated tests, detayed care, poor care continuity, and a
retiance on patients to carry information between providers. By creating a shared digitat
infrastructure, or, in the short term, establishing a centratized coordination function, care
teams woutd be abte to access comptete and up-to-date information regardtess of which
jurisdiction the patient is served under or where they reside.

lmproved information ftow woul.d enhance continuity of care and patient safety. Ctinicians
could make better-informed decisions, unnecessary procedures wouLd be avoided, and
transitions between hospitat, primary care, and community services woutd be smoother.
White imptementing a futty interoperabte EMR is technicatty and financiatty comptex, a
phased approach coutd yietd earty benefits, such as pitoting a data-sharing hub to bridge the
current gap. ln the tong term, interoperabitity wou[d reduce administrative burden, improve
efficiency, and provide patients with a more predictabte and consistent experience across the
care continuum.

Experience in other jurisdictions suggests that this is a viabte but tong-term undertaking.
Atberta's ConnectCare initiative demonstrates the scate of investment and training required to
successfutty integrate records across service settings, even in a singte province, white
Ontario's ConnectingOntario system shows how phased regionat rottouts can improve
ctinician access to data and reduce duplication. lnterim measures, such as British
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Cotumbia's centratized information-sharing pitots, have detivered earty benefits even before
futL integration was achieved. These examptes atso hightight that ctinician buy-in, ctear
governance, and incrementaI imptementation are key success factors.

Service Realignment

Service reatignment woutd restructure how heatth programs in Ll,oydminster are organized by

assigning responsibitity for specif ic service [ines, such as primary care, mentaI health, or
long-term care, to one province, regardtess of where patients tive. This woutd be paired with
pan-provinciaI ticensure, attowing heatth professionats to practice across the Atberta-
Saskatchewan boundary without dupl.icative regutatory hurdles. By consotidating
accountabil.ity for each program area within a singte jurisdiction, reatignment woutd unify
information systems, funding modets, and service standards.

This approach offers the most comprehensive sotution to the fragmentation that currently
characterizes Ll,oydminster's health system. Patients woutd experience ctearer access
pathways, providers woutd have fewer regutatory and administrative barriers, and overat[
eff iciency woutd be strengthened. However, the transformation required is substantiat.
lntergovernmentaI negotiations, legistative reform, workforce adjustments, and robust pubtic
communication woutd be necessary to imptement the modet. White ambitious and resource-
intensive, service reatignment represents the most sustainabte pathway to addressing
structurat chattenges and creating a more resillent, integrated system for the long term. lt
shoul.d be noted that information sharing across service lines woutd stitt need to be
addressed.

Evidence from other cross-border heatth systems underscores both the opportunities and
chaLl,enges of this approach. The Ottawa-Gatineau region ittustrates the [imitations of
maintaining separate provinciaI systems across one urban area, as patients continue to face
confusion and inequitabte access without formaI reatignment. ln contrast, internationaI
examples such as the European Union's Cross-Border Heatthcare Directive and Austratia's
regionaI cross-state heatth networks demonstrate that shared responsibitity and provider
mobitity can be achieved where intergovernmental frameworks are in ptace. These modets
hightight the potentiaI benefits of cLarity and portabitity but atso point to the poLiticat
comptexity of estabtishing durabte agreements on funding, ticensure, and worKorce rutes. For
Ltoydminster, this suggests that whiLe reatignment coutd provide a hol.istic sotution to
systemic fragmentation, it woutd require sustained potiticatwitt and transition ptanning to
mitigate risk.
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4.L PROJECT CHARTER

Ministry of Heal.th

Ltoydminster lntegrated Heatth Services Needs
Assessment

Proj ect Charter

Project Lead: Saskatchewan Ministry of HeaLth, Strategy and lnnovation
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Project Overview
Ltoydminster is a city of over 30,000 peopte with a catchment area of nearty 100,000 peopte
Because the community is on the Saskatchewan/Atberta border, there is a need for the
Al.berta and Saskatchewan governments and heal.th care agencies to cottaborate, ptan and
detiver heatthcare services in the community.

A working group was initiatty formed in 201 3 to comptete a needs assessment and oversees
heal.th care provision in the Ltoydminster area. lt is comprised of membership from the
Saskatchewan Ministry of Heatth (SK MOH), the Saskatchewan Heatth Authority (SHA), and
Atbefta Ministry of Primary and Preventative Heal,th Services and its purpose is to ensure
Atberta and Saskatchewan are committed to cotlaboration and compteting a joint heatth
services needs assessment for the Ll.oydminster catchment area. The catchment area
inctudes up to a 150 km radius from the centre of Ltoydminster.

Detiverables
The SK MOH, with the support of AH, AHS, and SHA, procured a quatified
Proponent/consuttant team to provide consutting services and lead an assessment plan as it
retates to heatth service needs for Saskatchewan and Atberta residents in the Ltoydminster
catchment area. The information from this assessment witt be used to inform long term
cl.inical, service ptanning, and potentiaI future capitat ptanning.

The consuttant wit[ conduct assessments on the fottowing:

1. Population heatth needs for services that are publicly funded.
2. Associated ctinicaI services.
3. Modetling and projection of future needs by service tine; and
4. Targeted stakehotder engagernent.

The consuttant wittuse this information to devetop a Ctinicat Heatth Service Ptan (CHSP). The
CHSP is a detaited report which summarizes al.t heatth services currently supplied, analyzes
projected use of heatth services, identifies gaps between current service capacity and
projected service levets, and provides recommendations for meeting future projected service
levets for Ltoydminster and the catchment area.

At a minimum the CHSP shouLd inctude the fottowing key sections

I ntro d u ctio n

o Purpose of the ctinical ptan;

o
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Cu rrent Po rtfoti o overvl ew;

l nter.p rovi nci a t network overvi ew;

Strategic initiatives and targets; and

ConsuLtati o n outco mes'

Current state overvlew

o Service description and functions;

o Current high-tevet staffing anatysis;

o current service votumes; and

o Current state deficits; gaps, and chattenges'

Future state service recommendations
o Poputation estimates and projections;

o Future state high-tevet staffing anatysis;

o ProjectionmethodotogY;
o Projected service l,evets by service tine; and

o Proposed future services detivery recommendations and options anatysis

Appendices

o
o

o

o

o

o

o

DetaiLed data anaLysis;

List of consuttation attendees and consuLtation outtine;

Project M a nagernent docu me ntation ;

project structure inctuding team members and resources;

Governance structure;
Master budget and schedu[e;

Project Management Ptans; and

Risk anatYsis

The SK MOH and AH representatives witt be responsibte for the fottowing (detail'ed rotes of

each party are described in Section 6: Project Governance):

. Approvatof project scope and workptan;

o provide aggregate data and existing information for al.l. Locations and surrounding area;

o Provide timety feedback on draft ctinicat ptan reports; and

o Provide any other additionat information or documentation as required.

The consuttant witl. be responsibl'e for the fotLowing:

o Devetopment and successfuI detivery of a project ptan;

o Cottect and anatyze att appticabte information to inform current and future service [ine

anatysis;
o Lead stakehol,der engagements;
o Compite findings into a comprehensive and confidentiatfinat CHSP report with

options; and
o Detiver the finat CHSP for endorsement by the Project Management Team.

o

o

o

o

o

o

o

C
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ln addition to the previousty mentioned responsibil.ities, the consuttant is required to provide,

but not timited to, the fol.towing:

o Coordinate and schedute atl. required meetings in consuttation with the project team

and executive sponsors, inctudingworking groups, and provide agendas, materiats,

and minutes;
o Bi-weekty regutarty scheduted update and governance meetings with project teads;

o Track action items, issues, and decisions, and escatate and resotve issues as needed;

o provide monthty progress reports, inctuding progress tracking of key tasks and

schedute tracking in PDF format; and
o perform project cl.ose out, inctuding a final. report with recommendations and

scheduting a project ctose out meeting with Leadership lntegration Committee.

Guiding Pri nciples
A number of Guiding Principtes have been devetoped in order to guide this project. A fuLt

description of the vision and guiding principl.es can be found in Section 2.1 ot this report for

reference, ptease see betow an outtine of these principtes.

Prevention and Wellness

A focus on prevention and wettness is required to decrease the demands on the heatth

care system within att heatth sectors. This witt invotve a shift in focus from treating

itLness to Promoting wettness.

Heatth Equity

ptanning and initiatives shoutd account for both urban and rural areas, financiat

disparities as weLt as underserved populations, such as First Nations, M6tis and lnuit
peoptes in Atberta and Saskatchewan. The initiatives need to atso continue expanding

access to traditionat heating practices.

Integration and Sustai nabititY

System integration in operations shouLd be prioritized to ensure care is detivered in the

most appropriate care setting.
proactive heatth System ptanning shouLd enabl.e the poputation to be cared for in the

most appropriate care setting, and to reduce pressures on acute and institutional care

settings.

a

a

a

a
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lncreased use of technotogy can support heaLth system integration and sustainabitity

by enhancing communication, streamtining processes, and improving data sharing

across sectors.

sustainabte funding modets that atso support more integrated, vatue, and poputation-

based funding approaches shoutd be considered'

Appropriateness

Appropriateness refers to del.ivery of tests, procedures, and treatments that are

medica[ty neceSSary evidence-baSed, and beneficiat for the patient' Overuse'

underuse, or misuse of services shoutd be avoided'

o

o

o

ln Scope Out of Scope

Report supports pl.anning in SK and AB context Report is a decision on its own

Enabl.es consistent and transparent approach Report iS the sole source of decision making

to ptanning
Can guide decisions about fitting gaps and/or Future state mapping used as a wish [ist,

adjusting services to meet the needs of the inctuding lnformation Management and

poputation lnformation Technotogy (lMlT) and
lnfrastructu re retated items.

Accountabitity toot (for att parties at Costing, Capitat retated items
stakeho[der tabte)
ldentification of existing service gaps lnfrastructure Assessment
ldentification of current suppLy and demand Timelines for any actionabte detiverable or
chaltenges and areas to enhance services. requirements for short / medium / tong term

detiverabtes.
Future projected need and demand for
services in the Ltoydminster catchment area

Earty Ptanning Scope

Proj ect Goals
o Determine current state.
o Assess historical utitization and project future demand for acute, Long-term care, and

community heatth services within the 150 km catchment area.
o Community heatth services needs assessment.
o Mapping future state with parameters.

o Requires parsing need from want.
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ContributeS to an ongoing services ptanning process and retationship.

o Sets real.istic goal,s and consistentty achieves them in pursuit of bettering

heatth outcomes for Ltoydminster and area.

Mitestone Schedule

*The findings of the report may be shared with respective Ministers of Heatth

Proj ect Governance

o

Approvals required

Mitestone Iarget Completion

Ingagement Ptan Finati zed March 2025 Project

Management
leam

Leadership
Integration
Commlttee

Executive
Sponsor

Data Sharing Agreements
Executed

vlarcn 2025 Privacy and
Legat (Sask

and AB)

Project Team

Service Shift \A/orking PaPer

Adopted (identifies d irections
based on data anatysis and

engagement)

luty 2025 Project
Management
Ieam

-eadership
lntegration
lommittee

Executive
Spon sor

FinaI Report Submitted Novemb er 2A25 Froject
Management
Ieam*

Leadership
lntegration
Committee*

f xecutive
Sponsor*

Description Name(s)

Executive
Spo nsors

t Provide ongoing direction and

senior levet support during the
project's Lifecycte.

Ensures the objectives, scope, and
project objectives are met.

Endorse the needs assessment"

f

o

David Matear, ADM, MOH SK

Christine Sewell, ADM, AH

Leade rsh ip
lntegration
Cornmittee (LlC)

Makes c0nsensus-based
decisions to inform and guide the

a

project and provide advice to

Shetdon Brandt, ED, SK MOH
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senior MinistrY of Hea

Lead ersh iP.

Provides strategic direction and

oversight to Project Management

Tea rn.

Endorses the needs assessment'

o

O

tth Ctaire Tuttte, ED, AH

Tami Denomie, SK MOH

AH wilt invite rePresentatives

from the fottowing AB

ministries and Provincial
heatth agencies as required

for their respective heatth

sectors:

. Ministry of Mentat Heatth

and Addiction
o Ministry of Seniors,

CommunitY and Sociat
Se rvices

o Acute Ca re Atberta
. Prim ary Care ALberta

o Recovery Atberta
o Assisted Living Alberta

(Executive
Directors)
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David Purdy, MOH SK

JodieZerr, MOH SK

Kate Austin, AH (untit

Septemb er 2025).

Bri Tibbatts, Acting Executive

Di rector, Govern ment of
Atberta

Atesha Hitl., AH

Accountabte to the Project

Sponsors and Ministries of Heatth,

Saskatchewafi , ond Atbe rta"

Responsible for managing core
project deliverabLes.

Provide project oversight, includi ng

strategic direction and seeks

approvat of change orders, 8s

required.
Provide guidance and direction to

the Project Management Team and

for ensuring adequate resourcing

for the PM Team to futfilt its
f u nctions.
Assist the Proiect Lead with the

day-to-day management of the
project.

Project progress, including
emerging issues and risks, is

reported to CPT on a bi-weektY

basis.

Point of contact for escatation of

issues and witt review and endorse

atl decision items Prior to
submission to CPT.

o

o

o

o

o

a

Project
Management
Team (PMT)

Atberta Ministry of Prim arY

and Preventative Heatth

Services

A[berta Med icaI Association

Alberta Precision
Laboratories

Cancer Care ALberta

City of Lloydminster

Government of ALberta

Responsible to Provide inputs to
complete core Project
deliverables.
Accountabte to PMI and witl
provide bi-weekty u pdates
(Reporti ng Tem plate attached).

a

o

Stakeholder
Groups
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Ltoydminste r and District
Heatth Advisory Cou nciI

Ltoydminster Ctinic

Ltoyd m i nster Com m u n ity
Cancer Centre

Ltoydminster Hospitat

Ltoydminster Primary C are
Network

Ltoyd minster Region H ea lth
Fou ndation

Prim ary Care A[berta

Recovery Atberta Menta I
Heatth and Addiction
Services

Saskatchewan Heatth
Authority

Vermition Heatth Centre

Data Anal.ytics &

Ctin icaL Service
PLanning

a Responsib[e for coU.ecting and
anal.ysing utitization data and other
data sources (baseLine/status quo)

Responsible to review and anatyse
sta kehotd er engageme nt
quatitative data (futu re state/gap
anatysis)

o

Sheena McRae, Team Leader,
Rese arch, MOH SK

Rosatinde Sandoff, RAI

Progra m Su pport, Corporate
Support a nd I nfrastructu re,

MOH SK

Wayne Khur, Senior
Researcher, AH

Jennifer Bior, Heatth System
Ana[yst, AH
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Crganization Rotes and Responsibitities

Ministry of Heatth
Saskatchewan

t

o

a

MOH is accountabLe for atL procurement decisions as the
main contact for procuring a consuttant, co-funder of the
Project, and is accountable to the citizens of Saskatchewan
for the responsibte use of pubtic funds to deliver the Project.

MOH witt tead and coordinate the functions of the PMT and

LIC and approve changes outside the approved Proiect
Scope in consuttation with AH.

MOH witt be consutted on a[[ aspects of project delivery and

maintain final approval in att decisions retated to the Project
and its management.

Saskatchewan Health
Authority

,

D

l

,

Responsible for ensuring key stakehotder groups are

engaged as appropriate on key steps throughout the tife of a
p roject.
Works closely with the MOH on atl aspects of the project.

Provides inputs and supports devetopment of ctinical service
ptans; and

Provides support on business case devetopment, planning,

design, ond delivery of projects to ensure alignment with
pro gram and service priorities.

Atberta Ministry of Prim ary
and Preventative Heatth
Services

D

f

I

a

a

Responsible for ensuring key stakehotder groups are

engaged as appropriate on key steps throughout the tife of a
project.

AH is accountabte for supporting the Saskatchewan MOH

regarding atl decisions for procuring a consultant as co-
funder of the Project.
AH is accountabte to the residents of Atberta for the
responsible use of pubtic funds to co-detiver the Project.
AH witt support the Saskatchewan MCH with coordinating
the functions of the PMI Llc and Executive Sponsors and
jointly approve changes outside the approved Project Scope
with Saskatchewan.
AH wil.L be consulted on att aspects of project delivery.

Consultant Team a

a

Coordinate and schedul'e al.t required meetings in

consultatron with the PMT and executive sponsors, including
working groups, and provide agendas, materials, and
min utes.
Bi-weekty regutarty scheduLed update and governance
meetings with project Leads;
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Track action items, issues, and decisiofls, and escalate and

resotve issues as needed;

Provide monthty progress reports, inctudinE progress

tracking of key tasks and schedute tracking in PDF format;
and

Perform project ctose out, includingatinaI report with
recommendations and scheduting a project close out
meeting with Saskatchewan MOH and AH.

lnitiat Risk Register and Mitigation Strategy
sk on tion

pte Risks have assigned

ptete the work
heduled. If the
hedute extends or

s shortened
ign if ica nt[y, the

urces may be

who are
Labte to

itabitity of

anage schedute and update on rnonthty basis
btish backup resources and succession ptans

opte Risks hanges in key
ro.lect management
[es, whether due to

structu ring or
rsonnet turnover,

outd disrupt project
ntin u ity a nd affect

he quatity of

n izationa I

etiverabtes

r and comprehensive management
ots, inctuding detaited project ptafis, timel.ines,

nd rotes and responsibitities. These protocots wiL be
ocumented and accessibte to atL team members to

tish clea

re continuity.

roject Risks

oordination and
nagement of the

roject's muttipte
ets, incLuding

SSESSMENT

neffective

ES,

eve[o detadp ited Cte Ia n/woproj nIa htp oat ttiU nrkp ES r.ta
ect Sa ESph a ctivit ES mti etines na d de Iive rab [es

roject

S nta inwitt Cp Lud ae nGa tt cha tort SVI UA Iize ectproj
ri en anS d terdn e end NC res. oH tdep tusstaregutar

etie to EWrevings darogress,p d ress SSU ad manES, ke
e nts.ustm Thdj ese nmeeil wi tt denctugs pkey
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sta kehotde r

engagement, and
data anatysis, coutd
tead to detays, cost
overruns, and
suboptimat
outcomes.

stakehotders to ensure atignment and effective
communication.

Project Risks Ambiguities or
Ceficiencies in the
governance structure
rnay resutt in unctear
Cecision-making
processes,

accou nta bitity
issues, and conflicts
among project
sta ke h otd e rs

As part of Project Charter, estabtish a ctear governance
framework that defines rotes, responsibitities, decision-
making authorities, and escatation processes. Achieve
sign-off on Charter prior to proceeding.

Project Ris ks Chatlenges may arise
i n tra nsferring project
responsibitities and
obtigations to the
appropriate parties
u pon project
comptetiofl,
potentiatty impacting
the imptementation
of the CtinicaI Heatth
Service Ptan (CHSP).

/Vrite a report that references a[[ materiaIand "stands
atone" to be understood by outside parties. Within
3ngagement, include discussion of imptementation so

that the handover is warm. As part of close out, discuss a

landover ptan that outtines the process for transferring
croject responsibil,ities and obtigations to the receiving
oa rties.

Sta kehol.de r

Risks

Miscommu nication
or misaLignment
among leadershlp
sta ke hotde rs
(Saskatchewa n

MOH, AH, SHA, AHS,
APPHS) coutd tead to
confticts a nd

inefficiencies.

Istabtish regul.ar comrnunication channe[s, such as

ciweekl,y meetings, to ensure consistent and transparent
lommunication among internaI stakehotders. Estabtish
croject Steering Committee to formalize CIversight,

Sonduct a visionin glalignment meeting at the project
nitiation phase to ensure that prim ary stekehotders have

a ctea r u ndersta nd ing of project objectives, roles, a nd

responsibitities, and hetp buitd a cohesive team and
[oster cottaboration. Saskatchewan MCH, AH, and other
stakeholders must commit to attending engagements as

cuttined in the Charter.

Stakeho[der
Ris ks

Shattenges in

3ngaging with
3xte rna I

Devetop an engagement pLan that outLines strategies for
effective communication and coltaboration with externaI
stakeholders. This plan witt inctude stakehotder mapping,
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sta kehotders, such
as [oca[ heatth and
community
organizations, may
resutt in inadequate
stakehol.der input or
resistance to
proposed changes.

ing schedutes, ond engagement activities.
askatchewan MOH and AH must assist with connecting

rnerstone with appropriate contacts at the
nizations to be engaged.

Sta kehotder
Risks

Potentia[ [ack of
approvaI from
community
organizations and
care providers coutd
impact the
imptementation of
IhE CHSP.

Design a sign off procedure with Steering Committee
input. Ensure stakehotders are informed and heard to
enhance their engagement, seek to understand their
concerns and expectations, and clear[y comrnunicate
how the project wiLt address their needs (such as by
sending agenda and presentation in advance, ask for
documents, fottow ups, etc")
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4,2 STAKEHOLDER ENGAGEMENT

The fottowing tist represents the individuats engaged by project phase. Note that some
interviewees are listed as associated with AHS; at the time of publ.ication they may be

associated with other provinciaI heatth agencies.

IPHASE 1

Position
Mayor
ADM Ministry of Health
ADM Finance and Capitat Ptanning

Chair

CEO
lnterim Executive Director, Community and
Fou ndation Relations

Organization
City of Lloydrninster
Saskatchewa n HeaLth Authority
Atberta Ministry of Primary and
Preventative Health Services
Ltoydminster and District HeaLth Advisory
CounciI
Ltoydminster Region Health Foundation
Saskatc hewa n Health Authority

PHASE2A
Position
Executive Director of Acute Care NW SHA
Chief Zane Off icer; ED Emergency Medical
Services
Director, Quality PLa n n ing a nd Performa nce

ED Optimization

ED of Community Care, SHA
Director of Cornmunity Oncology Program
Pharmacy Manager of Community Oncol.ogy

Associate Senior MedicaL Doctor
ED, Supportive Care Services and Patient
Expe rie n ce

Director, Cancer Care Teams Community
Oncology, Cancer Care Alberta
Director, Pharmacy Cancer Care A[berta
Executive Director, MentaI Heatth and Addiction
Services at Prairie North Region

Organization
Saskatc hewan Health Authority
Atberta Ministry of Prim ary and
Preventative Heal.th Services
Atberta Ministry of Prim ary and
Preventative HeaLth Services
Atberta Ministry of Prim ary and
Preventative HeaLth Services
Saskatchewa n HeaLth Services
Saskatchewan H ealth Services
Atberta Ministry of Prim ary and
Preventative Hea Lth Services
Cancer Care Alberta
Cancer Care Atberta

Cancer Care Atberta

Cancer Care Alberta
Saskatchewan Heatth Authority
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Executive Director, MentaL Heal,th and Addictions

(AMOH)
Ma nager

Director for Addiction and Mentat Heatth in AHS

Centr alZone - Rurat East, AHS

Executive Director, Prim ary Heal'th Care NW

Executive Director, Prim ary Heal,th Care NWS

Senior Director, Pharmacy Strategy, AHS

Director, Dentat and Orat Heal'th

Executive Director, Foresight and Retationships

Director, Program Design and lntegration

Manage r, Program Detive ry,lmptementation and

Accou nta b iLitY

Locat Physician
Executive Director, Continuing Care N\V

lnterim Senior OPerating Officer
Executive Director, SeniorS Health, Central Zone

VP, Provincial CLinicaI and Support Services

Director, Patient Service Centres, North

Community Services
Associate Sector MedicaI Director, Community
La boratory Services, North
Director, Diagnostic lmaging, CentraI Zone

MedicaL Director, lmaging

Atberta MinistrY of Prim arY and

Preventative H ea[th Services

Recovery Al berta Mentat Heatth and

Addiction Services
ALberta MinistrY of PrimarY and

Preventative H ea lth Services

Saskatchewa n HeaLth AuthoritY

Saskatchewa n H eal.th AuthoritY

Govern ment of Atberta

Government of Atberta

Government of Atberta

Prim ary Care Al.berta

Atberta Heatth Services

Atberta Med icaL Association
Saskatchewa n H eatth AuthoritY

Atberta Heatth Services

Atberta Heatth Services

Saskatchewan Heatth AuthoritY

Atberta Precision La boratories

Atberta Precision Laboratories

A[berta Heatth Services
ALberta Heatth Services

PHASE 2A
Position
Executive Director of Acute Care NW SHA

Chief Zone Off icer; ED Emergency Medical
Services
Director, Quatity Pl.anning and Performance

ED Optimization

ED of Community Care, SHA
Director of Community Oncology Program

Pharmacy Manager of Community Oncotogy

Organization
Saskatchewa n Hea lth Authority
ALberta Ministry of Primary and
Preventative Hea tth Services
Al.berta Ministry of Prim ary and
Preventative H ea lth Services
Atberta Ministry of Primary and
Preventative H ea Lth Services
Saskatchewa n Hea lth Services
Saskatchewa n Hea lth Services
Atberta Ministry of Prim ary and
Preventative HeaLth Services
Cancer Care AtbertaAssociate Senior MedicaI Doctor
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ED, Supportive Care Services and Patient
Experience
Director, Cancer Care Teams Community
Oncology, Cancer Care ALberta

Director, Pharmacy Cancer Care ALberta

Executive Director, Mental Heatth and Addiction
Services at Prairie North Region

Executive Director, MentaI Heatth and Addictions
(AMOH)

Ma nager

Director for Addiction and MentaL Heatth in AHS
CentralZane - RuratEast, AHS

Executive Director, Prim ary HeaLth Care NW
Executive Director, Prim ary Heatth C are NIVS

Executive Director, PharmaceuticaI and Heatth
Benef its
Senior Director, Pharmacy Strategy, AHS
Director, Dental and Ora[ Heal.th

Executive Director, Foresight and ReLationships
Director, Pragram Design and lntegration
Manager, Pragram Delivery, lmptementation and
Accou nta b iLity

Locat Physician
Executive Director, Continuing Care NW
lnterim Senior Operating Officer
Executive Director, Seniors Health, CentraI Zone
VP, Provinciat C[inicatand Support Services
Director, Patient Service Centres, North
Community Services
Associate Sector MedicaL Director, Comrnunity
La boratory Services, North
Directcr, Diagnostic lmaging, CentraI Zone
Medicat Director, lmaging

Cancer Care Atberta

Cancer Care Atberta

Cancer Care Atberta
Saskatc hewa n Heatth Authority

Atberta Ministry of Prim ary and
Preventative HeaLth Services
Recovery Atberta MentaI Heatth and
Addiction Services
Atberta Ministry of Primary and
Preventative Hea[th Services
Saskatchewa n HeaLth Authority
Saskatchewan Health Authority
Government of Atberta

Government of Atberta
Government of Atberta
Prim ary Care Atberta
Atberta Heatth Services
Atberta Heatth Services

Atberta MedicaI Association
Saskatchewa n HeaLth Authority
Atberta Heatth Services
Atberta Heatth Services
Saskatchewan HeaLth Authority
Atberta Precision La boratories

Atberta Precision La boratories

Atberta Heath Services
Atberta Heatth Services

PHASE28
Position
Director of Acute Care NW at Lloydminster
H osp ita t

Director - Provinciat Heal.thLine 81 1 Program and
MedicaL Assistance in Dying

Organization
Saskatchewa n H ealth Authority

Saskatc hewa n Hea Lth Authority
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Provinciat C[inical Manager, HeatthLine 81 1

CLinic Coordinator, SHA
Locat Physician
Manager, Program Detivery, lmptementation and
Accou nta bil.ity

Executive Director, Foresight and Retationships

Manager of MedicaL lm aging Ltoyd and Area
Director, Diagnostic lmaging, CentraI Zone
MedicaI Director, lmaging, AHS
Executive Director, Laboratory Medicin0, SHA

Saskatchewa n Hea lth Authority
Saskatchewa n HeaLth Auth ority
Atberta Med icaI Association
Atberta Heatth Services

Saskatchewan Heatth Authority
Atberta Heatth Services
Atberta Heatth Services
Saskatchewa n H ea tth Auth ority

Prim ary Care Atberta

Executive Director Ltoydminster Primary Care Network
Physician Lead Ltoydminster Ctinic
Manager of MentaI Heatth and Addictions Services Saskatchewan Heal.th Authority
Manager RecoveryAl.berta MentaL Heatth and

Addiction Services
Manager of Home Care (Jubitee) Saskatchewan Heatth Authority
Heatth Services Manager (Maidstone) Saskatchewan Heatth Authority
Heatth Services Manager (Turtteford) Saskatchewan Heatth Authority
Heatth Services Manager (St. Watburg and Saskatchewan Heatth Authority
Paradise HitL)

Continuing Care Manager, Dr. Cooke Extended Alberta Heatth Services
Care Centre
Continuing Care Manager ALberta Heatth Services
Continuing Care Placement Office Manager Atberta Heatth Services
INH Ctinicat lntegration Manager - Pattiative Saskatchewan Health Authority
Homecare &Wound Care, SHA
Home Care Manager at Prairie North Region Saskatchewan Health Authority
Manager of the Medicat Ftoor and SpeciaI Care Saskatchewan Health Authority
Unit
Nurse Manager of Surgicat Services, Endoscopy Saskatchewan Hea[th Authority
and Ambutatory Care
Director, RuralAcute Care North East, Central Atberta Heatth Services
Zone
Site and Acute Care Manager Vermition HeaLth Centre
Director/Chief, EMS Centratand Medicat First Saskatchewan Health Authority
Responders
Executive Director Ltoydminster Community Cancer Centre
Manager of CLinicat Services Ll,oydminster Hospital
Program Lead - Cancer Patient Navigation ALberta Heatth Services
Senior Program Lead, Cancer Care Atberta Cancer Care Atberta
Executive Director, Medicat lmaging, SHA Saskatchewan Heatth Authorlty
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La boratory SuPervisor, SHA

Director, Patient Service Centres, North

Cornmunity Services
Associate Sector Medicat Director, Community

LaboratorY Servi ces, North

Executive Director, PharmacY

Pha rmacy Services Director-North
Pharmacy Manager
Senior Di rector, Pharmacy Strategy

ED, Pharmaceutical. and Heatth Benefits

Saskatchewa n Heatth AuthoritY

Atberta Precision Laboratories

Aiberta Precision Laboratories

Saskatchewa n Heatth AuthoritY

Saskatchewa n H eatth AuthoritY

Saskatchewa n Heatth AuthoritY

Government of Al,berta

Government of Atberta
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4.3 HEALTH ACTS AND REGU1ATIONS
4.3.L Alberta

Tabte 9 - Heatth Acts and Regutations in Alberta

AcURegutation
Atberta Heatth Care lnsurance

Act (A-20)
Al,berta HeaLth Act (HSAA)' 2025
(N ot-i n -fo rce Provisions)

Description
EstabLishes Al.berta's pubticty funded heatth care

insurance modet.
The fottowing not-in-force provisions of the f'lunicipat

GovernmentActthat are inctuded in the HSAA, 2025

witt be proctaimed on the fottowing timelines:

Heatth Statutes Amendment Act
(Various Bitts)

Publ.ic Heatth Act (RSA 200CI, c P-

37)
Mental Health Services
Protection Act (M-1 3.5)
Mentat Heatth Act (RSA 2000, c
M-1 3)

Continuing Care Act (C-26"7)

Heatth lnformation Act (HlA, H-
5)
Freedom of lnformation and
Protection of Privacy Act (FOIP)

1 . HoSpilatgoVernance retated provisions witt be

proctaimed on December 1 ,2A25:

o sections 39(3)(a), (4)(a), (5) and (7))

2. Regl-on-al h ea tth -auIhori"U-F:ro"v-mlqns wi tt be
proclaimed in spring 2A26 (date stiil. to be

dete rm ined):

a sections 39(2), (3)(b), (4){c}, and (6)

Amends and atigns various key heatthcare-retated
statutes.
Governs pubtic heatth interventiofls, disease controt,
inspections, oild orders.
Licenses and regutates addiction and mentat heatth
service providers.
Sets out the tegaI framework for invotuntary
examination, admissiofi, detention and treatment of
individuats with mentat disorders who pose a risk to
themsetves or others, and designation of facitities for
hol.ding and treating those individuats
Governs supportive tiving, [ong-term c are, and home
ca re.

Regutates coltection, use, and disclosure of heatth
information.
Governs access to general records and personaI
information he[d by pubLic bodies.
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Heatth Professions Act (H-7)

4.3.2 Saskatchewan

Tabte 1A- Hea{fh Acts and Regulations rn Saskatchewan

AcURegulation
Ambulance Act (A-1 8.1)

The Facitity Designation
Regutations (R-8.2)

The Provincial Heatth Authority Act
(P-30.3)
The Saskatchewan Medical Care
lnsu rance Act (S-29)

The Pubtic Health Act, 1994 (P-

37.1)
The Mental Heatth Services Act
(M-1 3.1)
The Persona[ Care Homes Act (P-

6.01)
The Heatth lnformation Protection
Act (HIPA)

Freedorn of lnformation and
Protection of Privacy Act (FOIP)

The Heatth Care Directives and
Substitute Heatth Care Decision
Makers Act (H-0.002)
Va riou s professio n-spec ifi c
statutes (e.9., MedicaI Professions
Act)

provides an umbreLta framework for regutation of most

heatth professions.

Description
Governs the ticensing, operatiofl, and regutation of

ambutance services in Saskatchewan to ensure safe

and retiabte emergency medical. transportation across

the province.
Sets out the criteria for off iciatty designatin gf aciLities

under provinciaI tegistation to ensure comptiance with

safety, operations, and regutatory standards.
Estabtishes the Saskatchewan Health Authority and

outtines its responsi bitities.
Governs public funding for physician and hospitaL

se rvic es.

Prim ary law governing disease contro[, environmentaL
heatth, and pubtic heaLth orders.
Provides the tegatf ramework for mentat heatth
services and treatment rights"
Estabtishes licensing and operational sta ndards for
personat care homes.
Regulates coll.ectioil, use, oild disclosure cf personaI
heal.th information.
Governs access to generaI records and protection of
perso na L i nforrnation.
Enabtes advance directives and designation of
su bstitute heatth decision-makers.

Govern reguLatioft, licensu re, and disciptine of heatth
p rofess io n a Ls.
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4.4 MAPS AND SERVICE DISTRIBUTION

2.2 Community Profite

2.2 l'{cados lakc

Figure 35 - Breakdown of Lloydminster Health Needs Assess ment Service Area: l-Hour Drive, Core, and Extended

Eonnyville

Frog trlo Counry

3.1 St.

Ttro Hi[r County

4.2 MeidrroocVikirlg

MD o, Wrinwrighl

5.2 Unity

O t5o km radrus

I t-Ircut LIt lve ttlne

Core Ser.rice Area

Exlended Service Area
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3.6 Continuing Care

O Continuing Care Fxililiet

Continuing Care Beds per 1000 Population 75+
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Figure36 - Continuing Care Beds per 1000 Poputatisn 75+ by LGA and SAG
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3.8.1 Home Care

Figure 37 - Home Care FTE/I000 Papulation 75+
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3.8.2Pubtic Heatth

Figure 38 - L{oydminster Public Heatth FTE per 1AA0 Papu{atian
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3.9 Mental Heatth Services

t
174 - 229

Figure 39 - Psych Eeds by Region
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4.5 DATA AND ANALYSIS

This appendix is intended to outtine the methodotogy used in preparing for the modetting of

Ltoydminst"r,. trtui. .rr," demand and the modetting resul'ts' lt is designed to provide

consol'idateddetail'ofthemethodotogyandanatysisusedinthisproject.

Forthisproject,theAnatysisWorksteamfocusedmaintyonthe'cur:::,,::T.anatysisand
f uture state modetl'ing for the inpatient, Surgery, emergency, Supporting services, and [ong-term

care areas. cornerstJne ptanning oroup tei tiie anar.ysis for community and primary care'

Data Sources

Anal.ysisworks begins this section with an acknowtedgement of' and gratitude to' the

Saskatchewan(SK)andAtberta(AB)MinistryofHeatth(MoH)Datateamsfortheirinvaluable
assistance in gathering and providing the necessary data for this project' and for the quick

resotution of issues as they emerged'

ln order to compl,y with retevant provinciat Data sharing Agreements and Privacy Poticies' the

project team was provided with muttiple data extracts covering aggregate data onty (i'e' not

record-tevel, information) in order to guarantee patient data privacywas maintained' Here are

thekeydatasourcesthatwereusedthroughoutthisproject:

o Aggregated Discharge Abstract data (DAD) providing patient profite information on the

S-year age groups, geographicat residence area, and case mix groups, as we[[ as

hospital, utitiiation data inctuding number of patients and totaI patient days. The extract

provided information on hospitat discharges at Ltoydminster Hospitat, as welt as

aggregated information on discharges from other facitities in the provinces of

Saskatchewan and ALberta. This data enabted the project team to generate

comparisons of the Ltoydminster hospitat usage and that of other hospitats in the

surrounding region.

. Detaited DAD subset providing information on patient admission and discharge times,

as wel.t as the provider service and patient age category information for the Lloydminster

Hospital. onty. This information was used to catcutate the dail.y midnight inpatient bed

census across the hospitat to determine how beds are currentty being utitized (i.e.

number, type, and Location) and investigate variations across the different hospital
programs.

. Aggregated Perioperative Data consisting of surgicat comptetion information (inctuding

surgery date, duration, surgical division, and overtime indicator to indicate if a case
started atter 4:30PM) and surgicat waittist information (incLuding snapshot of the
number of patients waiting for surgery by surgicat division, procedure group, and
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o

o

o

o

o

a

diagnosis target and wait time grouping based on tength of wait retative to diagnosis

based target).

Statisticat MIS Data for Medicat lmaging, Laboratory and Pharmacy, inctuding

information on annual service votumes. Additionat aggregate data for Medicat lmaging

information was provided to break down service votumes by fiscat period further and

support root cause investigations retated to drivers of lower throughput periods. For

Pharmacy, there is data qual,ity issues with the recorded drug votumes in the MIS

dataset; hence, the staffing earned hours for the retated cost center is used as a proxy

to understand the demand for this area.

Aggregated Nationat Ambutatory Care Emergency Department Data consisting of

patientvisit information byfiscatyear, inctuding patient mix detai[s on 5-year age groups

and CTAS tevet.

Provi nci a t Saskatc hewan Popu tatio n G rowth Proj ecti on Data (m ed i u m growth scena ri o)

and ALberta Poputation Growth Projection Data, consisting of the size of the poputation

for historicatyears and projected future year estimations, broken down by S-year age

group, gender, and residence area segments.

Continuing Care bed capacity data provided by site teads broken down by facitity,

incl.udingthe breakdown of Al.berta TypeA, Type B, Type B Secured, and Temporary Care

bed capacity distinctions (where avail.abte) for Ll.oydminster and surrounding regions to

support discussions around tong-term Continuing Care needs.

Additional. internat Atberta and Saskatchewan reporting and analyses on the
Ltoydminster region to provide relevant current state data for the ambulatory areas of

the LLoydminster Hospitat. The main limitation with these reports is that the data onty
goes up b 2A21 /22 and does not cover recent periods.

Given the various data sources used throughout the project for each hospitat area, the
period setected to serve as the current state and 'basetine'for the future state modeling

is stightty different among the different areas. The chosen baseline period for each area

is documented in each of the program area sections for reference.

Att Programs/Services were given an opportunity to review the basetine data during the
engagement meetings. ln these meetings, Ctinical. and Operationat Leadership from
each area were shown program-specific activity and utitization anatysis and were asked

to confirm that the basetine data was fett to be appropriate and reftective of their tived

reatity.

Assumptions

The fottowing assumptions have been inctuded in the devetopment of the demand projections
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Att model.ting recommendations are based on a 1 S-year ptanning horizon out to the year

2040.

The popuiation forecasts are based on the SK Poputation Projections Medium Growth

Scenario provided by the SK MoH, combined with the pubticty availabte Atberta

Poputation Projections taken from the Al.berta government website (in March 2025).

The model assumes that the site witt continue to operate at the same [eve[ of
efficiencies as is currentty seen (untess totd otherwise); No efficiency improvements
have been factored in in terms of reducing patient visits or Length of Stay (LOS).

The projection methodotogy projects the future state utitization growth based on the
popuLation aging and growth rate defined bythe Ltoydminster Core ServiceArea, namety
Vermittion River County Locat Geographic Area (LGA) on the Alberta side and
Ltoydminster, St. Watburg and Maidstone Smatt Geographical Areas (SGA) on the
Saskatchewan side. Provinciatpoputation projections were determined to be sufficient
to forecast growth, with no significant regional devetopment ptans being expected to
impact future growth in the area.
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Poputation lmoact

The poputation projections forecast that the Ltoydminster Core Service Area poputation
(specificatty, the Vermittion River County LGA, and Ltoydminstet St. Watburg, Maidstone SGAs,
as seen in the bright green in the map below) witt grow by *So/o between 2024 and 2040, going
from approximatety71,700 to 75,600 residents (equatingto the addition of +3,g00 residents by
2O4O).
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Ltoydminster core service Area Popul'ation Growth Projection byAge category
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Despite the overatt projected poputation growth being fairty minimal over the 1S-year

timeframe, a significanttrend noted is the projected growth in the population aged 65 and otder.

This demographic is known to heavil.y reiy on hospital. services (due to higher rates of chronic
iltness, age-related conditions, and end-of-l.ife care) and witt tikeLy represent a significant part
of the region's demand in the future. Within the Ltoydminster Core Service Area, this age group
is expected to grow by +38o/o between 2024 and 2040, adding -4,000 age 65+ residents to the
region by 2040 (going from approximatety 'l 0,500 age 65+ residents to 14,500 by 2040).
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Service Area Summaries

The service area summaries betow break down the findings and outcomes for each
Program/Service. Each section describes the current state votumes, the future state modetting
methodotogy, and the modeLting resutts.

Emergency Department

Current State

Retative to 5 years ago, annuat Ltoydminster HospitaI Emergency Department (ED)visits have

dectined by -60/o (or -1 ,500 fewer annual ED visits), f rom approximatety 25,300 ED visits in
2O19/2O to 23,800 visits in 2024/25. However, despite a reduction in ED visit votumes, the
number of hospitaL admissions from the ED remained consistent at -1 ,900 annuatty, reftecting

an increase in the hospitat's ED admission rate trom7.8o/o up to 8.30lo in2024125. The fotLowing

information provides a summary retated to the current state of the Ltoydminster Hospital, ED:

o

o

o

Patients presenting themsetves to the Ltoydminster ED in 2024125 were more acute

than in previous years. Canadian Triage and AcuityScate (CTAS) 1 and 2 patientsvisiting
the Ltoydminster ED made up 1370 of the EDvisits in2O24l25 compared to onty 11o/oin

2O19l2O.ln addition to this, CTAS 3 patients made up 330/o of total visits in 2024125

compared lo 29o/o in 2019/20 further indicating a shift towards a more acute visitor
profite.

Patient Length of Stay in the ED has increased, with patients spending an additionat2
hours longer in the Emergency Department (on average) than before, and an average ED

LOS increasing from 3.7 hours in 2019120 up to 5.8 hours in 2024/25 from the time of
patient registration to disposition. ln comparison to peer community hospitats in

Saskatchewan (i.e. facitities with comparabte annuat ED visits between 10k to 30k, as

seen in LLoydminster Hospitat), the median ED LOS seen etsewhere is 2.6 hours, which
is hatf of the wait time an average patient is experiencing at the Ll.oydminster Hospital
ED. When comparing Ltoydminster Hospitat to its peers, it has the highest ED LOS. (Do

note that from an acuity perspective, Ltoydminster HospitaI was found to have a simitar
median proportion of CTAS 4 and 5 ED visits retative to its peers, indicating that patient

acuity is tikety not inftuencing the tonger Length of stay seen onsite).

ln 2024/25, the top most commonty seen visit groups (based on Comprehensive
Ambutatory Cl.assification System, CACS codes) for patients visiting the Ltoydminster
Emergency were patients that "[eft without being seen or triaged and not seen" (LWBS,

making up 150/o of totaI annuat ED visits) and patients with "Disease or Disorder of the
Digestive System with or without Minor lntervention" (making up 90/o of totat annual ED

visits). This meant that roughty 1 in every 6 patients (or -3,500 total annuat ED visitors)
who presented themsetves in the Emergency Department at Ltoydminster in 2024125

did not see a physician. To putthings in perspective, when comparingto peer hospitats

in Saskatchewan, Ltoydminster ranked the second highest in the proportion of ED visits
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thatwere for patients that"teftwithout being Seen"with ontythe neighboring Battl'efordS

Union Hospitat showing a higher proportion of LWBS visits (at -190/o of annuat ED visits

being LWBS). Overatt, the peer hospitats showed a median LWBS ratio of 4o/o (or 7o/o

when excl.uding patients with a "Z" diagnosis - see betow), much lower than that seen

at Ll.oyd minster HosPital..

When tooking further into the -3,500 annuaI LWBS visits in 2024/25, roughl.y 800 visits

tooked to have an associated "Z" ICD diagnosis assigned, which is typicatty used to

indicate when a patient is accessing hospitat services for reasons other than ittness or
injury (e.g. for other sociaL and Lifestyle factors inctuding homelessness, lack of famity
support, etc.). Overatt, the ED visits with a "2" diagnosis have increased from -1,000
annual visits in 2O19l2O up to -1,400 in 2024125 suggesting a potentiat increase in

sociaI issues or systemic gaps in the community being served.

Mental Heatth (MH) retated ED visits constituted roughty 40/o of the totat Ltoydminster
ED visits in 2024/25 (or -1 ,000 annual ED visits), with hatf of these MH-rel.ated ED visits
beingfor CTAS 4 and 5 patients. For patients with a MH diagnosis, Ltoydminster 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 visits for CTAS 4
and 5 patients was 40%).

Future State

The 2024/25 basetine period was setected to drive the future state projections for this area.
Aside from accounting for poputation growth and ageing, the ED projection modet atso
considers the fotl'owing potential. future state service shifts and the resutting impact on the
projected ED visit demand:

e Addin8 an ED Physician Assistant (PA) during peak hours woutd potentiatty reduce the
ED patient Length of.Stay and improve throughput, assisting the hospitat in meeting the
peer median ED LoS of -2.5 hours from patient registration to disposition. Given that
the reduced wait time woutd onty be meeting the median of its peers (and not exceeding
some of the community and surrounding hospitat ED wait times), this woutd tikety not
be expected to draw in additionat ED visits to Ltoydminster sotety due to improved wait
times, but wour.d tikety improve patient care substantiatty.

o lmproving community support (e.g. through adding temporary housing for unhoused
individuats, and extending primary care and community watk-in ctinic hours of
operation, etc.) in the region couLd hetp the site reduce the number of ED patient visitsfor reasons other than acute ittness or injury (i.e. with "z lcD diagnoses) back to2o19/2o levets. This woutd atso be expected to reduce the overatt LWBS ratio from 1 5%down to 7o/o (in tine with the peer sK facitities) as some LWBS patients witt tikeLy be seenelsewhere in the community.
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o Having access to two dedicated short-stay inpatient hospitat spaces to stabitize MentaI

Heatth patients woutd atso improve care significantty for these patients given the

number of MH patients currentty being seen at andlor transferred out of the

Ltoydminster Hospitalfor psychiatric care currentty. With additionaI MH training for the

ED staffing, and the additionat short-stay MH inpatient capacity, the hospitatwi[t tikety

draw in additional ED patients who are currentty receiving care in other Ltoydminster

service area hospitats. Based on the stakehotder engagement in this project, it was

determined that this wou[d tikety resutt in an +300/o increase in ED Mental Heatth visits

annuatty given Ltoydminster's tocation and needs within the community.

Based on these assumptions, Ltoydminster Hospitatwitl, need to accommodate approximately
25,700 annuat ED visits by 2040. This is equivatent to approximatety +1,900 additionaI annual
ED visits by 2040, or an +$Vo growth in annual ED visits beyond what was seen in 2024.
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Pediatrics - Emergency

This section primarity focuses on how Pediatric patients (i.e. those patients aged 14 and under)
utitize Ltoydminster hospitat resources currentty and where Ltoydminster resident pediatric
patients currentty receive care in Atberta and Saskatchewan. The activity presented below is a

subset of the overattactivitywithin the Emergencyand lnpatient program summaries presented
previously, segmented to focus primarity on the Pediatric patient poputation.
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The Demand Projection resutts suggest that Ltoydminster's annuat
ED visits wiLt grow from -23"8k to ^,25 .7k,

a growth of +1 .9kvisits (+8%) from 2024 lo 2040
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Retative to 5 years ago, annuat Ltoydminster Hospitat Emergency Department (ED)

pediatrics visits have dectined by -22o/o (or -1,140 fewer annual ED visits), with activity

goingfromapproximatety5,250Pediatric EDvisitsin2O19120to4,100visitsin2O24l25.

However, despite a reduction in Pediatric ED visit votumes, the number of hospitat

admissions from the ED remained consistent for this patient group at -1 10 admissions

annuaLty, reftecting an increase in the hospitat's Pediatric ED admission rate from 2.3o/o

uplo 2.60/o in 2O24/25.

Roughty 1 in 5 ED visits in the Ll.oydminster Hospital in 2024125 were for Pediatric

patients, with the Pediatric patients presenting to the Ltoydminster ED in 2024/25

tooking 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
LLoydminster ED made up 90/o of the ED visits in 2024/25 compared to onty 60/o in

2019120. ln addition to this, CTAS 3 patients made up 330/o of totat visits in 2024/25
compared to 23o/o in 2019/20, further indicating a shift towards a more acute visitor
profite for these younger patients.

The generatl.y tongwaittimes in the Ltoydminster ED Looks to have impacted the number
of Pediatric patients that teft the hospitat without being seen, with 1 4o/o of au. Pediatric
ED visits in 2O24/25 teaving without being seen that year. This represented a +So/o

increase from 2019/20, where 9o/o of att Pediatric ED visits resul.ted in patients teaving
without being seen. The top 10 reasons for the Pediatric ED visits, which accounted for
three-quarters of att Pediatric ED visits in 2024/25, are listed in the chart betow.
Common reasons inctude respiratory itl.nesses (such as lnftuenza), wounds and
fractures, as weLt as other diseases/disorders affecting the digestive
system/skin/breast/ENT.

Atthough Ltoydminster Hospitatdoes not have a dedicated pediatric lnpatient program,
Pediatric patients utir.ized up to 1 to 2 beds in the hospital. dair.y in 2024/25.
From a surgical' perspective, oral cavity/Pharynx lnterventions were one of the most
common surgicai interventions for Pediatric patients visiting the Ltoydminster Hospital.,with 138 patients having these types of surgicat intervention s in 2023/24 (Due to DADentry [ag, 2023/24 period is used as opposed to 2024/25)
ln 2023/24' 318 Ltoydminster core service Area Pediatric patients travetted to get careoutside of the Ll'oydminster Hospitat, with these patients being admitted as inpatientsor undergoing same-day surgeries at other hospitats. Generatty speaking, it appears thatsome of these patients traveted to receive speciatized services that were not beingoffered at Ltoydminster Hospitat during this time, incl.uding Neurotogy, cardiotogy,Urol'ogy' Mental' Heatth, and treatment for other traumatic injuries. The chart betowshows the breakdown of these patients by Major ctinicat category.
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Pediatric Ltoydminster Hospitat ED Visits by CACS Code
Visits

0 100 300

(60/o ot totat)
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417 , l8o/o of totat)

A002 - Left without being seen or
Triage and not seen

8116 - Disease or Disorder of tlte
Respiratory System with or...

B1 14 - Acute Upper Respiratory
lnfection, lnftuenza with or...

8128 - Disease or Disorder of the
Digestive System with or...

8132 - Drsease or Disorder of the

Skin or Breastwith orwithout...

8112 - Disease or Disorder of the
Ear (exc[. lnner), Nose or Tlrroat

8180 - Contltsion, Distocation,
Nerve & Other Soft Tissue lnlu ry...

8182 - Closed Fracture Other
Srte with or withot,tt Minor...

8236 - Otr:en V/ound or Vascutar
lnjury with f4inor lntervention

8188 - Open Wourrd or Vascutar

I njr.try without lntervention

I,
82, (3o/o of totat)
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1 86 , (40/o of tot al)

ff 153,(4o/oof totat)
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I119,(3%of rotat)
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Ltoydminster Core Service Area Resident Pediatric Patients Travetting for Care by MCCs
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lnpatient Beds

Current Sfafe

Between 2O19l2O and2024/25* (*data onty avaitabl.e up to Dec2024), the number of inpatient
beds utitized at Ltoydminster Hospitat (excl.uding those used by newborns) remained
consistent, with 56 beds utitized on an average day. White an average day saw 56 inpatient beds
utitized across the hospital in 2024125*, on busier days (i.e. the 75th percentite days) the
hospitat saw 60 beds in use and up to 66 beds on 'peak'days (i.e. the gs'h percentite days). The
fottowing information provides a summary retated to the current state of the Ltoydminster
Hospital. lnpatient Beds:

o The hospital. is funded for an inpatient bed capacity of 66 beds (inctuding 38 Medicine
beds, 12 Surgicat beds, 13 Obstetrics beds, and 3 Speciat Care Unit beds). This meant
that on an average day in 2024/25*, the hospitaL had an occupancy of B5%.

o ln this same year, Medicine and Surgery patients util.ized 51 beds on an average day,
representing over goo/o of the totat bed usage on site.

o Despite a [ack of dedicated Mental. Heatth and Pediatric services at the facitity, the
hospitat saw -1 bed being utilized on an average day by patients fatting under the
Psychiatric speciatty or being under the age of 17.

o Patients fatting under the lnternat Medicine speciatty utitized between 1 and 3 beds on
an average day, with these patients targety occupying the Speciat care unit at the site.o on a typicat day, 4 to 7 beds were being used for obstetrics patients (exctuding
newborns), making up the remainder of the 5'l-bed utitization seen for the hospitat
overatt.

The average tength of stay for inpatients staying at Ltoydminster Hospitat remainedconsistent between 2o1g/20 to 2024/25, with ,, ,r.rr!. inpatient staying roughty 5days.

|n2023/24 (note: an otder data period used due to data timitations), the top two reasonsfor the inpatient hospitat stay (based on case Mix Groups, or cMGs) for patients werefor "convalescence" and "other Factors causing Hospitatization,,. combined, thesepatients utitized -8 beds on an average day at Ltoydminster. white some patients fattingunderthese cMGs may tegitimatety reouired hospitat-tevel. care, it is possibte that someof these patients with tow acuity medicat needs coul.d have been managed outside ofthe acute setting if appropriate supports were avaitabte (e.g. they coutd be better suitedto a rehabititation/tong-term care facitity, transition irnit, or community-basedconvatescent care beds' etc')' Note that Atternative Levetof care (ALC) bed utitizationwas investigated but it was determined that ALC data coding was not accuratetycaptured in the data sources provided. Further invesiigations shoutd be done toquantify the number of sub-acute patients being seen in tn"e acute facitity specificatty.

o

o
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Between lan 2025 to May 2025, a total of 29 patients were transferred out of
Ltoydminster HospitaI for Criticat Care services in an Atberta hospitat facitity. 7 of the 29

had Cardiac-retated diagnoses, 6 of the 29 had Neurotogicat diagnoses (e.9. stroke), 1

had a Urotogy diagnosis, whil.e the rest (15 of the 29) had Medicine-related diagnoses.

Examptes of these MedicaL diagnoses inctuded septic shock, respiratory distress, and

head injury trauma, att requiring very urgent and intensive care that coutd not be

serviced at Ltoydminster Hospitat.
ln that same 5-month timeframe, a totatof 36 Ltoydminster Core Service Area residents

visited other nearby hospitats and were admitted and discharged within 72 hours. ln

addition to this, 115 patients with Mental Heatth diagnoses stayed at Ltoydminster

Hospitat despite no formal inpatient Mental Heatth capacity or service being avaitabte

at the facitity. lt is tikety that some of these short-staying Mentat Heatth patients coutd
potentiatty haven been better cared for in a dedicated Mentat Heatth stabitization unit
during the first 48 hours of their staywithin the Ltoydminster Hospital..

Future Sfafe

The catend aryear 2024was selected as the basetine period to drive the future state projections
for this area (due to data avaitabitity [imitations in the provided Discharge Abstract Data for the
more recent timef rame). Aside from accounting for poputation growth and ageing, the lnpatient
bed projection modeI also considers the fottowing potentiatfuture state service shifts and the
resutting impact on the projected lnpatient bed demand:

o The introduction of a reglonat Transitional Care Unit (TCU) could be estabtished to
provide care for patients who are currentty receiving care in the Ltoydminster Hospitat
despite being suitabte for care within a less acute setting. The modet assumes that
patients fatting under the "Convatescence" and "Other Factors Causing Hospitatization"
Case Mix Groups would be decanted from the Ltoydminster Hospitat and cared for in a
regionatTCU in the future.

o Conversion of the existing Special Care Unit to a Levet 1 ICU woutd attow the site to
continue to care for the existing Speciat Care Unit patients and atso potentiatty reduce
some of the Criticat Care patient transfers to other sites (therefore altowing high-acuity
patients to be served ctoser to home). lt is assumed that the patients who coutd be kept
at Ltoydminster Hospitat for Criticat Care ICU services woutd have Medicine-related
diagnoses onl,y (i.e. not those requiring speciaLized services) and woutd tikety require
ICU stays under 10 days in duration onty. Atl. other speciatized-service diagnoses
presenting to Ltoydminster HospitaI woutd continue being transferred to other regional
hospitats with lCUs which woutd continue to provide the required speciatized services
and levet of care for these patients.

o Estabtishing a short-stay Mental. Heatth stabitization area woutd attow for care to be
provided for the current Ltoydminster hospital, MH patients for the first 48 hours of stay
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as wett as those Ltoydminster resident MH patients currentty attending nearby facitities
for short-term care who coutd be repatriated and better served at Ltoydminster
Hospitat.

o White the introduction of an additional. Friday Orthopedics state coutd serve to increase
Surgicatthroughput and improve patient access to care for this high-demand Surgicat
service, this woutd tikety have a minimal impact on the required Surgery Program
inpatient bed capacity at the hospital shoul.d onty Surgicat Day Care (SDC) cases that
do not require an inpatient stay be done, or if any Orthopedic inpatients coutd be
discharged before Mondays (to ensure that beds are avaitabte at the start of the
scheduted surgery workweek).

Based on these assumptions, Ltoydminster Hospitatwitl. need to accommodate approximatety
61 beds of capacityon an average dayby 2A40. This is equivatent to approximatel.y 5 additionat
beds per day, or an +8Vo growth in average daiLy bed utitization beyond what was seen in 2024.
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The modetting above is based on the average beds required per day and does not account for
the peaks and troughs tikety to be experienced in terms of bed demand at that time. For
capacity ptanning purposes, the recommended funded lnpatient bed capacity (i.e. using 75th
daity percentite utitization for Medicine, Surgery Mental. Heatth and 95th percentite for the other
areas) by 2A4O is -75 beds per day, which wou[d need to consist of 49 beds for Medicine
patients, 10 beds for Surgery, 2 beds for short-stay Mental Heatth patients, 5 beds for the Levet
1 lCU, and 9 beds for Obstetrics and Pediatrics patients combined.
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The Demand Projection resutts suggest that Ltoydminster's average
bed utilization witt grow from 56 beds to 61 beds,

a growth of +5 beds , +Ba/a from 2A24 b 2040

23A

+13

ta



lnoatient Recommended Beds - AdditionaI Details
-.--..f=-----

This section provides additionat detail.s on lnpatient beds modeting not discussed in the main
section of this document, and is intended to serve as supporting materiats for the final report.
The main lnpatient bed section described the lnpatient bed utitization on an average day as a
measure of general utitization. Typicatty, we suggest that the recommended bed capacity for
each program is determined by the bed utitization rates on 'busy' days (i.e. the daity 75th

percentite utitization) and 'peak'days (i.e. daity gSth percentite utitization) rather than based on
average utitization in order to adjust for occupancy. The 75th percentite utitization has been used
for the Medicine, Surgery and Mental Heatth prograrns, white the 95'h percentite util.ization has
been used for other programs.

The 95th percentite is used for certain programs because these programs face more urgent and
acute demand, with occasionaI spikes in patientvotulme or resource needs. Their patients need
speciatized care and woutd not be wet[ suited if they were off serviced in other areas of the
hospitat. By pLanning at the 95'h percentite, the capacity woutd be sufficient to handte 95
percent of the utilization days. ldeatl.y, aU. programs shoutd be ptanned at the 95th percentite;

however, considering budget constraints, 75th percentite is used for Medicine, Surgery and
MentatHeatth.

Basing the recommended bed capacity on utitization on the higher occupancy days witL ensure
that each program is ptanning for sufficient capacity to handle its peak demand, white
batancing off-service ptacement and potentiaI over-staffing/over-servicing.

Higher Acuity Inpatient Beds

The Ltoydminster Hospitat currentty has 3 Speciat Care Unit (SCU) beds. Patients falting under
the lnternat Medicine special.ty utitized between 1 and 3 beds on an average day in 2024125,
with these patients targety occupying the SpeciaL Care Unit beds on site.

The cal.endaryear 2024was selected as the basetine period to drive the future state projections
for this area (due to data avaitabitity limitations in the provided Discharge Abstract Data for the
more recent timeframe). Aside from accounting for poputation growth and ageing, the Higher
Acuity Inpatient bed projection modeI atso considers the fotLowing potentiat future state service
shifts and the resul.ting impact on the projected lnpatient bed demand:

o The introduction of a regional Transitional Care Unit (TCU) coutd be estabtished to
provide care for patients who are currentty receiving care in the Ltoydminster Hospital.

despite being suitabte for care within a less acute setting. The model, assumes that
patients fatting underthe "Convatescence" and "Other Factors Causing Hospitatization"
Case Mix Groups woutd be decanted from the Ll.oydminster Hospitat and cared for in a
regionaI TCU in the future.

o Conversion of the existing SpeciaL Care Unit to a Leve[ 1 ICU woutd atlow the site to
continue to care for the existing Speciat Care Unit patients and atso potentiatty reduce
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some of the CriticaI Care patient transfers to other sites (therefore altowing high-acuity
patients to be served ctoser to home). lt is assumed that the patients who could be kept
at Ltoydminster Hospital for Criticat Care ICU services woutd have Medicine-retated
diagnoses onty (i.e. not those requiring speciatized services) and would likety require
ICU stays under 10 days in duration onty. Att other speciatized-service diagnoses
presenting to Ltoydminster Hospitatwoutd continue being transferred to other regionaI
hospitats with lCUs which woutd continue to provide the required speciatized services
and [eve[ of care for these patients.

Based on these assumptions, Ltoydminster Hospitatwitlneed to accommodate approximatety
5 Criticat Care lnpatient beds bV 2040. This is equivalent to approximatety +2 additionat higher
acuity lnpatient beds per day, or a +670/0 growth in the occupancy adjusted utilization beyond
whatwas seen in 2024.
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Maternity Beds

The Ltoydminster Hospitatcurrentty has 13 Obstetrics lnpatient beds. Patients fatting underthe
Obstetrics and Gynecotogy speciatty utitized between 3 and 7 beds on an average day in
2024125.

The calend atyear 2024was setected as the basetine period to drive the future state projections
for this area (due to data avaiiabitity limitations in the provided Discharge Abstract Data for the
more recent timeframe). Popul.ation groMh and ageing were modelted as the main drivers for
the future state demand for this area.
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The Demand Projection resutts suggest that Ltoydminster's Criticat
Care OccupancyAdj. Utitization wi[[ growfrom 3 beds to 5 beds,

a growth of +2 beds , +67a/o f ram 2024 to 2A40
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Basedprimarityonpoputationagingandgrowth,LtoydminsterHospitatwittneedto
accommodate approximatety z uaternity tnpa'tient beds by 2O4O' This is equivatent to the

same number of maternity beds per oay as were in use in 2024' or no growth in occupancy-

adjusted utitization beyond what was seen in 2024'
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e Demand Projection results suggest that LtoYdminster's M

Occupancy Adj. Utitization wil't rernain at 7 beds,

a growth of 0 beds, +00/o f rom 2024 to 2040

Pediatric lnpatient Beds

Ltoydminster Hospitat currentty has 0 dedicated Pediatric lnpatient beds. However, there were

1 to 2 patients between the age of 1 to i 7 utitizing LLoydminster Hospital beds on an average

day in 2024125.

The catend aryear 2024was setected as the baseline period to drive the future state projections
for this area (due to data avail.abitity limitations in the provided Discharge Abstract Data for the
more recent timeframe). Poputation growth and ageing were modetled as the main drivers for
the future state demand for this area.

Based primarity on poputation aging and growth, Ltoydminster Hospital witl need to
accommodate approximatety2 Pediatric lnpatient beds by2040. This is equivatent to the same
number of Pediatric bed usage per day as was seen in 2024, or aOo/o growth in occupancy
adjusted utitization beyond what was seen in 2024.
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Mental Heal,th Inpatient Beds

The Ltoydminster Hospitat currently has 0 dedicated Mentat Heal.th lnpatient beds. However,
on a busier day in 2024/25, there was typicalty 1 psychiatric diagnosis patient utitizing
Ltoydminster HospitaI lnpatient beds.

The catend ar year 2024was setected as the base[ine period to drive the f uture state projections
for this area (due to data avaitabitity [imitations in the provided Discharge Abstract Data for the
more recent timef rame). Aside from accounting for poputation growth and ageing, the lnpatient
bed projection model atso considers the fottowing potentiatfuture state service shifts and the
resulting impact on the projected MentalHeatth Inpatient bed demand:

r Estabtishing a short-stay Mental Heatth stabitization area woutd aLtow for care to be
provided for the current Ll.oydminster hospital MH patients for the first 48 hours of stay
as wetl as those Ltoydminster resident MH patients currently attending nearby facil.ities
for short-term care who could be repatriated and better served at Ll.oydminster
Hospitat.

Based on these assumptions, Ltoydminster Hospitatwil[ need to accommodate approximatety
2 dedicated Mentat Heatth lnpatient beds by 2O4O. This is equivatent to approximatety +1

additionaI lnpatient bed in use per day, or a+1OOo/ogrowth in the occupancy adjusted utitization
beyond what was seen in 2024.

The Dernand Projection resutts suggest that Ltoydminster's
Pediatrics OccupancyAdj. Utitization wi[[ rernain at 2 beds,

a growth of 0 beds, +A0/o from 2024b 2A4O
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Surgical lnpatient Beds

Ltoydminster Hospitatcurrentty has 1 2 dedicated Surgicai lnpatient beds. Patients fatting under
the Surgicat speciatty utiLized 9 beds on a busy day in 2024/25.

The ca[end aryear 2024was setected as the base[ine period to drive the future state projections
for this area (due to data avaitabitity timitations in the provided Discharge Abstract Data for the
more recenttimeframe). Aside from accountingfor poputation growth and ageing, the lnpatient
bed projection mode[ atso considers the fottowing potentiatfuture state service shifts and the
resutting impact on the projected lnpatient bed demand:

o The additionat Cataract and Urotogy surgicaI activity was assumed to not have an

impact on the hospitat's lnpatient bed capacity, as these woutd be targety Surgicat Day

Care (for Cataracts) and/or be handted through improved surgicatscheduting.

Based on these assumptions, Ltoydminster HospitaLwitl, need to accommodate approximatety
10 Surgical,lnpatient beds by 2O4O. This is equivatent to approximatety +1 additionat Surgicat
lnpatient bed per day, or a +11o/o growth in the occupancy-adjusted utitization beyond what was
seen in 2024.

The Demand Projection resutts suggest that Lloydminster's Mental
Heatth Occupancy Adj" Utitization witt grow from 1 to 2 beds,

a growth of +1 bed , +10Ao/o from 2024to 2040
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Medicine lnpatient Beds

Ltoydminster Hospitat currentty has 38 dedicated Medicine lnpatient beds. patients fatting
under the Medicine speciatty utitized 48 beds on a busy day in 202412s.

The catend aryear 2024was setected as the basetine period to drive the future state projections
for this area (due to data avaitabitity timitations in the provided Discharge Abstract Data for the
more recent timeframe). Aside from accountingfor poputation growth and ageing, the lnpatient
bed projection modet atso considers the fottowing potentiat future state service shifts and the
resutting impact on the projected Medicine lnpatient bed demand:

o The introduction of a regionat Transitionat Care Unit (TCU) coutd be estabtished to
provide care for patients who are currently receiving care in the Ltoydminster Hospital
despite being suitabte for care within a less acute setting. The modet assumes that
patients fatl"ing under the "Convalescence" and "Other Factors Causing Hospitatization',
Case Mix Groups woutd be decanted from the Ll.oydminster Hospitat and cared for in a
regional TCU in the future.

Based on these assumptions, Ltoydminster Hospital.wittneed to accommodate approximatety
49 Medicine lnpatient beds by2040. This is equlvatentto approximateLy +1 additional. Medicine
lnpatient bed per day, or a +2o/o groMh in the occupancy-adjusted utitization beyond what was
seen in 2024.
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nd Projection results suggest that Ltoydminster's SurgicaL
Occupancy Adj. Utitization wi[[ grow from g to 1 0 beds,

a growth of +1 bed , *11o/a from 2az4 to 2040
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Surgery - Operating Rooms

Current State

Between 2019/20 and 2024/25, the Ltoydminster HospitaI Main Operating Rooms (ORs) saw a
t5%o increase in annuaI surgicaI OR volumes, with the site goingfrom performing approximatety
-3,350 surgeries in 2019/20 up to -3,500 surgeries in 2024/25 (equivatent to -150 more
surgeries being performed annua[[y). Note: this exctudes Endoscopy activity happening in the
dedicated Endoscopy suite. This increase in votumes transtated into -2 additionat hours of OR
capacity being utitized per week in 2024125 than were used in an average week in 2O19/ZO, an
increase of +2o/o in weekty OR capacity used. ln totat, there were 91 hours of OR capacity being
utitized per week in 2024/25 (compared to 89 hours per week in 2O1g/20). The fottowing
information provides a summary retated to the current state of the Ltoydminster Hospital.
Surgery Program:

a The surgicat waittist has grown f rom -500 patients waiting for surgery in the beginning of
2023/24 to over 1,150 patients waiting by the end of 2024t25, with the overatl number
of patients waiting for surgery more than doubting. The overatt waittist growth was mainty
driven by an increase in demand for the orthopedics, General surgery and
Ototaryngotogy surgeries, with these divisions'individuatwaittists each growing by +60-
122o/o each within the lastyear.
Despite the growingwaittist demand, the number of patients waiting 2 times [ongerthan
their ctinicat diagnosis-based wait time target made up onty 4o/o ol the overaL number

The Demand Projection resutts suggest that Ltoydmi

Occupancy Adj. Utitization wil,t grow from 48 to 49 beds,

a growth of + 1 bed , +2o/o from 20241o 2040
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of patients waiting at the end of 2024125 (with roughty onty 40 patients having atready
waited more than two times tonger than their target by the end of 2024125).

Despite having very few extremely tong waiting patients, the percentage of patients
waiting longer than their ctinical diagnosis-based wait time target at Ltoydminster
Hospitat [ooks to have remained fairty consistent and decentty high over the tast two
fiscatyears, with roughty 20-30 percent of att patients waiting for surgery at any point in
time being patients who have atready waited longer than they shoutd have (i.e. are out
of target).

Of the 3 main ORs, OR 1 and OR 2 showed an average utitization rate of -85-8870 in
2024125. OR 3, which is the semi-dedicated Obstetrics OR, was captured to have a

surgicatactivity utitization of -600/0. The tower utitization captured in this OR was partty
due to the attocation of this dedicated room to perform unscheduted C-section cases
as they present to the hospital. (i.e. there witt be times where no cases presented and
therefore the room witt be un-occupied and unavaitabte to other services to ensure it is
avaitabte when needed for emergent C-sections). This room is atso used to perform
other minor procedures (e.g. cataracts and "tumps and bumps") which are not
recorded in the same surgicat data capture, resutting in a lower utitization to be captured
here than was actuatty used. White overatl utitization of OR 3 is therefore tikety higher in
reatity than represented above, there coutd stitt be potentiat opportunities to decant
activityfrom this Location that does not require an OR environment/staffing in future (e.g.

those case types that coutd be done in a procedure room setting if one was avaitabte).
Outside of Ltoydminster Hospitat, annuatty in 2023/24, 50O scheduted Cataract
surgeries were performed on Ltoydminster Core Service Area residents that travetted to
another hospitat site to have their surgeries.

Roughty 2OA Urology surgeries (exctuding Cystoscopies) were performed on
Ltoydminster Core Service Area residents that travetted to another site to have their
surgeries performed in 2023/24.

a

Future Sfafe

Ihe2024/25 fiscatyearwas setected as the basetine period to drive the future-state projections
for this area. Aside from accounting for popuLation growth and ageing, the Surgicat projection
modet atso considers the fottowing potentiat service shifts and the resutting impact on the
projected Surgicat volumes and capacity:

o The recent waittist growth was determined to not be sustainabte or representative of
tikety future growth patterns. Specificatty, the dramatic waittist growth seen over the tast
coupte of years for the Orthopedics service was driven by a centrat referrat system that
was put in ptace regionatty that attowed Ltoydminster Hospital to support the targer
regionat demand by taking on patients from other jurisdictions on a short-term basis.
This resutted in an unusuatty high intake oF patients to the Ltoydminster Hospital over
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the tast year and a large number of non-Ltoydminster residents being served, a pattern

which is not tikety expected to continue as capacity and access improve for other

hospitats for these patients to be served within their home heatth regions. For

Ototaryngotogy, the waittist growth was driven by the retocation of the primary surgeon

from Ltoydminster to Edmonton, resutting in the referral of a significant number of out-

of-catchment patients to the Ltoydminster Hospitatfor surgery with this physician. As

these patterns are untikety to contlnue into the future, the modet does not assume this

rapid waitl,ist growth rate witl continue and wil.t not suggest additional future capacity
witt be required to sustain it.

o Despite the waittist being assumed to stabitize for Orthopedics, the model assumes

that the site needs an additionat Friday Orthopedics state to handte the current
worktoad.

o Given that there are a significant number of Ltoydminster resldents currently receiving

Cataract surgeries outside of the Ltoydminster Hospitat, it appears that there is

sufficient demand to warrant additionat Cataract surgical capacity at Ltoydminster
Hospitat to support patients in receiving care ctoser to home. The addition of one

Cataract state per week at Ltoydminster HospitaI wou[d support this goal, with the
capacity being suggested to be added on a weekend so as to not impact the atready
timited OR capacity avaitabLe to other services during the week. This witt represent a net
gain in terms of annuat surgicat volumes for the site, and support increased access for
this type of care, but wltt not impact the requirement for inpatient beds given that these
witt be Surgicat Day Care cases only. Note, given the high throughput nature of this
patient group, the hospital wilt need to ensure enough physicat space (e.g. within the
Day Surgery Ward), equipment and staffing are avaitabte to support these surgicat
patients over the weekend.

o Given the demand for the Urotogy surgical. service for Ltoydminster patients who are
currentty traveting etsewhere for surgery, it woutd tikety be beneficiatto introduce this
service on site to improve access for these patients closer to home. An additionat state
of OR time can tikety be reasonabty accommodated within the existing capacity of OR 1

and oR 2 given the current utitization patterns, and assuming a very short profite of case
types witt tikety be seen for this service as is seen etsewhere (e.g. an average case
duration of -1 hour per case). This witl. represent a net gain in terms of annuat surgicat
volumes forthe site. The modet assumes thatthe site can manage the Surgicat Day Care
and lnpatient case mix in such a wayas to not require additionatbed capacityto support
this Urotogy service.

Based on these assumptions, Ltoydminster Hospitatwitt need to perform approximatetys,600
annuaIsurgicatvolumes by2040. This is equivatentto approximatety +2,100 additionat surgical.
cases annuatty, or a +6070 growth in surgicat cases beyond what was seen in 2024.
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ORs wouLd need to run -8.5 hours a day,5 days a week to handte this levet of surgical
activity. Given the current utitization of the existing capacity within these ORs, it is Likety

that the two main ORs can continue to perform the same case mix that it is currentty
being serviced and accommodate the additionat Urotogy (which witt l,ikety be of a
shorter case profite) and Orthopedics activity through the extension of the scheduted

operational hours of the ORs by an hour of additional. capacity per day.

o Given the current lower util.ization and potentiat to decant some non-OR-requiring

activity to other more appropriate (e.g. procedure room) [ocations, OR 3 shoutd be abte

to continue serving its current Obstetrics & Gynecotogy activity, atong with the existing

and additionaI modeted Cataract Activities (inctuding the additionaI Saturday Cataract
state). This woutd totat -40 weekty OR hours of activities, which shoutd be manageabte

for 1 OR running 5 days a weekat 8 hours a day (orfora shorter duration over6 days a

week). Again, the site woutd need additional resources to be abte to accommodate a

scheduled OR day on the weekend to service the desired Surgicat Day Care Cataract
state (given that scheduled surgicat activity is currentty not seen onsite over the
weekends).

Pharmacy

Currenf Sfafe

The annuai Ltoydminster Hospitat Drug Procurement and Distribution staffing earned hours
(used as a proxy to measure the department's current worktoad due to timited Pharmacy
activity data avaitabitity) have increased siightty by *2,/o in 2O23/24 (or by -320 additionaL
annual staffing hours) retative to what was seen in 2O2O/21. Totat annual Drug Procurement
and Distribution staffing hours increased from approximatety 25,900 hours in 2020121 up lo
-26,200 hours in 2023/24.

Future Sfafe

The2023/24 basetine period was setected to drive the future state projections forthis area (with
later data not avaitabte for this area). Poputation growth and ageing were modetted as the main
drivers for the future state demand. Based on these assumptlons, Ltoydminster Hospitat witt
need to budget for approximatety 29,1OO Hospital, Drug Procurement and Distribution staffing
earned hours by 2O4O. This is equivatent to approximatety +2,800 additionat staffing earned
hours by 2040, or a +1170 growth in staffing earned hours beyond what was seen in 2023.
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Medicat lmaging

Currenf Stafe

Retative to 2 years ago, the annuaI number of patients visiting the Ltoydminster Hospital.
Medicatlmaging (Ml) Department has increased by *4o/o (or by-600 more Ml patients annuatty),
with patient counts increasing from approximatety 18,000 patients in 2022123 to 1g,700
patients in 2024/25. Atmost 6070 of the lmaging patients seen in 2A24/25 came to the Ml
Department from the Ltoydminster Hospitat Emergency Department, white 3Oo/o of patients
were seen as outpatients, and 1oo/o ol patients were hospitat inpatients. The fol.towing
information provides a summary related to the current state of the Ltoydminster Hospitat
Medicatlmaging Program, incl.uding information retated to each individuat imaging modatity:

r Patients requiring a CT scan constituted 34o/o of att Ml patients seen at the hospital. in
2024125. The number of patients requiring CT imaging increased stightty over the tast
few years, with annuat CT patient counts rising by +2o/o, going from -6,300 patients in
2022/23 up to 6,400 patients in 2024/25. Roughly hatf of att CT patienrs were
outpatients, white -4oo/o came for lmaging services from the Ltoydminster ED, and onty
-100/o were from the inpatient setting. Each month, this activity equated to -530
patients requiring CT scans at the hospitat, with tower votume months servicing as few
as 350 patients (e.g., during months when inadequate Ml staffing support was
avaitabte).

o X-RaY patients made up 53o/o of atl annuatty seen Ml patients, making this the highest
volume Ml modatity seen at Ltoydminster in 2024/25. Patients requiring X-ray services
increased by *3o/o over the [ast year, growing f rom -9,700 patients in 2ol2t23to -1 0,000

The Demand Projection results suggest that Ltoydminster's annuat
staffing earned hours witt grow from *26.3k to 29.1 k,
a growth of +2.8k hours, (*t t a/o) f rom 2A2g b 2A4O
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patients in 2024125. Approxima lely 7so/oof these patients requiring X-ray services were

from the Emergency Department, white the remainderwere seen as outpatients orwere

atready inpatients in the hospitat' Monthty X-ray patient votumes have been stabte over

thepastfewyears,with-S30patientsreceivingX-rayscanseachmonthon-site.
Uttrasound patients represente d -go/oof the annuat patients seen at the Ltoydminster

Ml Department in 2024/25. Patients needing Uttrasound services increased by +300/o

over the tast year (going from -1 ,2S}patients in2o22t23to -1 '650 
patients in2o24l25)'

with this increased demand being driven by patients coming to the Ml area from the

Emergency setting. Patients presenting for uttrasounds from the Emergency

Department represented 50% of att uttrasound patients, while the remaining 30% were

hospitat inpatients, and 2Oo/owere outpatients'

Ftuoroscopy patients made up onty 2o/o of the totat Ml patients Seen annuatty at

Ltoydminst er in 2O24l25, representing one of the smatter imaging modatity patient

groups at the hospitat. Patients requiring Ftuoroscopy imaging have dectined by -30lo

year over year, going from 482 patients in 2022/23 to 468 patients being seen for this

modatity in 2024/25.lnterestingl.y, this modatity saw a steady dectine in activity over the

tast S years which was noted to be driven by generaL ctinicat shift and indication for the

usage of the CT modatity, rather than Ftuoroscopy. The majority of Fluoroscopy patients

were outpatients (-80%), white 150/o wer€ hospitat inpatients, and onty 50/owere patients

presenting from the hospitat Emergency Department. For most months in 2024125'

there was a steady dectine in usage for this modatity at Ltoydminster Hospital. as ctinicaI

indication of this modal.ity lessened overatl.

Mammography screening patients constituted onty 1o/o of the hospitat's overatt annuaI

Ml patient counts in 2024/25. Notabl.y, the Mammography modal.ity showed the most

significant reduction in activity at Ltoydminster HospitaI over the last year, with a -29o/o

decrease in patient counts observed during this period (from 361 Mammography

screening patients seen in 2022123 down to 257 patients annuatty in 2024125). This

reduction in Mammography screening was noted to be driven by a shift to service these
patients outside of the acute hospitat to community-based imaging providers (e.9.

private Atberta-based ctinics) which began during the COVID-19 pandemic due to
insufficient staffing at the hospitaL site. lt was noted that there is a desire to return to the
pre-pandemic levets of both Screening and Diagnostic Mammography activity in future.
Currentty, a[[ mammography patients are seen as outpatients at Ltoydminster Hospitat.
Every month, this equated to seeing roughty 10 to 40 Mammogram patients seen at the
hospital. each month.

Futu re Sfafe

The 2024125 basetine period was setected to drive the future state projections for this area.
Aside from accounting for poputation growth and ageing, the Ml projection modet al.so

243



considers the fottowing potential future state service shifts and the resutting impact on the
projected Ml patient demand:

o Given the current Medicat lmaging staffing chattenges that can be seen to timit the
throughput of this department, improvlng staffing tevets for the Ml department coutd
better ensure that the site can operate at its futt lmaging capacity on a month-to-month
basis (e.9. especiatl.y for the CT modatity which has seen activity significantty impacted
by staffing shortages). The modet scales the basetine CT activity up by -180 patients for
the months of October 2024 and November 2024 where the site had previousty been
most impacted by staffing 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 modatity.

o There is a noted desire for the site to improve stafFing tevets for the Mammography
modatityto ensure thattheycan perform both Diagnostic Mammographyand Screening
Mammography, as was done onsite in 2A19l20. As a starting point, the model. assumes
that the site can operate at a simitar volume to the 2019/2O throughput for Diagnostic
Mammography, with this adjusted annuatactivitythen being projected to determine the
future demand for this modatity.

o Given that significantty tong wait times are being experienced for CT Ml services for lower
priority patients at Ltoydminster Hospitat, it is hoped that these patients woutd be abte
to obtain CT Ml services more quickty at other hospitats in the region through increased
regionat cooperation and repatriation. The modet assumes this witt not change the totat
number of patients seen at the Ml Department in Ltoydminster in the future, but hetp
reduces wait times for the [oca[ residents who have been waiting to get access to
imaging.

Based on these assumptions, Ltoydminster Hospitatwitt need to accommodate approximatety
25,800 annual Ml patients W 2a4o. This is equivatent to approximatety +7,100 additionat
annual Ml patients by 2040, or an +38% growth in annuat Ml patients beyond what was seen in
2024.
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For the 2040, patients requiring a CT scan wit[ constitute 31% of att patient counts (or -8,000
patients annuatty), X-Ray requiring patients witl represenl 52o/o of the patient count (or

-13,400), while the remainder of annuat patient counts witi be for the Ftuoroscopy (3o/0, -770
annual patients), Mammography (70/0, or *1,800 patients) and Uttrasound (70/o, or -1,800
patients) modatities.

Laboratory

Currenr Srare

The Ltoydminster Hospitat Laboratory focuses on supporting the acute and urgent testing
needs for both Atberta and Saskatchewan patients, with the demand for this service continuing
to grow over time. The annuaI Ltoydminster Hospital Laboratory order votumes have increased
by *13o/0in2024125 (or -60,500 more orders annuatty) retative to the number of orders seen in
2019/20. Totat annuat hospitat testing orders increased from approximatety 468,000 orders in
2019/20 up to 529,000 orders in 2024/25. During the same time frame, hospital Laboratory
orders from the Emergency area grew by *150/o, white the demand from hospitaI inpatients grew
by *7o/0, white outpatient Laboratory testing demand increased by +2Oo/o.

ln addition to the hospital supported Laboratory testing, outside of the hospitat setting, the
mobite and Alberta Precision Laboratory (APL) atso provide outpatient testing support for
patients in this region. Votumes at these external locations have experienced at teast a +7o/o

annuaI groMh between 2021/22 and 2024/25, suggesting demand for Laboratory services has
expanded significantty both within and outside of the acute hospitat setting.

The Demand Projection resutts suggest that Ltoydminster's annual
Ml patient count wilt grow from ^,1 I .7kto ^,25.8k,

a growth of +7 .1 k patients, (*S8o/o) from 2024to 2040
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Future Sfate

Fhe 2024125 basetine period was setected to drive the future state projections for this area.
Poputation growth and ageing were modetted as the main drivers for the future state demand.
It shoutd be noted that this projection modet onty inctudes Laboratory testing orders from the
Ltoydminster Hospitat Laboratory (i.e. does not inctude mobite or APL testing activity) and
assumes that the rapid growth from the outpatient area over the past few years witt stabitize
over time as the interprovinciat poputation migration has settted as a resutt of COVID and the
government lowering the immigration targets for peopte coming to Canada. From that point, it
is assumed that demand witt continue to present in tine with poputation aging and growth.
However, it was noted anecdotalty that this rapid increase in Laboratory votume has been
happening across Saskatchewan over the past few years. As such, the project team suggests
ctosely monitoring the volume growth over the next few years to see if it does in fact stabitize
and becomes more aligned with poputation growth and aging, or if the growth witt instead
continue at a more rapid pace in future.

Based on these assumptions, Ltoydminster Hospitat wil.t need to process approximatety
578,000 in hospitat LaboratoryTesting orders by 2040. This is equivatenr to approximatety
+50,000 additional orders by 2040, or a +9o/o growth in orders beyond what was seen in 2024.
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Continuing Care

Current State

Continuing Care facitities within the Core Service Area, located on both the Saskatchewan and
Atberta sides, are currentty used to service the needs of Ltoydminster residents. ln Atberta,
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Continuing Care spaces are designated into Type A and Type B (secure and not) categories
depending on the method and type of care received at those locations, white Saskatchewan
does not ctassifythings in a simitar prescriptive way. For the purposes of this review, in order to
provide a fair comparison between both provinces, Saskatchewan Continuing Care spaces
were deemed to be equivatent to Atberta's Type A spaces. Additionatty, Al.berta atso ctassifies a

proportion of their Type A beds as Respite, and where possible, these have been separated from
the overal[ Type A beds to include additionat ctarity around patient Respite requirements.
Simitarty, Saskatchewan temporary care beds are separated from the Continuing Care spaces.
Atberta respite beds are treated as the same as Saskatchewan temporary care beds in this
anatysis.

The Ltoydminster Core Service Area is made up of 276 Type A Continuing Care beds, 164 Type

B beds, and 10 temporary care beds tocated throughout the two provinces of Atberta and
Saskatchewan. Atthough most Ltoydminster residents are betieved to mostty utitise the
Continuing Care capacity within the Core Service Area, additionat Continuing Care capacity is
atso avaitabte in the outside of this service area (i.e. within the Extended Service Area). The

Extended Service Area is made up of 1,051 Type A beds, 314 Type B beds, and 30 temporary
care beds. Combining the Core Service Area and the Extended Service Area Continuing Care
capacity, there are a total of 1 ,327 Type A beds, 478Type B Beds, and 40 temporary care beds.

Future Sfafe

The 2024125 basetine period was setected to drive the future state projections for this area.
PopuLation groMh and ageing in the region are modelled as the main drivers for the future state
demand. Based on these assumptions, the Ltoydminster region witt need to accommodate
approximatety2,l03TypeAbeds, TSTType B beds, and 63TemporaryCare beds by2040. This
is equivatent to approximately +776 additionat Type A beds, +279 fype B beds and +23

temporary care beds by 2040, or a +58% growth in Continuing Care beds beyond what was
seen in 2024.
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AB Type A Beds and SK Continuing Care Beds
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The Demand Projection resutts suggest that Ltoydminster's AB
Type A/SK Continuing Care beds witl grow fro m 1,527 to 2, 1 03 beds,

a growth of +776 beds, (+58o/o) trom 2024 to 2040

The Demand Projection results suggest that Ltoydminster's AB
Type B Continuing Care beds witt grow from 428 to 757 beds,

a growth of +27 9 beds, (+ S9a/a) fro m 2A24 b 2A40

248

@

+776

+279

Ir,l o,I

'd

ffi



Temporary Care Beds

Ambutatory

This section focuses primarity on the Ambutatory services and their activity levets at

Ltoydminster Hospital. Due to data unavail.abitity for recent data, the future state demand has

not been modeted for this area. The table betow shows the 2019120 patient registration
activities from the different Ambutatory hospita[ areas within the Ltoydminster Hospital for
those records having the registration type "Ctinic", "Day/Night Care", and "Therapeutics".

The areas with the highest number of patient demand are "Medicat Speciatty Ctinic",
"Physiotherapy", "Diatysis", "Obstetrics", "Cancer Outreach", "preadmission Cl.inic,, and
"Surgical Speciatty Ctinic". Together, these areas capture -85o/o of the overau. patient
registration records.
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The Demand Projection resutts suggest that
Temporary Care beds wiLl, grow from 40 to 63 beds,

a growth of +23 beds, ( +580/o) f ro m 20241o 2040

Ltoydminster's
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Home Heatth

The consutting team was provided with Home care contact hours and unique ctients bewveen

2O2O and 2o24.Within Ll,oydminster sAG, Home Heatth unique ctients were retativety stab[e'

ftuctuating between 1,125and 1,167, whil'e Home Support ctients SaW a smatl dectine in

unique ctients from 260 to 236 in the same period.-contact hours for both Home Heatth and

Home Support saw dectines in the same period, suggesting that more patients are receiving

fewer care hours than in previous years.
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Home HeaLth benchmarking and requirements were driven by the poputation 75 and over who
have the highest utitization of home care services. The poputation 75+ in Ltoydminster City
and Smatl Area Geography is projected to more than double f rom 2,144 to 4,588 from 2024lo
2040.

Population 75+, Ltoydminster City + SAG

ilillililllllllll
2024 2025 2026 2027 2028 2029 2030 2031 2032 2033 2034 2035 2036 2037 2038 2039 2040
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A benchmark of 20.0 FTE per 1000 75+ was identified based on levets seen in comparator
communities and val.idated through engagement, where teadership indicated that home care
is generatty adequatety resourced at present. Poputation and target HC FTE for 2053 were
used as benchmarks from Squamish, Whistler, and Pemberton to compare Ltoydminsterwith
comparable communities' ptanned staffing ratios.

When factoring in onty aging poputation in Ltoydminster, the FTE to 1000 poputation 75+ ratio
is projected to decrease significantty in the 1S-year future.

Pubtic Heatth

Votume and unique cl.ient data for immunization were provided for the years 201 9 to 2024 as
avaitabl.e. ln 2021, there was a massive spike in adutt vaccination doses administered due to
the COVID-1 9 pandemic, which has since returned to levets comparabte to 201g and 2020.
White totaI vaccine doses administered have stayed retativety stabte outside of 2021, there
has been a decrease in vaccine doses administered to chitdren (f rom 13,625 in 2019 to g,236
in 2A2$ and an increase in doses administered to adutts {from 2,950 in 2019 to 4,383 in
2A2q. This is in tine with trends seen nationatty with decreasing rates of chitdhood
vaccination and increases in adutt vaccination fottowing the COVID-19 pandemic.
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pubtic Heatth has a wide scope of practice trrlt v,11i,1 in different jurisdictions based on [eve[

of service and scope. However, it fatls within the betow' or in the lower end of staffing ratios in

other comparison health service plans

Though pubtic Heatth staffing tevets are below benchmark, the scope of services provided by

pubt.ic Heatth differ by jurisdiction and staffing teveL requirements are less indicative, and

staffing needs shoul.d be dictated by a community's requirements. To match the average FTE

to poputation ratios of the extended service area, Ltoydminster witl. tikety need to increase
pubtic Heatth FTE f rom 11 .25 to 1 3.7 to right-size service levels, with an increase to 1 5.2 by

2040.
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Community Mentat Heatth

Between january 1 ,2020, and December 31 ,2024, the Ltoydminster Royat Canadian
Mounted PoLice (RCMP) handted a totat of 2,626 fites associated with the Mentat Heatth Act.
A breakdown of the scorings retated to the Mentat Heatth Act is found in the graph betow.

Ltoydminster RCMP MHA Related Scorings
70c
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-Mentat 
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This demonstrates a trend of an increase in Mental. HeaLth Act catts that are not exctusivety
offences. These votumes suggest demand for one PACT team.

The stacked area chart betow shows the timetine of when al.t Mental Heatth Act retated fites
were generated by the Ltoydminster RCMP in 2024, inctuding hours of the day, and days of
week.
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Mentat Heatth Act ReLated Fite Generation Times (2024)
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Estabtishing an appropriate benchmark for community MHA staffing for Ltoydminster requires

consideration of many factors, inctuding comptexity and acuity of patient poputations,

provinciat context, and other factors. Community MHA staffing tevets in Ltoydminster are low

compared to current or ptanned levels in comparator communities, inciuding the Batttefords,

Squamish, and Powett River. The benchmark for Community MHA staffing was set at 1 .0 FTE

per 1000 to bring it ctoser to levets seen in comparator communities. An additional 100/o

factor was ptace on top of the 1 .0 FTE benchmark to account for additionaI worktoad
associated with Lioydminster's cross-jurisdictionatstatus. Overatt, Ltoydminster has
community MHA staffing levets significantLy betow benchmark.
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4.6 PROJECT SCHEDULE AND BUDGET
Based on the scope of work identified in the RFB the fottowing project schedute was
estabtished:

The project budget was initiatty $249,1g0 in consuttant fees. Additionat engagement and dataanatysisresuttedinascopeamendmentof gl3,OTO,foratotatcontractvaiueot 
$262,260(exctuding PST).
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4.7 SUMMARY OI FUTURE STATE DIRECTIONS

FOR CONSIDERATION

Emergency Department
lntroduce Physician Assistants (PAs) to support peak hour throughput, embed a dedicated
Mentat Heatth Nurse, and devetop a Mentat Heatth Short Stay Unit within the ED footprint.

PrimaryCare
Estabtish a Primary Access Ctinic (RAC) tinked to primary care to provide next-day
appointments for diverted [ow-acuity presentations. Extended primary care hours to increase

existing primary care capacity is atso recommended to be considered. ln addition,
streamtined administrative processes for physicians hotding duatAtberta-Saskatchewan
[icenses woutd reduce barriers to cross-border practice. The imptementation of shadow
bitting as a mechanism to expand pubticLy-funded primary care access and virtual atLied

heatth services are atso recommended future state recommendations which woutd
enhance primary care service and accessibitity.

Surgical Services
Expand the Ltoydminster Hospitat's OR capacity equivatent to an additionat 29 hours per

weekto meet projected demand of approximatety 5,400 annuat procedures by 2040.
Achieving this target wit[ require extending operating hours, inctuding the introduction of
weekend surgical services, atong with the recruitment and retention of additionat surgicaI
speciatists, perioperative nu rses, and attied heatth professionats.

Critical Care
Devetop a five-bed regionat-tevet ICU to function as a regionat-tevel service Led by internal
medicine physicians, with ER physicians as required, and tertiary consuttation support as

needed. ED nursing staff shoutd be upskil.led into ICU rotes. Attied heatth services shoutd be

avaitabte seven days a week. Five ICU beds by 2040 reftects a 670lo increase in high-acuity
inpatient utitization compared lo 2024. Once imptemented, patient votumes, transfer activity,
and utitization patterns shoutd be monitored to evatuate demand and guide future
adjustments.

lnpatient Care
lncrease funded bed capacity from 66 to 76, consisting of 49 beds for Medicine, 10 beds for
Surgery, 2 beds for Mental Heatth, 5 beds for the regionat-tevel lCU, and g beds for Obstetrics
and Pediatrics patients combined. Pediatric ftexibitity within medicine/surgery units is atso
recommended to accommodate seasonat surges in pediatric patients to enabte care ctoser
to home and strengthen continuity of care.

Maternity and Newborn Care
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Prioritize reducing avoidabte newborn transfers by ensuring adequate and stabte nursing

staffing tevets to manage peak votumes. Enhance interprovinciat coordination between

Atberta and Saskatchewan to streamtine ctinicatty necessary transfers, with ctearty defined

referratpathways, transport protocots, and famity supports. ln addition, coordinatingwith the

Saskatchewan Provinciat MaternaI Program may ensure the provision services at

Ll,oydminster Hospital, are atigned with the regionatnetwork pl.anning.

Continuing Care
Estabtish a Transitionat Care Unit (TCU) ctose to Ltoydminster, but not within the hospitat, to
al.teviate ALC pressures and provide a restorative environment for patients transitioning out of

acute care and respite patients tiving in community. Enhancements to intake and discharge
processes such as earLy discharge ptanning, embedded coordinators, standardized

assessment tools, and seven-day atLied heaLth coverage, wil.[ atso strengthen continuity of

care. Atign home heatth more closety with teams in acute care to improve coordination and

patient outoomes.

Home Care
Adjust staffing and resourcing tevels to reftect the administrative demands of a bi-provinciaL

system. Atign a portion of home care teams with acute care services at Ltoydminster Hospitat

to streamtine discharge processes and reduce hospital tength of stay. Enhance attied heatth

capacity and expand weekend and after-hours coverage to support timely discharge and

ensure appropriate community-based care.

Public Health
Adjust staffing levets to reflect the additionaI administrative worktoad associated with the bi-
provinciaI system. Expand pubtic heatth's rote in wett-baby visits to comptement primary care,
particutarty for famities without regutar access to a physician or nurse practitioner. lntegrate
these visits with postpartum home visiting, parenting programs, immunization fotlow-up, and
earty chitdhood heaLth promotion to ensure consistent screening and support.

Emergency and lnpatient Mental Heatth
Estabtish a Mentat Heatth and Substance Use Short Stay Unit (MHSSU) to create a secure,
dedicated environment where patients in crisis can be stabitized, observed, and connected to
ongoing care. SSU patients are psychiatric patients requirlng short term inpatient care as we[[
as medical withdrawaI patients out of scope of the tocat detox facitity due to medicat
requirements in the earty withdrawat phase. Ensure adequate 24/7 coverage through the
addition of dedicated Psychiatric Nursing presence in ED, and targeted upskiLting of existing
staff . lncrease training and support for ED physicians to strengthen their abitity to manage
psyc h iatric p resentatio ns effectivety.

Com m u n ity Menta I H ea lth
Create a PACT team to reduce retiance on the ED and diverting patients from acute settings by
providing care in the community. lncrease staffing tevets by approximatel.y 1 32o/oto al.ign with
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benchmarks from comparabte centres, with an additional 100/o adjustment to account for
cross-border administrative demands.

Medical lmaging
A combination of workforce devetopment, equipment renewat, and improved cross-provinciaI
coordination. A [ong-term strategy shoutd be developed focusing on maintaining the retiabil.ity
of CT as the centraI diagnostic toot, ensuring24/7 access to X-ray and Ftuoroscopy, and
exptoring sustainabte approaches for MRI capacity, either through expanded mobil.e service or
a fixed regionaI resource. Estabtishing a dedicated coordination function across Atberta and
Saskatchewan is recommended to improve referrats, requisition management, and data
sharing.

Laboratory Services
Shift outpatient diagnostic demand into community-based facitities to the extent possibte,
inctuding expansion of the Atberta Precision Laboratories (APL) site and the devetopment of
an SHA-operated cottection service in primary care, to retieve pressure on the hospitaL
laboratory and improve coordination with community providers. Sustainabte staffing pipeLines

must be estabtished through the prioritization of recruitment and retention strategies,
expanding tocattraining ptacements, and exptoring support for duat [icensure. Bi-provincial
information-sharing processes should atso be strengthened.

Pharmacy Services
Expand pharmacist invotvement in clinicaI care (rounds, counseling, discharge support),
optimize technician rotes to increase efficiency, and improve workforce sustainabitity through
targeted recruitment and training ptacements. Enhance cross-provincial data sharing and re-

design space to enabte closer integration of pharmacy staff with clinicalteams.
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