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I. INTRODUCTION

The Kincardine and Community Health Care Foundation (the “Foundation”) was incorporated in 1995 as a 
non-profit, charitable corporation with the sole purpose of raising funds for the benefit of the Kincardine hospital. 
Over the last 26 years, the Foundation has raised millions of dollars for the hospital –in the last 10 fiscal years alone 
ending March 31, 2021, the Foundation turned over close to $3.25M to the Kincardine hospital. Almost all this 
money was used for the purchase of medical equipment – critically important since hospitals in Ontario do not 
receive any funding for medical equipment from the Ontario Ministry of Health (“MOH”).

The Foundation’s need to fundraise never stops. Most medical equipment has a life span of only 7 to 10 years after 
which it has worn out or become obsolete due to the rapid advances in medical technology. For the current fiscal 
year ending March 31, 2022, the Foundation has committed to spend $3.7M on equipment for the hospital and 
forecasts another $2M in such spending over the following three fiscal years ending March 31, 2025. 

The Kincardine hospital was formerly operated by a non-profit corporation known as the “Kincardine and 
District General Hospital”. In 1998, the hospitals of Kincardine, Walkerton, Chesley and Durham amalgamated 
to form the South Bruce Grey Health Centre (“SBGHC”). As the successor corporation, SBGHC took over 
ownership of the property and assets of all four hospitals and responsibility for their management.

The Kincardine hospital has not had a major upgrade in 33 years and much has changed during that time. 
Hospitals have undergone a transformation in services they provide and how those services are delivered. 
Technology has radically altered diagnosis and treatment methods. The community’s needs have evolved, and 
its population is about to experience an explosion of growth. But Kincardine’s hospital facility remains stuck in 
time, its infrastructure aging and deteriorating.

"It is well documented that our Kincardine hospital is woefully inadequate to serve the health care needs of our 
growing community,” said Kincardine physician Dr. Jason Murray. “With our population increasing at a robust 
rate due to an influx of residents to work at the Major Component Replacement Project at Bruce Power, our 
hospital needs to expand its capacity to adequately care for these patients.”

SBGHC has long recognized the hospital’s deficiencies and it is committed to a major redevelopment so that 
the hospital can provide more comprehensive and efficient patient care, reduced wait times and a proper work 
environment for the hospital’s dedicated care providers. A modern, up-to-date hospital is also a necessity for 
Kincardine to attract new physicians to the community. But the success of the redevelopment depends on the 
Foundation which estimates that it will have to raise at least $12M over the next five years to fund both the 
redevelopment and the hospital’s ongoing equipment needs. This level of fundraising is unprecedented for the 
Foundation, but the stakes – the future of healthcare in our community – could not be higher. For that reason, 
the Foundation has decided to launch “Building Health Care for Generations” – a capital campaign with the 
goal of raising $12M by the end of 2026.

The purpose of this document is to make the case for supporting the capital campaign. It describes in detail:
 (a) the deficiencies of the current hospital building,
 (b) the plan for redeveloping the hospital,
 (c)  the strategy for replacing aging and obsolete equipment,
 (d)  the positive impact redevelopment will have on the hospital and the services it provides, and
 (e)  the reasoning behind our fundraising target of $12M.

But before all that … a little history.
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 II. THE PAST

Since its founding in 1909, the Kincardine hospital 
has been the backbone of our community’s health care 
system. Generations of Kincardine and area residents 
have relied on its services and, in appreciation, have 
supported it generously. But ironically the Hospital’s 
founder did not have any ties to Kincardine and did 
not even set foot in Kincardine until 1906. That 
year, Madame Josephine Gualco – a wealthy, widely-
travelled lady of European extraction – was invited 
to the home of Kincardine’s most famous citizen, Sir 
Alexander MacKenzie.  She fell in love with the town, 
so much so that she purchased the property on the 
northeast corner of Huron Terrace and Durham Street 
and made it her permanent residence. Two years later, 
she purchased another property on Queen Street North 
and offered to donate it to the town, along with $2,500 
annually, for the purposes of a hospital.

Madame Gaulco’s proposal was gratefully accepted. On June 9, 1909, a group of local citizens obtained letters 
patent for a new non-profit corporation. Its original name was “Kincardine General Hospital” (later changed 
to “Kincardine and District General Hospital”) and its sole objects were “to establish and carry on a general 
hospital”. Madame Gualco then conveyed the lands to the new corporation, the town council hired a contractor 
to renovate the property, the hospital board began fundraising – and the Kincardine General Hospital was born.

Prior to 1900, governments in Canada paid little attention to hospitals or, for that matter, health care in general. 
People of even modest means preferred to be treated at home and most early Canadian hospitals were set up as 
charities to treat the indigent. But, in the early 1900’s, new technology – laboratories, x-ray machines, hospital 
childbirth, and antiseptic surgery – radically transformed hospitals. They suddenly became essential institutions 
for everyone.

The Kincardine community responded enthusiastically to its new hospital. The hospital’s board’s earliest 
fundraising efforts are described on page 305 of the local history book Kincardine 1948 to 1984:

 “ In 1910, at the request of the Board, meetings were organized throughout the area from Ripley to 
Underwood to create an interest in the new hospital, and as a result of these various were the methods of 
raising the necessary finances: an annual Christmas Bazaar and Fowl dinner in the town hall – catering for 
banquets – raffles – box socials – bake sales – concerts – booths at Fall Fairs – tag days – Bridge marathons 
in the homes – card parties held in Lodge rooms, … The Women’s Institutes, Lodges, Church groups, Farm 
Forums as well as individual citizens [worked] diligently thus making these projects social and financial 
highlights in the community.”

Until the development of medicare in the 1960’s, hospitals had three main sources of income – paying patients, 
donations and government subsidies. In 1934, for example, the total annual revenue and expenditures for the 
Kincardine General Hospital amounted to $12,945 of which $6,011 was raised from patients and $3,200 from 
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a County grant. The province chipped in a grand total of $645.54.

The original hospital was in fact a renovated older home and it served Kincardine well for many years. But 
the community grew, medicine advanced and times changed, which meant the hospital had to adapt, too. 
Significant additions were made to the hospital in 1956, 1959, 1966, 1980, 1987 and 1988. Meanwhile the 
original home became unusable and was gradually demolished bit by bit until nothing remained of it. 

The additions to the hospital and the location of the services provided by the hospital today are shown in  
Figure 1. For reference purposes, complete floor plans for the first floor, basement and second floor of the 
existing facility have also been included as Figure 2, Figure 3, and Figure 4, respectively.

III. THE NEED TO CHANGE AGAIN

The Kincardine hospital has served the community well for many decades, but it has not had a major upgrade 
in 33 years. Many of the additions to the hospital in the 1980’s were focused on inpatient care. At one time, the 
hospital was designed for as many as 70 patient beds, including acute, chronic, pediatric and obstetrics beds.  
But today, the hospital is accredited for just 17 acute-care beds. Patients now spend much less time in hospital as 
inpatients. Medical advances enable them to recover more quickly from surgery. Many surgeries and procedures 
can now be performed on an outpatient basis. And, at least in theory, the province provides more home care 
services so that patients can continue recovery at home rather than in the hospital. The current Kincardine 
hospital building was designed primarily for treatment of inpatients. But the hospital provides many more 
services besides inpatient care and these services are becoming increasingly important – in particular, 
Emergency Services, Medical Imaging, Laboratory Services and Ambulatory Care – and these services 
demand increasing attention.

There are still more changes sweeping across hospitals throughout Ontario, including Kincardine: 

 (a)  Specialization – patients are now often directed to hospitals that offer specialized treatment rather than to 
a smaller general hospital such as Kincardine. 

 (b)  Advances in medicine – new medical equipment and new therapies are constantly transforming both 
diagnosis and treatment.

 (c)  Technology –the dream of telehealth is now a reality.

 (d)  Building construction – hospitals need to adapt to new, improved building materials, find new ways to 
improve energy efficiency, and comply with ever-changing environmental standards and building codes.

 (e)  Air quality standards – COVID has highlighted the importance of ventilation and air filtration for 
infection control.

Finally, another change is coming that is unusual these days in rural communities. Our area is just beginning 
to experience a major population boom which will put considerably more demands on our hospital. The Bruce 
Power Major Component Replacement (“MCR”) project will add an estimated 5,800 to 6,000 people to the 
Kincardine catchment area. These will include new workers hired by Bruce Power and its sub-contractors, 
workers employed in spin-off service and retail industries, and their family members. 
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The times indeed are ever changing and once again the Kincardine hospital must change with them.

IV. THE CHALLENGES

SBGHC has identified many shortcomings with the current facility that need to be addressed if the Kincardine 
hospital is going to continue to meet the needs of our community. The following is not an exhaustive list but 
rather an outline of the major deficiencies:

 1.  Emergency Department. Kincardine hospital has an especially busy 24/7 Emergency Department 
(“ED”) driven by several factors unique to this community:

  (a)  many year-round cottagers and summer tourists are not attached to local physicians, as these 
individuals have their primary care provider in their home communities.

  (b)  there are no walk-in or after-hours clinics in or near Kincardine; and

  (c)  there is a severe shortage of family physicians in Kincardine. In 2018, the Kincardine Family Health 
Team had a waiting list of 700 “orphan” patients who did not have a primary health care provider. 
Today, this number is very much an undercount, partly due to Kincardine’s increasing population, 
but also because it does not include people who move to Kincardine unless they first relinquish 
their current out-of-town physician – something most are reluctant to do out of fear they will not 
be able to find a new doctor locally. Until the number of family physicians increases, the Emergency 
Department will be the only option for many permanent residents to obtain urgent care.

   At present, the ED has only 9 patient spaces, which are already inadequate to keep up with demand. The 
problem will continue to worsen as the MCR project brings more people into the area. Emergency visits 
are expected to increase from 15,021 in fiscal year 2020 to 19,369 by fiscal year 2026 when it is projected 
that at least 13 patient spaces will be needed. In addition, ED treatment rooms are located too close to 
public hallways, thereby seriously impacting patient privacy and confidentiality.

 2.  Decontamination Room. The Ontario Radiation Health Response Plan identifies Kincardine hospital as 
the “primary local hospital designated to receive contaminated casualties from Bruce Nuclear Generating 
Station”. To comply with current guidelines and best practices, the decontamination room needs 
additional space to accommodate two patients and its own separate external entrance. 

 3.  Medical Imaging. The hospital currently provides the following medical imaging services for inpatients, 
emergency patients and outpatients:

  (a)  X-rays, including general radiology and portable x-rays;

  (b)  Mammography diagnostics and screening (Kincardine is an ancillary site for the Ontario Breast 
Screening Program);

  (c) Bone Mineral Density (BMD) exams; and

  (d)  Ultrasound, including abdomen/pelvic, obstetric, carotid, breast, musculoskeletal and vascular 
imaging.
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   The current facilities are cramped and outdated. Existing procedure/examination rooms are undersized, and 
there is insufficient support space. For example, the waiting area is negligible, and more handwashing sinks 
are needed to meet proper infection control practices. The problem will only become more acute as the 
number of diagnostic imaging procedures is projected to grow from 19,136 in 2020 to 27,266 by 2026.

    In addition, the hospital lacks a CT scanner despite the fact Kincardine has a higher CT demand 
than other communities in the area with CT machines, such as Walkerton, Hanover and Listowel. 
Kincardine’s CT demand almost doubled in five years between 2014 and 2019 and the trend is expected 
to increase with the surge in population due to the MCR. By 2026 it is projected that there will be 
5,323 CT procedures in Kincardine annually. A CT scanner for Kincardine is not only warranted by the 
number of patients now being seen in the ED, but it has become a necessary tool for our physicians to 
meet today’s standards of medical care. However, there is simply no space for a CT machine within the 
existing hospital building.

 4.  Laboratory Services. The present lab at the south end of the hospital is virtually unchanged since 
1959 despite a significant increase in lab testing, driven by the growth in the number of emergency visits 
and hospital outpatients. In 2019, SBGHC decided to outsource outpatient specimen collection to a 
private laboratory. That decision was reversed and, in 2019, a new lab specifically for outpatient specimen 
collection was created near the front entrance using part of the old Food Services area. However, it is 
inconveniently located far from the main lab at the south end of the hospital which is used for ED 
and inpatient specimen collection as well as routine testing, with a focus on chemistry, haematology 
and transfusion medicine.   The main lab does not allow for efficient workflow and it is also outdated. 
A modern laboratory requires more flexible work areas that can be altered as necessary to handle ever-
changing tests and equipment, and up-to-date safety features that comply with today’s codes and 
standards.

 5.  The “Front of House”. This entire area, including the Lobby, patient registration, gift shop and 
Foundation office, suffers from an acute shortage of space. The Lobby area is minimal since it 
immediately spills into the patient registration area and ED waiting room. There is no space at all for a 
visitor waiting area, a hospital greeter or a volunteer office.

 6.  Hospital Layout. The piecemeal development of the hospital has resulted in a layout that does not work 
for patients, visitors or hospital staff. There are many examples, two of which have already been identified 
– the location of the ED (which is too close to public hallways – see numbered paragraph 1 above) and 
the Lab (which has been split into two – see numbered paragraph 4 above). Here are some more: 

  (a)  The ED does not have its own outside entrance or waiting area which means that walk-in patients 
end up crowding into the main hospital entrance area.

  (b)  “Front of House” areas, like patient registration, the gift shop and the Foundation office should  
be conveniently located near the front entrance but instead are scattered about the hospital in a 
random fashion.

  (c)  There is no privacy for inpatients accessing Diagnostic Imaging services since they have to pass 
through the front entrance and ED waiting room.

  (d)  The distance between the inpatient area and the ED is too long.
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  (e)  The nurse’s desk in the inpatient unit does not allow for patient viewing.

 7.  Telehealth. Technology is playing an increasingly important role in health care services delivery. In 
particular, the Ontario Telehealth Network gives access to specialists where there is not currently the volume 
to warrant their on-site presence, or the nature of the consultation does not require a physical examination. 
However, patient exam, treatment and testing spaces within the hospital lack telehealth capability.

 8.  Infrastructure Deficiencies. Much of the hospital’s infrastructure is aged and in need of replacement. 
A partial list of outdated building systems includes the following:

  (a)  The ventilation system does not provide the air quantities or redundancy required by current codes.  
In particular, there should be 100% outdoor air, rather than recirculated air, in certain high-risk zones 
such as wards and rooms where pandemic-related patients are being treated during the heating season.

  (b)  The sprinkler system.  Sprinkler coverage is limited to the basement of the 1980 building. The 
Ontario Fire Code requires healthcare facilities to be fully sprinklered by 2025 (subject to the 
discretion of the local Chief Fire Official).

  (c)  The Chiller and water distribution system. The main chiller was replaced in 2017 but the back-up 
chiller is no longer in service and needs to be replaced. 

  (d)  The Fire alarm system. Existing wiring to the fire alarm system is aged and beyond its useful life. The 
system is also not addressable and does not have paging capabilities, which are necessary to align with 
current best practices for a modern healthcare facility.

  (e)  The Wiring is generally beyond its recommended useful life. Also, some wiring devices, specifically in 
patient care areas, met code when installed but now need to be upgraded. 

  (f )  The Plumbing in many areas has reached its end of life.

  (g)  The Roof over the inpatient areas is in poor condition and needs replacement

  (h)  Lighting & lighting control. Energy-efficient LED lighting cannot be installed in the areas that have 
asbestos.

  (i) The Heating Pipes are covered with asbestos.

 9.  “Back of House”. The shipping and receiving area and the waste management area are important, but 
too often ignored, parts of the hospital. However, user groups have made it abundantly clear that the 
present loading dock is undersized, uncovered and inadequate, and that the waste disposal area is too 
small to maintain proper infection control measures. Specifically, there should be separate paths for clean 
and dirty goods. Safety concerns over the latter area were identified as an issue in the hospital’s latest 
accreditation report.

 10.  “Beyond Repair” Areas. The additions to the hospital made in 1956 and 1959, are currently used 
for the operating room and health records, respectively. Jensen Hughes Consulting prepared a Building 
Compliance Report for SBGHC dated March 27, 2017 and identified both wings as being at the end of 
life and recommended that they be demolished to allow space for new construction.
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   The 1966 Wing contains a significant amount of asbestos and other hazardous materials which can only 
be remediated at a significant cost. These materials only pose a risk if disturbed but they make renovation 
of this wing difficult and costly. Accordingly, it has been recommended that no more capital funding 
be invested in it. This wing has been used mainly for inpatient care and its use is being phased out. This 
may not be an immediate problem since the current number of beds (17) is considered by MOH to be 
adequate. However, the number of beds needed is projected to grow to 27 beds by 2027 and to 32 beds 
by 2037. A new location will have to be found to house these additional beds. 

 11.   Inpatient Bedrooms. The present bedrooms do not meet current standards, including the following:

  (a)  Two-bed inpatient bedrooms have only one washroom. Today’s standards require a second washroom 
in each room for patient privacy, accessibility and improved infection prevention and control.

  (b)  Door openings are not wide enough to meet wheelchair accessibility standards.

  (c) Air quality in the washrooms is inadequate.

  (d)  The rooms lack ultra-violet lighting for infection control.

 12.  Ambulatory Care. The treatment of outpatients plays an important and growing role at the Kincardine 
hospital. The space for ambulatory clinics, cardiac rehabilitation, diabetic education and clinical nutrition 
services, is considered both undersized and inefficient, and the problems will be exacerbated as the 
hospital expands its partnerships to bring in more health services and visiting specialists. The CSA Z8000 
standard is a comprehensive, nationally recognized baseline for the planning, design, and construction of 
hospitals, and, if applied to the Kincardine hospital, the required floor space for Kincardine’s ambulatory 
care would need to increase by 70% from 3,521 ft2 to 5,955 ft2. 

We could go on and on, but that’s enough about the problems. Let’s move on to the exciting part – the solutions!

V. THE PLAN FORWARD

Since it came into existence in 1998, SBGHC has made many attempts to address the Kincardine hospital’s 
deficiencies. 

SBGHC first developed Master Plans specifically for the Kincardine site which were completed in 2001 and 
2004. Based on the 2004 Master Plan, SBGHC submitted a Capital Pre-Proposal to the MOH in 2005 for 
redevelopment of the hospital. The Ministry approved the submission in 2007 and further awarded SBGHC  
a planning grant of $750,000 to help fund the process. The next step was a “Rebuild Plan” which SBGHC 
prepared and submitted to the MOH in 2010. The crux of this plan was for a new building to be constructed 
between the existing hospital and the medical clinic. MOH approved the Rebuild Plan in 2011, but then 
withdrew its approval shortly after the provincial election of October, 2011. 

SBGHC then went to work on a scaled-down “Revised Rebuild Plan” which it submitted to the South West 
Local Health Integration Network “(SWLHIN”) in 2012. The SWLHIN endorsed the Revised Rebuild Plan 
and forwarded it to the MOH for approval. However, in 2014 the MOH informed the SWLHIN that it would 
not support the Revised Rebuild Plan either.



CAPITAL CAMPAIGN CASE FOR SUPPORT   |    8BUILDING HEALTH CARE  fo r  GENERATIONS

Meanwhile the SWLHIN commissioned VFA Canada Corporation to undertake a Facility Condition 
Assessment of the Kincardine Site and its final report was submitted in 2014. It found that the Facility 
Condition Index of the Kincardine Site was “Poor”. 

So, SBGHC went back to the drawing board again and, in July 2016, submitted yet another Pre-Capital 
Submission to the MOH this time proposing three small capital projects to at least partially address the most 
urgent needs of the Kincardine hospital. The SWLHIN and MOH reviewed the Pre-Capital Submission but 
it was never approved, probably because by this time the Ministry recognized that the hospital needed major 
surgery rather than more bandaids. Instead, in July, 2017, the MOH approved a $500,000 planning grant to 
SBGHC to examine future options for the Kincardine hospital. The options considered by SBGHC included 
(a) building a new hospital, either on the existing site or in a new location, and (b) various combinations of 
renovations and additions to the existing facility. A new build was eventually rejected as being too costly to 
win approval from the MOH. Instead, SBGHC opted for a major redevelopment of the existing hospital and, 
in 2018, SBGHC filed yet another proposal to the MOH the details of which will be outlined in more detail 
in the paragraphs that follow. This proposal is now winding its way through the Ministry’s five-stage approval 
process. (See Figure 5)

For the sake of completeness, it should be noted that SBGHC was able to deal with at least a few urgent 
infrastructure issues on a piece-meal basis when it received $3.1M in funding from the provincial Health 
Infrastructure Renewal Fund (HIRF) which was used to replace the hot water boilers, steam boilers and main 
chiller in 2017.

Meanwhile, in August, 2018, SBGHC identified that Kincardine had an urgent need for a CT Scanner. The 
following February, SBGHC submitted a request for a scanner to the South West Local Health Initiative 
Network (the “LHIN”) and to the MOH. The request was approved by MOH in 2019.  However, this is only 
half the CT story, and the easy half at that. MOH does not fund the purchase of medical equipment, so it could 
approve the scanner knowing that it was not on the hook for any portion of its cost. However, the difficulty 
is that there is no room for the scanner in the existing hospital building, and the scanner is considered such a 
critical need that it cannot wait for the redevelopment. SBGHC therefore filed a separate capital application 
with MOH for the early construction of a 2,300 ft2 CT addition which will eventually be incorporated into 
the larger redevelopment. This latter application is subject to the same 5-stage Ministry approval process as the 
redevelopment.

The following is an overview of the present status of the two capital projects:

 1. CT Addition

   This addition will be constructed on the east side of the hospital as an adjunct to the existing Medical 
Imaging area and immediately south of the present entrance. The addition will have a private room for 
the CT machine together with a washroom, patient prep room, wait space, change room and stretcher 
holding area. (See Figure 6)

   To accommodate the CT addition, modifications were required to the entrance and the existing Medical 
Imaging area. These modifications (the “Enabling Project”) are also shown in Figure 6. 

   SBGHC filed a Pre-Capital Submission for the CT addition in February, 2020 and it was approved 
in September, 2020. At that time, local MPP Lisa Thompson announced a provincial grant of $1.4M 
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toward the CT project. The submission is now in the fifth and final Stage of the approval process with 
the construction tender being publicly released on December 22, 2021. Meanwhile, SBGHC had already 
completed the Enabling Project and placed an order for an Edge Plus CT scanner in April, 2021. The 
construction of the CT addition is expected to begin in the spring of 2022 and the machine should be in 
operation before the end of 2022. 

 2.  Redevelopment: This project has been broken into two phases illustrated in Figure 7 and described 
below as follows:

  (a)  Phase 1 includes expansion of the Emergency Department, Decontamination Room, Medical 
Imaging, Laboratory Services, Front of House (including patient registration, greeter desk, public 
waiting area, Foundation office, Gift Shop, Volunteer office and Foundation office), Food Services 
and the front-end portion of the Back of House (receiving dock and waste management areas). Figure 
8 is a block diagram showing the areas being expanded in Phase 1 and the increased square footage of 
each area is shown in Table 1 below.

   Table 1

   

    Phase 1 is the focus of the current redevelopment application to the Ministry. The Stage 1 submission 
was made by SBGHC in September, 2018 and approved by MOH in September, 2020.  The 
application for approval of Stage 2 – the most critical stage of the process – was submitted by 
SBGHC in March, 2021 and it is currently under review by MOH. A reasonable timeline for Stage 
2 approval is March, 2022. SBGHC anticipates that construction will commence in the fall of 2023 
and take 32 months to complete. 

  (b)  Phase 2 will include (i) eliminating the oldest and most dysfunctional wings of the building, (ii) 
renovating and expanding the remaining facilities (in particular, the Inpatient Unit, Surgery Area, 
Ambulatory Care, Pharmacy and Rehabilitation Therapy), (iii) completing the upgrades to the Back 
of House, and (iv) making substantial improvements to the building’s infrastructure. 

    The approval process for Phase 2 will only begin after Phase 1 has been completed and construction 
for it is not expected to start until at least 2028.

Space Current Area 
 (ft2) Phase 1 Area  (ft2) Percentage 

Change

Emergency Department 3,915 9,164 234%

Decontamination Room 
(Part of Emergency Department Space)

341 600 176%

Medical Imaging 2,444 7,153 293%

Laboratory 950 2,210 236%

Front of House/Registration 960 2,462 256%

Back of House 600 1,208 201%

Food Services 1,200 1,065 89%

TOTAL 10,069 23,262 231%
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   It should be noted that the CT Addition constitutes the minimal work necessary to make a functional 
CT workspace in the short term and it will become part of the redeveloped Medical Imaging area upon 
completion of Phase 1 described above. For that reason, any reference throughout this document to the 
word “redevelopment” includes the CT addition unless it is clear from the context that it is referring to 
the Phase 1 or Phase 2 redevelopment only.

The focus of both capital projects naturally is the patient. The proposed changes will improve the patient’s 
access to services, quality of care and right to privacy. But they will also promote a healthy work environment by 
providing physicians and staff with the proper workspaces, equipment and technology to do their jobs safely and 
efficiently.

VI. ADDRESSING THE CHALLENGES

The major deficiencies of the existing hospital building listed in section IV have all been addressed in the 
redevelopment proposals. Using the same numbering as in section  IV, the following summarizes how each one 
will be remedied in Phase 1 of the redevelopment or, in some cases, bumped to Phase 2:

 1.  Emergency Department. The Emergency Department as shown in Figure 9 will expand by 234% 
from 3,915 ft2 to 9,164 ft2 (including the Decontamination Room). The additional area will allow for:

  (a)  an increase in the number of treatment spaces to 13 for acute treatment (with at least one easily 
convertible to a safe holding room for mental health patients);

  (b) a cluster of 3 “See and Treat” areas;  

  (c) flexibility in treatment space use by maximizing the number of multi-function rooms; and

  (d)  a Rapid Assessment Zone (RAZ) and expanded decontamination zone, with radiation safety features 
and a direct link from inside the garage/ambulance drop-off area.

   These collectively will increase privacy for patients, allow better workflow and enhance infection control 
practices.

   Wider hallways will allow easier access to examination/treatment rooms and improved ventilation 
systems so essential for infection control. Flexibility in treatment space use will be created by maximizing 
the number of multi-function rooms using a mobile cart-based supply and equipment system. Having 
separate areas for critical and lower acuity needs will allow staff and physicians to reduce wait times and 
improve access and flow. Close proximity to clinical support services will ensure timely testing and results 
reporting required to support clinical decision making.

 2.  Decontamination Room. Its space will grow from 341 ft2 be 600 ft2 – sufficient space to handle two 
patients at the same time, with shower areas, separate entrance and exit anterooms, room for storage of 
PPE and room to allow unencumbered movement of a stretcher. It will also have one patient entrance 
with direct access from the Ambulance Garage and a second, separate, external entrance. (See Figure 10)

   The new room will better serve the unique needs of patients arriving for chemical, biological, radiological, 
nuclear, and explosive (CBRNS) events, as well as serving as a resource in an emergency or disaster event. 
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 3.  Medical Imaging: It was in recognition of the urgent need for a CT scanner that SBGHC applied for 
the CT Addition separately from the redevelopment. As set out earlier, the Enabling Project has already 
been completed, the CT machine ordered, and the project is ready to tender. Construction of the CT 
Addition is expected to begin in the spring of 2022 and to be operational before the end of 2022.

   Upon completion of Redevelopment Phase 1, the Medical Imaging area will increase by 293% from 
2,444 ft2 to 7,153 ft2 (See Figure 11). The space will be divided into five zones as follows:

  (i) Zone 1 - booking office and waiting area directly across from the Emergency Department.

  (ii) Zone 2 - General Radiation and Ultrasound area.

  (iii)  Zone 3 – an additional CT scanning area of 401 ft2 which will be incorporated into the CT 
Addition.

  (iv) Zone 4 – Mammography and Bone Mineral Density.

  (v) Zone 5 – Staff and administration support

   Each zone will be appropriately sized for the task and will be largely self-contained with patient amenities 
– such as waiting, change areas and washrooms – located immediately outside of the procedure or 
examination room with easy access for staff. To protect patient privacy and dignity, access to procedure 
and examination rooms will be simple and direct.

   This area is also being built with the future in mind. For example, two walls are outside walls which 
will facilitate future expansion. Also, the floor load capacity and aisle widths will be sufficient to 
accommodate the future installation or replacement of large imaging equipment.

 4.  Laboratory Services:  One of the most welcome changes to the lab is that it will be in just one 
location – near the front entrance – rather than split into two separate locations located far from each 
other. But, it  will still continue to be handy for one of its prime customers – the ED. The area of the 
new lab will increase from 950 ft2 to 2,210 ft2, which allows for proper reception and waiting areas, and a 
patient washroom.  The work area will be divided into two zones – a 435 ft2 area for specimen processing 
and shipping/receiving, and a large 1,092 ft2 area for equipment and testing that permits proper workflow 
and meets today’s lab standards. (See Figure 12.)

   The Laboratory will be able to provide highly automated, rapid turnaround, routine testing with a focus 
on Chemistry, Haematology, and Transfusion Medicine. Additional testing, including Microbiology, 
Pathology and Special Chemistry will be processed at other SBGHC sites with results being reported 
electronically to Kincardine.

 5.  The “Front of House”. The completely redesigned Front of House will grow 2.6 times from 960 ft2 to 
2,462 ft2 and will include patient registration cubicles, self-registration kiosks, space for a greeter, and a 
volunteer office. (See Figure 13)

 6.  Hospital Layout. Phase 1 of the redevelopment provides an opportunity to design a new layout 
that will create a more efficient use of space and more convenience for patients, staff and visitors. For 
instance, as described in numbered paragraph 4 above, the entire Lab will be near the front entrance and 
convenient for outpatients and for the Emergency Department. Although there will be many changes 
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throughout the hospital, perhaps the Emergency Department and the Front of House most exemplify the 
improvements that will come from redevelopment.

     The new ED will be separated from the rest of the hospital, thereby enhancing patient privacy and 
improving workflow. Wide hallways with high ceilings will alleviate challenges moving equipment and 
patients as well as enabling adequate air flow for proper ventilation and infection control. Separate entrances 
to examination rooms as well as exterior entrances, efficient placement of treatment spaces, and close 
proximity to clinical diagnostic spaces will increase efficiency and patient/staff satisfaction. All washrooms 
will be gender neutral. Public spaces and patient care areas will be “senior friendly” and accessible.

   The logjam of emergency patients in the lobby area will end with the separate ED entrance. The new 
Lobby will also be designed to encourage and facilitate the process of hand sanitizing, and infection 
control screening upon entry to and exit from the Hospital. A portion of the seating in the Waiting Area 
will have direct visibility to the exterior of the Hospital to allow for visibility of patients and visitors being 
picked up or dropped off.

    Meanwhile, the Front of House spaces will be located close to one another near the front entrance. The 
signage will also provide clear cues and directions to the Patient Registration Desk, Greeter Desk, Gift 
Shop, Foundation Office and other lobby features.

   Redeveloped spaces will also be outfitted with more ergonomic furnishings and fixtures. Staff 
workstations and work settings will be laid out to optimize staff safety and minimize the possibility of 
sudden or repetitive strain injury. All reception workstations, triage and registration workstations, patient 
check-in stations will act as barriers to provide protection from violent or threatening behaviour.

 7.  Ontario Telehealth Network (OTN). All patient exam/treatment and testing spaces included in the 
redevelopment will be telehealth capable which will allow access to specialist consultations and decrease 
the need for in-person visits. OTH not only saves money, it benefits patients in rural communities by 
bringing the specialists to them.

 8.  Infrastructure Deficiencies. As each area of the hospital is redeveloped, the infrastructure deficiencies  
will be addressed, and systems updated and replaced to meet current hospital standards and building codes. 
Systems will be organized with spare capacity to allow for the introduction of new technologies without 
major disruption or alteration to the infrastructure of the facility, taking into account the need to consider 
infection control issues and energy conservation. They will be designed to be adaptable, reliable and 
sustainable. The following new systems will be installed in the areas being redeveloped during Phase 1:

  (a) Air handling,

  (b) Ductwork,

  (c)  Exhaust systems, including specialty exhaust system for dedicated areas such as the decontamination 
room,

  (d) Water service,

  (e) sprinkler and standpipe system,
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  (f ) sanitary drainage,

  (g) bulk oxygen tanks, and

  (h) medical gas system.

 9.  “Back of House”. Phase 1 proposes partial remediation of the existing undersized receiving dock as an 
interim measure to increase staff safety and increase functionality until the problems can be fully tackled 
during Phase 2 of the project. (See Figure 14.) Proposed improvements include:

  (a) Increasing the area in size from 600 ft2 to 1,208 ft2,

  (b)  Separating the clean receiving and soiled waste flows to better meet current infection, prevention, and 
control protocols; 

  (c)  Improving staff access to exterior waste disposal bins and storage areas, thereby reducing staff injury 
that could result in sick time and WCB claims; and

  (d)  covering the receiving platform to increase staff safety and satisfaction and to protect receivables from 
the elements.

 10.  “Beyond Repair” Areas. All the problems identified with the 1956, 1959 and 1966 additions will be 
dealt with in Phase 2 of the Redevelopment which focuses on inpatient care. At that time the inpatient 
care unit and operating room will be rebuilt, and the number of inpatient beds increased to 32 by 2037.

 11.  Inpatient Bedrooms. SBGHC’s application to MOH provides that upgrades to the inpatient care area 
will be left to Phase 2 of the redevelopment. However, during the approval process for Phase 1, MOH 
has raised concerns about the inpatient area, and particularly the absence of a second washroom in 2-bed 
patient rooms. It is therefore possible that second washrooms and other inpatient room issues will be 
bumped up to Phase 1.

 12. Ambulatory Care. The redevelopment plan also leaves ambulatory care to Phase 2.  

 So far, it all seems good. The redevelopment will make our hospital a modern, efficient and effective health 
care facility. It will increase patient and staff satisfaction and aid the recruitment of physicians and staff to our 
community. But why does the Foundation have to raise $12M to make it all happen? Well, read on.

VII. THE PRICE (OF SUCCESS)

From the outset, the Foundation has fully endorsed SBGHC’s redevelopment proposal, Phase 1 of which is 
projected to be completed by the spring of 2026. It has been equally supportive of the CT scanner project – 
the scanner is urgently needed now, and it is also an integral component of the overall redevelopment plan. 
However, the Foundation’s commitment to these projects comes with a heavy price tag. Over the next four 
years, the Foundation – the Kincardine Hospital’s fundraising arm – will need sufficient funds to pay for the 
“Local Share” of the Phase 1 redevelopment, plus the full cost of the CT project since it does not receive any 
MOH funding. At the same time, the Foundation will need to fulfil its commitment to meet the ongoing needs 
of the hospital for medical equipment.
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A breakdown of the amounts needed by the Foundation to meet the above obligations is set out in the 
paragraphs below.

 1. The Local Share of Phase 1 of the Redevelopment.

   Most of the funding for the Redevelopment will come from the Province which pays 90% of the 
construction costs deemed by MOH to be “eligible”. However, the balance of the cost, known as the 
“Local Share”, must be raised by the community. The Local Share includes the following:

  (a) The remaining 10% of the eligible construction costs.

  (b)  100% of components of the project that are ineligible for ministry cost-sharing. These components 
include retail space, parking, Foundation and other non-MOH funded programs and non-ministry 
approved/funded change orders.

  (c)  100% of the costs associated with the purchase of new and replacement furniture, computers and 
equipment, including commissioning. (There are some exceptions. Certain equipment is 100% 
MOH funded such as radiation therapy equipment, longer-term mental health related equipment 
and dialysis; and equipment installed as part of the construction contract will often be cost shared at 
90%/10%.)

  (d) 100% of all temporary and final relocation (“decanting”) costs.

   The budget enclosed by SBGHC as part of its Stage 2 submission to MOH contains a calculation of the 
estimated cost of both Phase 1 and the Local Share, as summarized in the table below:

  Table 2

   It should be noted that the Local Share amount of $10,139,127 is not carved in stone but is instead 
subject to increase or decrease for the following reasons: 

  •  It is based on a high-level cost estimate prepared in late 2020 by Hanscomb Quantity Surveyors.  
In the words of the estimator, it “is considered to have an expected degree of accuracy of +/- 20-30%. 
In other words, bid results might vary by this amount if the construction budget were set at this 
milestone estimate.”

    The accuracy of the estimate should improve as the application proceeds through Stages 3 and 4 of 
the approval process (see Figure 5) when detailed working drawings will be submitted to MOH. At 
that time, a new cost estimate will be prepared, and it is expected to be more accurate. However, the 
final amount of the Local Share will never really be known until Stage 5 when tenders are opened, 
and the contract awarded to the successful bidder.

Cost Item Estimated Cost MOH Share Local Share

Building Construction $42,750,000 $4,275,000

Project Ancillaries
Moving Costs
Other Equipment Relocation Allowances

$14,351,300 $4,481,887

Escalation 2.5 years @4% $8,639,000 $1,382,240

TOTAL $65,740,300 $55,601,173 $10,139,127
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  •  The COVID-19 pandemic has caused significant disruptions to the construction industry. Backlogs 
in supply, commodity pricing, local market disruption, and an increase in demand and labour costs, 
have all resulted in a significant rise in construction costs. Construction costs have risen since the cost 
estimate was prepared in late 2020, and they are not expected to decrease any time soon.

  •  The scope of the project may be redefined during the approval process. For example, MOH may cut 
back the size of the areas being redeveloped. Or, as set out in paragraph 11 on page13) above, it is 
possible some of the work in the inpatient area currently scheduled for Phase 2 of the redevelopment 
may be bumped up to Phase 1.

 2. The CT Scanner Project

   The total cost of the CT Scanner project (which includes the machine itself and the CT addition) is 
estimated at $4.11 M. However, the Ministry of Health has provided a one-time capital grant of up to 
$1.4M for construction of the CT addition, leaving the Foundation to provide $2.7M for the balance  
of the project.

 3. The Hospital’s Ongoing Equipment Needs

   The Foundation estimates its spending on medical equipment for the hospital over the next four years  
as follows:

  (a)  For the current fiscal year (i.e., fiscal year 2022, ending March 31, 2022), the Foundation has already 
agreed to the following equipment requests from SBGHC:

  Table 3

Equipment Cost

Cardiac Monitor Upgrade            $111,860

Special chairs                                                   $2,200

7 Scope Endoscopy Videoscopes   $253,680

PAC  System $68,700

Glidescope $23,200

Pediatric Colonoscope  $40,400

Endoscope Cautery Unit  $23,700

Cardiac Ultrasound Machine    $194,000

Panic alarm System       $72,100

Ultrasound and Accessories    $224,200

TOTAL $1,014,040

  (b)  In each of the following three fiscal years (i.e., fiscal years 2023 to 2025), the Foundation 
projects that it will spend $350,000 annually on medical equipment for the hospital. This figure 
is in line with past experience. The Foundation has spent an average of $325,000 per year on 
equipment over the last 10 years.

  (c) Finally, the Foundation has already approved in principle the purchase of a new mammography 
machine in fiscal year 2023 with an estimated cost of $963,500.
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All of the Foundation’s commitments over the next four years as set out above amount to almost $16M. But 
there is good news, too. The Foundation has been saving for the redevelopment and CT scanner for several 
years, and it now has over $11.2M in investments. Part of the invested money must be retained as a reserve fund 
so that the Foundation can meet future capital requests from SBGHC. However, part can now be applied to 
both the redevelopment and CT projects.

It should also be noted that the money under investment includes $1M which Bruce Power generously donated 
to the Foundation in 2014. Bruce Power has designated that this donation be applied to the CT scanner project 
and the Foundation fully intends to honour Bruce Power’s wishes.

Now it is time to put everything together in the following table to explain why the goal of the Foundation’s 
Capital Campaign is to raise $12M over the next four years. 

Table 4

Equipment Cost

Cardiac Monitor Upgrade            $111,860

Special chairs                                                   $2,200

7 Scope Endoscopy Videoscopes   $253,680

PAC  System $68,700

Glidescope $23,200

Pediatric Colonoscope  $40,400

Endoscope Cautery Unit  $23,700

Cardiac Ultrasound Machine    $194,000

Panic alarm System       $72,100

Ultrasound and Accessories    $224,200

TOTAL $1,014,040

Local Share of Redevelopment (Phase 1) $10,139,000

CT Scanner Project FY 2022) $2,700,000

Medical Equipment

     Commitments for FY 2022 $1,014,040

     Mammography Unit (FY2023) $963,500

      Projected requests FYs 2023–2025 (3 x $350,000) $1,050,000

$3,027,540

Allowance for Cost Escalation and Contingencies 
Allowance for Cost Increases due to COVID $4,500,000

Reserve Fund for future SBGHC Requests $3,000,000

Sub-Total $23,366,540

Amount Under Investment -$11,200,000

NET AMOUNT REQUIRED TO BE RAISED $12,166,540

CAPITAL CAMPAIGN GOAL (rounded to a nice even number) $12M
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CONCLUSION

For over 112 years, our Hospital has been providing essential health care services to the people of Kincardine. 
During that time, it has established itself as our most cherished local institution. Since 1995, the Foundation 
has played its part in ensuring that the hospital has the proper equipment and facilities to look after our 
community’s diverse medical needs.

But now the Hospital and the Foundation are at a crossroads. The Hospital is operating out of an aging, 
deteriorating building that urgently requires critical upgrades, additional space and more modern technology.  
In short, the Hospital desperately needs to be redeveloped and, for that to happen, the Foundation needs to 
raise $12M. 

Our fundraising goal is a challenge, but it is one we can meet. After all, look at what we have going for us:

 • A cause – our hospital – which touches every member of our community,

 • A string of past successes in raising funds for the hospital,

 • A prosperous and diverse people,

 • A healthy list of potential business supporters, 

 • A team of dedicated medical professionals working at the hospital who inspire our support, and 

 • A population with a strong sense of community and a history of rallying to important causes.

The Foundation has a forward-looking Vision Statement. It focuses on the “long-term goal of keeping our local 
hospital current and vibrant in order to best serve the medical needs of our diverse community”. It is that vision 
that drives this Capital Campaign. The future viability of the hospital is dependent on the redevelopment. And 
that is why our Capital Campaign is so worthy of support – this is an opportunity to build healthcare in our 
community not just for today but for generations to come. 



Figure 1 
Additions to Hospital and Layout of Existing Facility

APPENDIX
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Figure 2  
Floor Plan – Existing First Floor
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Figure 3  
Floor Plan – Existing Basement
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Figure 4  
Floor Plan – Existing Second Floor



Figure 5 
MOH 5 – Stage Capital Planning Process
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Figure 6 
CT Scanner Addition and Enabling Project
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Figure 7 
Redevelopment Phases
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Figure 8  
Diagram of Phase 1 Expansion



Figure 9 
The New Emergency Department
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Figure 10 
The New Contamination Room
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Figure 11 
The New Diagnostic Imaging Department
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Figure 12 
The New Lab
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Figure 13 
The New Front of House
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Figure 14 
The New Back of House
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