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GTA Rehab Network Summary Report:
Outpatient Rehabilitation Performance Measures 2017-18 FY

Executive Summary

Since 2014, the GTA Rehab Network has been supporting health service providers of the
Outpatient Rehab Data Working Group in their data quality improvement efforts through
analysis of performance measures collected for total hip and knee replacement, stroke and hip
fracture patient groups. Participating outpatient programs reported performance measures
based on standardized definitions of data elements.

With Holland Centre — Sunnybrook Health Sciences Centre’s (SHSC) ability to report on all data
elements this fiscal year, this report provides a more fulsome picture of performance across
outpatient rehabilitation programs as compared to the 2015-16 report.

Key findings of the 2017-18 outpatient rehabilitation performance report for primary unilateral
total hip and knee replacement, stroke and hip fracture patient groups include, but are not
limited to:

Discharged Volume Trends

An increase in the 2017-18 discharged volumes was observed as compared to 2015-16
discharged volumes of primary unilateral hip replacement, primary unilateral knee
replacement, and stroke patient groups (i.e., 3.7%, 5.5% and 9.3% respectively).

Declined Referrals
« Declined referrals for outpatient rehab programs ranged from 0.4% to 4.1% across the four
patient groups in 2017-18, with physician group/specialty clinic and acute care as the 2
main referral sources of declined referrals.
« The number of referrals declined were mostly due to:
- Outpatient rehab program’s inability to meet the recommended access wait time for
primary unilateral knee replacement group, and
- Time since onset was too long for the stroke, primary unilateral hip replacement and hip
fracture patient groups.
« There was an increase in the number and proportion of declined referrals in 2017-18 as
compared to 2016-17 for primary unilateral knee replacement, stroke and hip fracture
patient groups
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Cancelled Referrals

« Cancellation rates of accepted referrals ranged from 11.2% to 24.0% across the 4 patient
groups in 2017-18; with an observed increase in cancellation rates of primary unilateral hip
replacement and hip fracture patient groups since 2015-16. Cancellation rates reflect an
administrative workload to process referrals that were not admitted to the outpatient
rehab programs.

Acute Care Admissions by LHINs

o 52.8% of admissions to outpatient rehabilitation programs from acute care referrals for
stroke originated from Toronto Central LHIN, with Central and Central East LHIN acute care
sites as secondary acute care LHIN sources.

« Outpatient rehab admissions for primary unilateral total hip/knee replacement patient
groups were predominantly from Toronto Central LHIN acute care hospitals.

Admission Wait Time relative to Targets

o 42.3% of admitted patients post-primary unilateral hip replacement were seen within 5
weeks after discharge from acute care, with an admission target of 2-6 weeks following
acute care discharge.

« 59.8% of admitted patients post-primary unilateral knee replacement were seen within the
7 day target following discharge from acute care. There was a decrease in the proportion of
patients seen within 7 days in 2017-18 as compared to 2015-16 and 2016-17, with an
increase in the 2017-18 total volume.

« In2017-18, 38.8% of admitted patients post-stroke were seen in outpatient rehab within
the 7 days following acute care discharge; 36.2% were seen within 7 days post-internal
rehab discharge and 22.7% were seen within 7 days post-external rehab program discharge.
This 2017-18 proportion of patients admitted to outpatient rehab programs within 7 days
was lower than 2015-16 for acute care and internal rehab discharges.

Discharge Reason from Outpatient Rehab
« Majority of patients across the four groups completed their treatment goals prior to
discharge from an outpatient rehabilitation program (ranging from 81.3% to 96.4%).

This report outlines the observed findings in greater detail.
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Chapter 1 About the Outpatient Rehabilitation Data Reporting Initiative

1.1 Background

In 2013-14, health service providers in the Toronto Central (TC) Local Health Integration
Network (LHIN) participated in a pilot to determine the feasibility of collecting and reporting a
proposed set of outpatient rehabilitation (OPR) data as performance measures for this sector.
Details and lessons learned from the TC LHIN OPR pilot were published in a separate report by
the GTA Rehab Network.?

Since the pilot, the GTA Rehab Network has been supporting health service providers of the
OPR data working group? in analyses of these performance measures to improve data quality
and monitor trends. A summary report of the 2015-16 FY Access and Transition indicators for
total hip replacement (THR), total knee replacement (TKR), stroke and hip fracture patient
groups was published by the GTA Rehab Network.® This 2015-16 FY report included changes in
staff resource and information management system investments, clinical workflow practice and
data audit processes that organizations undertook to improve data quality for this reporting
initiative.

See Appendix Section A for details of the definition of the patient population.

Performance measures reported by participating OPR programs are summarized in Table A.
The table represents performance measures that each program is able to report. These
performance measures were based on two quadrants (i.e., access and transition, and financial
performance) of the Performance Framework for Outpatient Rehabilitation developed by the
GTA Rehab Network in 2013.4

1 GTA Rehab Network (2015). Piloting a minimum dataset for outpatient rehabilitation: Lessons learned. Available from
http://www.gtarehabnetwork.ca/uploads/File/reports/OPR Data Pilot Report Feb 2015 final.pdf

2 The Outpatient Rehabilitation Data Working Group includes representatives from Bridgepoint Active Healthcare — Sinai Health
System, Holland Centre — Sunnybrook Health Sciences Centre (SHSC), Providence Healthcare, St. John’s Rehab — SHSC, St. Joseph'’s
Health Centre, Toronto Rehab — University Health Network (UHN), West Park Healthcare Centre, GTA Rehab Network and Toronto
West Stroke Network.

3 GTA Rehab Network (2016). Summary report: Outpatient rehabilitation access and transition indicators 2015-16 FY. Available
from
http://www.gtarehabnetwork.ca/uploads/File/Strategic Initiatives/OPR Access Transition 2015 16 Summary Report final.pdf

4 GTA Rehab Network (2013). Developing a Performance Framework for Outpatient Rehabilitation. Available from
http://www.gtarehabnetwork.ca/uploads/File/reports/Developing-a-Performance-Framework-for-Outpatient-Rehabilitation---

February-2013.pdf
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Table A: Performance Measures Reported by Outpatient Rehabilitation Programs 2017-18 FY
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Access and Transition Performance Measures
Rehab ready referral volumes N, N, \ \ \ \
Declined referrals and primary
reason for declining v v v v v
Accepted referrals cancelled and
primary reason for cancellation v v v v v v
Admitted patient volumes \ \ \ \ v \ \
Admission wait times based on
referral source v v v v v v
Financial Performance Measures
Discharged Volumes v v v N, v N N
Reason for Discharge v v v v v N N
Episode of Care Days \ \ v N, v N N
Attendances or Visits \ \ v v v v N

1.2 Value and Impact of Initiative

Influence in the development of the provincial minimum dataset of outpatient rehab
performance measure

This regional outpatient rehab data reporting initiative served as a foundation to inform work
of the Rehabilitative Care Alliance (RCA) Outpatient/Ambulatory Task Group in developing and
evaluating a standardized provincial minimum dataset of performance measures for publicly-
funded outpatient rehabilitation programs. Most standardized definitions of key indicators
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established by this working group and recommended performance measures for access and
transition and financial performance indicators were adopted by the provincial task group.
The standardized definitions established also enabled organizations to benchmark with similar
programs of other organizations for planning purposes.

Impact on participating outpatient rehab programs, other systems and initiatives

Participating outpatient rehab programs reported that this initiative facilitated improvements
in data quality and reporting through changes in their internal processes. In addition, programs
indicated the initiative helps to hold them accountable to trying to achieve recommended
performance indicator benchmarks on access and models of care.

Since 2016, the GTA Rehab Network has been working with Resource Matching & Referral
(RM&R) of the TC LHIN to adopt this working group’s standardized definitions for referral
cancellation and decline reasons into its total joint replacement acute care to outpatient rehab
referral pathway. This work was successfully implemented in 2018.

This reporting initiative also prepared the health service providers of the OPR data working
group in the TC LHIN to participate in the MOHLTC’s hip and knee bundled care funding pilot®
that is currently being implemented. Data elements collected in the bundled care funding pilot
are already being reported by these programs and data quality efforts have already been
established as a result of the GTA Rehab Network OPR data working group’s initiative.

1.3 Purpose of this Summary Report

As of 2017-18 Q1, Holland Centre — SHSC was able to report on all indicators. Holland Centre
serves the outpatient rehab needs of almost half of TC LHIN’s primary unilateral hip
replacement patients and one quarter of primary unilateral knee replacement patients. With
the inclusion of Holland Centre’s data, this summary report provides a more fulsome picture of
current system trends and performance in outpatient rehabilitation as compared to the 2015-
16 report.

This report also includes volume trends over the past 3 years and comparison of performance
relative to best practice recommendations on access to outpatient rehabilitation, where it
exists.

> For more information on integrated funding pilot, visit the Ministry of Health and Long Term Care website at
http://www.health.gov.on.ca/en/pro/programs/ecfa/funding/ifm
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Chapter 2 Discharged Volume by Patient Group: Three-Year Trend

The OPR data working group has been reporting total discharged volumes to the TC LHIN, upon
its request, for volume allocation planning in this sector. The four patient groups (i.e., primary
unilateral hip and knee replacement, stroke and hip fracture) presented different volume
trends over the past 3 years.

The 2017-18 FY discharged volumes of primary unilateral TKR and THR and stroke have all
increased as compared to its 2015-16 FY discharged volumes (i.e., 3.7%, 5.5% and 9.3%
respectively). For stroke, there was a 15% increase in the 2016-17 FY discharged volume as
compared to 2015-16 FY discharged volume. Possible reasons for the 15% increase volume
increase within one year is unknown.

Figure 1: Total Discharged Volume for fiscal year based on patient group across all TC
LHIN outpatient programs
(2015-16 FY, 2016-17 FY and 2017-18 FY)
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Chapter 3 Access and Transition Performance Measures: Findings

This section reports findings on ‘rehab ready’ referrals® received, accepted, declined, cancelled
and admitted during 2017-18 FY of the 7 participating outpatient rehab programs for primary
unilateral THR/TKR, stroke and hip fracture. Comparison of indicators with previous years are
reported, where available.

6 The OPR data working group defined Date patient ‘ready for rehab’ based on the referral source. For hospital referrals, date
patient is ‘ready for rehab’ is defined as the date patient was discharged from hospital. For community referrals, the date
patient is ‘ready for rehab’ is defined as the date patient was referred by provider.
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Due to lower referral volumes and to balance the intensity of work involved in collecting and
reporting data, the OPR working group decided to collect only 2 indicators (i.e., referrals
received and patient admitted volumes) for THR/TKR bilateral and revision patient groups.

Figure 2 illustrates the relationship of the referral indicators of the access and transition
performance measures.

Number of patients
Figure 2: Referral ADMITTED

relationship diagram
i 22 6 el Cancellation Reason
CANCELLED

Number of "rehab Number of referrals
ready" referrals WAITING
RECEIVED

Number of

EENELS
DECLINED

Declined Reason

v

3.1 Summary of Referral Indicators

Access and Transition Performance Measure:
Referral Indicators Summary

2017-18 FY
Patient Group ‘Rehab Referrals Referrals Patients Referrals
Ready’ Accepted Declined Admitted Cancelled
Referrals
Received
THR Primary Unilateral 1,416 1,404 6 1,295 157
THR Primary Bilateral 15 n/a n/a 9 n/a
THR Revision 92 n/a n/a 79 n/a
TKR Primary Unilateral 1,566 1,572 33 1,398 207
TKR Primary Bilateral 87 n/a n/a 71 n/a
TKR Revision 103 n/a n/a 89 n/a
Stroke 1,513 1,475 62 1,219 236
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Access and Transition Performance Measure:
Referral Indicators Summary

2017-18 FY
Patient Group ‘Rehab Referrals Referrals Patients Referrals
Ready’ Accepted Declined Admitted Cancelled
Referrals
Received
Hip Fracture 348 337 7 252 81

Please note:

(1) EXCLUSION: Findings reported in the summary table did not include St. Joseph’s Health Centre as the
program was not able to report on the full dataset.

(2) NEW: The Holland Centre — SHSC reported on all indicators as of Q1 2017/18.

(3) The number of referrals is not equivalent to the number of patients. One patient may generate multiple
referrals across different OPR programs.

(4) Referrals accepted, declined, admitted or cancelled in one reporting period may come from referrals received
from previous reporting periods.

(5) ‘n/a’ denotes data were not collected.

3.2 Declined outpatient rehab referrals by patient group

The proportion of declined referrals ranged from 0.4% to 4.1% for primary unilateral THR/TKR,
stroke and hip fracture patient groups.

% of Declined Referrals 12

Patient Group
2017-18 FY
Primary unilateral THR 0.4% 6/1416
Primary unilateral TKR 2.1% 33/1566
Stroke 4.1% 62/1519
Hip fracture 2.0% 7/348
TOTAL 2.2% 108/4849

The percentage of declined referrals reported was based on the number of referrals declined over the number of
rehab ready referrals received for the same reporting period.

2EXCLUSION: Findings reported did not include St. Joseph’s Health Centre data as the program was not able to
report on this indicator.

3.2.1 Two-year comparison: Proportion of declined referrals by patient group

There was an increase in the number and proportion of declined referrals in 2017-18 FY as

compared to 2016-17 FY for primary unilateral TKR, stroke and hip fracture patient groups.

« Stroke: The increase in declined referral rate was magnified due to a decrease in the 2017-
18 FY total number of referrals in this patient group (as a denominator).
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o Primary Unilateral THR and Hip Fracture: The increase in declined referral rate was
associated with an increase in the 2017-18 FY total number of rehab ready referrals for both
patient groups as compared to 2016-17 FY.

Figure 3: Proportion of declined referrals based on total referrals received for the same
reporting period'-?
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LEXCLUSION: Findings reported did not include St. Joseph’s Health Centre data as the program was not able to
report on this indicator.

2Holland Centre OPR data was included in this comparison analysis as the program reported they do not decline
referrals from its acute care referral site.

See Appendix Section B for a two-year comparison (2016-17 FY and 2017-18 FY) on the number
of declined referrals by patient group.

3.2.2 Declined outpatient rehab referral by referral source

The two referral sources’ with the highest declined referrals across the 4 patient groups were:
- Physician Group/Specialty Clinic (51/108 or 47% of all declined referrals)
- Acute care (40/108 or 37% of all declined referrals).

3.2.3 Primary decline reason by patient group

The main reason for declining referrals for
- Primary unilateral THR: Time since surgery too long (3/6, 50%)
- Primary unilateral TKR: Long admission wait time (26/33, 79%).

7 Referral Sources from OPR data are categorized as the following: (a) acute care, (b) internal inpatient/outpatient rehab/CCC
program, (c) external rehab/CCC organization, (d) Physician Group/Specialty Clinic, (e) Home and Community Care, and (f)
Other.
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- Stroke: Time since onset too long (36/62, 58%). Majority of declined referrals with this
decline reason were from physician group referral source.
- Hip Fracture: Time since onset too long (3/7, 43%).

See Appendix Section C for details on Reasons for Declining Referrals.

3.3 Cancelled Referrals by patient group

The proportion of referrals accepted by OPR programs that were eventually cancelled ranged
from 11.2% to 24.0% for primary unilateral THR/TKR, stroke and hip fracture. These
cancellation rates represent the administrative resources utilized in outpatient rehab sector to
process referrals of patients that do not end up being admitted.

o, 1,2
Patient Group % of Cancelled Referrals

2017-18 FY
Primary unilateral THR 11.2% 157/1404
Primary unilateral TKR 13.2% 207/1572
Stroke 16.0% 236/1475
Hip fracture 24.0% 81/337
TOTAL 16.3% 681/4,788

1 The percentage of accepted referrals cancelled reported was based on the number of referrals cancelled over
number of rehab ready referrals accepted for the same reporting period.

2 EXCLUSION: St. Joseph’s Health Centre OPR data was excluded as the program was not able to report on this
indicator.

3.3.1 Three-year comparison: Proportion of cancelled referrals by patient group

The proportion of accepted referrals that were cancelled in 2017-18 FY as compared to 2016-17
FY and 2015-16 FY:

« Increased for primary unilateral THR patient groups and hip fracture patient groups,

. Decreased for stroke patient group,

« Remained similar for primary unilateral TKR group.
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Figure 4: Proportion of cancelled referrals based on total referrals accepted for the same
reporting period (2015-16 FY, 2016-17 FY, 2017-18 FY)!
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L EXCLUSION: Holland Centre and St. Joseph’s Health Centre OPR data were excluded in this comparison analyses
as the programs were not able to report on this indicator in 2015-16 and 2016-17.

See Appendix Section D for the three-year comparison (2015-16 FY, 2016-17 FY and 2017-18 FY)
on the number of accepted referrals that were cancelled by patient group.

3.3.2 Primary cancellation reasons by patient group

The 2 most frequent primary referral cancellation reasons for accepted referrals by patient
group in 2017-18 FY were:

Top 2 Referral Cancellation Reasons!
2017-18 FY

Primary Unilateral THR Patient cancelled referral (29%, n=45)
(n=157) - Attended other outpatient program (20%, n=31)

Patient group

Primary Unilateral TKR Attended other outpatient programs (22%, n=45)
(n=207) - Referring source cancelled referral (21%, n=44)
- Patient cancelled referral (34%, n=81)
- Attempted — no contact with patient (22%, n=51)
- Patient cancelled referral (32%, n=26)

- Attempted - no contact from patient (31%, n=27)

Stroke (n=236)

Hip Fracture (n=81)

LTEXCLUSION: Findings reported did not include St. Joseph’s Health Centre data as the program was not able to
report on this indicator.
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3.3.2.1 Three-year comparison: ‘Attended other outpatient rehab program’ cancellation
reason

The OPR data working group was interested in monitoring trends on ‘attending other
outpatient rehab programs’ cancellation reason. Efforts were made in pre-existing clinical
committees/initiatives for total joint replacement and stroke to streamline referrals to one
outpatient rehab program and reduce multiple referrals made for each patient.

This comparison graph illustrates an overall decrease in reported proportion of ‘attending
another outpatient rehab program’ cancellation reason relative to other referral cancellation
reasons across the 4 patient groups over 3 years.

Figure 5: Attended other OPR cancellation reason
(2015-16 FY, 2016-17 FY and 2017-18 FY)?!
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L EXCLUSION: Holland Centre and St. Joseph’s Health Centre OPR data were excluded in this comparison analyses
as the programs were not able to report on this indicator in 2015-16 and 2016-17.
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3.4 Admitted Referrals

Findings reported in this section included all participating programs.

3.4.1 Number of Admitted Patients Based on Referral Source by Patient Group

Number of Admitted Patients based on Referral Source

2017-18 FY
Patient Group
Primary Primary
Referral Source Unilateral Unilateral Stroke Hip Fracture
THR TKR (n=1,219) (n=252)
(n=1,326) (n=1,598)
Acute Care (n=2,980) 1,187 1,360 428 5
Internal Inpatient/Outpatient
105 178 602 215
Rehab/CCC Programs (n=1,110)
Extern'al R'ehab/CCC 14 59 66 12
Organization (n=121)
Phy?sluan Group/Specialty 19 59 116 50
Clinic (n=184)
Home and Community Care 1 0 5 0
(n=6)
Other (n=4) 0 2 2 0
Total (n=4,395) 1,326 1,598 1,219 252

3.4.2 Proportion of admissions from referral source by patient group

The main referral source for outpatient rehab programs was different based on the clinical

patient group.

« Acute care was the main referral source for primary unilateral THR and TKR patient groups.

. Internal inpatient/outpatient rehab & CCC was the main referral source for stroke and hip
fracture patient groups.
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Figure 6: % of admissions from referral source by patient group
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3.4.3 Acute care admissions by LHIN and patient group
Primary Unilateral Total Hip Replacement
Primary Unilateral THR (n=1187) % of Referral by LHIN
Central (n=23) 1.9%
Central East (n=*) Not reported
Central West (n=*) Not reported
Mississauga Halton (n=*) Not reported
Toronto Central (n=1157) 97.5%
Outside GTA (n=*) Not reported

Please note: (1) * denotes value less than 5 and greater than zero. The % of referral associated with less than 5 referrals was
“not reported”.

Primary Unilateral Total Knee Replacement

Primary Unilateral TKR (n=1360) % of Referral by LHIN
Central (n=66) 4.9%

Central East (n=11) 0.8%

Central West (n=0) 0%
Mississauga Halton (n=*) Not reported
Toronto Central (n=1277) 93.9%
Outside GTA (n=*) Not reported

Please note: (1) * denotes value less than 5 and greater than zero. The % of referral associated with less than 5 referrals was
“not reported”.
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Stroke

Stroke (n=428) % of Referral by LHIN
Central (n=145) 33.9%
Central East (n=52) 12.1%
Central West (n=*) Not reported
Mississauga Halton (n=*) Not reported
Toronto Central (n=226) 52.8%

Please note: (1) * denotes value less than 5 and greater than zero. The % of referral associated with less than 5 referrals was
“not reported”.

Hip Fracture
The 2017-18 FY OPR referrals from acute care (n=5) for hip fracture were from Central LHIN,

Central East LHIN and TC LHIN.

3.5 Admission Wait Time?® per Patient Group

Findings reported include all participating programs.

Please Note: Admission wait time reported in this section did not account for patients declining
the first appointment offered by OPR programs and patients’ choice of waiting to start
outpatient therapy.

3.5.1 Primary Unilateral Total Hip Replacement

The recommended admission time to outpatient rehab (primary unilateral THR) is within 2-6
weeks after acute care discharge.®*°

For referrals from an acute care referral source, 42.3% (502/1187) of admitted patients were

seen within week 5 post-acute care discharge in 2017-18 FY.

8 The OPR data working group defined Admission wait time (in days) as [date ‘ready for rehab’] — [admission date (first
treatment appointment)]. For hospital referrals (acute care, internal rehab/CCC and OP program or external rehab/CCC
organization), the date ‘ready for rehab’ is defined as the date the patient was discharged from hospital. For community
referrals (physician group/specialty clinics, CCAC, other), the date ‘ready for rehab’ is defined as the date the patient was
referred by provider.

9 GTA Rehab Network (2014). Outpatient Rehab Model of Care following Primary, Elective Total Joint Replacement, p. 6.
Available from http://www.gtarehabnetwork.ca/uploads/File/reports/TJR_ OPR Model of Care June 2014 .pdf.

10 pehabilitative Care Alliance (2017). Rehabilitative Care Best Practice Framework for Patients with Primary Hip and Knee
Replacement, p. 19-20. Available from

http://www.rehabcarealliance.ca/uploads/File/Initiatives and Toolkits/QBP/UPDATED TJR QBP Rehabilitative Best Practices
Report Jan 2018 .pdf.
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Figure 7: Proportion of patients admitted based on admission wait time category and referral source,
Primary Unilateral THR (2017-18 FY)
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3.5.2 Primary Unilateral Total Knee Replacement

The recommended admission time to outpatient rehab (primary unilateral TKR) is within 7 days
after acute care or home and community care referral sources).**?

For referrals from acute care, 59.8% (813/1360) of admitted patients were seen within 7 days
post-acute care discharge. There were no referrals from home and community care to OPR
programs in 2017-18 FY for this patient group.

11 Rehabilitative Care Alliance (2017). Rehabilitative Care Best Practice Framework for Patients with Primary Hip and Knee

Replacement, p. 19. Available from

http://www.rehabcarealliance.ca/uploads/File/Initiatives and Toolkits/QBP/UPDATED TJR QBP Rehabilitative Best Practices
Report Jan 2018 .pdf.

12 GTA Rehab Network (2014). Outpatient Rehab Model of Care following Primary, Elective Total Joint Replacement, p. 6.

Available from http://www.gtarehabnetwork.ca/uploads/File/reports/TJR OPR Model of Care June 2014 .pdf.
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Figure 8: Proportion of patients admitted based on admission wait time category
and referral source for Primary Unilateral TKR (2017-18 FY)
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3.5.2.1 Three-Year Comparison: Proportion of patients post-primary unilateral TKR admitted
within recommended access wait time

There was a decrease in the proportion of primary unilateral TKR patient group admitted to
OPR within 7 days post-acute care discharge in 2017-18 FY as compared to 2016-17 FY and
2015-16 FY, with an increase in the 2017-18 total volume.

Figure 9: Proportion of patients admitted within 7 days post-acute care discharge for
Primary Unilateral TKR (2015-16 FY, 2016-17 FY and 2017-18 FY)?!
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L EXCLUSION: Holland Centre OPR data was excluded in this comparison analyses as the program was not able to
report on this indicator in 2015-16 and 2016-17.
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3.5.3 Stroke

The recommended admission time to outpatient rehab (stroke) is within 48 hours of discharge
from an acute care hospital or within 72 hours of discharge from inpatient rehabilitation.*?

Figure 10: Proportion of patients admitted based on admission wait time category
and referral source for Stroke (2017-18 FY)
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The OPR data working group agreed to continue monitoring access time based on 7 days post-
discharge from acute care and inpatient rehab hospital referral sources. In 2017-18 FY, the
proportion of admitted patients seen within 7 days were:

. 38.8% (166/428) post-acute care discharge,
« 36.2% (218/602) post-internal inpatient/outpatient rehab or CCC program discharge,
. 22.7% (15/66) post-external inpatient/outpatient rehab or CCC program discharge.

13 Health Quality Ontario and Ministry of Health and Long-Term Care (2016). Quality-based procedures: Clinical
handbook for stroke (Acute and Postacute). Available from:
http://www.health.gov.on.ca/en/pro/programs/ecfa/docs/qbp stroke.pdf.
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3.5.3.1 Three-Year Comparison: Proportion of patients post-stroke admitted within
recommended access wait time

There was an increase in the proportion of patients post-stroke admitted within 7 days from
acute care, internal and external rehab programs in 2017-18 FY as compared to 2016-17 FY.
However, the proportion admitted in 2017-18 FY was still lower than 2015-16 FY for acute care
and internal rehab referrals.

Figure 11: Proportion of patients admitted within 7 days post-discharge from referral
source for Stroke ( 2015-16 FY, 2016-17 FY and 2017-18 FY)
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3.5.4 Hip Fracture

The recommended admission time to outpatient rehab in hip fracture is one week following
discharge from acute care.'4

For referrals from an acute care referral source, 0% (0/5) of admitted patients were seen within

7 days post-acute care discharge in 2017-18 FY. Due to the low volume of patients from acute
care referral source, it was not meaningful to compare access performance across 3 years.

14 Rehabilitative Care Alliance (2018). Rehabilitative Care Best Practices for Patients with Hip Fracture.
http://www.rehabcarealliance.ca/uploads/File/Initiatives and Toolkits/QBP/UPDATED Hip Fracture QBP Rehabilitative Best

Practices Framework Sept 2018 .pdf.
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45.6% (115/252) of patients were seen within 14 days of rehab ready date across all referral
sources in 2017-18 FY.

Figure 12: Proportion of patients admitted based on admission wait time category
and referral source for Hip Fracture (2017-18 FY)
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Chapter 4 Financial Performance Measures: Findings

4.1 Discharge Reasons by Patient Group

Majority of the patients across all 4 patient groups completed their treatment programs. For
the proportion of patients who did not complete their treatment, patient’s choice was the main
reason identified for incomplete treatment.

Proportion of Patients based on OPR Discharge Reason?
2017-18 FY

Reason for Discharge from
Outpatient Rehab

Treatment Completed 96.4% 95.0% 81.3% 82.8%
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Proportion of Patients based on OPR Discharge Reason?

2017-18 FY
Patient Group
Reason for Discharge from Pr.lmary Pr.lmary .
Outpatient Rehab Unilateral Unilateral Stroke Hip Fracture
THR TKR (n=1138) (n=232)
(n=1264) (n=1333)
Treatment Incomplete 3.6% 5.0% 18.7% 14.2%
o Change in medical status 0.6% 0.5% 3.1% 4.7%
« T f h PR
ransferred to other O 0.4% 0.7% 0.2% 0.4%
program
. Patient Choice 1.4% 2.3% 6.4% 9.5%
« Unknown/Other 1.1% 1.4% 1.9% 2.6%

L EXCLUSION: Findings reported did not include St. Joseph’s Health Centre’s data as the program was not able to
report on this indicator.

4.2 Average episode of care for ‘treatment complete’ cases

Episode of Care for treatment completed cases by patient group?
2017-18 FY

Average episode of care across OPR programs = 45.6 days
Minimum average episode of care of reporting OPR programs = 40.3
Maximum average episode of care of reporting OPR programs = 50.1 days

Best practice guidelines recommend

Primary

Unilateral Best practice guideline recommended patients attending a class or 1:1
THR! session approximately 2-6 weeks after acute care discharge. It was
(n=537) anticipated that 75%-80% of patients will require 1-2 group sessions or 1:1

sessions, and 20%-25% of patients will require up to 8 sessions after the
initial session.*>1®

The 2017-18 average episode of care across programs excluding Holland
Centre was 6.5 weeks (or 45.6 days).

15 Rehabilitative Care Alliance (2017). Rehabilitative Care Best Practice Framework for Patients with Primary Hip and Knee

Replacement, p. 19-20. Available from

http://www.rehabcarealliance.ca/uploads/File/Initiatives and Toolkits/QBP/UPDATED TJR QBP Rehabilitative Best Practices
Report Jan 2018 .pdf.

16 GTA Rehab Network (2018). Outpatient Rehab Process Maps for Total Knee and Total Hip Replacements. Available from

http://www.gtarehabnetwork.ca/uploads/File/tools/Outpatient Rehab Process Maps for Total Knee and Total Hip Replac

ements Feb 2018 .pdf
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Episode of Care for treatment completed cases by patient group?
2017-18 FY

Average episode of care across OPR programs = 46.8 days
Minimum average episode of care of reporting OPR programs = 37.2 days
Maximum average episode of care of reporting OPR programs = 66.0 days

Primary Best practice guidelines recommend

Unilateral

TKR Best practice model of care estimated 90% of this patient group will require
(n=1267) up to 2 hour class, 2x to 3x per week for 6 to 7 weeks with 10% requiring 1:1

treatment up to 15 treatment visits.}7*8

The 2017-18 average episode of care across programs was 6.5 weeks (or
46.8 days), which aligned with best practice recommendations.

Average episode of care across OPR programs = 93.8 days
Minimum average episode of care of reporting OPR programs = 80.6 days
Maximum average episode of care of reporting OPR programs = 124.7 days

Best practice guidelines recommend

Best practice guideline for this patient group recommended community
Stroke? treatment for physiotherapy, occupational therapy and speech-language
(n=1138) therapy should each be provided 2-3x/week for 8-12 weeks combined with
centre-based care when appropriate.*®

The 2017-18 average episode of care across programs was 13.4 weeks (93.8
days), which was one week longer than the recommended episode of care.

Staggered treatment start time across health professions could account for

the longer average episode of care.

Hip Fracture Average episode of care across OPR programs = 67.4 days
(n=232) Minimum average episode of care of reporting OPR programs = 61.4 days
Maximum average episode of care of reporting OPR programs = 84.3 days

17 Rehabilitative Care Alliance (2018). Rehabilitative Care Best Practice Framework for Patients with Primary Hip and Knee

Replacement, p. 18. Available from

http://www.rehabcarealliance.ca/uploads/File/Initiatives and Toolkits/QBP/UPDATED TJR QBP Rehabilitative Best Practices
Report Jan 2018 .pdf.

18 GTA Rehab Network (2018). Outpatient Rehab Process Maps for Total Knee and Total Hip Replacements. Available from

http://www.gtarehabnetwork.ca/uploads/File/tools/Outpatient Rehab Process Maps for Total Knee and Total Hip Replac

ements Feb 2018 .pdf.

19 Health Quality Ontario and Ministry of Health and Long-Term Care (2016). Quality-Based Procedures: Clinical Handbook for
Stroke (Acute and Postacute). Available from http://www.health.gov.on.ca/en/pro/programs/ecfa/docs/qbp_stroke.pdf.
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Episode of Care for treatment completed cases by patient group?
2017-18 FY

Best practice guidelines recommend

Hip Fracture

P Best practice guideline for this patient group recommended treatment
n=

average of 2x/week for an average of 8 weeks (ranging from 6 to 12
weeks).2021

The 2017-18 average episode of care across programs was 9.6 weeks (67.4
days), which was one week longer than the recommended episode of care.

1T EXCLUSIONS: Episode of care data of St. Joseph’s Health Centre was not included as the program was not able to
differentiate reason for OPR discharge. Holland Centre’s episode of care data for primary unilateral THR was also
excluded from the average reported as the program has a different model of care (i.e., majority cases with one-
visit model) than other outpatient rehab programs.

2 Toronto Rehab — UHN’s stroke program is designed with a Block Therapy Model wherein eligible patients attend
approximately 4 weeks of therapy (or 1 block) and can attend up to 3 blocks to complete the program, which can
take up to 1 year. Patients are provided with programs to work at home after each block. Data from this program
was included in the analysis.

The 2017-18 average episodes of care for primary unilateral TKR, stroke and hip fracture were
in close alignment with best practice recommendations related to episode of care. However,
presenting only the average length of episode of care without the context of treatment
frequency and intensity, and resource utilization does not provide a comprehensive picture if
patients are receiving adequate treatment intervention based on best practice. The aggregate
data collection approach of this regional OPR data initiative limits its ability to provide
meaningful analyses of treatment frequency and intensity data. The provincial outpatient
rehab/ambulatory initiative has addressed this limitation in its proof of concept pilot of the
National Ambulatory Care Reporting System (NACRS) clinic lite tool.22 The NACRS clinic lite
reporting tool is currently used for the hip and knee bundled funding pilot?® as mandated by the
Ministry of Health and Long Term Care.

20 Rehabilitative Care alliance (2018). Rehabilitative Care Best Practices for Patients with Hip Fracture, p. 26. Available from
http://rehabcarealliance.ca/uploads/File/Initiatives _and Toolkits/QBP/UPDATED November 2018 -
Hip Fracture QBP Rehabilitative Best Practices Framework.pdf.

21 GTA Rehab Network (2014). Developing an Outpatient Rehabilitation Model of Care for Patients Post-Hip Fracture: Summary
Report, p. 9. Available from
http://www.gtarehabnetwork.ca/uploads/File/reports/Developing_an Outpatient Rehab Model of Care -

Hip Fracture Report June 2014 FINAL.pdf.
22 Rehabilitative Care Alliance (2017). Summary of provincial data of the Proof of Concept. Available from
http://rehabcarealliance.ca/uploads/File/Initiatives _and Toolkits/Outpatient Ambulatory/Summary of Provincial Data of th
e PPoC.pdf.
23 Eor more information on integrated funding pilot, visit the Ministry of Health and Long Term Care website at
http://www.health.gov.on.ca/en/pro/programs/ecfa/funding/ifm/.
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The OPR data working group has monitored the rationale for episode of care longer than 120
days for the first two reporting periods of 2017-18. This qualitative data collection exercise
validated that majority of the patients requiring longer length of episode of care was mainly
due to clinical needs. This interim data reporting also highlighted future improvement
opportunity related to discharge process for patients re-admitted to acute care.

Chapter 5 Future Plans

The GTA Rehab Network will continue to support health service providers of the OPR data
working group in advocating for improvements in RM&R’s Online Referral Business Intelligence
Tool (ORBIT) analytic reporting for total joint replacement, and regional needs that may arise in
the hip and knee bundled funding pilot.

The GTA Rehab Network also undertook an environmental scan of the unmet needs in
outpatient rehabilitation across all patient groups through a time-limited data collection of Q3
2017-18 referrals. Findings will be shared with the LHIN and its participating network members
to assist in their planning in fall 2018.

We would like to thank the members of the OPR data working group for their work in this
initiative. The list of members of the working group is in Appendix Section E.

Outpatient Rehabilitation Performance Measures (2017-18 FY): Summary Report




Chapter 6 Appendix

Appendix A: Definition of Patient Population

Only patients ages 18 and older only are included.
1. Stroke:

e Includes individuals with a cerebral ischemia due to vascular thrombosis, embolism or
hemorrhage. Cerebral impairment related to non-vascular causes such as trauma,
inflammation, tumor or degenerative changes are excluded.

e Sub-grouping:

- Left body involvement (right brain)
- Right body involvement (left brain)
- Bilateral involvement
- No paresis
- Other stroke

2. Total Hip Replacement, Primary Unilateral:

e Includes individuals with primary, elective, unilateral total hip arthroplasty resulting
from rheumatoid arthritis or osteoarthritis. Excluded: surgical revisions, total hip
arthroplasty due to hip fracture

3. Total Hip Replacement, Primary Bilateral

e Includes individuals with primary, elective, bilateral total hip arthroplasty resulting from
rheumatoid arthritis or osteoarthritis. Excluded: surgical revisions, total hip arthroplasty
due to hip fracture

4. Total Hip Replacement, Revision

e Includes individuals with a previous total hip arthroplasty(s), who requires a secondary
hip replacement resulting from failure of prosthesis, dislocation, infection, peri-
prosthetic fractures

5. Total Knee Replacement, Primary Unilateral:

e Includes individuals with primary, elective, unilateral total knee arthroplasty resulting
from rheumatoid arthritis or osteoarthritis. Excluded: surgical revisions, fracture of
distal femur resulting in total knee arthroplasty

6. Total Knee Replacement, Primary Bilateral

e Includes individuals with primary, elective, bilateral total knee arthroplasty resulting
from rheumatoid arthritis or osteoarthritis. Excluded: surgical revisions, fracture of
distal femur resulting in total knee arthroplasty

7. Total Knee Replacement, Revision
e Includes individuals with a previous total knee arthroplasty(s), who requires a secondary

knee replacement resulting from failure of prosthesis, infection, peri-prosthetic
fractures
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8. Hip Fracture??
e Includes individuals with:
- Hip arthroplasty with trauma/complication of treatment post-hip fracture
- Fixation/repair of hip/femur*
- Fracture of femur*, no surgery
resulting from
- *Fracture of the neck of femur (includes fracture of hip, not otherwise specified)
- Pertrochanteric fracture (includes intertrochanteric, multiple pertrochanteric
fractures, trochanteric fracture)
- Subtrochanteric fracture.
Excluded: Fracture of upper femoral epiphysis (separation)

Appendix B: Two year comparison: Number of declined referrals by patient group

Number and % of declined referrals? 2

Patient Group
2016-17 FY 2017-18 FY
Primary unilateral THR 8/1401 0.6% 6/1416 0.4%
Primary unilateral TKR 30/1541 1.9% 33/1566 2.1%
Stroke 61/1645 3.7% 62/1519 4.1%
Hip fracture 5/347 1.4% 7/348 2.0%
TOTAL 104/4934 2.1% 108/4849 2.2%

IEXCLUSION: St. Joseph’s Healthcare Centre OPR data is not included as the organization was not able to report on
this indicator.

Holland Centre OPR data is included in this comparison analysis as the program reported they do not decline
referrals from its acute care site.

Appendix C: Reasons for Declining Referrals based on Patient Group and Referral Source

Reason for Declining Referral®
(2017-18 FY)

Patient Group
Referral Primary Primary
Source Stroke Unilateral Unilateral Hip Fracture
(n=62) THR TKR (n=7)
(n=6) (n=33)
Acute Care - Time since onset - Time since - Long admission - Time since onset
(n=40) too long (n=1) surgery too long wait time (n=26) too long (n=1)
- Medical (n=3) - Time since - Resides outside
condition/ - No OHIP (n=1) surgery too long catchment area
complexity (n=1) (n=2) (n=1)

24 Health Quality Ontario; Ministry of Health and Long-Term Care. Quality-based procedures: clinical handbook for hip fracture.
Toronto, ON: Health Quality Ontario; 2013 May. 97 p. Available from: http:www.hqgontario.ca/evidence/publications-and-
ohtac-recommendations/clinical-handbooks.
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Referral
Source

Inpatient /
Outpatient
Rehab / CCC
Programs (n=2)

External
Rehab/CCC
Organization
(n=15)

Physician Group
and Specialty
Clinic (n=51)

Reason for Declining Referral®

Stroke
(n=62)

- Already
completed stroke
program in
another hospital
(n=1)

Left against
medical advice
(n=1)

No OHIP (n=1)
Inappropriate
referral — patient
declining therapy

in acute care (n=1)

- Already
completed stroke
program in
another hospital
(n=1)

- Does not accept
external referrals
(n=5)

- Time since onset
too long (n=2)

- Medical
condition/
complexity (n=2)

- Program does not
offer requested
service — brain
injury rehab (n=1),

- No OHIP (n=1)

- Incomplete
application —no
supporting

documents (n=1)
- Time since onset
too long (n=33)
- Medical
condition/
complexity (n=2)

(2017-18 FY)

Patient Group
Primary Primary
Unilateral Unilateral
THR TKR
(n=6) (n=33)
- Time since - Time since surgery

surgery too long
(n=1)

- Medical
condition/
complexity (n=1)

too long (n=1)

- Time since
surgery too long
(n=2),

- Long admission
wait time (n=1)
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Hip Fracture
(n=7)

- Resides outside
catchment area
(n=1)

- Does not accept
external referrals
(n=1)

- Time since onset
too long (n=2)

- Program does not
offer service —
WSIB (n=1)




Reason for Declining Referral®
(2017-18 FY)
Patient Group
Primary Primary
Stroke Unilateral Unilateral Hip Fracture
(n=62) THR TKR (n=7)
(n=6) (n=33)

- Already - Does not meet
completed stroke program criteria
program in (n=1)
another hospital
(n=4)

- Program does not
offer service -
aqua therapy
(n=1)

- Long admission
wait time (n=1)

- Incomplete
application — MD
never completed
the application
(n=1)

- No OHIP (n=1)

Home and n/a n/a n/a n/a

Community Care

(n=0)

Other (n=0) n/a n/a n/a n/a

Referral
Source

1EXCLUSION: OPR data from St. Joseph’s Health Centre is not included in this summary table as the organization was not able
to report this indicator.

Appendix D: Three-year comparison: Number of cancelled referrals by patient group

. Number and % of cancelled referrals?
Patient Group

2015-16 FY 2016-17 FY 2017-18 FY
Primary unilateral THR 123/753 (16.3%) 130/679 (19.1%) 143/714 (20.0%)
Primary unilateral TKR 185/1076 (17.2%) 177/1061 (16.7%) 201/1196 (16.8%)
Stroke 254/1332 (19.1%) 332/1574 (21.1%) 236/1475 (16.0%)
Hip fracture 69/334 (20.7%) 66/336 (19.6%) 81/337 (24.0%)
TOTAL 631/3495 (18.1%) 705/3650 (19.3%) 661/3722 (17.8%)

L EXCLUSION: Holland Centre — SHSC and St. Joseph’s Healthcare Centre OPR data were not included as the
organizations were not able to report on this indicator during all 3 fiscal years.
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Appendix E: GTA Rehab Network Outpatient Rehabilitation Data Working Group Members

Organization
Bridgepoint Active
Healthcare — Sinai
Health System

GTA Rehab Network

Holland Centre - SHSC

Providence Healthcare

St. John’s Rehab -
SHSC

St. Joseph’s Health
Centre

Toronto Rehab - UHN

Toronto West Stroke
Network - UHN

West Park Healthcare
Centre

Name of Member

Michael Gekas (Co-
Chair)

Paula Shing

Andrew Bunalade
Charissa Levy

Sharon Ocampo-Chan
Deborah Kennedy

Shirley Bryant
Saba Ateyah

Sharon Crossan

Matthew Inch

Kelly Tough

Marie Disotto-
Monastero (Co-Chair)
Cathy Pupo

Chrissy Lefkimmiatis

Ruby Redmond-Misner
Shahin Ansari

William Cachia

Irene Lin

Karl Wong

Nicola Tahair

Beth Linkewich

Shirley Price

Christa Distasi

Title

Senior Director, Operational Performance

Clinical Manager — Ambulatory Care
Business Analyst

Executive Director

Project Manager

Manager, Rehabilitation and Program
Development

Consultant, Decision Support Program
Director, Strategic Information and
Performance

Patient Care Manager, Inpatient stroke and
Outpatient Stroke and Neuro Clinic
Decision Support Analyst

Patient Flow Manager

Manager, Clinical Informatics

Manager, Outpatient Services - Operations
Patient Care Manager, Ambulatory Surgery

Decision support consultant

Manager, Decision Support

Manager, Outpatient Services

Senior Analyst, Decision Support

Program Service Manager, Stroke

Interim Regional Director, Regional Stroke
Program, Toronto Western Hospital - UHN
Director, Regional Stroke Centre and NE GTA
Stroke Network

Manager, Rehab Plus, Ambulatory Clinics and
Seniors’ Mental Health Services

Clinical Data Coordinator
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