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1. Background 
 
The Toronto Central LHIN (TC LHIN) Musculoskeletal (MSK)/Stroke Implementation Group was 
established in January 2013 to develop a system-wide plan to support implementation of best 
practice guidelines for total joint replacement, hip fracture and stroke patient groups.  The TC 
LHIN MSK/Stroke Implementation Group identified the need to advance work related to the 
identification and testing of a minimum dataset for outpatient rehabilitation to support 
implementation of new practice guidelines being implemented across the LHIN.  As part of this 
initiative and in light of previous work conducted by the GTA Rehab Network, an Outpatient 
Rehabilitation Data Working Group was convened in March 20131.  (See Appendix A for 
members of the Working Group)    
 
The objective of the Outpatient Rehabilitation Data Working Group was to identify and pilot a 
minimum dataset for outpatient rehabilitation that is easy to collect and use for reporting 
beginning with hospital-based rehabilitation programs for total joint replacement and stroke. 

 

2. Approach 

The Outpatient Rehabilitation Data Working Group adopted the Framework for Performance 
Measurement of Outpatient Rehabilitation2 developed by the GTA Rehab Network as a guide in 
considering possible indicators for the pilot (See Appendix B).  The Working Group agreed to 
focus the pilot on two of the four quadrants of the Performance Framework for Outpatient 
Rehabilitation (i.e., Access and Transition, and Financial Performance) for the purposes of 
testing the feasibility of collecting and reporting the proposed dataset.  The Working Group 
acknowledged the importance of reporting on the two remaining quadrants (i.e., Patient/ 
Caregiver Experience and Clinical Outcomes).  However, development of the complete 
framework was deferred to the Rehabilitative Care Alliance (RCA) Outpatient/Ambulatory Task 
Group, a provincial task group formed in the Fall of 2013.  The mandate of the RCA task group is 
to identify a provincial, standardized minimum dataset for outpatient rehabilitation programs 
for all patient groups.   As secretariat staff from the GTA Rehab Network are also cross-
appointed to the RCA, learnings from each initiative were shared across groups.  
 

2.1. Pre-Pilot Q4 2012-2013 Retrospective Data Collection Validation  

The TC LHIN MSK/Stroke Implementation Group endorsed the evaluative questions and data 
indicators developed by core members of the Working Group (See Table 1 for evaluative 

                                                           
1
 The Outpatient Rehabilitation Data Working Group included representatives from Bridgepoint Active Healthcare, 

Providence Healthcare, St. John’s Rehab-Sunnybrook Health Sciences Centre, St. Joseph’s Health Centre, Toronto 
Rehab Institute – University Health Network and West Park Healthcare Centre, GTA Rehab Network and Toronto 
West Stroke Network.   
2
 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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questions and data indicators).  A retrospective pre-pilot validation of the endorsed data 
indicators was conducted by data management/decision support teams of two outpatient 
rehabilitation programs using different database systems (i.e., St. John’s Rehab – Sunnybrook 
Health Sciences Centre (SHSC) and Bridgepoint Active Healthcare).  Data review of Q4 2012-
2013 completed cases for total joint replacement and stroke was conducted in May 2013 as a 
cross-learning opportunity for decision support/data management teams to test the proposed 
indicators and make recommendations in preparation for the TC LHIN-wide pilot.  Then, the 
data management team of Bridgepoint Active Healthcare met with users of a similar database 
system (i.e., Providence Healthcare and St. Joseph’s Health Centre) to ensure consistency in 
defining and reporting of the proposed data indicators.   

Table 1:  Evaluative Questions and Data Indicators 

 
Findings from the pre-pilot data collection validation included: 

- Agreement on the importance of clearly defining the patient population group  
- Confirmation of existing gaps in data (e.g., lack of understanding/standardization of 

definitions, proposed data elements not collected by organizations) 
- Confirmation of the variability in the registration systems used across the TC LHIN and 

how information is recorded within the systems 
- Inconsistency in collection of workload data.  

 
Further details on the development of evaluative questions, data indicators and lessons 
learned from the mini-pilot were published in a separate report by the TC LHIN prior to the 
start of the TC LHIN-wide pilot.3 The retrospective data review, ‘pre-pilot’ confirmed the data 

                                                           
3
 TC LHIN MSK/Stroke Implementation Group (2013).  Final Report of the TC LHIN MSK/Stroke Outpatient 

Rehabilitation Data Working Group.  

Access & Transition  

(based on patient admissions) 

•Referral Source:  Where did the (most 
recent) patient referral come from?  If acute 
care: name of hospital. 

•Admission Wait Time:  How long did 
admitted patients wait (from date 'rehab 
ready' referral was received to the first 
appointment date) by Referral Source? 

•Admitted Patient Volume:  How many 
patients were admitted from the number of 
'rehab ready' referrals received? 

•% of Referrals Declined & Reasons for 
Declining Referral to Outpatient Rehab (by 
Referral Source) 

•% of Accepted Referrals Cancelled & Primary 
Referral Cancellation Reason 

Financial Performance 

(based on patient discharges) 

•Episode of Care Days: How long did patients 
receive rehabilitative care in the outpatient 
rehabilitation program? 

•Service Recipient Time by Health Profession:  
Which health professions provided care to 
the patient?  What was the average length of 
time (individual and group therapy) that each 
health profession spent with the patient? 

•Attendances by Health Profession Functional 
Centres and Visits by Nurse Functional 
Centres:  What is the average and total 
number of attendance(s)/visit(s) provided by 
each and total health profession/ nurse 
functional centres? 
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indicators that could be collected, and informed the development of a technical report with 
standardized definitions to guide the TC LHIN-wide pilot.   

2.2. Data Collection Pilot:  Q3 and Q4 2013-2014 

Hospital-based outpatient rehabilitation programs offering services to total joint replacement 
(i.e., total hip replacement and total knee replacement) and stroke patient groups were 
invited by the TC LHIN to participate in the LHIN-wide pilot that extended from November 1, 
2013 to March 31, 2014.  Six organizations participated in the pilot: 

- Bridgepoint Active Healthcare 
- Providence Healthcare 
- St. John’s Rehab – Sunnybrook Health Sciences Centre 
- St. Joseph’s Health Centre 
- Toronto Rehab Institute – University Health Network (UHN) 
- West Park Healthcare Centre. 

 
A technical report and a data collection template with standardized definitions were 
developed by the GTA Rehab Network and edited with input from the working group during 
the two quarters to address issues in the collection and reporting of data as identified 
through discussions with outpatient rehabilitation data working group members.   

3. Lessons Learned 

The pilot data submitted for analysis were used to identify process and data integrity issues.  It 
was agreed that the pilot data would not be used to compare performance across participating 
outpatient rehabilitation programs as the objectives were to support the sharing of learnings 
across organizations, and standardize definitions to enhance data quality.  

3.1. Key considerations and/or recommendations 

 Conduct a current state assessment to collect the proposed minimum dataset 

The pilot highlighted the lack of standardized definitions for patient groups and the 
proposed data indicators.  Some outpatient rehabilitation programs were already 
collecting a proportion of the data elements proposed within the minimum dataset but 
not in a standardized way.   
 
Participating organizations used different software programs/information management 
systems. Some organizations were able to integrate changes to their software programs 
and/or information management systems to minimize the burden of data collection (e.g., 
adding new fields to distinguish the appropriate patient groups), while other organizations 
opted to temporarily use a manual system of collecting data in a spreadsheet with the 
intention of incorporating changes to their existing information management systems at a 
later date once the proposed minimum dataset is finalized.    

 



 

  

 6 Piloting a minimum dataset for outpatient rehabilitation:  Lessons learned Page  

All participating organizations invested additional human resources and time to collect 
and report the piloted dataset, and to ensure that the data elements were captured 
appropriately.  Organizations used different staff members (e.g., administrative support 
staff, rehabilitation assistants, coders, analysts) to enter data and ensure data quality.  The 
training and education of individuals needed to validate patient diagnoses and other 
clinical information to ensure data accuracy for future implementation should be 
considered by organizations (e.g., coders versus administrative support staff).   
 

 Establishment of a working group  

In the pilot, a working group comprised of managers/directors of outpatient rehabilitation 
programs and data management/decision support teams, was able to identify issues and 
share strategies to resolve many issues.  Most issues were related to: 
- standardizing definitions of patient classification groups and data elements 

terminologies using existing definitions, where possible (e.g., National Reporting 
System [NRS], Management Information System [MIS]), and  

- standardizing categories of data indicators such as referral sources, admission wait 
times, referral cancellation reasons and denial reasons.   

The working group facilitated knowledge translation through sharing solutions to enhance 
data collection processes as well as learning about clinical models of care of different 
patients groups across outpatient rehabilitation programs.  The working group discussions 
allowed a forum to address unique scenarios that were not intuitively captured in the 
technical report developed for the data collection pilot.  Working group discussions also 
facilitated change management in standardizing reporting processes (i.e., reporting 
patient volume based on discharge as opposed to admission for financial performance 
data indicators).   
 
Following the pilot, two data indicators were identified by the working group that would 
further enhance analysis of the information collected.  These include: (i) primary reason 
for admission to an outpatient rehabilitation program and (ii) primary reason for discharge 
from the outpatient rehabilitation program.  These indicators will be included in the next 
phase of the data collection project. 
 
Details of the issues identified by the working group that were unresolved and resolved 
are listed in Tables 2 and 3. 

 Involvement of data management or decision support team 

A retrospective pre-pilot validation was conducted by a few organizations to ensure 
consistency in the defining and reporting of the proposed indicators prior to the TC LHIN-
wide pilot.  The pre-pilot validation phase facilitated the development of the technical 
report to define the proposed data indicators.  Working group member organizations also 
involved representatives from data management or decision support during meeting 
discussions to facilitate the planning for data collection and reporting of the proposed 
minimum dataset in the pilot.  The involvement of decision support and system analysts 
provided insight into what was technically possible from a data extraction and reporting 
perspective, and highlighted details that were unique to each organization’s system. 
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 Level of data collected (patient-level versus aggregate-level) 

Collecting patient-level data was considered prior to the start of the pilot.  It was 
acknowledged that an organizational aggregate-level data collection approach created 
more opportunities for error as methodologies to aggregate data could differ for each 
organization.  However, the resource capacity to analyze patient-level information was 
limited.  Patient privacy considerations in collecting and reporting patient-level 
information were also identified.  Thus, the pilot initiative collected aggregate data from 
each participating organization.   
 
Recommendation:  Reporting and analysis of financial performance data indicators at the 
patient-level (e.g., attendances/visits, length of episode of care, service recipient time, 
involvement of health professionals) provides more information allowing for more 
permutations of data analysis that may inform models of clinical best practices in 
outpatient rehabilitation programs based on patient groups.  Integration of clinical 
outcomes and patient experience data indicators with the financial performance data 
indicators at the patient-level will further enhance data analysis.    
 

 Need for a standardized patient classification tool in outpatient rehabilitation 

The working group identified the importance of a standardized classification tool to 
support the categorization of patients by diagnostic group in outpatient rehabilitation.  At 
the present time, there is no standard patient classification system for outpatient 
rehabilitation.  The NRS classification, developed for inpatient rehabilitation, was used by 
the working group to define the total joint replacement and stroke populations for this 
pilot.  However, it is uncertain if this is the most appropriate classification tool for all 
populations seen in the outpatient rehabilitation setting and also, whether the 
classification of patient diagnoses should align with the patient definitions outlined in the 
quality-based procedure (QBP) handbooks, where developed.  
 
Recommendation:  Establishment of a working group to develop and identify a patient 
classification system with members who have expert knowledge in patient classification 
systems and an understanding of the patient needs addressed in outpatient rehabilitation 
program settings. 
   

 Need for a centralized data reporting system  
Data collection and reporting of the proposed dataset for the pilot was a manual and 
resource-intensive process for participating organizations.  Data was submitted to the GTA 
Rehab Network through a data collection template and analysis of aggregate data was 
completed by the GTA Rehab Network.   
 
Recommendation:  A standardized and centralized reporting system to ease the burden of 
data reporting and analyses would be required for broader implementation. 
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 Proper documentation of workload according to Management Information Systems 
(MIS) standards by health professionals 
The pilot highlighted the variability in the quality of workload data across organizations.  
Data indicators in the financial performance quadrant rely on the accuracy of workload 
information documented by health professionals.   
 
Recommendation: Education should be provided to health professionals regarding the MIS 
standards for documenting workload.  The method of delivering the educational program 
should also consider the use of technology such as e-learning that can be sustained with 
ongoing changes in staffing.   
 

 Establishing data submission processes 
In the pilot, the length of time for data to be submitted within 30 days after the end of the 
reporting period was found to be too short by the participating organizations to ensure 
data accuracy.  As this was a pilot, manual data collection and extraction of data from 
different systems required more time to ensure accuracy.  Models of reporting processes 
and timelines for data submission and re-submission should be considered if data quality 
issues are identified.  The working group agreed to change the data submission timeline to 
45 days after the end of the reporting period for the next phase of the pilot project, similar 
to the NRS data submission process. 
 

 Establishing an oversight body  

In the pilot, the working group raised and discussed various concerns related to the lack of 
definitions and processes that may potentially impact on how cases are funded in the 
outpatient rehabilitation setting.  Some examples of these discussions are outlined in   
Table 3. 
 
Recommendation:   
- Establish an oversight body with linkages to the Ministry of Health and Long-Term Care 

(MOHLTC) and LHINs to develop and implement a standardized reporting system; 
address health service providers’ questions and other implementation issues; and to 
develop policies addressing variations in models of care that may impact funding 

- Inclusion of health information management and outpatient rehabilitation program 
business operation subject-matter experts in the oversight body should also be 
considered. 

3.2. Limitations of the Pilot 

This initiative did not pilot all of the data elements and quadrants of the GTA Rehab Network 
Performance Framework for Outpatient Rehabilitation. The pilot focused only on total joint 
replacement and stroke diagnostic patient groups and indicators from two of the four 
performance quadrants (i.e., access and transition, and financial performance).  As such, the 
proposed minimum dataset and technical report may not fully meet the needs of other 
patient groups with different clinical needs and different utilization of outpatient 
rehabilitation.  In addition, the two additional data indicators that were recommended to be 
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part of the proposed minimum dataset (i.e., primary reason for admission and discharge) have 
not been piloted. These two data indicators are not currently collected and reported by the 
organizations that participated in the pilot. 
 

Clinical outcome and patient/caregiver experience, the two other performance quadrants 
identified in the GTA Rehab Network Performance Framework for Outpatient Rehabilitation, 
are important balancing measures that provide context to the access and transition, and 
financial performance data when comparing performance across programs of the same 
patient groups.  These performance quadrants were out-of-scope for this pilot. 
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Table 2:  Issues Identified and Resolved by the Working Group Following the Pilot 

Issues Identified and Resolved by the Working Group Following the Pilot 

 Definition of 
Patient Groups 

Clarification of patient group definitions was one of the first issues that the 
working group had to resolve as there is no standardized patient classification 
developed for outpatient rehabilitation.  In the pilot, the total hip and knee 
replacement patient groups and stroke patient groups were defined based on 
the NRS patient classification.  The working group confirmed that their 
organizations were able to separate total hip and knee replacement patient 
groups (i.e., revisions versus primary, unilateral versus primary, bilateral).  In 
some organizations, this was done manually in a spreadsheet. 
 

Missing 
Definitions 
Identified 

The working group identified the following definitions were missing from the 
first version of the technical report:  referral date, referral source, ‘rehab ready’ 
date, discharge date.  Definitions of these key terminologies were subsequently 
standardized and resolved. 
 

Definitions of 
Indicators 
Clarified 

The terminology ‘first therapy appointment’ was changed to ‘first treatment 
appointment’ to be inclusive of other health professions working in the 
outpatient rehabilitation programs. 
 
A diagram was created illustrating the relationships among referral indicators 
(i.e., rehab ready referrals received, accepted, declined, admitted, cancelled) for 
clarity in data collection (See Figure 1). 
Figure 1:  Referral relationship diagram 

 
‘Rehab ready’ referral definition was further clarified and data collection only 
included ‘rehab ready’ referrals. 
 
A follow-up visit timeframe (i.e., one month) was included within the definition 
of episode of care days.  The working group clarified that most follow-up visits 
occurred within one month of the last appointment from the last health 

Number of 
"rehab ready" 

referrals 
RECEIVED 

Number of 
referrals 

ACCEPTED 

Number of 
patients 

ADMITTED 

Number of 
referrals 

CANCELLED  

Why referrals 
cancelled? 

Number of 
referrals 
WAITING 

Number of 
referrals 

DECLINED  

Why declined for 
outpatient rehab? 
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Issues Identified and Resolved by the Working Group Following the Pilot 

 profession seen by the patient.   
 
At the present time, visits considered part of the episode of care days definition 
are not differentiated from follow-up visits after one month completion of an 
active course of treatment when patients register in outpatient rehabilitation 
programs.  As a solution, the working group recommended that follow-up visits 
post-one month after the last appointment be captured as the ‘consultative or 
assessment-based’ primary reason for admission as compared to the ‘restore 
and optimize function’ primary reason for admission. 
 

Referral Sources Referral sources were re-categorized and re-defined.  Primary care provider 
(i.e., family physician) and Specialty Clinics referrals (i.e., physician or nurse 
practitioner referrals in acute care or rehab hospitals) were grouped together as 
one category.  Acute care (inpatient) referral sources were differentiated from 
acute care clinic referrals, with the latter considered as Specialty Clinics 
referrals. 

 
The working group also clarified that if there was more than one referral source, 
the most recent referral source and associated referral information would be 
used. 
 

Admission Wait 
Times 

The number of categories in admission wait time was minimized and re-grouped 
from 9 categories to 7 categories.  It was observed that the ‘46-60 days’, ‘61-90 
days’, ‘91-180 days’ and ‘>180 days’ admission wait time categories from the 
first version of the technical report had low patient volumes.  The categories 
were re-grouped as ’29-35 days’, ‘36-90 days’ and ‘> 90 days’ admission wait 
time categories. 
 
The working group did not identify the need to calculate the average wait time 
as the admission wait time category graph analyses demonstrated a clinical 
picture per patient group related to best practice recommendation in accessing 
outpatient rehabilitation programs. 
 

Denial Reasons 
for Referrals 

An additional denial reason was recommended to include referrals declined due 
to a patient needing only a single-service. 
 

Cancellation 
Reasons for 
Referrals 

Group discussion clarified that the referral cancellations are reported based on 
the first known date of cancellation regardless of when the referral was 
received.  Thus, the reporting period when referrals were received may be 
different than the reporting period when referrals were cancelled.   

Changes to the original referral cancellation reasons categories were also made.  
Based on ‘other reasons’ documented in the pilot initiative, two referral 

Definitions of 
Indicators 
Clarified 
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Issues Identified and Resolved by the Working Group Following the Pilot 

 cancellation reasons were added (i.e., patient required/admitted to inpatient 
rehabilitation program, and patient medically not ready or in acute care).  Two 
other referral cancellation reasons were modified to be more comprehensive: 
- ‘patient attended other programs closer to home’ was changed to ‘patient 

attended other outpatient rehabilitation programs’ 
- ‘patient well and does not require services’ was changed to ‘patient 

cancelled (regardless of reason)’. 
In addition, ‘patient cannot attend during hours of operation of outpatient 
rehabilitation program’ was added based on the recommendation of the 
Auditor General’s 2013 Report on Rehabilitation Services at Hospitals4.   
 

Workload-related 
issue:  Student 
activities 

Working group members clarified whether student workload activities should 
be included.  The working group recommended inclusion of student workload 
activities based on MIS workload documentation standards. 
 

Workload-related 
issue:  
Therapeutic 
telephone 
intervention 

Group members clarified that they did not include activities (visits/attendances, 
service recipient time) related to therapeutic telephone contact based on the 
initial definition in the first version of the technical report, and expressed that 
these activities should be included.  Definitions of ‘visits’, ‘attendances’, ‘service 
recipient time’ have been clarified to include telephone therapeutic 
intervention activities in the technical report attached by Q1 2014-15 (See 
Appendix C). 
 

Service Recipient 
Minutes 

The working group discussed that there was no need to separate out the total 
knee and hip replacement streams when collecting service recipient time for 
the pilot.  This approach may need to be reconsidered if there is a need to 
report rehabilitation time provided and patient outcomes for each of these 
diagnostic groupings.  
 

Start date of data 
collection 

Concerns were identified related to under-reporting outpatient rehabilitation 
activity/volumes based on the exclusion of referrals/admissions received prior 
to the pilot start date (i.e., November 1, 2013).  It was acknowledged that this 
issue would resolve with time as greater volumes were included within the pilot 
dataset for reporting.   
 

 
 
 
 

                                                           
4
 Office of the Auditor General of Ontario (2013). Annual Report. Chapter 3 - Report on Value-for-money Audits: 

Rehabilitation Services at Hospitals, pages 221-246. Retrieved from  

http://www.auditor.on.ca/en/reports_en/en13/308en13.pdf 

Cancellation 
Reasons for 
Referrals 
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Table 3:  Issues Identified by the Working Group and Unresolved Following the Pilot 

Issues Identified by the Working Group and Unresolved Following the Pilot 

 Patient 
Definitions 

For the primary, unilateral total hip replacement patient groups, 
organizations were not able to distinguish the cause of the total hip 
replacement (i.e., osteoarthritis, rheumatoid arthritis or avascular necrosis) 
as this level of information is not always available in the referral for 
outpatient rehabilitation programs.  This is important to know as some 
groups have greater need for rehabilitation than others (i.e., the total hip 
replacement patient group with avascular necrosis was perceived to have 
greater patient care needs).   
 

Registration 
system issues 

For organizations using the Meditech system, it was identified that: 
- The physician information may not be accurate.  This information 

remains static in organizational database system and an issue for billing 
purposes.   

- The referral system overrides existing, historical data of a patient when 
a new referral for the same patient is received. 

- The system captures appointments of any profession including 
physicians.  In this project, appointments related to screening for 
program eligibility were excluded.  Therefore, an additional step was 
needed to manually check and exclude these types of appointments.  
Data collected for the pilot with an episode of care of one day may 
have erroneously included these screening appointments. 
 

Workload-related 
issue: Service 
recipient time 

One organization was not able to report service recipient time based on 
the definition (as per MIS standards).   
 
All organizations confirmed that they were able to collect group therapy 
minutes although data accuracy is a work-in-progress as some 
organizations indicated that their clinicians were assigning group therapy 
minutes (and attendance(s)) to non-service recipient time.   
 
Based on MIS standards, group therapy minutes reflected the time spent 
by the health professions providing care rather than the total time the 
patient was present in the treatment.  Further analysis is required to 
evaluate the clinical utility in reporting this indicator based on the current 
definition. 
  

Workload-related 
issue: OTA versus 
PTA service 
recipient time 

Some organizations do not have a standardized way of assigning 
Occupational Therapy Assistant (OTA) service recipient time versus 
Physiotherapy Assistant (PTA) service recipient time to the appropriate 
professional functional centre according to MIS standards.  The assistants 
in some organizations are dually trained and can receive delegation from 
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Issues Identified by the Working Group and Unresolved Following the Pilot 

 both Occupational Therapist (OT) and Physical Therapist (PT) to provide 
intervention to the same patient in the same appointment session.  The 
working group discussed that assistants providing interventions for both 
PTs and OTs need to differentiate the service recipient time based on the 
time the assistants spent providing treatment for the health profession 
(i.e., PT or OT). 
 

Workload-related 
issue:  Visits and 
Service Recipient 
Time for Nursing 
Profession 

Two organizations currently do not collect the number of visits and service 
recipient time provided by a nurse health professional.   

Identified missing 
indicators in the 
proposed 
minimum dataset 

Analyses of financial performance indicators were not as meaningful 
without differentiating the primary reason for admission and discharge.  
The length of episode of care will likely be shorter for the assessment-
based or consultation primary referral reason as compared to the 
restoration or optimization of function primary reason.  The length of 
episode of care is also influenced by the type of patient group seen.   
 
Analyses based on attendances/visits and service recipient time (individual 
or group therapy) were also not meaningful without knowing if the 
treatment was completed or not completed, or if service interruptions 
occurred.   
 
It was recommended that the minimum dataset for outpatient 
rehabilitation should include the primary reason for admission and primary 
reason for discharge (i.e., treatment completed versus not completed). 
 

Episode of care 
and potential 
funding 
implications 

Although the working group adopted the definition of ‘episode of care’ 
used by the Ministry of Health and Long-Term Care5, potential concerns 
were raised by working group members in variations in practice that may 
have funding implications. These concerns remain unresolved.  
Identification of different scenarios is listed below to illustrate the different 
issues discussed in the working group. 
 
- There was a concern that if the waiting list for a service (e.g., speech-

language pathology) in a program is too long and that if the patient 
completed treatment sessions with other health professions, that the 
outpatient rehabilitation program could discharge and re-refer the 

                                                           
5
 Physiotherapy Provider Qs & As, Publicly Funded Clinic Based Physiotherapy Services, Ministry of Health and 

Long-Term Care. October, 2013.   

Workload-related 
issue: OTA versus 
PTA service 
recipient time 



 
 

  

 
15 15 Piloting a minimum dataset for outpatient rehabilitation:  Lessons learned 

 

Page  Page  

Issues Identified by the Working Group and Unresolved Following the Pilot 

 patient for this single service.  Doing so would appear to reduce the 
wait time, length of episode of care in the program and result in two 
episodes of care.  In this scenario, there would need to be 
consideration given to ensure that the outpatient rehabilitation 
program is funded for one episode of care.  Establishing a means to 
monitor this issue should be considered to prevent potential changes in 
referral/discharge patterns based in outpatient rehabilitation programs 
in an effort to maximize funding. 
 

- Another example is a patient being re-referred to an active 
rehabilitation program (shortly after completion of the program) for 
another episode of care after casting was made in a physiatry clinic.  In 
this scenario, should programs work on coordinating concurrent 
services with the physiatry clinic so there is only one episode of care?  
Potential differences in a program’s model of care may have funding 
implications and/or funding structures may influence changes in a 
program’s model of care.   
 

- In some organizations, a patient may need to access two different 
programs (e.g., stroke outpatient rehabilitation and fall prevention 
program) at the same time for the same diagnosis.  Clarity on how to 
standardize the admission process, the number of episodes of care, and 
funding implications of this scenario also needs to be considered.  
 

Process Issues When the pilot data were analyzed for the two reporting periods, the total 
number of referrals accepted and total number of referrals declined was 
less than the total number of referrals received.   Upon review of the data, 
it was determined that this discrepancy was due to administrative and/or 
process issues (e.g., not entering if a referral was accepted/declined, even 
though a decision had been made).  Timely monitoring of the referral wait 
list is a resource intensive process.  In addition, in some cases, outpatient 
rehabilitation programs were not informed (e.g., by referral source or 
patient) if the patient accepted an offer to attend another outpatient 
program.  In absence of a centralized wait list or electronic referral process, 
it is expected that these will continue to be issues.  
 

Data 
resubmission 
process 

The working group has not established a formal process for data 
resubmission if data error was discovered after the submission reporting 
period.  This process needs to be considered in the future to ensure data 
accuracy. 
 

 
 

Episode of care 
and potential 
funding 
implications 
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4. Evaluation of the Pilot Project 

A questionnaire was developed and circulated to participating organizations to inform 
evaluation of the pilot project.  Four of the 6 participating organizations completed the 
questionnaire with a response rate of 67%.   

Please refer to Appendix D for the content of the questionnaire.  Feedback from the 
organizations is listed based on the themes in Table 4.  Some themes supported the list of 
issues outlined previously in Tables 2 and 3. 

Table 4:  Summary of the Pilot Project Evaluation 

Summary of the Pilot Project Evaluation 

Process of Data Collection 

Identification of data 

elements that were 

challenging or 

unable to collect 

- Inability to differentiate OTA and PTA workload according to the 
MIS standards 

- Under-reported patient therapy minutes:  One organization 
identified that group therapy minutes were assigned by their 
clinicians under non-service recipient minutes.  This practice is 
under review and a change to this practice is anticipated. 

- Modifications were made by organizations to their 
registration/reporting systems in order to capture some of the data 
elements proposed as part of the minimum dataset. 
 

Gaps and Challenges 

Identified 

- Lack of standardization in definitions and processes in outpatient 
rehabilitation program were identified in the following areas:   
 admitting and discharging patients 
 differentiating between follow-up appointments after discharge 

from active rehabilitation versus new episodes of care 
 referral information management 
 reasons for admission and discharge, and  
 patient classification systems. 

- Due to variation in outpatient rehabilitation program models of 
care, it was challenging to capture ‘episode of care’ as per 
definition. 

- Manual processes using Excel spreadsheet during pilot:  For data 
indicators that were not collected prior to the pilot, a manual and 
resource-intensive process was implemented as data elements 
were not built into the organization’s information management 
systems.  Numerous, repetitive steps related to data entry were 
required for data collection and reporting.  This affected workload 
of staff and accuracy of data. 

- Investment in time and human resources to ensure data accuracy in 
referral management processes was time consuming.   
 Clarifying patient diagnosis:  Referral sources do not often 
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Summary of the Pilot Project Evaluation 

provide accurate information on patient diagnosis.  Registration 
systems do not allow for the collection of diagnostic 
information.   

 Clarifying ‘rehab ready’ dates:  Outpatient rehab programs not 
receiving updates from acute care referrals sources on changes 
in clinical pathways of pre-op referrals added an extra layer of 
complexity in ensuring data accuracy related to ‘rehab ready’ 
dates (e.g., patient went home with CCAC rehab services or 
patient admitted to inpatient rehabilitation). 

- Service interruptions or medical complications that do not allow 
patients to continue outpatient rehabilitation were not represented 
in the dataset. 

- Differentiating between patient visits for the purpose of program 
screening eligibility (which was excluded from the data collection) 
as compared to visits related to treatment was a challenge based on 
the set up of registration systems. 

- Inability to identify if an attendance day or a visit day was related to 
an individual session, a group session or both 

- Data submission timelines for reporting (i.e., 1 month after end of 
quarter) was reported to be too short.  

- The definition of rehab ready date is not patient-focused. 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Resources to Support Collection/Analysis/Reporting of Data 

Human Resources Human resources required to implement the pilot varied depending on 
the sophistication of the organization’s data information management 
systems/infrastructure and clinical model of care.  Organizations have 
been working to build in efficiencies in their systems to collect the data 
on an ongoing basis.  It is anticipated that the initial investment in time 
will decrease once systems and processes are established to simplify 
data collection.  
 

“It has been our experience that the ‘date ready for rehab’ as 

defined in the Technical Report is very much a health 

system/hospital term, and not a patient-centred term.  In many 

instances, we see patients who prefer to delay the start of rehab, 

post-acute care to allow time to decompress and recoup before … 

[starting outpatient rehabilitation].  The element of patient choice 

when to start therapy, particularly if it is a ‘delayed’ start is not 

captured in the dataset.  This would contribute to a longer wait 

time.” 

 

 

Gaps and Challenges 
Identified 
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Summary of the Pilot Project Evaluation 

The four organizations that completed the evaluation reported the 
following required human resources to implement the pilot:  

Organization 1 was able to 
quantify human resources required 
as the following: 
 Decision support, one full time 

equivalent (FTE): 5 
days/quarter to produce the 
report 

 Manager, Patient Flow, one 
FTE: 2 days/quarter to verfy 
data quality 

 Director, Information and 
Performance and 2 patient 
Care Managers: 1 day per FTE 
per quarter 

 Clinical coordinators 
(Administrative assistant): 3 
hours per week for 2 FTEs 
 
 
 
 
 
 

 
 

 
Organization 3 reported the 
following individuals were involved: 
 Referral coordinator to manage 

the referral process 
 Coder to validate the 

registration and classification 
data 

 Health information professional 
to validate the fields are 
entered correctly 

 Decision support personnel to 
create reports from registration 
and workload systems and 
develop audit reports to ensure 
data accuracy 
 
 
 

Organization 2 reported that the 
following individuals were involved: 
 Additional administrative support 

(performed by rehab assistant for 
total joint replacement patient 
groups, client service coordinator 
for stroke) to coordinate referral 
intake; and to enter data in the 
spreadsheet 

 Regular meetings between rehab 
assistant, administrative staff and 
clinicians to ensure accuracy of data 
elements related to diagnosis, dates 

 Workload coordinator – to retrieve 
workload data and verify 
information 

 Information decision support – to 
retrieve other data required in the 
pilot project from different sources 

 Manager – to monitor activities and 
coordinate teams 

 IT support – to assist in developing 
data collection tools.  Further IT 
related work has been identified to 
simplify data collection processes. 
 

Organization 4 reported additional 
duties of employees included: 
 Program assistant had to enter new 

fields into the registration system 
 Coordinator for data reporting had 

to extract the data 
 Case manager had to validate the 

information and correct errors  
 

Human Resources 
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Summary of the Pilot Project Evaluation 

Technological 

Resource 

The four organizations that provided feedback use different 
combinations of systems:  
­ Organization 1:  Meditech system (ADM, CM, SCH and workload 

modules), Excel Data Template for project, SSRS and SSMS as tools 
to retrieve data from the Excel and SQL database. 

- Organization 2:  Meditech system (ADM, CM, CWS and workload 
modules), Excel data template for project 

- Organization 3:  Electronic Patient Record (registration data to 
collect information on number of visits, start date), GRASP 
(workload tool), Excel Data Templates for the project for each 
patient groups to collect other pilot data elements. 

- Organization 4:  ADT and workload systems, Excel data template for 
project 
 

Data Integrity 

Value of Pilot 

Dataset 

All data indicators in the pilot minimum dataset were identified as 
valuable by respondent organizations.  Data analyzed were reported to 
be meaningful and demonstrated emerging system benchmarks related 
to number and types of services provided across organizations, 
volumes/demands for service (both internal/external), and wait times 
(i.e.,  meeting clinical best practice guidelines based on patient groups). 
 

Impact of the Pilot 

The pilot increased the workload for administrative staff and required increased support from 
data management/decision support teams to manage data.  In order to increase efficiency in 
data collection, organizations expressed plans to replace the scheduling system, customize 
software, integrate the scheduling system with the workload system and modify the method to 
capture ‘visits’ in the electronic patient record.  Organizations also reported that the pilot 
facilitated a better understanding of the patients served across organizations. 
 
Despite the increased workload and challenges to collect and report the minimum dataset, the 
working group members found the discussions within the group valuable in standardization of 
definitions and improving data quality.  The participating organizations voluntarily agreed to 
continue collecting and reporting the outpatient minimum dataset after completion of the pilot 
with project support from the GTA Rehab Network.  

 

Evaluation of Pilot Objectives 

The four organizations that completed the project evaluation questionnaire indicated that two 
objectives of the pilot were fully achieved (i.e., identification of a minimum dataset that was 
feasible to collect/report [objective 1] and testing the identified minimum dataset [objective 
2]).  Three organizations (75%) reported that the third objective of the pilot was fully met (i.e., 
identifying a minimum dataset that was meaningful for outpatient rehabilitation program).  
One organization (25%) reported that this last objective was partially achieved. 
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4.1. Feedback on Overall Experience 

 

 

 

 

 

 

“Although time consuming to collect and maintain the 

dataset, the experience has been very valuable for our 

organization to understand the business more clearly.  

The entire experience, we believe, will have a positive 

impact on the system.” 

‘Yes, we believe the process has been collaborative and 

inclusive of all participating.  The GTA Rehab Network has 

included and updated … [the technical report] using the 

feedback provided by all hospitals participating.  The 

process and data elements have been inclusive and 

generic enough to allow each organization to apply their 

own business… [processes].   

“Good mix of teleconference versus face-to-face 

meetings.  Some things are more easily and 

thoroughly discussed in person.  Good support 

from core working team.  Project coordination 

moved things along.” 

 

“It has been validating to know others are 

experiencing similar challenges in interpreting the 

outpatient business and creating standard data 

collection elements and methodology.” 
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5. Next Steps 

The TC LHIN MSK/Stroke Implementation Group completed its mandate in March 2014.  The 
GTA Rehab Network is continuing to support the members of the Outpatient Rehabilitation 
Data Working Group on two project initiatives: 

1. TC LHIN standardized reporting of patient volumes for the total joint replacement, 
stroke and hip fracture patient groups. 

Purpose:  The TC LHIN is interested in receiving data on outpatient rehabilitation patient 
volumes and other indicators from outpatient rehabilitation programs to assist with 
planning and volume allocation processes. 

2. Phase 2 of the Outpatient Rehabilitation Data Collection Project 

Purpose:  The outpatient rehabilitation data working group is continuing to collect the 
proposed minimum dataset, with two additional data indicators that were identified as 
missing from phase 1 of the project.  The purpose of phase 2 of the project is to 
continue to inform quality improvements in the collection and reporting of the 
minimum dataset.  As the scope of this initiative is now transitioning from the original 
mandate of the Toronto Central LHIN, the GTA Rehab Network has invited other 
organizations from across the GTA to participate.    

(See Appendix C for a copy of the most recent Technical Report with definitions for 
Phase 2 of the project). 

Lessons learned throughout this initiative have been shared on an ongoing basis with the 
members of the Rehabilitative Care Alliance Outpatient/Ambulatory Task Group to inform work 
of that task group at a provincial level.  

 

 

The GTA Rehab Network would like to thank all of the participating group members and their 
teams for their leadership and support to enable the successful implementation of this 
initiative, which has significantly contributed to similar work at the provincial level.
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6. Appendix  

6.1. Appendix A: Members of the Outpatient Rehabilitation Data Working 

Group 

Organization Name of Member Title 

Bridgepoint Active Healthcare Michael Gekas* (Co-Chair) Director, Corporate Performance 

Aleksandra Sibalic Coordinator, Data And Reporting 

GTA Rehab Network Charissa Levy* Executive Director 

Sharon Ocampo-Chan* Project Manager 

Providence Healthcare Saba Ateyah Director, Information and Performance 

Sharon Crossan Patient Care Manager, Inpatient Stroke 

and Outpatient Stroke and Neuro Clinic 

Karen Hunter Patient Flow Manager 

Linda Nasturzio Patient Care Manager, Inpatient 

Amputee and Ortho and Outpatient 

Mobility Clinic 

Kelly Tough Interim Patient Flow Manager 

St. John’s Rehab-Sunnybrook 

Health Sciences Centre 

Marie Disotto-Monastero* 

(Co-Chair) 

Manager, Clinical Informatics 

Cathy Pupo Manager, Outpatient Services -  

Operations 

Krista Richards Manager, Outpatient Services – 

Business Development 

St. Joseph’s Health Centre Sandra Lenarduzzi Patient Care Manager, Outpatient 

Rehabilitation Services, Fracture Clinic, 

Orthopedic and General Surgery Unit 

Daniel Altenberg Wait Time Strategy Coordinator 

Patrick Soo Decision Support Consultant 

Toronto Rehab Institute – 

UHN 

William Cachia Manager, Outpatient Services 

Lily Yang Program Manager, Stroke  

Shahin Ansari Manager, Decision Support 

Irene Lin Senior Analyst, Decision Support 

Toronto West Stroke Network 

- UHN 

Shelley Sharp* Regional Director, Regional Stroke 

Program, Toronto Western Hospital - 

UHN 

West Park Healthcare Centre Shirley Price Manager, Rehab Plus (Outpatients) 

Radu Iancu Senior Technical Architect 
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6.2. Appendix B: GTA Rehab Network Framework and Indicators for Performance Measurement of Outpatient 

Rehabilitation (February 2013) 

 
 
 
                            
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

Financial Performance Clinical Outcomes 
Access & 

Transition 

Efficiency Effectiveness 

Patient Experience 

What is the patient experience for 
those referred to outpatient 
rehab? 
=========================== 
% of patients that would recommend 
the outpatient program to others 
 
% of patients that are satisfied with 
the service received  
 
Km patients travel to access service? 
 
For those patients who are denied 
(see appendix for reasons), what 
other options are offered to patients 
and/or referrers to meet the 
patient’s needs? 
 
Consider use of standardized tool to 
measure patient satisfaction with 
outpatient rehab developed by 
Toronto Rehab and St. John’s Rehab. 

 

Are patients benefiting from 
outpatient services / programs? 
How much change is 
demonstrated? 
============================ 

Consider reporting by: 
· Rehab population – TBD 
· Age group 
· Amount of rehab received (see 

financial quadrant) 
· Model of care (Group vs. 1:1; 

Patient directed modular 
sessions, etc.) 

 
% of patients who achieve X% of the 
goals set at admission (e.g., based on 
GAS) 
 
% of patients who demonstrate 
improvement in pre/post assessment 
measures (e.g. general health, degree 
of informal support required, 
independence in functional skills, 
general communication ability, etc.) 

Did patients receive timely access? If 
not, why? Where did they transition 
from/to?  
================================== 
What is the wait time? 
· # of days: referral to 1

st
 therapy 

session 
· # of days: discharge from hospital to 

date of first therapy session 
· How are patients prioritized? (see 

appendix) 
 

Where patient is referred from: 
· Acute care hospital 
· Rehab hospital  
· Primary care provider 
· CCAC 
 

Reasons for denial (see appendix). 
Categorization of patient groups denied 
access (by primary diagnosis, rehab need, 
age, referral source, etc.)  
 

Number of ED visits and/or hospital 
admissions within 30 days, 4 & 12 months 
post OPR & if new health issue?  

 

What are the costs of providing 
outpatient rehab programs / 
services? What are the relative costs 
compared to other programs / 
models, e.g., inpatient rehab? 
================================== 
 

# of unique patients admitted or 
discharged in given period (quarterly) 
 

Of these patients, how many 1:1 and 
group visits per discipline did they have? 
(MD/RN/OT/PT/SLP [assistants]) 
· Need to be able to report data from 

patient/provider perspective 
 

Report episode of care in days: Date of 
first therapy session to date of last 
therapy session (excluding. follow up 
visits) 
 
Query measures of patient 
complexity/case mix? 

Consider costs relative to other 
indicators, i.e., time to access, patient 
volumes served, outcomes achieved  

Note:  The outpatient rehabilitation minimum dataset pilot initiative was based on the original version of the framework (as seen above).  

This framework can be found in http://www.gtarehabnetwork.ca/uploads/File/reports/Developing-a-Performance-Framework-for-Outpatient-Rehabilitation---February-2013.pdf 

 

http://www.gtarehabnetwork.ca/uploads/File/reports/Developing-a-Performance-Framework-for-Outpatient-Rehabilitation---February-2013.pdf
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6.3. Appendix C:  GTA Rehab Network Outpatient Rehabilitation Minimum 

Dataset Initiative:  Phase 2 (Technical Report) 

 

 
 

Technical Report 
GTA Rehab Network:  

Outpatient Rehabilitation Minimum 

Dataset Phase 2 Pilot 

 

  
 

 

 

October 1, 2014 version 
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Purpose of the Technical Report 
The report provides technical notes for organizations providing Local Health Integration Network (LHIN)-

funded outpatient rehabilitation programs for patients post-stroke, patients post-total hip replacement 

(THR), patients post-total knee replacement (TKR) and patients post-hip fracture.  The report details the 

methodology intended for organizations to replicate and to ensure consistent data submission for these 

patient populations.  The purpose of this report is to support outpatient rehabilitation programs in 

establishing data collection processes based on standardized definitions of a minimum dataset for 

outpatient rehab programs.   

Data Sources 

The outpatient rehabilitation services data analysis/report is based on the registrations and workload 

systems.  

Defining the Patient Population 

The patient population includes the following patient groups referred and/or admitted to outpatient 

rehabilitation programs:  (include patients ages 18 and older only) 

1. Stroke:   

 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. 

 Sub-grouping:   

­ Left body involvement (right brain)  

­ Right body involvement (left brain)  

­ Bilateral involvement  

­ No paresis  

­ Other stroke 
 

2. Total Hip Replacement, Primary Unilateral:  

 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: 

 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: 

 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 
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5. Total Knee Replacement, Primary Unilateral:  

 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:  

 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: 

 Includes individuals with a previous total knee arthroplasty(s), who requires a secondary 

knee replacement resulting from failure of prosthesis, infection,  peri-prosthetic fractures 

 

8. Hip Fracture6  

 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) 
 

Who were:  

 Referred during the defined reporting period for Tables 1 to 5. 
 Admitted during the defined reporting period for Tables 1 to 5. 
 Discharged during the defined reporting period for Tables 6 to 9. 

 

Defining Outpatient Rehabilitation (for this project initiative) 

Outpatient Rehabilitation:  May occur as the continuation of an inpatient episode of rehabilitation 

and/or provided solely in an outpatient program.  This includes single service outpatient rehabilitation 

that provides assessment and/or treatment. 

                                                           
6
 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.hqontario.ca/evidence/publications-and-

ohtac-recommendations/clinical-handbooks. 
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INCLUSION CRITERIA: Any publicly-funded, hospital-based, rehab-focused outpatient service 
which offer assessment and/or treatment where primary reason for admission is: 

 Restore or optimize function post-acute injury/onset 

 Maintenance of function 

 Education/peer support/self-management 

 Primarily consultative or assessment based.    
 
EXCLUSION CRITERIA:  

 Services that are not primarily rehabilitation-focused (i.e., services that are primarily 

medical in nature: physician-driven without health professions [i.e., allied health 

professions and nursing] involvement, goals are medically-oriented where physicians bill 

OHIP directly and do not consume hospital resources).   

 Primary reason for admission to outpatient rehab programs is to restore or optimize 

function through marketed fee-for-service (e.g., non-OHIP, chiropody, podiatry, WSIB, 

MVC, etc.). 

 

Characteristics of Outpatient Rehabilitation: 

 Is goal oriented – includes goal setting and review 

 The program of care is time-limited 

 Is multi-disciplinary, but all therapies may not be delivered concurrently 

 Is delivered in an outpatient service/program, either hospital or community-based (i.e., includes  

client’s home). 
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Technical Specifications for Reporting 
 

Table 1:  Primary Reason for Admission to Outpatient Rehabilitation Program 

Description 

 

Total N1 = Total number of rehab ready referrals (by patient group) to outpatient 

rehabilitation programs within the reporting period  

 

Total N2 = Total number of patients admitted (by patient group) to outpatient 

rehabilitation programs within the reporting period. 

 

N = Number of referrals (by patient group) based on  primary reason for admission 

category   

 

Primary Reason for Admission Category: 

 Restore or optimize function post-acute injury/onset 

 Maintain function (includes falls prevention and exercise programs/classes 
after completion of an ‘active’ rehab program) 

 Education, peer support, self-management (includes cognitive behavioural 
therapy, mindfulness meditation, stress reduction sessions, patient/caregiver 
education, etc.) 

 Primarily consultative or assessment-based (includes Specialty Clinics such as 
Seating Clinic and all Assistive Devices Program [ADP] assessments, 
Augmentative and Alternative Communication Clinics, vocational 
rehabilitation, Spasticity Clinic, geriatric assessments, physiatry clinic;  follow-
up appointments post-one month discharge) 

 

% = N / Total N2 

 

 

Assumptions: 

­ If a new referral is received for the same primary reason (e.g., restore or optimize function post-

acute injury/onset), then it is a new episode of care. 

­ Re-coding may occur after the first appointment. 

 

In Q3 2014-14:  Only report data when the primary reason for admission to outpatient rehabilitation 

program is ‘restore or optimize function post-acute injury/onset’ for Tables 2 to 5. 
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Tables 2a to 2f: Number of Rehab Ready Referrals and Admitted Patients for 

Outpatient Rehabilitation Programs from Referral Source by Admission Wait Time  

Description 

 

Total N1 = Total number of rehab ready referrals (by patient group) from referral 

source category referred to outpatient rehabilitation programs within the reporting 

period  

 

Total N2 = Total number of patients (by patient group) from referral source category 

admitted to outpatient rehabilitation programs within the reporting period 

 

N = Number of patients (patient group) from referral source category admitted within 

the admission wait time category   

 

Referral Source Category*: 

 Acute Care Hospital: Inpatient Unit 

 Internal Inpatient/Outpatient Rehabilitation  and Internal CCC Program 

 External Rehabilitation / CCC Organization 

 Primary Care Provider / Specialty Clinics (Specialty Clinics can be located in 
acute care, rehab or community sectors) 

 Community Care Access Centre (CCAC) 

 Other (e.g., residential care facilities such as long-term care/nursing homes, 
retirement homes, supportive housing, WSIB, private insurance and other) 

 

*The final referral source should be used if there is more than 1 referral for the same 

patient for the same episode of care. 

 

Admission Wait Time Category: 

 ≤ 7 days  

 8 - 14 days  

 15 - 21 days  

 22 – 28 days 

 29 – 35 days 

 36 – 90 days 

 >90 days 
 

% = N / Total N2 

 

Please note for data analysis:   

­ The number of rehab ready referrals is not equivalent to the number of rehab 

ready patients across the system (i.e., One rehab ready patient may have 

generated multiple rehab ready referrals). 

­ N / Total N1 (%) or Total N1/Total N2 (%) cannot be determined unless data is 

collected at the patient unique identifier level. 
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Table 3: Number and Percent of Patients Admitted to Outpatient Rehabilitation 

Programs by Name of Acute Care Hospital Referral Source  

Description 

 

Total N = Total number of patients (by patient group) admitted to outpatient 

rehabilitation programs within the reporting period from acute care hospitals  

 

N = Number of patients (by patient group) admitted within the reporting period by 

name of acute care hospitals  

 

% = N / Total N (recommend to analyze based each outpatient rehab program) 

 

 

Tables 4a to 4f: Number and Percent of Rehab Ready Referrals Declined for 

Outpatient Rehabilitation Programs from Referral Source by Reasons for 

Declining Referral 

Description 

 

Total N1 = Total number of rehab ready referrals received for outpatient 

rehabilitation program (by patient group) from referral source category within the 

reporting period 

 

Total N2 = Total number of referrals declined for outpatient rehabilitation program 

(by patient group) from referral source category within the reporting period 

 

N = Number of rehab ready referrals declined for outpatient rehabilitation programs 

(by patient group) based on reasons for declining referral category within the 

reporting period 

 

Referral Source Category*: 

 Acute Care Hospital: Inpatient Unit 

 Internal Inpatient/Outpatient Rehabilitation  and Internal CCC Program 

 External Rehabilitation / CCC Organization 

 Primary Care Provider / Specialty Clinics (Specialty Clinics can be located in 
acute care, rehab or community sectors) 

 Community Care Access Centre (CCAC) 

 Other (e.g., residential care facilities such as long-term care/nursing homes, 
retirement homes, supportive housing, WSIB, private insurance and other) 

 

*The final referral source should be used if there is more than 1 referral for the same 

patient for the same episode of care. 

 

Reasons for Declining Referral Category: 

 Time since date of onset / injury is too long 

 Patient resides outside of service catchment area 



 
 

 

31 Piloting a minimum dataset for outpatient rehabilitation: Lessons learned 

 

Page  

 Continence issues – cannot be met by program 

 Cognitive / behavioural / psychiatric issues – cannot be met by program 

 Medical condition / Complexity 

 Program does not offer requested service 

 Program model does not accept single-service referrals 

 Other, please specify 
 

Please Note:   

­ As one patient may have more than one referral across different outpatient 

rehab programs, the data reported here will not be mutually exclusive. 

­ Patients referred to an outpatient rehab program with incorrect clinical diagnosis 

should not be included in declined reasons reporting (e.g., ‘not a stroke’ referred 

to outpatient stroke program and declined by the program). 

 

 

Table 5:  Number and Percent of Accepted Referrals Cancelled for Outpatient 

Rehabilitation Program by Primary Referral Cancellation Reason 

Description 

 

Total N1 = Total number of referrals accepted for outpatient rehabilitation programs 

(by patient group) within the reporting period 

Total N2 = Total number of referrals cancelled for outpatient rehabilitation programs 

(by patient group) within the reporting period 

N = Number of referrals cancelled for outpatient rehabilitation programs (by patient 

group) based on primary referral cancellation reasons category within the reporting 

period 

Primary Referral Cancellation Reasons Category: 

 Transportation barriers (e.g., too far from home) 

 Receiving CCAC services 

 Patient attended other outpatient program (e.g., includes programs near 
home area, private clinics) 

 Referring source cancelled referral 

 Patient cancelled referral (includes patients who failed to arrive, refused, 
not interested, whether they were well or unwell) 

 Patient medically not ready or in acute care (includes admission to acute 
care, occurrence of medical issue(s) contraindicating outpatient rehab 
program attendance) 

 Patient requiring or admitted to inpatient rehab program 

 Patient was not able to attend during hours of operation of outpatient 
rehab program (e.g., patient/caregiver works during the day and service is 
not offered in the evening or weekends) 

 Attempted – no contact from patient 

 Others, please specify 
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%1 = Total N2 / Total N1 (recommend to analyze based on each outpatient rehab 

program) 

%2 = N / Total N2 

 

Please Note:  

­ As one patient may have more than one referral across different outpatient 

rehab programs, the data reported here will not be mutually exclusive.   

­ The reporting period should be based on the date referral was cancelled.  This 

table applies to cancellation of referrals and does not apply to cancellation of 

appointments. 

­ Information reported here also excludes referrals received/accepted and 

cancelled before referral was rehab ready. 

 

 

For Tables 2 to 5, please refer to Figure 1 for an illustration of the relationship amongst different 

‘referral’ indicators (i.e., referrals received, referrals accepted, referrals declined, patients [referrals] 

admitted, referrals cancelled, and referrals waiting). 

 

Table 6: Outpatient Rehabilitation Program Discharge Reasons 

Description 

 

Total N = Total number of patients (by patient group) discharged from outpatient 

rehabilitation programs in the same reporting period 

N = Number of patients by discharge reasons category (by patient group) discharged 

from outpatient rehabilitation programs during the same reporting period 

Discharge Reasons Category: 

 Treatment Completed (i.e., goals achieved, plateau in rehab recovery, etc.). 

 Treatment Incomplete:   

­ Change in Medical Status (includes admissions to inpatient program, 
death) 

­ Treatment Incomplete:  Transferred to other Outpatient Program 
(includes other programs in existing organization, different organization, 
private program/clinics) 

­ Treatment Incomplete: Patient Choice (Signed out for various reasons 
including patient who do not feel outpatient program is needed, lack of 
time, not interested, inconvenience etc.) 

­ Treatment Incomplete:  Unknown/Other (includes patient who failed to 
arrive in appointments after attending at least 1 visit) 
 

 

Data for Tables 7 to 9 are grouped based on reason of discharge from outpatient rehabilitation program 

category. 
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Tables 7a to 7e: Episode of Care for Discharged Patients Who Received 

Outpatient Rehabilitation by Discharge Reasons 

Description 

 

Total N1 = Total number of discharged patients (by patient group) within the 

reporting period 

 

Total N2 = Total number of discharged patients (by patient group) within the 

reporting period by discharge reasons 

 

N = Number of discharged patients (by patient group) by episode of care days 

category based on outpatient rehabilitation program discharge reasons. 

 

Episode of Care Days Category: 

 ≤ 14 days 

 15 – 30 days 

 31 – 60 days 

 61 – 90 days 

 91 – 120 days 

 > 120 days 
 

% = N / Total N  

 

 

Tables 8a to 8e: Total Service Recipient Time per Discharged Patient by Health 

Professions based on Discharge Reasons 

Description 

 

Total N1 = Total number of discharged patients (by patient group) within the 

reporting period 

 

Total N2 = Total number of discharged patients (by patient group) within the 

reporting period by discharge reasons 

 

Total individual service recipient minutes = sum of total individual service recipient 

minutes spent by each health profession category for discharged patients (by patient 

group) receiving outpatient rehabilitation programs based on outpatient 

rehabilitation program discharge reasons. 

 

Total group service recipient minutes = sum of total group therapy minutes spent by 

each health profession category for discharged patients (by patient group) receiving 

outpatient rehabilitation programs based on outpatient rehabilitation program 

discharge reasons. 
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Health Professions Category: 

 Nurse 

 Occupational Therapist (OT) 

 Occupational Therapy Assistant (OTA) 

 Physiotherapist (PT) 

 Physiotherapy Assistant (PTA) 

 Speech-Language Pathologist (SLP) 

 Communication Disorders Assistant (CDA) 

 Social Worker (SW) 

 Other (e.g., Dietitians, Spiritual Care Provider, Pharmacy, Recreational 
Therapist, etc.) 

 

Please Note:  For Rehabilitation Assistant or OTA/PTA roles, document the service 

recipient minutes associated to treatment provided based on the health profession(s) 

(i.e., OT/ PT/ SLP) who assigned treatment to the Rehabilitation Assistant or 

OTA/PTA. 

 

Table 8a to 8e Comment Box: Indicate Other Health Professions in Table 8a to 8e 

Description 

 

 Other Health Professions (e.g., Dietitians, Spiritual Care Provider, Pharmacy, 
Recreational Therapist, etc.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 
 

 

35 Piloting a minimum dataset for outpatient rehabilitation: Lessons learned 

 

Page  

Table 9: Total Attendances/Visits per Discharged Patient by Health Profession Functional 

Centres based on Discharge Reasons 

 

Description 

 

Total N1 = Total number of discharged patients (by patient group) within the 

reporting period 

Total N2 = Total number of discharged patients (by patient group) within the 

reporting period by discharge reasons 

 

n = Number of attendances by health profession functional centre category or visits 

by nurse functional centre for patients (by patient group) discharged from outpatient 

rehabilitation programs during the same reporting period based on outpatient 

rehabilitation program discharge reasons. 

Health Profession Functional Centre Category: 

 Nurse 

 Occupational Therapy  

 Physiotherapy  

 Speech-Language Pathology  

 Social Work  

 Other (e.g., Dietitians, Spiritual Care Provider, Pharmacy, Recreational 
Therapist, etc.) 
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Figure 1:  Referral Relationship Diagram 

 

 
Please Note: 
If the same patient is referred for a different episode of care, the patient / referral will be counted as a separate patient / referral.  Please 
refer to the definition of an episode of care within the Definitions Section of the Technical Report for specific details.  

Number of "rehab 
ready" referrals 

RECEIVED 

 (Tables 1, 2, 3, 4) 

Number of referrals 
ACCEPTED 

(Table 5) 

Number of patients 
ADMITTED 

(Table 2) 

Number of referrals 
CANCELLED  

(Table 5) 

Why referrals 
cancelled? 

(Table 5) 

Number of referrals 
WAITING 

Number of referrals 
DECLINED  

(Table 4) 

Why declined for 
outpatient rehab? 

(Table 4) 
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Definition of Key Terms Related to the Proposed Indicators 

 
Admission wait time (days) = [date ‘ready for rehab’] – [admission date (first treatment appointment)] 

 

Attendance(s):  Includes Face-to-Face and Non Face-to-Face Attendance Days 

 

Attendance Days (Face-to-Face):  Reported to the MOHLTC for allied health care only.  An 

attendance day(s) is the number of service delivery day(s) (count once per 24-hour calendar day) 

during which service recipient activities are provided face-to-face or by videoconference, on an 

individual or group basis to a service recipient and/or significant other(s) and are provided for 

longer than five minutes. Only one attendance is recorded regardless of the number of family 

members present.  When a group session is held, an attendance is recorded for each individual.   

Attendance days reflect the number of days that service was provided.  This is a 24-hour statistic 

for an individual functional centre.  Only one attendance day per patient may be reported for 

each functional centre per day. 

 

If two therapists in the same functional centre provide care to an individual patient during the 

same 24-hour period, only ONE attendance day is recorded. 

If two therapists from different functional centres provide care to an individual patient during the 

same 24-hour period, an attendance day is recorded in each functional centre. 

If a therapist provides care to a patient on more than one occasion during a day, only one 

attendance days is reported.   

 
Source:  Ontario Healthcare Reporting Standards (OHRS) V9.0 – Chapter 8 – Hospitals 

(Health System Information Management & Investment Division - Health Data Branch, 

Data Standards Unit), MOHLTC, Pg. 17, May 2013 

 

Attendance Days (Non Face-to-Face):  The number of calendar days (count once per 24-hour 

calendar day) which primary service recipient activities are provided by means other than by face-

to-face to a service recipient and /or significant other(s) provided by facility therapy staff.  These 

calendar days take the place of an attendance day face-to-face.  Examples may include 

attendance days via telephone, email or other forms of electronic communication. These services 

are documented according to the health service organization's policy and are provided for longer 

than five minutes. This statistic counts days during which services occurred rather than number of 

services. 

 

Note:   If services are provided face-to-face as well by non face-to-face on the same calendar day, 

only an Attendance Day Face-to-Face is recorded regardless of which occurred first. 
 

Source:  OHRS V9.1 – Chapter 3 – Business Rules (Health System Information Management 

& Investment Division - Health Data Branch, Data Standards Unit), MOHLTC, Pg. 41, 

2014/2015  
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Average attendance by health profession functional centre per discharged patient: Total number of 

health profession functional centre attendance(s) received for each discharged patient / number of 

discharged patients in the same reporting period. 

 

Cancellation Reasons (of Referrals):  The reason for which the patient is not admitted to the outpatient 

program even though the rehabilitation program has accepted the referral. 

 
Source: TC LHIN MSK/Stroke OP Rehab Data Working Group, 2013 

 

Date patient ‘Ready for Rehab’: For hospital referrals, defined as date patient discharged from hospital.  

For community referrals, defined as date patient referred by provider. 

 

For hospital referral:  is the hospital discharge date (from acute care, internal rehab/CCC program 

or external rehab/CCC organization), if referral is received prior to the patient being discharged.  

If the referral is received after discharge date from acute care, the date ready for rehab will be 

the date the referral is received from the outpatient rehab program. 

 

For community referral:  is the date the referral is received by outpatient rehabilitation programs  

 

For patients scheduled for elective total hip/knee arthroplasty: 

1.     If only one referral received before surgery: 

­ Date ready for rehab = date patient was discharged from acute care 

2.     If 2 referrals were received before surgery (one from pre-op clinic and second from acute care 

hospital: inpatient unit): 

­ Date ready for rehab = date patient was discharged from acute care 

For all other patients: 

­ Date ‘ready for rehab’ 

 Discharged date from acute care or inpatient/outpatient rehab or CCC 

OR 

 Date received from a community organization 

 
Source: TC LHIN MSK/Stroke OP Rehab Data Working Group, 2013 

 

Declined reasons:  The reason for which the referral was not accepted by the rehabilitation program.  

 
Source: TC LHIN MSK/Stroke OP Rehab Data Working Group, 2013 

 

Discharge:  The completion or discontinuation of outpatient rehabilitation program from all health 

professions.  Patients are discharged from an outpatient rehabilitation program based on the 

achievement of their goal(s) for the program; or have reached a plateau; or further gains can be achieved 

through an alternate service within the community.  Follow-up visits are to occur within one month post 

the last appointment and are to be included within the episode of care.   

 
Source: TC LHIN MSK/Stroke OP Rehab Data Working Group, 2013 
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Discharge date:   

For patients who completed their active outpatient treatment program: 

1.       Discharge date = Date of last scheduled intervention (i.e., re-assessment/ active treatment)  

OR 

For patients who did not complete their active outpatient treatment program (i.e., admitted to 

acute care/inpatient rehab program due to change in medical status, does not show up for scheduled 

appointment or sign themselves out against medical advice etc.) 

2.     Discharge date = Date when clinician was informed that patient will no longer be attending 

outpatient program 

 

Please Note:  Discharge date is not the date the clinician completes a discharge summary or the date 

the discharge summary was faxed to referring physician/organization. 

 

Episode of Care:  An episode of care is one discrete group of condition/diagnosis specific, time-limited, 

goal-oriented therapy services provided to a specific patient and must involve an assessment and/or 

treatment (according to a set plan with treatment goals), and discharge (including reporting on specific 

outcome measures).  A patient can receive more than one episode of care in a year provided that all 

eligibility criteria, including a separate referral, are met for each individual episode of care. 

 

If conditions for a new episode of care based on the above definition are not met and the patient 

continues to be seen, then the patient is receiving care under an existing episode of care.  

Source:  Physiotherapy Provider Qs & As, Publicly Funded Clinic Based Physiotherapy 

Services, Ministry of Health and Long-Term Care.  October, 2013. Modified definition. 

 

Episode of Care Days:  Date of first appointment session to date of completion or discontinuation of 

outpatient rehab from all health professions inclusive of any follow-up visits up to one month post the 

last appointment.  The block therapy model for a patient with a specific medical condition is considered 

one episode of care. 

 

Average Episode of Care Days = Total sum of calendar days from date of first appointment 

session to date of last appointment session / total number of discharges 

 

First Treatment:  First treatment is defined as the date when the patient receives the first appointment 

session – not the date when the patient is seen for assessment to determine eligibility in the program.   

 

Functional Centre:  For the purposes of the pilot, the health profession functional centres will be reported 

as following: Nurse, Occupational Therapy, Physiotherapy, Speech-Language Pathology, Social Work, and 

Other (e.g., Dietitians, Spiritual Care Provider, Pharmacy, Recreational Therapy, etc.) 

 

 

 

 



 

 

40 Piloting a minimum dataset for outpatient rehabilitation: Lessons learned 

 

Page  

 

Group Sessions:  Group sessions include group education, group therapy or group counselling, where the 

service recipient or group of service recipients participate in a common activity.  Group Sessions do not 

include treatments or therapies where more than one service recipient may be sharing the same physical 

space but is receiving individual treatment or therapy.  For Group Sessions, since service recipient care 

workload is recorded on a service recipient-specific basis, the total time spent is divided among all service 

recipients.  For example, if 6 service recipients attend a one-hour session, select all 6 service recipients 

and record total time spent in “Group, Pool, Class” activity.  (An Attendance Day is also generated for 

each of the six service recipients, for a total of six Attendance Days).   

 
Source: MIS Standards 2013 (Standards for Management Information Systems in Canadian 

Health Service Organizations), 2013 

 

Intensity of service: The number of interventions/provider including assessment, documentation, 

consultation and treatment, etc.  

 
Source: TC LHIN MSK/Stroke OP Rehab Data Working Group, 2013 

 

Referral Date: 

For patients scheduled for elective total knee/hip arthroplasty 

1.    If only one referral received before surgery: 

­ Referral date = date the referral was received by the organization  

2.    If 2 referrals were received before surgery (e.g., one from pre-op clinic and second from acute 

care hospital: inpatient unit): 

­ Referral date = date the referral was received by the organization (i.e., from the first referral 

source).   

It is also recommended that the date of the second referral be monitored by the outpatient 

rehab program.    

For all other patients: 

­ Referral date = date the referral was received by the organization  

 
Source: TC LHIN MSK/Stroke OP Rehab Data Working Group, 2013 

 

Referral Source: 

 Acute Care Hospital Site: Inpatient Unit (as a referral source) 

 Inpatient/ Outpatient Rehabilitation and Internal CCC program (internal – same organization as 

outpatient rehab program) 

 External Rehabilitation/CCC organization (external – different organization as outpatient rehab 

program) 

 Primary Care Provider / Specialty Clinics (e.g., family physicians, referrals from specialty clinics 

such as fracture clinics, surgeon’s offices regardless of location setting) 

 Community Care Access Centre (CCAC) 

 Other (e.g., residential care facilities such as long-term care/nursing homes, retirement homes, 

supportive housing, WSIB, private insurance and other) 
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For patients scheduled for elective total knee/hip arthroplasty 

1.   If only one referral received before surgery: 

­ Referral source should be the acute care hospital’s name  

2.   If 2 referrals were received before surgery (e.g., one from pre-op clinic and second from acute 

care hospital:  inpatient unit): 

­ Referral source should be the acute care hospital’s name   

For all other patients: 

­ Referral source is selected from the referral source category list  

 
Source: TC LHIN MSK/Stroke OP Rehab Data Working Group, 2013 

 

Registration/Admission: When a service recipient is officially accepted by the health service organization 

either through the capture of person identifiable data and/or the assignment of a unique identifier, the 

confirmation of an existing unique identifier, or when the opening of a unique file or record for the 

service recipient. (Each time an individual accesses services at one organization for a new episode of care 

(i.e., different issue), this is counted as one registration.  

 
Source:  OHRS V9.0 – Chapter 8 – Hospitals (Health System Information Management & 

Investment Division – Health Data Branch, Data Standards Unit), MOHLTC, Pg. 17, May 

2013 

 

Service Recipient:  A service recipient is the consumer of service activities of one or more functional 

centres of the health service organization.  Service recipients include individuals (e.g., inpatients, 

residents, clients) and their significant others, and others as defined by the health service organization.   

 
Source: MIS Standards 2013 (Standards for Management Information Systems in Canadian 

Health Service Organizations), 2013 

 

Service Recipient Activities:  Service Recipient Activities are those assessment/evaluative, therapeutic 

and consultation activities which are provided to or on behalf of a specific registered service recipient(s).    

All Service Recipient Care workload is recorded showing the actual time spent on activities performed 

during worked hours.  Worked hours may include hours that are worked outside regular working hours. 

 

Service Recipient Care workload can occur either in the presence of or on behalf of the service recipient 

and can involve both the service recipient and/or significant other. 

 

Note: Workload should reflect the time spent by the service provider providing care rather than the total 

time the patient is present in the treatment. For example, if three patients are in a treatment area for a 

45 minute session and the therapist is with patient A for 10 minutes, patient B for 20 minutes and patient 

C for 15 minutes, the therapist will record these times for each individual patient, rather than 45 minutes 

for each patient. 
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Assessment 

Assessment refers to a series of activities/interventions conducted for the purpose of: 

 evaluating the need for services 

 assessing an individual’s physical, psycho-social, emotional and cognitive health status 

 identification of service recipient goals and expected outcomes 

 identification of diagnosis and consequences of health conditions and the extent of services 

required 

Assessment in this context is a formal, comprehensive process, which may include: 

 observations 

 interviews/verbal reporting 

 administration of specific assessment tools 

 standardized tests and measures 

Assessment may include: 

 preparation, collection of background information relevant to the service recipient’s health and 

health management profile 

 analysis of assessment findings 

 formulation of a working diagnosis 

 development of the care/therapeutic intervention plan and documentation of assessment 

findings 

 assessment for the purpose of re-evaluating and updating goals and expected outcomes or 

documenting health status at the time of discharge 

 information obtained from a variety of sources including the service recipient, family, employer, 

teacher, and written documentation from the service recipient’s health record and from other 

sources 

Assessment excludes the ongoing monitoring activities and evaluation associated with a specific 

intervention. 

 

Therapeutic Intervention  

Therapeutic intervention refers to all activities carried out with a service recipient and/or significant 

other(s) that are aimed at health promotion and disease prevention, improving/maintaining health 

status, or minimizing the impact of deterioration on function and quality of life. 

Therapeutic interventions are often individually designed and supervised by the service provider for a 

specific service recipient or group of service recipients.   

Therapeutic interventions may include: 

 the selection, prescription, frequency and intensity of activity, according to the service recipient’s 

physical and psychological impairments or disabilities 

 his/her physical and psychosocial limitations 

 his/her requirements for equipment or assistive technology  

 the preparation for treatment of a specific service recipient or group of service recipients 

 monitoring, revising and/or progressing activity or programs based on the service recipient’s 

responses, and clinical documentation related to the interventions performed 
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Consultation/Collaboration  

Consultation/collaboration refers to contact with other service providers or other organizations, the 

community or other agencies for discussion regarding specific service recipients.  The purpose of the 

consultation may be focused on the needs of a specific service recipient/family or on improving the 

effectiveness of a system/environment.  Discussions may be formal or informal.  

Consultation/collaboration may include: 

 Any regularly scheduled or attended meetings of professionals to co-ordinate team efforts for 

activities provided to service recipients  

 case conferences 

 team meetings 

 service rounds 

 shift report   

 The clinical documentation related to this activity category. 

 
Source:  OHRS V9.1 – Chapter 3 – Business Rules (Health System Information Management 

& Investment Division - Health Data Branch, Data Standards Unit), MOHLTC, Pg. 18-31, 

2014/2015  

 

Visits:  Includes Face-to-Face and Non Face-to-Face Visits 

Visit (Face-to-Face):  Reported to the MOHLTC for nursing care only. A visit is recorded when a 

uniquely identified service recipient is present to receive service from an organization’s 

employees as face-to-face or by videoconferencing on an individual basis.  This includes service to 

the service recipient and/or significant other(s) in attendance on behalf of the service recipient.  

The service is documented according to the health care organization’s policy and is provided for 

longer than five minutes.   

A visit is each occasion when a service recipient is provided service in a functional centre 

regardless of the number of service providers present and the length of service.  When a service 

recipient is present to receive service more than once on the same calendar day in the same 

functional centre for the same need, purpose or condition/treatment, only 1 visit is reported.  

 
 Source:  OHRS Version 8.1, Health System Information Management & Investment 

Division – Health Data Branch, Data Standards Unit, MOHLTC, Revised 2012 

 

Visit (Non Face-to-Face):  A visit non face-to-face is recorded when a uniquely identified service 

and/or significant other(s) in attendance receives service on an individual basis from an 

organization’s employees by means other than by face-to-face. These occasions take the place of 

a visit face-to-face. Examples may include visits via telephone, email or other forms of electronic 

communication. The service is documented according to the health care organization’s policy and 

is provided for longer than five minutes.  
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When a service recipient receives service more than once on the same calendar day in the same 

functional centre for the same need or condition/treatment, only one visit is reported.  

 
Source:  OHRS V9.1 – Chapter 3 – Business Rules (Health System Information Management 

& Investment Division - Health Data Branch, Data Standards Unit), MOHLTC, Pg. 28, 

2014/2015 

 

Average visit by nurse functional centre per discharged patient = number of visits by nurse 

functional centre received for each discharged patient / number of discharged patients in the same 

reporting period 
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6.4. Appendix D:  Reflection Questionnaire for 2013-14 Outpatient Rehabilitation 

Program Data Pilot 

A. Process of Data Collection 

 For your organization, what data elements were you not able to collect/report on? 

 What were the specific gaps/challenges identified during the pilot? 

B. Resources to Support Collecting/Analyzing/Reporting Data 

 For your organization, what resources were required to support this pilot project? 

 For your organizations, what technological/database/manual systems were used to support data 

collection? 

C. Data Integrity 

 Was the summarized data meaningful? Does it tell a story? 

 Are there specific data elements that are challenging or not feasible to collect?  Suggestions to 

address this challenge? 

 Which data elements in the pilot do not provide ‘added value’ to the minimum dataset? Why? 

D. Impact 

 What impact did this pilot project have within your organization? 

E. Overall Experience 

 Was the approach of the project implementation effective in identifying/recommending a 

minimum dataset for outpatient rehab for the 3 outpatient groups? 

 What worked well?  What would you suggest we do differently? 

 Other comments?  Lesson Learned? 

F. Did we meet the short term objectives of the pilot project? (Please check) 

Objectives 
 (applicable to “Access & Transition” and “Financial 

Performance” quadrants of GTA Rehab Network 
Performance Framework) 

Met Partially 
Met 

Not Met 

SHORT TERM OBJECTIVES 
 

Identify a minimum dataset for OPR that is 
feasible to collect and report. 

   

Identify a minimum dataset (including what 
element(s) is/are missing) for OPR that is 

meaningful. 
   

Test the identified minimum dataset.    
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