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Message from the RCA Steering Committee Co-Chairs

Over the last four years, the Rehabilitative Care Alliance (RCA) has worked to strengthen and
standardize rehabilitative care in Ontario.

It is a complex and challenging undertaking. But as this report makes clear, rehabilitative care in Ontario
is undergoing a transformation. A transformation made possible by the commitment of Ontario’s 14
LHINs, health service providers, and patients and caregivers.

In its first mandate (2013—2015), the RCA laid the strong foundation necessary for widespread change by
engaging stakeholders from across the province. The breadth of stakeholder consultation and
engagement was unprecedented, with more than 400 individuals participating in RCA task and advisory
groups. Together, they developed recommendations to address shared priorities and created the
guidelines and tools required to implement them.

The RCA’s most recent mandate (April 2015—March 2017) shifted the focus to implementation,
providing the project management and data analysis necessary to guide and support LHINs and health
service providers as they began implementing RCA recommendations. The RCA recognized that
introducing standardization across the province is a complex and incremental task. It can only be
successful if the realities of local contexts are taken into account. With this in mind, the RCA also worked
closely with stakeholders over the last two years to identify barriers to implementation and to develop
solutions that would work locally, regionally and across the province.

These efforts have resulted in progress in the following key areas: provincial standards for rehabilitation;
standardized planning and evaluation of rehabilitative services; evidence-based rehabilitative care for
frail, medically complex adults and for individuals with hip fracture or total joint replacements; and
standardized data collection for outpatient/ambulatory rehabilitation to support improved planning and
evaluation.

We thank the many dedicated individuals across the province who contribute to the work of the RCA’s
task and advisory groups and make change possible. In particular, we wish to acknowledge the
contributions and commitment of our task and advisory group chairs. We are also grateful for the
continued leadership of our small but talented secretariat, which provides the expertise and support
necessary to complete deliverables on time and on budget.

The RCA’s achievements to date have been recognized by the LHIN CEOs with approval of a third
mandate (2017-2019), and in many ways the work is just beginning. We look forward to the continuing
transformation of rehabilitative care in Ontario.

Donna Cripps Dr. Peter Nord
Co-Chair Co-Chair
RCA Steering Committee RCA Steering Committee



Table of Contents

e —
MESSAGE FROM THE RCA STEERING COMMITTEE CO-CHAIRS 1
TABLE OF CONTENTS 2
EXECUTIVE SUMMARY 5
MANDATE Il ACCOMPLISHMENTS 5
RECOMMENDATIONS 6
1. TRANSFORMING REHABILITATIVE CARE IN ONTARIO 9
THE REHABILITATIVE CARE ALLIANCE: ADDRESSING THE CHALLENGES 9
MANDATE Il: IMPLEMENTING CHANGE 10
STRATEGICALLY ALIGNED: SUPPORTING HEALTH SYSTEM OBJECTIVES 11
STAKEHOLDER ENGAGEMENT: BUILDING BROADER CONNECTIONS 13
2. DEFINITIONS: IMPLEMENTING PROVINCIAL STANDARDS FOR REHABILITATIVE CARE PROGRAMS 14
BACKGROUND 14
DELIVERABLES 14
APPROACH 14
KEY LEARNINGS AND RECOMMENDATIONS 17
IMPACT/VALUE FOR LHINS 19
TooLs/RESOURCES TO SUPPORT LHIN IMPLEMENTATION 20
3. CAPACITY PLANNING: INTRODUCING STANDARDIZED PLANNING FOR FUTURE NEED 21
BACKGROUND 21
DELIVERABLES 21
APPROACH 21
KEY LEARNINGS AND RECOMMENDATIONS 24
IMPACT/VALUE FOR LHINS 25
TooLs/RESOURCES TO SUPPORT LHIN IMPLEMENTATION 26

4. OUTPATIENT/AMBULATORY: TRACKING PERFORMANCE OUTCOMES FOR OUTPATIENT REHAB SERVICES 27
BACKGROUND 27
DELIVERABLES 27



APPROACH 28
KEY LEARNINGS AND RECOMMENDATIONS 30
IMPACT/VALUE FOR LHINS 31
TooLs/RESOURCES TO SUPPORT LHIN IMPLEMENTATION 32
5. SYSTEM EVALUATION: IMPROVING QUALITY THROUGH STANDARDIZED EVALUATION 33
BACKGROUND 33
DELIVERABLES 33
APPROACH 33
KEY LEARNINGS AND RECOMMENDATIONS 37
IMPACT/VALUE FOR LHINS 37
TooLs/RESOURCES TO SUPPORT LHIN IMPLEMENTATION 38
6. ASSESS & RESTORE/FRAIL SENIOR/MEDICALLY COMPLEX: SUPPORTING ASSESS & RESTORE INITIATIVES 39
BACKGROUND 39
DELIVERABLES 39
APPROACH 40
KEY LEARNINGS AND RECOMMENDATIONS 43
IMPACT/VALUE FOR LHINS 46
TooLs/RESOURCES TO SUPPORT LHIN IMPLEMENTATION 46
7. QBPS — HIP FRACTURE AND TJR: ESTABLISHING REHABILITATIVE CARE BEST PRACTICES 48
BACKGROUND 48
DELIVERABLES 48
APPROACH 49
KEY LEARNINGS 52
IMPACT/VALUE FOR LHINS 53
TooLs/RESOURCES TO SUPPORT LHIN IMPLEMENTATION 54
8. THE VOICE OF THE PATIENT/CAREGIVER 55
9. HOW THE RCA WORKS 57
SECRETARIAT 57
GOVERNANCE 57
10. LOOKING AHEAD 59




ACKNOWLEDGEMENTS 60
APPENDICES 61
APPENDIX A—RCA STEERING COMMITTEE 61
APPENDIX B—RCA TASK AND ADVISORY GROUPS 62
APPENDIX C—RCA LHIN LeADS ADVISORY GROUP AND HSP ADVISORY GROUP 80
APPENDIX D—PATIENT/CAREGIVER ADVISORY GROUP 82
APPENDIX E—CAPACITY PLANNING DATA ELEMENTS 83
APPENDIX F—PARTICIPATING ORGANIZATIONS IN PROOF OF CONCEPT 85
APPENDIX G—PAN-LHIN Assess & RESTORE LoGic MODEL 86
APPENDIX H—DIRECT ACCESS PRIORITY PROCESS LOGIC MODEL 87
APPENDIX |—EXISTING CARE PATHWAYS 88
APPENDIX J—REFERRAL DECISION TREE FOR REHABILITATIVE CARE: HIP FRACTURE 89
APPENDIX K—REFERRAL DECISION TREE FOR REHABILITATIVE CARE: TOTAL JOINT REPLACEMENT 90
APPENDIX L—ACRONYMS 91



Executive Summary

Rehabilitative care can improve health outcomes, reduce costs by shortening hospital stays, reduce
disability and improve quality of life.! But we have yet to realize its full potential.

The reasons are many. Rehabilitative services in Ontario have evolved over the years, contributing to a
lack of clarity and consistency in how rehabilitation programs are defined, as well as variations in care
and access across organizations and Local Health Integration Networks (LHINs).

Planning is also a challenge. There is a lack of cross-continuum data that captures rehabilitation activity
outside of designated rehab beds. This absence of comparable, standardized data makes it impossible
for health service providers (HSPs) and LHINs to evaluate and benchmark their performance. Nor is
there an answer to the fundamental question of value for money: What rehabilitative care resources are
needed to ensure people get the best outcomes in the most cost effective manner—now and in the
future?

MANDATE Il ACCOMPLISHMENTS

The Rehabilitative Care Alliance (RCA) was created by Ontario’s 14 LHINs to provide the provincial
leadership required to address these challenges.

The RCA’s first mandate (2013-2015) focused on developing recommendations to address shared
priorities and creating the necessary guidelines and tools to implement them. In this mandate, the RCA
shifted its emphasis to implementation, providing critical project management and data analysis to
guide and support LHINs and HSPs as they began operationalizing RCA recommendations.

Significant progress was made in the following areas:

e Provincial standards for programs and services

The RCA’s definitions frameworks for bedded and community-based levels of rehabilitative care
established common terminology, eligibility criteria and clinical components of care to support
consistency across the province. In this mandate, the RCA supported the LHINs in implementing
the frameworks by providing tools and support to identify and address barriers to
implementation.

e Standardized approach to planning

The RCA supported LHIN implementation of the RCA Capacity Planning Framework by providing
significant support in defining, gathering and analyzing provincial and LHIN-level data. This

1 World Health Organization, “Rehabilitation,” World Report on Disability (2011), 96,
http://www.who.int/disabilities/world report/2011/report.pdf.
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marks the first time that rehabilitative care data to support capacity planning has been pulled
across all LHINs using a consistent, standardized method and format. Establishing this common
approach to data and capacity planning will help the LHINs reduce variability in access to
rehabilitative care services across the province and address unmet and future need.

e Standardized dataset for outpatient/ambulatory rehab

The RCA conducted a provincial proof of concept of the RCA’s standardized
Outpatient/Ambulatory Rehabilitative Care Minimum Data Set with the Canadian Institute for
Health Information (CIHI) and the Ministry of Health and Long-Term Care (MOHLTC). This marks
the first time that comparable, standardized data has been collected across
outpatient/ambulatory rehabilitative care programs.

e Improved quality through standardized evaluation

To support LHIN implementation of the RCA Rehabilitative Care System Evaluative Framework,
the RCA developed a standardized process for data extraction, analysis and reporting. Provincial
benchmarks for key rehabilitative care system indicators were developed and reported against
for the first time, allowing LHINs to compare performance against these benchmarks and the
performance of other LHINSs.

e Support to Assess & Restore initiatives

The RCA completed a review and analysis of the impact of three years of provincial Assess &
Restore (A&R) funding to identify key components of models of care for frail older adults that
demonstrate positive system and patient level outcomes.

e Best practices following primary hip/knee replacements and hip fracture

The RCA has established provincial best practice frameworks for rehabilitative care for patients
following hip fracture and primary hip and knee replacement. The frameworks describe the
processes, resources and structures that support best practices. They will enable optimal patient
outcomes and patient flow and will support standardized implementation of total joint
replacement and hip fracture quality-based procedures across rehabilitative care settings.

RECOMMENDATIONS

The RCA’s work in the above areas also highlighted issues that will require attention as the RCA, LHINs
and HSPs continue to advance these priorities. The following recommendations will guide the RCA as it
begins its next mandate:



Definitions

Recommendation 1: That the RCA make the necessary changes to the Provincial Referral
Standards terminology (as mandated by the LHIN CEOs) to align with the RCA’s Definitions
Framework for Bedded Levels of Rehabilitative Care.

Recommendation 2: That within the scope of its mandate, the HSFR Inpatient Rehabilitation
Care Technical Task Group consider changes to the funding formula and reporting that would
better reflect the complexity of patients within the Rehabilitation level of care who need to
progress in their ability to tolerate greater rehabilitation intensity.

Recommendation 3: That the RCA continue to engage and support provincial stakeholders in
the uptake and implementation of the RCA’s definitions frameworks.

Capacity Planning

Recommendation 4: That consideration be given to how to strengthen the connections
between rehabilitative care planners/policy-makers and researchers to address gaps in evidence
that limit effective capacity planning for rehabilitative care.

Recommendation 5: That the RCA (in collaboration with the provincial ALC Advisory Committee)
undertake further data analysis to better understand the patient population designated
alternate level of care (ALC) for rehabilitative care within 48 hours of acute care admission and
the factors contributing to this designation.

Recommendation 6: That the RCA work closely with clinical and decision support
representatives to undertake analysis across data sets in order to better understand the reasons
for the high number of short stays in Continuing Care Reporting System (CCRS)-reporting beds.

Outpatient/Ambulatory

Recommendation 7: That the RCA liaise with provincial stakeholders and their vendors to
address the need for customized solutions to support reporting of outpatient/ambulatory data.

Recommendation 8: That the RCA work with CIHI and provincial stakeholders to implement
recommended changes to NACRS Clinic Lite in order to reduce data entry time for
outpatient/ambulatory data.

Recommendation 9: That the RCA review the feedback on the Community Rehab Assessment
measure with proof-of-concept pilot sites and provincial stakeholders to determine how to
move toward implementation of a provincial measure of patient outcome in the outpatient
rehabilitation setting.



System Evaluation

e Recommendation 10: That all LHINs monitor performance against the three identified priority
rehabilitative care indicators in accordance with the benchmarks set for each and implement a
plan for local and regional quality improvement where it is needed.

e Recommendation 11: That the RCA continue to address the gaps in rehabilitative care data
through its work to implement the standardized minimum data set for outpatient rehabilitative
care programs and its work to support implementation of the definitions framewaorks.

Assess & Restore/Frail Senior/Medically Complex

Recommendation 12: That the RCA revise the proposed Direct Access Priority Process (DAPP)
timeline for admission from emergency department to bedded rehabilitative care.

e Recommendation 13: Recognizing that geriatric syndromes are primary determinants of
disability and functional decline, that the province and the LHINSs, in collaboration with the RCA,
the Regional Geriatric Programs of Ontario and other experts in geriatric care, work to build
capacity across sectors to provide best practice in geriatric care. This includes increased
education and competency in comprehensive geriatric assessments and treatment, and
increased access to specialized geriatric services and treatment across all sectors.

e Recommendation 14: That as LHINs engage in sub-region planning, consideration be given to
the role of primary care in managing the complex needs of frail older adults in the community.

e Recommendation 15: That within the context of capacity planning, LHINs review the results of
A&R initiatives to consider how community-based ambulatory services can help to facilitate
improved patient outcomes and optimal use of health care resources.

QBPs — Hip Fracture and Total Joint Replacement

e Recommendation 16: That LHINs and their health service providers take steps to implement the
Rehabilitative Care Best Practices Framework for Patients with Hip Fractures and Rehabilitative
Care Best Practices Framework for Patients with Primary Hip and Knee Replacement.



Chapter One

Transforming Rehabilitative Care in Ontario

Rehabilitative care can improve health outcomes, reduce costs by shortening hospital stays, reduce
disability and improve quality of life.! Yet despite a growing awareness of its value, the full potential of
rehabilitative care remains unrealized.

The reasons are many. Rehabilitative services in Ontario have evolved over the years, resulting in
significant variation in the availability and types of services provided.? This has contributed to a lack of
clarity and consistency in how rehabilitation programs are defined, as well as variations in care and
access across organizations and LHINSs.

Planning is also a challenge. The rehabilitative care that is available, is delivered by a wide range of
organizations in many different settings: from homes and community-based locations to hospitals and
long-term care (LTC) homes. Different organizations report different data using a variety of tools and
information management systems. This lack of comparable, standardized data makes it impossible for
health service providers and LHINs to evaluate, report and benchmark performance. They struggle to
answer key questions: What outcomes are they achieving for the money being spent? What resources
do they need to ensure people get the best outcomes in the most cost effective manner—now and in
the future?

Addressing these issues is critical. Increasing rates of chronic disease and an aging population will
inevitably lead to a growing need for services and support to help individuals maintain their functional
status and avoid hospitalization and long term care. As noted in the 2015 report of the Auditor General
of Ontario, the demand for rehabilitation services in Ontario is expected to increase significantly,
especially after 2021 when the first baby boomers turn 75.3

THE REHABILITATIVE CARE ALLIANCE: ADDRESSING THE CHALLENGES

The Rehabilitative Care Alliance was created by Ontario’s 14 LHINs to provide the provincial leadership
required to address these challenges.

Its goal is to support LHINs and HSPs in their efforts to enhance outcomes for people receiving
rehabilitative care and to make more effective and efficient use of health system resources. To do this,
the RCA is focused on strengthening and standardizing rehabilitative care through better planning,

1 World Health Organization, “Rehabilitation,” World Report on Disability (2011), 96,
http://www.who.int/disabilities/world report/2011/report.pdf.

2 Office of the Auditor General of Ontario, “Reports on Value-for-Money Audits: Rehabilitation Services at
Hospitals,”2013 Annual Report (2013), 223,
http://www.auditor.on.ca/en/content/annualreports/arreports/en13/2013ar en web.pdf.

3 Office of the Auditor General of Ontario, “Follow-up to 2013 Value-for-Money Audits: Rehabilitation Services at
Hospitals,” 2015 Annual Report (2015), 222,
http://www.auditor.on.ca/en/content/annualreports/arreports/en15/2015AR en final.pdf.
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improved performance management and evaluation, and the integration of best practices across the
care continuum.

The RCA was established in spring 2013 with a two-year mandate. That

mandate was subsequently renewed for an additional two years to Rehabilitative Care

March 2017 (the period covered in this report) and a third mandate is Alliance Vision

now underway. Patient and system

The work of the RCA is guided by available evidence and data and outcomes are optimized

informed by regular engagement and consultation with subject matter through the integration of

experts and key stakeholders. More than 450 individuals representing rehabilitative care at all

HSPs from across sectors and across the province participate in the RCA’s levels of health services

task and advisory groups, providing a breadth and depth of perspectives, policy, planning and

experience and expertise. (Appendices A—C) delivery.

The RCA also regularly seeks input from a patient and caregiver advisory
group made up of 20 caregivers/patients/clients from nine LHINs. (Appendix D)

MANDATE Il: IMPLEMENTING CHANGE

The RCA’s first mandate focused on developing recommendations to address shared priorities and
creating the necessary guidelines and tools to implement them. In its second mandate, the RCA shifted
its emphasis to implementation, providing critical project management and data analysis to guide and
support LHINs and HSPs as they began operationalizing RCA recommendations.

The work plan focused on a number of key initiatives:

Definitions: Provincial standards for programs and services

e Supporting LHIN implementation of the RCA Definitions Framework for Bedded Levels of

Rehabilitative Care and Definitions Framework for Community-Based Levels of Rehabilitative

Care in order to establish common terminology, eligibility criteria and clinical components for all
levels of care.

Capacity Planning: Standardized approach to planning

e Supporting LHIN implementation of the RCA Capacity Planning Framework to enable more
consistent capacity planning across all LHINs and to address issues such as unmet and future

need.
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Outpatient/Ambulatory: Standardized dataset for outpatient/ambulatory rehab

e |Implementing a provincial proof of concept with CIHI and the MOHLTC to collect and analyze
comparable, standardized data across outpatient/ambulatory rehabilitative care programs in
order to support evaluation and improved planning.

System Evaluation: Improved quality through standardized evaluation

e |Implementing the RCA Rehabilitative Care System Evaluation Framework and developing

performance reports at the LHIN and provincial level.

Assess & Restore/Frail Senior/Medically Complex: Support to Assess & Restore initiatives

e Supporting knowledge exchange among Assess & Restore projects, analyzing their impact and
identifying opportunities for spread across the province.

QBPs — Hip Fracture and Total Joint Replacement: Best practices for primary hip/knee replacements
and hip fracture

e Establishing standardized rehabilitative care best practices to support implementation of
Quality-Based Procedures (QBPs) across the LHINs.

STRATEGICALLY ALIGNED: SUPPORTING HEALTH SYSTEM OBJECTIVES

The work of the RCA is informed by and consistent with Ontario’s policy context and supports current
health system objectives set out by the MOHLTC.

For example, the following RCA initiatives directly align with the 10-point plan to strengthen home and
community care set out in the Ministry’s 2015 document Patients First: A Roadmap to Strengthen Home
and Community Care*:

e The RCA’s definitions frameworks for bedded and community-based rehabilitative care have
established provincial standards for levels of rehabilitative care and support the Ministry’s work
to create a broader Levels of Care Framework.

e The RCA’s work to establish a standardized dataset for outpatient rehab and conduct a proof of
concept for a data reporting system supports the Ministry’s efforts to implement bundled care.
The RCA initiative will help to address the gap in data regarding the contribution of outpatient
rehab to patient care.

4 Ministry of Health and Long-Term Care, Patients First: A Roadmap to Strengthen Home and Community Care
(2015) http://www.health.gov.on.ca/en/public/programs/ccac/roadmap.pdf.
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e The RCA’s Capacity Planning Framework supports the optimization of community-based
rehabilitative care resources as envisioned in the Ministry’s commitment to develop a capacity
plan for home and community care across the province.

In the area of Assess & Restore initiatives, the RCA acts as an important liaison between the Ministry
and the LHINSs. It looks across all Assess & Restore projects to highlight key findings and results in order
to support spread across the province. The RCA is also supporting the implementation of quality-based
procedures by establishing standardized rehabilitative best practices following primary hip/knee
replacements and hip fracture. This work provides important additional information to augment Health
Quality Ontario’s clinical handbooks.

To ensure continued alignment with these provincial directions, the RCA regularly engages the LHINs,
the MOHLTC, provincial organizations and stakeholders across Ontario. This outreach creates important
linkages and opportunities to complement existing initiatives. Examples of these connections include:

e Provincial standards, funding and levels of care: The RCA reached out to the MOHLTC to make
connections between the RCA’s definitions frameworks for bedded and community-based
rehabilitative care and the Levels of Care Framework under development by the MOHLTC. The
RCA has also been active in raising implementation-related issues such as reporting and funding
with the Ministry’s Health System Funding Reform (HSFR) Hospital Advisory Committee. As a
result, the RCA is now participating in a new task group established by the HSFR Secretariat to
evaluate the inpatient rehabilitation grouper and recommend an appropriate basis for funding
inpatient adult rehabilitation.

e Outpatient/ambulatory data: Throughout its proof of concept to test a standardized minimum
dataset in outpatient/ambulatory rehab, the RCA has worked closely with CIHI, researchers from
the University of Waterloo and Wilfred Laurier University and InterRAl researchers to test
measures and methods of collecting data. The project has generated significant interest among
other provincial and national organizations including the Cardiac Care and Ontario Stroke
Networks, the Ontario Neurotrauma Foundation and others.

e Evaluating and benchmarking performance: In developing its evaluation framework and
performance benchmarks for rehabilitative care, the RCA worked extensively with an expert
panel group of researchers and representatives of the Institute for Clinical Evaluative Sciences
(ICES), Ontario Stroke Network, Health Quality Ontario (HQO), Ontario Association of
Community Care Access Centres (OACCAC), Ontario Hospital Association(OHA) and CIHI.

e Quality-Based Procedures: The RCA has engaged with a wide variety of stakeholders to ensure
adoption of its rehabilitative care best practice frameworks for primary hip/knee replacements
and hip fracture. These stakeholders include health professional associations, organizations
representing HSPs (OACCAC, Ontario Long Term Care Association [OLTCA], Ontario Association
of Non-Profit Homes and Services for Seniors [OAHNSS], Home Care Ontario), and organizations
like the Regional Geriatric Programs and Osteoporosis Canada. The RCA also participated in
HQO'’s initiative to develop provincial quality standards for hip fracture.
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STAKEHOLDER ENGAGEMENT: BUILDING BROADER CONNECTIONS

The RCA regularly meets with and presents to groups and organizations across the province. Engaging
the broader rehabilitative care, health care and policy communities is a key factor in the RCA’s success
to date. The following are some of the organizations the RCA liaised with during the second mandate:

e Alliance of Professional Associations for Community-Based Therapy Services (APACTS)
e CIHI Rehabilitation National Advisory Committee

e Health Quality Ontario

e  Ontario Association of Community Care Access Centres

e Ontario Association of Speech-Language Therapists

e Ontario Council of University Programs in Rehabilitation Sciences

e Ontario Hospital Association Rehab/CCC Provincial Leadership Council

e Ontario Physiotherapy Association

e Ontario Society of Occupational Therapists

e Regional Geriatric Programs of Ontario

In addition to its regular engagement with the LHINs, the RCA met with regional rehabilitation networks
across the province. The RCA’s work also draws attention outside Ontario. As a result, the RCA has
provided consultations to HSPs and regional health authorities in other parts of the country.

“With the leadership and support of the LHINs, the Rehabilitative
Care Alliance is actively improving rehabilitative care in Ontario.
The RCA’s work on standardized levels of rehabilitative care,
improved performance evaluation and consistent province-wide
capacity planning will help to ensure that Ontarians have better
access to quality rehabilitative care when and where they need it.
This work is making a difference.”

Nancy Naylor
Associate Deputy Minister, Delivery and Implementation
Ministry of Health and Long-Term Care
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Chapter Two

Definitions

Implementing provincial standards for rehabilitative care programs

BACKGROUND

The Definitions Framework for Bedded Levels of Rehabilitative Care and Definitions Framework for

Community-Based Levels of Rehabilitative Care were developed during the RCA’s first mandate. These
frameworks establish provincial standards for rehabilitative care programs by defining eligibility criteria,
patient characteristics and the focus and clinical components of each of the levels of rehabilitative care.

This has established a common understanding of rehabilitative care for patients, caregivers and
referrers and created a foundation to support system and local capacity planning.

DELIVERABLES

The RCA’s focus in the second mandate has been to assist LHINs with the implementation of the
definitions frameworks across their health service providers. The deliverables recognize the varying
states of readiness across LHINs to achieve full implementation of the definitions frameworks and are as
follows:

e LHIN implementation* of the RCA definitions frameworks for bedded and community-based
levels of rehabilitative care including

o LHIN-level adoption of new terminology, eligibility criteria and re-categorization of
rehabilitative care resources according to the levels of rehabilitative care in the
definitions frameworks

o Identification of any challenges/barriers in achieving full alignment with the definitions
frameworks by March 2017

o Development of an implementation plan* where full re-alighnment has not been
achieved by the end of this mandate

* with support as required from the RCA

APPROACH

To support the LHINs in their implementation of the definitions frameworks, the Definitions and
Capacity Planning Task Groups from the RCA’s first mandate were combined into one task group
consisting largely of the LHIN leads from each of the 14 LHINs. Given that the responsibility for
implementation of the frameworks was a LHIN deliverable, this structure was chosen intentionally to
allow for immediate decision-making, if needed, during task group monthly meetings. The LHINs had the
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option of inviting HSPs who were directly involved in implementation of the frameworks to join the task
group. Approximately six LHINs had HSP representation in addition to the LHIN lead.

The task group initiated the following key activities:

Conducting a clinical review and mapping of existing rehabilitative care programs

In fall 2015, LHINs were asked to conduct a current state review of rehabilitative care programs as a first
step towards adopting the eligibility criteria, new terminology and re-categorization of rehabilitative
care programs according to the new levels of rehabilitative care set out in the frameworks. The purpose
of the review was to obtain a clear understanding of how rehabilitative care programs aligned with the
definitions frameworks. To support LHINs with their review, the RCA developed mapping tools that
LHINs could disseminate to their HSPs to capture information on a number of elements: if, and where,
programs aligned; areas of partial or no alignment; and strategies required to achieve alignment. The
mapping survey was used for rehabilitative care programs offered in designated inpatient rehab and
complex continuing care (CCC) beds, convalescent care beds, and MOHLTC- or LHIN-funded community-
based programs/services with a primary rehabilitative care focus. Data on rehabilitative care services
provided by the CCACs was obtained centrally through the OACCAC.

During the mapping exercise, the secretariat held a number of consultation sessions to provide support
to the LHINs and HSPs. These included group teleconferences with 10 LHINs, as well as one-on-one
support to individuals and consultants involved with completing the mapping survey.

In total, the RCA received and analyzed 1,130 surveys for bedded and community-based programs—32
per cent of them bedded and 68 per cent of them community-based. A detailed summary of the
mapping survey results was completed at a provincial aggregated level and each LHIN received a
summary of results for its own region. Findings from the mapping survey could then be used by LHINs to
determine where to focus efforts to achieve better alignment.

Developing communication tools to support implementation

A Definitions Frameworks Communication Toolkit was developed for LHINs to engage local stakeholders
in the implementation of the frameworks. The toolkit is a comprehensive collection of information/tools
in a slide deck format that can easily be adapted for specific LHIN needs and audiences. It was divided
into sections that provide

e A definition of rehabilitative care and information about the RCA

e Rationale for developing the definitions frameworks, as well as descriptions of their key features
and the validation process used in their development

e Steps and tools to support implementation

A Frequently Asked Questions (FAQ) document was developed in spring 2016 to answer questions about

implementation of the Definitions Framework for Bedded Levels of Rehabilitative Care. The FAQ included
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information on the expectations for LHIN implementation of the definitions frameworks, clarification on
requirements of programs that were not fully aligned and answers to questions regarding the re-
classification of beds.

Establishing HSP Definitions Implementation Group

The Health Service Providers Definitions Implementation Group (HSP DIG) was convened in fall 2016 as
an adjunct to the Definitions and Capacity Planning Task Group. The group provided a forum for HSPs
directly involved in the implementation of the definitions frameworks to discuss and share information
on operational issues and strategies. Discussions also helped to identify common cross-LHIN
issues/questions that would benefit from further discussion at the larger task group. Membership in the
HSP DIG was determined by each of the LHIN Leads; the HSP DIG was not a decision-making group.

The HSP DIG was helpful in identifying and reaching consensus on additional strategies or tools to
support a common understanding of rehabilitative care across the province. For example, the group
discussed current naming practices and discussed the feasibility of using a common naming convention
for similar programs within a level of rehabilitative care. The group developed a Patient/Caregiver
Information Letter on the Levels of Rehabilitative Care (to be finalized Spring 2017) with additional input
provided by the RCA’s Patient/Caregiver Advisory Group. The HSP DIG also developed the document
Referral Options for Community-Based Levels of Rehabilitative Care (to be finalized Spring 2017).
(Referral Options for Bedded Levels of Rehabilitative Care had been disseminated through the
Definitions and Capacity Planning Task Group in spring 2016. The format of the community referral tool
uses a different format to accommodate the diversity of programs and service settings that are
available.) These tools are intended to help referrers and the public understand the levels of
rehabilitative care.

Identifying structural changes to support implementation of the definitions frameworks

As LHINs implemented the definitions frameworks, questions re-surfaced regarding the potential
reporting implications of including patients who require lower intensity, longer duration rehabilitative
care within the Rehabilitation level of care. Currently, high intensity rehabilitation is offered in
designated rehab beds that report performance to CIHI through the National Rehabilitation Reporting
System (NRS), while low intensity rehab is offered in CCC beds that report performance through the
Continuing Care Reporting System (CCRS).This means two different reporting tools are used to capture
information on these patient groups and two different funding mechanisms are applied, each with its
own funding incentive (i.e., funding is based on “weighted cases” for NRS-reporting beds vs. funding
based on “weighted days” for CCRS-CCC-reporting beds.) This issue was raised during the development
of the framework in the RCA'’s first mandate. At that time, the RCA submitted a request to the
MOHLTC’s Health System Funding Reform Hospital Advisory Committee to consider the possibility and
implications of developing new groups in the NRS grouper (or modifying the weights of existing groups).
A follow-up briefing note was submitted in May 2016.
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In fall 2015, the RCA asked the Provincial Standards Sustainability Office (PSSO) if there was an
opportunity to align the Provincial Referral Standards (PRS) terminology with the Definitions Framework
for Bedded Levels of Rehabilitative Care as another means to support implementation of the framework.

The PSSO has since disbanded and the RCA has been given the responsibility to align the PRS with the
framework. This work will be done in the RCA’s third mandate.

Supporting LHINs in reporting their implementation status

At the outset, it was recognized that LHINs were at varying stages of readiness to achieve full
implementation of the definitions frameworks. As a result, LHIN deliverables for the initiative included
identifying barriers or challenges to achieving full implementation by the end of Mandate Il. In the event
that barriers were identified, LHIN deliverables also included developing a plan to achieve
implementation that extended beyond the current RCA mandate.

To support the LHINs with these deliverables, the secretariat developed a standardized reporting
template for LHINs to use to provide information on the status of their implementation. This
information benefited not only the secretariat, but also the LHINs, who could use it to inform the
development of their implementation plans where full re-alignment would not be achieved.

KEY LEARNINGS AND RECOMMENDATIONS

e Programs across province have a high degree of alignment with definition frameworks, but
full alignment will require structural changes.

The mapping surveys revealed a high degree of alignment with the levels of rehabilitative care
as defined and described in the RCA definition frameworks. Of the 356 bedded programs that
submitted surveys, 93 per cent indicated full (66%) or partial alignment (27%). Of the 774
community programs that submitted surveys, 99 per cent of all programs indicated full (85%) or
partial alignment (14%). However, structural changes (see below) will be required to address the
issues preventing full alignment.

e Changes in one part of the health care system have implications for other parts of the system.

The development and implementation of the definitions frameworks for levels of rehabilitative
care established a new conceptualization and language for rehabilitative care, which are not
reflected in existing referral and communication tools. In order to support full implementation
of the definitions frameworks, alignment of existing tools and processes must also be addressed
to support the change process (e.g., the PRS and Electronic Resource Matching and Referral
[RM&R] referral platforms).

Recommendation: That the RCA make the necessary changes to the Provincial Referral
Standards terminology (as mandated by the LHIN CEOs) to align with the RCA’s Definitions
Framework for Bedded Levels of Rehabilitative Care.
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Structural changes to support implementation of the definitions frameworks take time.

As noted earlier, the Rehabilitation level of bedded rehabilitative care includes low to high
intensity rehabilitation. However, low and high intensity rehabilitation are currently reported
using two different reporting tools (NRS and CCRS) and operate under two different funding
formulas and system of incentives. It is therefore difficult to make comparisons on patient
outcomes and other indicators. Additional groups that reflect the unique profile of patients who
require a lower level of rehabilitation intensity may need to be added to the NRS grouper, or
modifications may need to be made to the weights of existing groups to fairly reflect the
resource needs of these patients.

Near the end of Mandate Il, the MOHLTC created the HSFR Inpatient Rehabilitation Care
Technical Task Group to evaluate the current inpatient rehabilitation grouper and make
recommendations for refinements to the re-designed case mix methodology and weights to be
used for funding. While this task group undertakes this work, the RCA continues to support
change efforts by creating opportunities for HSPs to raise issues of concern (e.g., regular
monthly task group meeting), providing written information on commonly asked questions (e.g.,
FAQ document on the definitions bedded framework) and providing step-by-step support to
those directly involved with implementation (e.g., establishment of the HSP DIG).

Recommendation: That within the scope of its mandate, the HSFR Inpatient Rehabilitation Care
Technical Task Group consider changes to the funding formula and reporting that would better
reflect the complexity of patients within the Rehabilitation level of care who need to progress in
their ability to tolerate greater rehabilitation intensity.

Alignment with other health care directions is vital.

The RCA has made a concerted effort to engage its members to help inform the RCA’s mandate,
areas of focus and specific initiatives. Moreover, attention was paid to ensure that RCA work is
aligned with Ministry/LHIN directions to further strengthen member engagement and ensure
successful achievement of deliverables.

There is no such thing as too much communication.

System-wide change involves multiple stakeholders and multiple sectors in the health care
continuum. The successful achievement of initiatives requires a robust communication strategy
that reaches the right audience at the right time in a manner that is accessible to the target
audience. The RCA has developed multiple communication tools and used various committee
structures and presentation formats (e.g., forums, webinars, face-to-face presentations,
electronic newsletters) to reach stakeholders across the province. And yet there will always be
some individuals and groups who are missed or who are new to the sector or an organization.
Ongoing efforts by the RCA, its committee members and the LHIN Leads will be needed to
support awareness and uptake of the definitions frameworks.
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Recommendation: That the RCA continue to engage and support provincial stakeholders in the
uptake and implementation of the RCA’s definitions frameworks.

IMPACT/VALUE FOR LHINS

The definitions frameworks for bedded and community-based levels of rehabilitative care established
standards for levels of rehabilitative care that support consistency in the application of eligibility criteria,
goals of care, characteristics of patients/clients, availability of medical and health care professional
resources, and intensity of therapy.

In the RCA’s second mandate, the focus has been on supporting LHINs to take the next step in breathing
life into the definitions frameworks by working towards their full implementation into rehabilitative care
programs.

To support the LHINs in their implementation of the definitions frameworks, the RCA, through the
Definitions and Capacity Planning Task Group, provided the mechanism and the secretariat support to:

e Identify and implement a staged process for LHINs to use as they worked towards
implementation

e Identify and address, where possible, common challenges to implementation

e Develop and use tools to gauge LHIN progress towards implementation (e.g., current state
mapping exercise and analysis of findings, and a standardized template to report status of
implementation)

e Identify structural barriers to full implementation and develop strategies to mitigate these
barriers

e Develop practical tools to support engagement of health service providers and implementation
(e.g., communication toolkits and referral checklists to facilitate categorization and
communication of the changes in rehabilitative care)
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TOOLS/RESOURCES TO SUPPORT LHIN IMPLEMENTATION

e FAQs: Implementing the RCA Definitions Bedded Framework

e Referral Options for Bedded Levels of Rehabilitative Care (previously known as a Referral
Checklist for Bedded Levels of Rehabilitative Care)

e Patient/Caregiver Information Letter on the Levels of Rehabilitative Care (to be finalized Spring
2017)

e Referral Options for Community-Based Levels of Rehabilitative Care (to be finalized Spring 2017)

“With an aging population driving increasing demand for
rehabilitative care, the implementation of standardized definitions
for levels of inpatient (bedded) and community/outpatient
rehabilitation has been vital. As the Patients First legislation moves
forward with a focus on equity, access and care transitions, the
definitions frameworks provide a solid foundation for
standardization and regional planning of rehabilitative care
services.”

Helen Johnson
Physiotherapy Clinical Specialist, Seniors Health
ESC LHIN Rehabilitative Care Lead
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Chapter Three

Capacity Planning

Introducing standardized planning for future need

BACKGROUND

The RCA Capacity Planning Framework was developed during the RCA’s first mandate to support a

standardized approach to capacity planning for rehabilitative services across the province. The
framework was intended to enhance understanding of local and regional needs for rehabilitative care
services and establish consistency in planning and organizing resources that are responsive to those
needs.

DELIVERABLES

The RCA’s focus in its second mandate has been to support the LHINs in their use of the Capacity
Planning Framework. The deliverables are as follows:

e LHIN application* of the RCA Capacity Planning Framework. The framework includes a
comprehensive list of considerations inclusive of all potential scenarios and needs. However as
LHINs move forward with capacity planning, they will be encouraged to first draw on the
measures/considerations within the framework that reflect

O Local priorities and needs
0 Results of the mapping exercise of the RCA definitions frameworks
0 Provincial and LHIN-level data to inform capacity planning for rehabilitative care

0 Summary of cross-LHIN and provincial rehabilitative care resources within the context of
the RCA definitions and capacity planning frameworks

* with support as required from the RCA

APPROACH

The work of the Definitions and Capacity Planning Task Group was guided by evidence and data,
including LHIN-specific reviews of their rehabilitative care resources relative to the RCA definitions
frameworks and LHIN-specific capacity plans.

Given that the focus of this initiative was LHIN support for the implementation of a provincial framework
developed during the RCA’s first mandate, continued LHIN/HSP engagement and involvement was key
to ensuring provincial alignment and standardized implementation across LHINs. To facilitate this, the
RCA focused on assisting the 14 LHINs by providing significant support in defining, gathering and
analyzing the provincial and LHIN-level data required by the rehabilitative care capacity planning
framework.
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The following guiding principles informed the work:

e Builds on and aligns with the RCA definitions frameworks to support the implementation of
standardized definitions and framework

e Uses best available data derived from existing and reliable data resources

e Addresses the cross continuum nature of rehabilitative care: acute care, bedded levels of
rehabilitative care, community/ambulatory care and long stay/long term care

e Considers identification of the current state from the perspective of population data,
appropriate resourcing, efficiency, access and effectiveness

Identifying data elements

Working with the LHINs, the secretariat and the task group began their work by identifying data
elements from the framework that would be foundational to regional and provincial rehabilitative care
planning. The task group identified 16 key data elements that describe current utilization, regional
population demographics, ALC and wait times. (Appendix E)

The task group confirmed three years of data for these shared data elements would be collected to
assist all 14 LHINs in using the framework and to replace multiple LHIN-level data extractions. Efforts
then focused on confirming data definitions and consistent methodology and working with the LHINs
and various provincial stakeholders (e.g., the OACCAC and LHIN decision support representatives) to
identify key analysis questions across the various data elements that could inform local capacity
planning.

Aligning data elements with the RCA definitions framework

To ensure data alignment with the bedded levels of care in the RCA’s definitions framework, the RCA
engaged a group of rehab/CCC hospital program directors, LHIN representatives and experts in the MDS
RAI 2.0 tool to discuss how data is captured and reported in CCC beds and to identify which categories
would best represent rehab activity occurring in those beds. The group determined that for capacity
planning purposes, any patient in a CCC-reporting bed that has been assigned a special rehab
rehabilitation utilization group (RUG) category should be included in the Rehabilitation level of care.
(Note: Discussions are ongoing to ensure that RUG categories are properly aligned to reflect the patient
populations served and the therapy services provided.)

For the purposes of capacity planning, the following data definitions were used to describe the four
levels of bedded rehabilitative care:
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Level of bedded rehabilitative care Data definition

Rehabilitation NRS-reporting beds: all patients
CCRS-CCC-reporting beds: all patients assigned to
special rehab RUG category

Activation/restoration CCRS-LTC-reporting beds: all patients flagged as
convalescent care

Short term complex medical management CCRS-CCC-reporting beds: all patients in non-
special rehab RUG categories where LOS £ 90
days and patients are discharged home or to
rehab*

Long term complex medical management CCRS-CCC-reporting beds: all other patients in
non-special rehab RUG categories*

* Excluding patients in behavioural and palliative CCC beds where possible (taking into consideration the
local context).

With data definitions in place, the RCA worked to gather the data from several sources: ALC and wait
time data was provided by Access to Care; Community Care Access Centre (CCAC) and community data
was provided by the OACCAC; convalescent care data was provided by the Ministry of Health and Long-
Term Care; and all other data was obtained from IntelliHEALTH ONTARIO®.

Data collection and analysis was supported by Erie St. Clair LHIN decision support as well as contracted
consultant services. Analysis was focused on trending year over year and LHIN comparisons and
included:

e Variation over time and variation across LHINs for data elements from each of: NRS, CCRS, and
Convalescent Care Program (CCP) elements. Each of the 16 data elements was considered by
Rehabilitation Client Group (RCG) or RUG category where appropriate.

e Variation over time and across LHINs and aligned with the new definitions framework definition
for Rehabilitation level of care, with a standardized approach to categorization of provincial
administrative data

e A more in depth analysis on average length of stay in CCRS-reporting beds in order to better
understand the characteristics of patients who have a length of stay that is less than 14 days or
greater than 90 days.

5> Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO.
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Addressing unmet need for rehabilitative care services

In addition to considering the 16 data elements focused on current utilization of rehabilitative care
services in Ontario, planning decisions should also consider unmet need. To address this, the RCA
developed a resource that provides the necessary information to use conditions typically requiring
rehabilitative care as a proxy for identifying unmet need in rehabilitative care. The Compendium of
Recommendations for Conditions Typically Requiring Rehabilitative Care: A resource developed to

support capacity planning was based on a review of current evidence and best practice guidelines for

rehabilitative care (where available). For each condition, the evidence or guideline was reviewed for
recommendations regarding the use of bedded vs. community-based rehabilitative care and for the
prevalence/incidence of the condition (as available).

Putting the data to use

As the data elements were collected and analyzed, they were distributed to each LHIN. A final summary
package of data was also provided to the LHINs at the end of the mandate. The LHINs have begun to use
that data to examine needs within their local context as the first step in capacity planning. The
methodology that the RCA established to collect the data is also being adopted by the LHINs for their
own data collection and analysis.

KEY LEARNINGS AND RECOMMENDATIONS

e Conditions typically requiring rehabilitative care could be used as a proxy for unmet need in
place of substantive data.

Although the RCA’s resource uses this proxy, its utility for capacity planning is limited by the lack
of evidence and guidelines regarding inpatient vs. outpatient/in home rehabilitative care. There
is a critical need for continued focus on improving and strengthening evidence that can help to
inform planning decisions.

Recommendation: That consideration be given to how to strengthen the connections between
rehabilitative care planners/policy-makers and researchers to address gaps in evidence that limit
effective capacity planning for rehabilitative care.

e There is a need to better understand the reasons for ALC designation for rehabilitative care
within 48 hours of admission to acute care.

According to Access to Care data, seven to 10 per cent of all patients admitted to acute care
who are eventually discharged to inpatient rehab (NRS, CCRS-CCC or CCRS-CCP reporting bed)
are designated ALC for rehab within 48 hours of their acute care admission. Given this, the task
group speculated that these patients or a subset might have benefited from direct admission to
inpatient rehabilitative care from the community rather than an acute care admission.

Recommendation: That the RCA (in collaboration with the provincial ALC Advisory Committee)
undertake further data analysis to better understand the patient population designated ALC for
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rehabilitative care within 48 hours of acute care admission and the factors contributing to this
designation.

Patients admitted to a CCRS-reporting bed have a length of stay of less than 14 days more
often than expected.

Approximately 30 per cent of all patients admitted to a CCRS-reporting bed in Ontario have a
length of stay of less than 14 days. Because RUG categories are determined on the patient’s 14"
inpatient day, the RUG category for these patients is blank. It was hypothesized that these
patients are often palliative patients who die early in their stay, and the data shows that 54 per
cent of patients with no RUG category indicated are “discharged” due to death. The other 46 per
cent are discharged to other facilities or locations, including home. For planning purposes, it
would be valuable to better understand the reason for these very short stays.

Recommendation: That the RCA work closely with clinical and decision support representatives
to undertake analysis across data sets in order to better understand the reasons for the high
number of short stays in Continuing Care Reporting System (CCRS)-reporting beds.

LHINs are at a greater state of readiness to assess and plan capacity for higher volume
populations where evidence in support of rehabilitative care is strongest, i.e., stroke, total
joint replacement (TJR) and hip fracture.

However many LHINs are also looking at rehabilitative care capacity planning for frail older
adults. Determining the incidence or prevalence of patients with medically complex needs
requiring rehabilitation is difficult. In the past, age has been used as a proxy for the need for
geriatric rehabilitation (including rehab for medically complex needs). For example, the Senior
Friendly Hospitals Report® notes that approximately one in three seniors is admitted to acute
care and of those, approximately 50 per cent could benefit from rehabilitative care. However, it
is recognized that individuals with medically complex needs exist across the age span. There is a
need for improved evidence. Rehabilitative care literature that supports capacity planning is
currently more focused on bedded care than community-based rehabilitation and often focused
on a particular intervention or therapy profession. This makes it difficult to generalize.

IMPACT/VALUE FOR LHINS

This marks the first time that rehabilitative care data to support capacity planning has been pulled

across all LHINs using a consistent, standardized method and format. The data provides important

insights on the current need for and utilization of rehabilitative care services. In addition to pulling the

data, the RCA has provided the LHINs with some early analysis with additional analyses taking place as

guestions emerge.

5 Ken Wong, David Ryan and Barbara Liu, Senior Friendly Hospital Care Across Ontario: Summary Report and
Recommendations, (September 2011)
http://seniorfriendlyhospitals.ca/sites/default/files/SFH%20Provincial%20Report%20-%20FINAL 3.pdf.
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The RCA also helped the LHINs to integrate these standardized methods and format into their own
processes so that going forward they are able to categorize their administrative data (NRS, CCRS and
RAI-HC) according to the RCA definitions frameworks and data definitions for the levels of care.

Underlying all of this work is the critical foundation provided by the RCA Capacity Planning Framework
and the RCA Definitions Framework for Bedded Levels of Rehabilitative Care and Definitions Framework
for Community-Based Levels of Rehabilitative Care. These frameworks provide a consistent provincial
approach to defining and planning for rehabilitative care services that could be applied across all LHINs
and allow them to advance their own goals.

Establishing this common foundation and approach to data and capacity planning for rehabilitative care
across LHINSs is a significant achievement and will help to reduce variability in access to rehabilitative
care services across the province. When combined with data on population trends, this data will provide
a clear picture of Ontario’s rehabilitative care needs and allow LHINs to plan for rehabilitative services
into the future.

TOOLS/RESOURCES TO SUPPORT LHIN IMPLEMENTATION

e Compendium of Recommendations for Conditions Typically Requiring Rehabilitative Care: A
resource developed to support capacity planning

“The Rehabilitative Care Alliance has developed a provincial
framework to promote consistency in capacity planning across all
14 LHINs in Ontario. The framework will greatly assist LHINS,
health service providers and others to improve the consistency and
standardization in planning rehabilitative care capacity at the sub-
region, LHIN and provincial level.”

Kim Young
Advisor, Access to Care
Hamilton Niagara Haldimand Brant LHIN
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Chapter Four

Outpatient/Ambulatory

Tracking performance outcomes for outpatient rehab services

BACKGROUND

Standardized data collection for outpatient/ambulatory-based (OP/AMB) rehabilitative care has been
identified as a priority to support funding and planning decisions and to ensure patient access to
services.” 8 As LHINs and health service providers implement best practices and quality-based
procedures, the focus on outpatient rehabilitative care continues to grow. In the RCA’s first mandate, a
standardized Outpatient/Ambulatory Rehabilitative Care Minimum Data Set was developed to support

standardized data collection, the development of comparable performance metrics, and capacity
planning at the organizational, local, regional and provincial levels. This data also enhances
understanding of the role of outpatient/ambulatory-based rehabilitative care in supporting other
aspects of hospital and community-based services.

DELIVERABLES

In its second mandate, the RCA’s focus has been to implement a provincial proof of concept (POC) with
CIHI and the MOHLTC on the standardized minimum data set (MDS) for LHIN/MOHLTC-funded
outpatient rehabilitative care programs (i.e., hospital-based and other ambulatory clinics). The provincial
proof of concept will provide evaluation results to inform next steps and recommendations for
improvements in the data set. The deliverables are as follows:

e Identify a measure(s) of functional change and patient experience to support evaluation of
functional outcomes in outpatient rehabilitation

e |dentify a data collection system and patient classification system for the OP/AMB provincial
proof of concept

e Conduct an OP/AMB provincial proof of concept of the OP/AMB minimum data set

e Report on results of the OP/AMB provincial proof of concept including recommendations for a
data collection/patient classification system and high level implementation plan for provincial

7 Office of the Auditor General of Ontario, “Reports on Value-for-Money Audits: Rehabilitation Services at
Hospitals,”2013 Annual Report (2013),
http://www.auditor.on.ca/en/content/annualreports/arreports/en13/2013ar en web.pdf.

& Ontario Physiotherapy Association, Ontario Society of Occupational Therapists, Ontario Bone and Joint Health
Network and the Ontario Orthopaedic Expert Panel, Current State Review of Outpatient Rehabilitation Services
Available at Ontario Acute and Rehabilitation Hospitals and Recommendations to Optimize the System (October,
2011), http://docplayer.net/11620713-Current-state-review-of-outpatient-rehabilitation-services-in-ontario-
2.html
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operationalization of the OP/AMB minimum data set. Note: A high level summary is included
below. A more detailed report will be published in early 2017/18.

APPROACH

The Outpatient/Ambulatory Task and Advisory Groups worked with a number of stakeholders to
implement a proof of concept for outpatient rehabilitation and community-based physiotherapy clinics
to report on a prescribed minimum data set. The purpose of this proof of concept was to test a basic,
generic and affordable data reporting system for outpatient and ambulatory clinics. This project is a first
step in enabling organizations to answer questions about the contribution of outpatient/ambulatory
rehabilitative services provided to patients in Ontario.

The following guiding principles supported the implementation of the proof of concept:

e Consideration of the relative ease of collection and reporting of data elements.

e Recommended data elements will align with data elements currently collected within other
sectors (e.g., community clinics, CCAC and inpatient rehab) to support cross continuum data
collection and reporting where possible.

e Elements included in the data set will demonstrate evidence of the benefits of
outpatient/ambulatory rehabilitative care in achieving health system goals (e.g., patient
outcomes, implementation of best practices and costs).

e The interests of all levels of stakeholders (MOHLTC, LHINs, HSPs and patients/caregivers) will be
considered in the development of the MDS where possible/appropriate.

A total of 21 hospital and community-based programs participated in the proof of concept. (Appendix F)
Participation was voluntary and no additional funding was provided to participating sites. Each program
collected data from April to December 2016* from one or more of the following quadrants of the
standardized minimum data set:

e Access and Transition and Utilization quadrants (using National Ambulatory Care Reporting
System [NACRS] Clinic Lite [NCL], reported to CIHI)

e Functional Impact quadrant (using the Community Rehab Assessment [CRA], a measure of
functional outcome developed by international InterRAIl researchers)

e Patient Experience quadrant (using the WatLX™, a measure of patient experience developed by
researchers from the University of Waterloo and Wilfred Laurier University)

* Some programs also opted to submit historical data from 2015/16 as part of the proof of concept.

The RCA undertook the role of project lead and coordinator with respect to ethics and privacy regarding
the collection and sharing of de-identified data. The RCA worked with the ethics and privacy offices of
University Health Network, RCA’s host organization, to draft data-sharing agreements for all
participating sites. The sites coordinated with their own ethics and privacy offices as appropriate. As no
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personal health information was shared during this project, no further ethics review or approval was
required.

Collecting outpatient/ambulatory data across the project sites

NACRS Clinic Lite—Access/Transition and Utilization

During the pilot, NACRS Clinic Lite was used to collect data from the Access and Transition and
Utilization quadrants of the RCA’s standardized Outpatient/Ambulatory Rehabilitative Care Minimum
Data Set using a standardized set of data elements. The project was a collaboration between the
MOHLTC, CIHI and the RCA. The nine sites that used NACRS Clinic Lite submitted 5,560 records to CIHI
over the data collection period. Most sites used a web-based data entry system; one site used an

electronic file submission system. During the expression of interest and onboarding for NACRS Clinic
Lite, it became apparent that most of the participating sites were large academic hospitals. In an
attempt to achieve better provincial representation on this project, the RCA actively sought to involve
small, rural and northern hospitals. Through this process, one additional site—a smaller, rural hospital—
agreed to participate. Generally, these smaller organizations found the start-up costs (i.e., time and
human resources) to be a barrier to participation.

The RCA supported sites with their data collection, working with partners to address logistical
requirements during the kick-off phase. The RCA liaised with the MOHLTC to obtain and confirm AM
numbers for those sites that did not currently use them to report data to the Ministry and worked with
financial reporting contacts from the sites to select and confirm an appropriate MIS reporting code.

The RCA developed an extensive set of data analysis templates for use by CIHI in reporting the collected
data. These data-reporting tables captured areas such as patient population, referral and access, service
utilization and financial performance, and discharge destination and were reviewed with the task and
advisory group for feedback.

Community Rehab Assessment—Functional Outcome

The Community Rehab Assessment is a measure of functional outcome developed by international

InterRAI researchers. It is based on other validated InterRAl tools and is comprised of two parts: the self-
report tool for patients and the in-clinic assessment for clinicians to complete. The Community Rehab
Assessment allowed clinicians in the proof of concept to determine a patient's functional improvement
in areas such as their ability to participate in activities of daily living, return to work, mobility and
cognitive function. Over the course of the project, 212 admission assessments and 101 discharge
assessments were completed for the self-report tool and 201 admission assessments and 133 discharge
assessments were completed for the in-clinic assessment.

The RCA acquired the services of the software development company Tevetra to create an online data
entry site and accompanying database for the Community Rehab Assessment. Sites that participated in
this part of the provincial proof of concept could opt to use the online entry system or collect data on
paper, which was later entered into the database manually by the RCA.
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WatLX™ —Patient Experience

Data from over 500 patients at 25 sites was gathered using the WatLX™ measure, which was developed
by researchers from the University of Waterloo and Wilfred Laurier University. The tool measures
patient experience of the care received using 10 questions, each with a five-point Likert scale for
response. Patient demographic questions were also included but with no patient identifiers. Patients
provided the experience surveys in sealed envelopes to a centralized location at their site; the surveys
were then mailed to the RCA for data entry and analysis.

Evaluating the provincial proof of concept

Feedback from participating sites was collected throughout the project during task group meetings and
through a set of evaluative questions for the project that were distributed one month after the project
start date and at the completion of the project. This feedback is reflected in the key learnings included
below and has been used to determine next steps.

To augment this feedback and the RCA’s data analysis for each tool, the RCA established a partnership
with ICES to assist with data analysis. Following the RCA’s submission of an applied health research
guestion in December 2015, ICES has agreed to conduct the data analysis for the four sites that are
collecting data using all three tools. This analysis will be conducted in spring 2017.

KEY LEARNINGS AND RECOMMENDATIONS

e Time-saving electronic file submission is not available to many sites due to additional cost.

Sites that submitted data using NACRS Clinic Lite were able to enter data either manually
through a web-entry system or electronically using an electronic file transfer system. Using
electronic file submission significantly reduced the time to complete and submit a record. Given
the duration of the proof of concept and the lack of funding for sites to participate, this was not
a viable option for most sites, as it required their vendors to create a customized interface to
extract data from electronic health records/health information systems.

Recommendation: That the RCA liaise with provincial stakeholders and their vendors to address
the need for customized solutions to support reporting of outpatient/ambulatory data.

¢ Modifications to NACRS Clinic Lite are needed to reduce time for data entry.

NACRS Clinic Lite is designed to capture a minimal data set with each visit record. As a result,
some data elements need to be re-entered for every patient visit. Sites submitting data through
NCL indicated that in order to make this data collection ongoing, the time for web-based data
entry would need to be reduced. Some proposed options include: 1) modifications of the NCL
web-entry tool to either auto-populate or require a one-time entry for demographics or other
data that is repeated across visits and 2) a provincial mandate to use NCL to collect
outpatient/ambulatory data in order to encourage sites to invest in vendors that can provide
automated solutions.
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Recommendation: That the RCA work with CIHI and provincial stakeholders to implement
recommended changes to NACRS Clinic Lite in order to reduce data entry time for
outpatient/ambulatory data.

The data burden of the current Community Rehab Assessment needs to be reduced.

Preliminary analysis of the CRA data indicates that functional improvement can be measured in
many rehab populations. Approximately 80 per cent of patients had an identified functional
deficit at admission and demonstrated substantial improvement by discharge from the rehab
program. Patients demonstrated substantial improvement in instrumental activities of daily
living (IADL), mobility, increase in social activities and improvement symptoms such as pain and
fatigue.

Unfortunately, in the opinion of most of the clinicians who worked on the project, the burden of
data entry was high and some clinicians were undecided whether the CRA measures clinically
significant change. Site-specific debriefing of outcomes is planned. Specific suggestions are being
considered from participating sites on elements that should be added, removed from or
modified in the CRA. These modifications to the tool and the reduction of data entry time are
being considered as next steps toward implementation on a broader scale.

Recommendation: That the RCA review the feedback on the Community Rehab Assessment
measure with proof-of-concept pilot sites and provincial stakeholders to determine how to
move toward implementation of a provincial measure of patient outcome in the outpatient
rehabilitation setting.

WatLX™ was easy to implement and demonstrated positive patient experience.

Sites that submitted data using WatLX™ noted that the process for collecting patient experience
data was easy to implement and did not require significant staff training. Data collected from
the tool indicate that out of a possible score of 50, most sites scored a mean between 46 and
50, i.e., patients expressed that they had a positive experience of rehabilitative care.
Researchers have considered a possible “ceiling effect” and are looking into a similar tool that
uses a 7-point Likert scale. This new tool will be tested for validity and evaluation of any ceiling.

IMPACT/VALUE FOR LHINS

This marks the first time that comparable, standardized data has been collected across

outpatient/ambulatory rehabilitative care programs. It addresses a long-standing gap in data collection

and will allow evaluation of the value of outpatient/ambulatory rehabilitative care and better planning

at the organizational, regional and system level. To date, stakeholders have been provided with a high

level data summary from the provincial proof of concept. Each participating site will also receive a

summary of their site-specific data. A more detailed report of the overall findings from the provincial

proof of concept will be published in early 2017/18, providing LHINs with a better understanding of the
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data that could be obtained from the minimum data set and a concrete direction for a larger scale

implementation.

The provincial POC and the data obtained from the project provide the first step toward addressing the
recommendations of the 2013 Auditor General’s report. The work also aligns with the directions of the
Ministry of Health and Long-Term Care toward bundled funding and the need to better understand the
return on funds invested in outpatient/ambulatory rehabilitative services (e.g., improved patient
function and quality of the patient experience). As expected, valuable information was gained from this
first provincial POC that will set the next steps for a broader implementation of the
outpatient/ambulatory minimum data set.

TOOLS/RESOURCES TO SUPPORT LHIN IMPLEMENTATION

e Summary of Provincial Data of the Proof of Concept

e NACRS Clinic Lite Data Elements

e Community Rehab Assessment Tool

e WatlX™ Tool

“With the implementation of a minimum data set, clinical decision
makers will finally be in a position to begin evaluating outpatient
rehabilitation. This will help the system gain a better understanding
of the important role outpatient rehabilitation plays within an
integrated and efficient health care system. The Rehabilitative Care
Alliance has been instrumental in putting this into place.”

Michael Gekas
Senior Director, Operational Performance
Sinai Health System
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Chapter Five

System Evaluation

Improving quality through standardized evaluation

BACKGROUND

In the RCA’s first mandate, the RCA Rehabilitative Care System Evaluation Framework was developed to

support a standardized approach to evaluating system performance across the rehabilitative care
continuum. This standardized approach is intended to support evidence-based practice and system-wide
improvement, including the prioritization of regional and provincial quality improvement opportunities.
Furthermore, it will allow LHINs, HSPs and other stakeholders to demonstrate the contribution of
rehabilitative care to overall health care system objectives.

DELIVERABLES

In its second mandate, the RCA’s focus has been to support implementation of the system evaluation
framework to allow standardized evaluation of rehabilitative care system performance at the local,
regional and provincial levels across a set of key indicators. The deliverables for this work are as follows:

e |dentify/develop definitions for indicators within RCA evaluation framework
e Develop targets/benchmarks for indicators (where data is available)

e Provide performance reports based on RCA data analysis for indicators reflecting LHIN and
provincial-level rehabilitative care system performance

e Recommend process to support LHIN-level reporting on regular basis

e Recommend improvements regarding data gaps and existing data collection methodologies
(where required/appropriate)

APPROACH

The work of the System Evaluation Task and Advisory Groups focused on the implementation of the
framework with the goal of developing a provincial performance report and preliminary scorecard using
the indicators from the framework. The following principles guided the group’s work:

e Data used in performance reports is available to all stakeholders.
e The best available data derived from existing and reliable data resources is used.
e Existing targets and benchmarks are used where available/appropriate.

e Methodology used to set benchmarks is transparent.
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e Performance data is shared with stakeholders intentionally and sensitively.
e Priority indicators are selected with input from patients/caregivers.

e Benchmarks are set for indicators for which change is required/desired and for which the impact
of change is understood.

e Benchmarks provide strategic evidence for rehabilitative care to support the achievement of
health system goals.

The development of the performance report and scorecard was conducted in several stages: 1) identify
priority indicators from the system evaluation framework, 2) obtain required data and conduct analysis,
3) establish benchmarks, 4) identify a selection of supplementary indicators, 5) develop technical
definitions for all indicators, and 6) build the report and preliminary scorecard. Provincial stakeholders
were engaged in all aspects of this work.

Identifying priority indicators with the support of an expert panel

In September 2015, Ontario leaders in system evaluation gathered to provide expert advice to the RCA.
The goal was to identify the best methodology for identifying benchmarks for indicators in the system
evaluation framework.

Fifteen subject matter experts participated in the expert panel from ICES, HQO, CIHI, the Ontario
Hospital Association, the Ontario Stroke Network (OSN) and the Central West, Central East, Toronto
Central and Mississauga Halton LHINSs.

The panel noted that developing targets and benchmarks is a time-consuming and challenging process
and recommended that the RCA begin by setting benchmarks for only three to five indicators from its
framework. The panel recommended that the System Evaluation Task Group determine the priority
indicators by using the Expert Choice Tool°. This regimented decision-making tool is used by LHINs and
enables reviewers to compare alternatives against a set of predetermined criteria. The prioritization
exercise was based on weighted criteria in the following areas: strategic alignment, reliability,
actionable, timeliness and clarity. Five indicators were shortlisted for the development of benchmarks
and were validated with the RCA’s Patient/Caregiver Advisory group.

Setting benchmarks with the support of the expert panel

To develop benchmarks for the selected priority indicators, the task group reviewed a comparison of
methods used in the reporting of benchmarks for other system-wide reports published by OSN and

HQO. The task group selected the benchmark methodology employed by HQO when establishing the
benchmarks for the long term care home sector. This methodology uses a modified Delphi approach

° http://expertchoice.com/
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with an expert panel to establish benchmarks that are attainable, agreeable to major stakeholders and

reflective of top performance.

Prior to the meeting of the expert panel, the task group reduced the number of priority indicators to

four, as it was determined that one of the indicators did not have reliable data available for setting the

benchmark.

To ensure the benchmarks developed for the indicators were evidence-informed and based on current

performance, the expert panel was provided with the following key information: the technical

specification of each indicator (developed by the task group); high-level evidence, where available in the

literature; and current performance for the indicator comparing LHINs over a three-year period,

including descriptive statistics. Experts were invited to use the Expert Choice Tool in advance of the

meeting to propose a benchmark for each indicator. Using a modified Delphi approach and following

discussion at the meeting, the expert panel reached consensus on benchmarks for two of the four

indicators. For another of the indicators, the panel determined that a benchmark is not needed at this

time because provincial performance is already high and there is little regional variability. For the fourth

indicator, the group reached consensus on the appropriate methodology for setting a benchmark, but

determined that the data needed to be updated prior to finalizing it.

The proposed benchmarks were then reviewed by the task and advisory groups. Feedback from these

provincial stakeholders was considered by the expert panel, which finalized the priority indicators as

follows:
Indicator Recommended | Description Selection Rationale
Benchmark

1. Wait time for 3 days Based on ALC data from the Approximates the 25"
inpatient Access to Care Wait Time percentile of wait times
rehabilitative care: Information System. For the in Ontario, 2015/16.

. benchmark, all inpatient
time from most M
. rehab destinations are

recent discharge included, with the exception
destination of CCRS non-LTLD beds, i.e.,
determined from NRS-reporting beds, CCP-
acute care to reporting beds and CCRS-
discharge date LTLD beds.

2. Wait time for in- 5 days Based on data from the Aligns with the current

home rehabilitative
care services: time
from service
authorization to date
of first visit by
regulated health

professional

OACCAC CHRIS database. For
the benchmark, all short stay
and long stay patients are
included. Any regulated
health professional providing

in-home care is also included.

MOHLTC benchmark for
wait time for in-home
nursing and personal
support.
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3. Repeat ED visits for 4,551 repeat An age-standardized rate of Applied the Achievable

falls in the past 12 visits per repeat ED visits for falls over | Benchmarks of Care
months at the 100,000 a 12-month period, per methodology®.
beginning of the people aged 65 | 100,000 people aged 65
] years and years and older. Data is
rolling 12-month older reported by the LHIN in
period per 100,000 which the patient resides.
people aged 65 years
and older

The choice of the first three indicators for the benchmarking process is significant. Two of the indicators
focus on access to bedded and in-home rehabilitation. Improving access to rehabilitative care services
not only improves the functional status of Ontarians, it also improves patient flow, pulling patients
through the system—from emergency department, to inpatient bed to home—and has potential to
reduce demand on the long term care sector. The third indicator focuses on safety and speaks to a
multi-faceted need to intervene to reduce repeat ED visits due to falls. Meeting this benchmark is one
way to ensure community-dwelling frail seniors are receiving appropriate community-based
interventions to maintain and optimize their functional status.

Identifying and defining supplementary indicators

The task and advisory groups reviewed provincial data sources to confirm data availability and reliability
for the remaining indicators in the system evaluation framework. Based on this review, it was decided to
focus on defining, collecting data and reporting only those indicators for which data is available to
feasibly calculate the indicator. The groups reviewed and adapted technical definitions for these
supplementary indicators, which are included in the performance report. They provide additional
context and a basis for interpreting the priority indicators and their benchmarks.

Building the report and scorecard

Data for the priority and supplementary indicators was collected and analyzed from CIHI's provincial
data set, Access to Care, OACCAC, IntelliHEALTH ONTARIO!, MOHLTC Health Data Branch Portal and the
Ministry of Finance Population Projections.

This data was used to develop the province’s first system evaluation report for rehabilitative care. The
Rehabilitative Care System Evaluation Performance Report includes the technical definitions for the

priority and supplementary indicators and scorecard data for the priority and supplementary indicators.

An additional software-enabled, user-friendly beta version of the performance report has been

10 Kiefe et al, International J in Health Care 1998;10(5):443-447
11 Ontario Ministry of Health and Long-Term Care: InteliHEALTH ONTARIO
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developed (for future release). The performance report will be further developed and enhanced in
Mandate lIl.

KEY LEARNINGS AND RECOMMENDATIONS

e Selecting indicators is an exercise in setting quality improvement priorities for the
rehabilitative care system.

In selecting priority indicators to be used in system evaluation, the expert panel and the task
and advisory groups have set quality improvement priorities for the rehabilitative care system.
The prioritized indicators focus on addressing access to care and improving safety—two areas
that can significantly enhance the quality of rehabilitative care. Providing better access to care
can improve health system flow as well as enhance the functional status of Ontarians. Reduction
of emergency department (ED) visits for falls for seniors will require work across the care
continuum to ensure the safety and optimize functioning of community-dwelling older patients.

e Setting benchmarks sets a new standard for quality.

Benchmarks for the rehabilitative care system were set for the first time in this mandate. As a
collective group of stakeholders from the rehabilitative care system, the RCA has established a
bar for high quality that will help to improve care and reduce variability across the province.

Recommendation: That all LHINs monitor performance against the three identified priority
rehabilitative care indicators in accordance with the benchmarks set for each and implement a
plan for local and regional quality improvement where it is needed.

¢ Insufficient rehabilitative care data is limiting ability to do effective evaluation.

There are significant limitations in the data that is available for the rehabilitative care system in
Ontario. While some high quality data is available, evaluation efforts will only be effective if the
weaknesses in data collection and reporting are addressed—particularly the need for data that
is cross-continuum and that captures rehabilitation activity and patient outcomes outside of
designated rehab beds.

Recommendation: That the RCA continue to address the gaps in rehabilitative care data through
its work to implement the standardized minimum data set for outpatient rehabilitative care
programs and its work to support implementation of the definitions frameworks.

e Establishing systematic processes for data collection is time intensive, but worth it.

A significant effort was put into working with data providers to collect and standardize the data
for reporting and to ensure that the data collected is representative of the rehabilitative care
system. These learnings will carry forward into the next mandate for ongoing reporting of these
indicators.

IMPACT/VALUE FOR LHINS
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A standardized process has been developed for data extraction, analysis and reporting, and for the first
time, benchmarks have been identified for priority indicators. This will allow LHINs to compare local
performance on key rehabilitative care system indicators against that of other LHINs and against
provincial benchmarks. Doing so will support optimization of rehabilitative care performance both
regionally and provincially as a key enabler of quality health care overall.

TOOLS/RESOURCES TO SUPPORT LHIN IMPLEMENTATION

e System Evaluation Performance Data

e System Evaluation Technical Specifications

“Over the last year | have worked with the Rehabilitative Care Alliance on
setting benchmarks for a core set of performance indicators. The RCA
adopted a rigorous benchmarking process that engaged a broad group of
stakeholders and used evidence, performance data and consensus to
identify achievable benchmarks that were acceptable to providers,
actionable through quality improvement and set an expectation for what
high quality care would look like for the sector.”

Naushaba Degani

Manager Performance Measurement, Health System Performance
Health Quality Ontario
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Chapter Six

Assess & Restore/Frail Senior/Medically Complex

Supporting Assess & Restore initiatives

BACKGROUND

During the RCA’s first mandate, a rehabilitative care approach for frail senior/medically complex
populations was developed to support operationalization of priority elements of the MOHLTC’s Assess &
Restore Framework and implementation of the Assess & Restore Guideline'. This work included
development of a Standardized Provincial Process to Support Direct Admissions to Bedded Levels of
Rehabilitative Care from the Community/ED (known as the Direct Access Priority Process [DAPP]), a

Direct Access Priority Process Toolkit and a Compendium of Rehabilitative Care Best Practices to Support

the Assessment and Treatment of Geriatric Syndromes.

DELIVERABLES

The RCA’s focus in the second mandate has been to support LHINs in their implementation of the Assess
& Restore Guideline. Specifically, the RCA provided project management support to guide LHIN
implementation of the Direct Access Priority Process and tools and supported evaluation and knowledge
exchange for Assess & Restore (A&R)-funded initiatives. The deliverables are as follows:

e Implementation and evaluation of the standardized tools and indicators developed in the RCA’s
first mandate to support the RCA’s Direct Access Priority Process as piloted by LHINs with their
A&R funding

e Revisions to the Direct Access Priority Process standardized tools and indicators (as required and
as informed by the evaluations/findings from the LHIN-funded A&R initiatives)

e Summary analysis of the system impact of A&R funding and the Direct Access Priority Process

e Development of an annual report describing
O Progress of coordinated LHIN efforts to implement the Assess & Restore Guideline
0 On-going evaluation of LHIN A&R-funded initiatives and the RCA’s Direct Access Priority
Process
0 Completed knowledge exchange events in support of A&R-funded initiatives
0 Summary and analysis of progress across system, project indicators and lessons
learned/successes across LHINs

12 Ministry of Health and Long-Term Care, Assess & Restore Guideline (October 2014)
http://www.health.gov.on.ca/en/pro/programs/assessrestore/docs/ar guideline.pdf
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APPROACH

Mandate Il deliverables were accomplished through the work of the RCA secretariat and four provincial
working groups: the Provincial A&R LHIN Leads Implementation Working Group, the A&R/FSMC Task
Group, the Direct Access Priority Process (DAPP) Working Group and the A&R/FSMC Advisory Group
(Figure 1).

Figure 1 — Assess & Restore/Frail Senior/Medically Complex Working Group Structure

RCA Steering Committee

RCA Secretariat

The following key activities were undertaken:

Facilitating pan-LHIN collaboration

The secretariat worked closely with the Ministry to organize 2015/16 and 2016/17 A&R project
submissions into “project clusters” and to identify and support LHIN leads for each cluster. The LHIN
leads coordinated regular, focused meetings across similar initiatives to ensure provincial collaboration
and knowledge exchange. They also identified and brought forward any common challenges/barriers
encountered by project clusters and worked with the LHINs to identify shared metrics for evaluation.
Projects were clustered under the following categories, which align with the essential elements of an
A&R approach to care:
e Screening — screening tool adoption
e Interventions
0 Community service delivery (clinic)
0 Outpatient/ambulatory proof of concept
0 Community service delivery (home-based)
0 Enhanced service delivery (acute, rehab/CCC)
0 Geriatrics training
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e Navigation and placement — formal partnerships
e Multi-element projects — DAPP initiative

The RCA created a reference document detailing the initiatives according to cluster groups to enhance
opportunities for knowledge sharing and collaboration across individual projects. This summary was
shared with the A&R LHIN Leads Implementation Working Group and across cluster groups.

Facilitating pan-LHIN knowledge exchange

In June 2015, the RCA hosted a “Geriatric Syndromes Education and Learning Needs Assessment”
webinar in collaboration with representatives from the A&R projects. The webinar, which was attended
by over 100 provincial stakeholders, provided an opportunity to learn about educational resources and
to share learnings from geriatric education initiatives undertaken across the province in the areas of
geriatric syndromes, geriatric assessment and gerontological care. The RCA also hosted annual provincial
knowledge exchange forums in the spring of 2015 and 2016. At the June 2016 forum, seven LHINs were
selected to share data and learnings related to A&R initiatives that focused on the DAPP or
ambulatory/community-based interventions.

Supporting evaluation of coordinated pan-LHIN efforts to implement the A&R Guideline

The RCA compiled summary reports of A&R initiatives completed in 2014/15 and 2015/16, including a
summary of key findings. The key findings and outcomes reported by 2015/16 A&R initiatives were used
to develop a Pan-LHIN A&R Logic Model to guide evaluation of the impact of A&R initiatives across the

province. (Appendix G) At the request of the A&R LHIN leads, the RCA also compiled a project matrix
detailing all 2015/16 and 2016/17 A&R-funded projects across the province, grouped by the health care
sector in which each project was undertaken (primary care, acute care, facility-based rehabilitative care,
home and community care). The matrix includes brief project descriptions and highlights the key
learnings of projects across sectors. It was used to evaluate and share learnings related to the
implementation of the essential elements of an A&R approach to care across the continuum and to
identify the key components of successful initiatives.

The RCA convened the Provincial A&R LHIN Leads Implementation Working Group in April 2015 and
2016 to share key findings and available performance metrics from 2015/16 A&R projects and to discuss
potential opportunities to scale projects with demonstrated positive outcomes. In addition, the RCA
explored opportunities with HQO to leverage the essential elements of A&R in the development of a
new HQO quality standard focused on frail seniors. Exploratory discussions were also held with the
Regional Geriatric Programs of Ontario regarding a joint proposal to HQO to develop one or more
quality standards related to frail seniors.

Determining a quality of life measure

One of the measures suggested by the MOHLTC for reporting on A&R projects was quality of life (QolL).
In response to a request for assistance from the LHINs and HSPs, the RCA convened a working group to
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develop an overview of tools to measure QoL in the frail senior/medically complex population. The
working group was comprised of representatives from the A&R/FSMC Task Group and other experts.
Although the group identified a comprehensive list of tools, members noted that global QoL tools can be
quite insensitive to change and that it is challenging to measure a global construct such as QoL within a
time-limited intervention. As a result, they recommended that more specific functional and health-
related measures such as mobility, balance, nutrition and activities of daily living (all of which impact
overall quality of life) be used instead. This recommendation was endorsed by the A&R/FSMC Task
Group.

Evaluating DAPP and standardized tools and indicators

The RCA provided project support for the DAPP cluster group (comprised of five LHINs implementing
DAPP projects), facilitating quarterly updates and knowledge translation. These projects piloted the
Direct Access Priority Process and the standardized tools and indicators developed during the RCA’s first
mandate. To evaluate the DAPP and associated tools, the DAPP projects reported on the utility and
applicability of the Assessment Urgency Algorithm (AUA)* screening tool, the RCA’s Checklist to Rule Out

an Acute Cause of Functional Decline and the Provincial Standard Referral form across a variety of

contexts. They also reported on the feasibility of the identified timelines for direct admission from the
community/ED to bedded rehabilitative care. The DAPP cluster group identified common metrics for
evaluating DAPP initiatives across the province, which were used by the RCA to develop a Direct Access
Priority Process (DAPP) Logic Model to demonstrate the collective impact of these initiatives. (Appendix
H)

* Throughout this document, the InterRAI ED Screener is referred to by its more commonly known name, the
Assessment Urgency Algorithm.

Conducting a summary review and analysis of the impact of A&R Initiatives

The RCA completed a Summary Review and Analysis of the impact of three years of A&R funding. The

review identified the key components of proactive best practice models of geriatric care that were able
to demonstrate positive system and patient level outcomes. The Pan-LHIN A&R Logic Model was created
to demonstrate the collective impact of all A&R initiatives across the province. The model leveraged the
work of the pan-LHIN cluster groups to identify common metrics across similar initiatives.

Over the three years of A&R funding, more than 40 projects were undertaken across the province and
more than 28,000 older adults were served using different models of care across the continuum. As
indicated in the logic model, while the various projects resulted in a wide range of outputs, they
demonstrated a common set of objectives and associated indicators. Key outcomes of the projects
include:

o Improved access and timely access to the right care in the right place at the right time, as
demonstrated by decreased wait times and increased referrals for restorative services.
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Enhanced knowledge and capability to manage the geriatric syndromes, reflected in the
training and education provided to over 2,000 health care providers.

Improved function and support for seniors to remain in their homes, as indicated by high rates
of discharge home following early access to enhanced rehab services and improvements on
objective measures of function and independence (including the Barthel Index and the FIM®).

Reduced utilization of high cost health care services, as indicated by decreased lengths of stay
and low rates of emergency department visits and hospital re-admissions among high risk frail
older adults who received A&R services.

Positive high quality participant/caregiver experience, as reflected in patients consistently
reporting positive patient experience, high confidence in the care they received, improvements
in their outcomes/functional status and confidence that their health would continue to improve.

KEY LEARNINGS AND RECOMMENDATIONS

Implementation and evaluation of the Direct Access Priority Process

Five projects (from five LHINs) piloted and evaluated the DAPP process (and associated standardized

tools and indicators) across multiple pilot sites. Their experiences provided the following key learnings:

Assessment Urgency Algorithm is a useful tool for proactive screening.

All pilot sites used the AUA and found it assisted with clear communication by providing a

common language and common definition of risk for loss of independence. It was also useful in
informing the development of care pathways for older adults at low and moderate risk for loss
of independence, based on the evidence-based AUA Referral Pathway Summary developed by

the RCA in Mandate |. However, there were some barriers to its use. For example, the need for
inter-RAl data sharing agreements and inter-RAl licensed software meant some organizations
could not integrate the screening tool into existing EMRs. Implementation of the screening tool
also varied in different contexts depending on workflow and the focus of the project. Despite
this, all projects found the AUA to be an efficient and effective screening tool for proactively
identifying risk for loss of independence and identifying community-dwelling older adults who
most urgently require a comprehensive geriatric assessment.

DAPP timelines must be realistic.

When the Direct Access Priority Process was developed, proposed target timelines were
established. A stretch target of eight hours was proposed as the timeline for admission from the
emergency department to bedded rehabilitative care. This timeline was proposed in recognition
of the deleterious effects of prolonged stays in the ED on frail older adults. As expected, only
one of the five projects indicated that the eight-hour timeline was realistic and achievable. The
others indicated that the timeline was not realistic, especially when transferring patients from
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one facility to another. However, the majority of the projects indicated the proposed two-week
timeline for admission from the community to bedded rehabilitative care was realistic and
achievable. These projects did note, however, that this target was likely only achievable because
of the targeted and limited scope of the pilots. They suggested it may not be realistic with
comprehensive spread due to the capacity of existing specialized geriatric services, bed capacity
and the need to prioritize QBP and other patient populations.

Recommendation: That the RCA revise the proposed Direct Access Priority Process (DAPP)
timeline for admission from emergency department to bedded rehabilitative care.

Checklist tool was not used in its current format, but adapted for use in other tools.

None of the projects reported completing the RCA’s Checklist to Rule Out an Acute Cause of
Functional Decline as part of their DAPP processes. Rather than utilizing a checklist, three of the
projects integrated the content of the checklist in the development of screening, data collection
and referral tools. These tools were used to ensure standardized screening, comprehensive
assessment and communication of key information across providers.

Use of existing processes contributed to success.

Only two of the projects used the PRS form and coordinated access. The remaining projects
used locally developed referral forms that were familiar to the receiving programs and
organizations. Across the DAPP projects, an important driver of success was implementation of
DAPP pathways by leveraging existing referral forms and processes.

Comprehensive geriatric assessments reduce the use of high cost resources.

The use of interdisciplinary and nurse practitioner-led comprehensive geriatric assessments
(CGA) helps facilitate efficient use of specialized resources such as geriatricians. One project
found that only 50 per cent of patients who received an interdisciplinary CGA required follow-up
with a geriatrician.

Implementation and evaluation of A&R initiatives

The RCA secretariat has provided provincial oversight for the operationalization, implementation and

evaluation of Assess & Restore initiatives during the three years of A&R funding. Analysis of the

initiatives across the province has generated the following valuable learning:

Regionally coordinated approaches work.

Regionally coordinated approaches to geriatric care and rehabilitation delivery have been a key
success strategy for a number of projects. However, there is an ongoing need to develop new
ways of working collaboratively across sectors. It is also important for health care providers
across the continuum to understand their role and how an A&R approach to care can benefit
their patients.
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Access to interdisciplinary specialized geriatric services is inconsistent.

Implementation of A&R approaches to care across the province has highlighted the
inconsistency of specialized geriatric services resources in various communities. For the projects,
the ability to refer patients to specialized interdisciplinary clinics was a key driver of success; an
interdisciplinary approach to patient care was found to be beneficial to both the patients and
their caregivers. Successful implementation of an A&R approach will require leveraging
regionally available resources.

Strategies are needed to increase competency in geriatric care.

Building awareness and competency related to geriatric care has been identified by A&R
projects as key to supporting older adults in the community and ensuring timely access to
available resources.

Recommendation: Recognizing that geriatric syndromes are primary determinants of disability
and functional decline, that the province and the LHINs, in collaboration with the RCA, the
Regional Geriatric Programs of Ontario and other experts in geriatric care, work to build capacity
across sectors to provide best practice in geriatric care. This includes increased education and
competency in comprehensive geriatric assessments and treatment, and increased access to
specialized geriatric services and treatment across all sectors.

Primary care is ideally placed to facilitate an A&R approach to care.

The A&R initiatives found that when primary care practitioners are provided with appropriate
clinical capacity building and education, they can be important participants in a proactive A&R
approach to the complexities of providing care for frail older adults in the community. A family
health team model was ideally structured to provide this care given the opportunity for in-house
access to interdisciplinary assessment and intervention. Some models leveraged in-house nurse
practitioners with specialized geriatric training to lead the comprehensive geriatric assessment
and interventions for high risk older adults. Proactive risk screening was also found to fit well
within a primary care setting. Given that only five to 10 per cent of older adults were identified
as high risk, primary care pilot sites were not overwhelmed by the demand for additional
referrals or assessments for high risk older adults. Proactive identification of moderate to high
risk older adults allowed for early access to in-house interdisciplinary assessment or referral to
community resources.

Recommendation: That as LHINs engage in sub-region planning, consideration be given to the
role of primary care in managing the complex needs of frail older adults in the community.
A rehabilitative approach to geriatric care across the continuum is crucial.

The availability of different models of geriatric rehabilitation helps to facilitate the optimal use
of health care resources. Across the A&R projects, very few high risk adults required access to
bedded levels of rehab when specialized geriatric outpatient rehab was available.
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Recommendation: That within the context of capacity planning, LHINs review the results of A&R
initiatives to consider how community-based ambulatory services can help to facilitate
improved patient outcomes and optimal use of health care resources.

IMPACT/VALUE FOR LHINS

Implementation of A&R initiatives across the province has demonstrated positive impact on the cost of

care, the experience of care, and the health outcomes of the community-dwelling older adult

population. This impact is the result of several key components that support proactive best practice

models of care for frail older adults. As LHINs work to create stronger links with public health and take a

more population-based approach to health service delivery, these components can be leveraged to

inform health care planning for the community-dwelling older adult population:

Evidence-based approaches to geriatric care: Evidence-based approaches to geriatric care
improve health outcomes and are associated with improved independence, decreased lengths
of stay and decreased rates of re-hospitalization. These approaches include interdisciplinary
comprehensive geriatric assessment and comprehensive individualized care plans that are
informed by assessment of geriatric syndromes.

Integration with primary care: Creating partnerships between primary care and the rest of the
system and increasing awareness of frailty and restorative potential within primary care results
in earlier identification of risk for loss of independence. These factors also increase the capacity
of primary care to manage the complexity of frail older adults in the community.

Formalized and evidence-based cross-sectoral partnerships: Timely access to the right care in
the right place is facilitated by formalized cross-sectoral partnerships and evidence-based
clinical pathways that include comprehensive geriatric assessment. Both are associated with
decreased wait times, positive patient experience and reduced use of high-cost health care
services.

Cross-sectoral clinical education: Cross-sectoral clinical education increases awareness and
understanding of the impact of geriatric syndromes and the benefits of comprehensive geriatric
assessment. The result is increased access to best practice care for community-dwelling older
adults and improved health outcomes, function and independence.

TOOLS/RESOURCES TO SUPPORT LHIN IMPLEMENTATION

Pan-LHIN A&R Logic Model

Direct Access Priority Process (DAPP) Logic Model

Summary Review and Analysis
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“Thank you to the RCA for continuing to provide a provincial
platform that addresses the specialized care needs of the older
adult population. This work capitalizes on inter-sectoral
collaboration, proactive identification and comprehensive clinical

assessment to help ensure that patient care is coordinated around
individual need.”

Dana Corsi

Regional Project Coordinator, Assess and Restore Collaborative
North East Specialized Geriatric Centre
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Chapter Seven

QBPs — Hip Fracture and Total Joint Replacement

Establishing rehabilitative care best practices

BACKGROUND

A new initiative for the RCA’s second mandate has been the identification of standardized best practices
and development of rehabilitative care frameworks for patients following primary hip and knee
replacements and hip fracture. This work expands on the high-level recommendations for post-
operative rehabilitative care included in the Quality-Based Procedures: Clinical Handbook for Primary
Hip and Knee Replacement®® and Quality-Based Procedures: Clinical Handbook for Hip Fracture®?,
published by Health Quality Ontario and the Ministry of Health and Long-Term Care.

DELIVERABLES

The overall objective of this initiative was to identify rehabilitative care best practices and care pathways
across the continuum for patients following hip fracture and total joint replacement and to support
implementation of the quality-based procedures. These standardized pathways describe the processes,
resources and structures required to support the delivery of best practices and to enable optimal
patient outcomes and patient flow. The deliverables are as follows:

e Standardized rehabilitative care best practices for hip fractures and primary total joint
replacement in rehabilitative care

e Standardized rehabilitative models of care (including identification of optimal locations,
transitions and processes of care) across bedded and community-based levels of care for hip
fractures and primary TJR populations

e |dentification of recommendations regarding indicators to support performance monitoring of
QBP-related outcomes and system performance for inclusion in the RCA Rehabilitative Care
System Evaluative Framework

13 Health Quality Ontario and Ministry of Health and Long-Term Care, Quality-based Procedures: Clinical Handbook
for Primary Hip and Knee Replacement (Toronto: Health Quality Ontario, February 2014)
http://www.hgontario.ca/Portals/0/Documents/evidence/clinical-handbooks/hip-knee-140227-en.pdf

14 Health Quality Ontario and Ministry of Health and Long-Term Care, Quality-based Procedures: Clinical Handbook
for Hip Fractures (Toronto: Health Quality Ontario, May 2013)
http://www.hgontario.ca/Portals/0/Documents/evidence/clinical-handbooks/hip-fracture-130717-en.pdf
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APPROACH

The Hip Fracture and Total Joint Replacement Task Groups identified the following guiding principles for
the development of the standardized rehabilitative care best practices for hip fractures and primary
total joint replacement:

e Be patient centered

e Address the rehabilitative care needs for the majority of TJR patients and, where possible,
identify considerations for TJR patients with more complex needs

e Be evidenced based whenever possible; in the absence of high quality evidence,
recommendations will be based on expert consensus

The task groups initiated the following key activities:

Reviewing the literature and existing care pathways

The RCA secretariat and the QBP task groups undertook a literature review and a provincial and national
scan for existing hip fracture and TIR rehabilitative care pathways in order to identify rehabilitative care
best practices within the context of the QBP clinical handbooks. (Appendix 1)

As part of the scan, the secretariat distributed a request for information to all LHINs with the following
questions: Does your LHIN have rehabilitative models of care/pathways/guidelines in place for the QBP
hip fracture and TJR populations? If these have not been developed, is your LHIN planning to or in the
process of developing rehabilitative models of care for these QBP populations?

The RCA received responses from all 14 LHINs:
e Fourindicated that a model of care/pathway/guideline had been developed.

e Sixindicated that the development of a model of care/pathway/guideline was either in progress
or planned.

e Fourindicated that the development of a model of care/pathway/guideline was not yet
planned.

The task groups reviewed all of the identified pathways to determine similarities, discrepancies and gaps
in best practice recommendations. Where discrepancies or gaps were found, the secretariat completed
more comprehensive reviews of the literature to identify relevant best practice recommendations.

Developing the frameworks

The processes of care categories included in the frameworks were based on the categories identified in
the existing pathways and were confirmed with the task groups. Similar to existing pathways, the
frameworks also include best practice recommendations specific to the rehabilitative care location. For
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the hip fracture population these locations include bedded levels of rehabilitation, community-based
rehabilitation, in-home rehabilitation, and long term care. For the TJR population, this includes pre-
operative screening and assessment, bedded levels of rehabilitation, community-based rehabilitation
and in-home rehabilitation.

The Hip Fracture QBP Task Group made an intentional decision not to include acute care in the hip
fracture framework, as best practices and models of care in acute care are well defined in the QBP
clinical handbook.

The TJR QBP Task Group made the decision to include pre-operative best practice recommendations in
the TIR framework given that the TJR post-operative trajectory can be impacted and informed by pre-
operative screening and assessment. In keeping with the recommendations from the TJR QBP clinical
handbook, the framework encourages consideration of community-based rehabilitative care services,
including ambulatory and in-home services and indicates that the location of care should allow for
flexibility to take into account the local care context and patient’s needs.

The task groups recognized that it is not always easy for providers to determine the appropriate
rehabilitative care location (i.e., level of care) for hip fracture and TJR patients. During the RCA’s first
mandate, the RCA’s Decision Referral Tree was developed to help guide decisions on the appropriate
location for rehabilitative care for all patient populations. The task groups endorsed the use of this tool
(which supports alignment with provincial directions for rehabilitative care) for the hip fracture and TJR
populations. The referral decision tree was adapted for use with each of the frameworks. (Appendices J,
K)

Identifying standardized rehabilitative care best practices

With the frameworks and referral decision tree in place, the second phase of work focused on
identifying standardized rehabilitative care best practices for each process of care in the frameworks
and across each level of care. The RCA secretariat reviewed the literature and the existing care pathways
to identify standardized rehabilitative care best practices for hip fracture and TIR, as well as best
practices for pre-operative care for TJR patients. Literature and best practice statements were reviewed
with the respective task groups for discussion, identification of gaps and endorsement for inclusion in
the frameworks.

The best practice recommendations were further validated through review by external provincial
stakeholders, including rehabilitative programs and clinicians and regional rehab care committees from
across the province, health professional associations, organizations representing HSPs (OACCAC, Ontario
Long Term Care Association, Ontario Association of Non-Profit Homes and Services for Seniors, Home
Care Ontario), and organizations like the Regional Geriatric Programs and Osteoporosis Canada.

The recommendations were also reviewed by the RCA’s Patient/Caregiver Advisory Group who
expressed support for the inclusion of transition planning and patient and family engagement in the
frameworks. Specifically, the group indicated they were encouraged by the inclusion of best practices
related to engaging caregivers, early discharge planning, ensuring patients and families understand
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information provided to them, and facilitating strong cross-sectoral communication and transition
planning.

The rehabilitative care best practices were then used to create the two RCA frameworks: Rehabilitative
Care Best Practices Framework for Patients with Hip Fractures and Rehabilitative Care Best Practices

Framework for Patients with Primary Hip and Knee Replacement.

Establishing total joint replacement QBP-related indicators

To inform development of the TJR Rehab QBP Process Indicators, the secretariat provided the task group

with examples of indicators from the provincial Senior Friendly Hospital Strategy, the MOHLTC and
others sources for review and consideration. The following four process indicators were identified as key
components of care throughout the pathway that will optimize rehabilitative care outcomes following
TIR:

Processes are in place for pre-operative education, treatment (as applicable) and creating a
plan for post-operative rehabilitative care

e QOutcome measures are utilized

e |n partnership with clients, a post-operative rehabilitative care plan is prepared and in place
prior to discharge

e Patients receive timely access to rehabilitative care following discharge from acute care

Establishing hip fracture QBP-related indicators

The Hip Fracture QBP Task Group conducted a similar review of indicator examples to establish the Hip
Fracture Rehab QBP Process Indicators, including the indicators contained in the HQO’s draft hip fracture

quality standard (October 2016). The task group decided to use the process indicators in the HQO
document to support performance monitoring related to the implementation of hip fracture QBP-
related best practices. The task group also identified the need to focus on indicators that ensure
patients are receiving the rehabilitative care needed in order to return to functional activities and
independent living.

With that in mind, four priority process indicators were identified from the HQO document*:

e Percentage of hip fracture patients who are mobilized at least once daily postoperatively while
in hospital

e Percentage of hip fracture patients who are assessed for delirium with a validated tool within
eight hours of arrival at hospital

e Percentage of hip fracture patients who participate in a postoperative interdisciplinary
rehabilitation program
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e Percentage of hospitals that have educational resources available for hip fracture patients
related to their care

*Note: The identified process indicators may be subject to change, as they were based on a draft version
of the HQO Hip Fracture Quality Standard. The task group endorses alignment of these process indicators
with the indicators identified in the final version of the quality standard.

KEY LEARNINGS

The following key learnings emerged as the result of engagement with large groups of provincial
stakeholders and experts through the TJR and Hip Fracture Task and Advisory Groups and the
subsequent review of the best practice frameworks by external stakeholders:

e Best practices should be consistently implemented across levels of care.

When identifying best practices for rehabilitative care, stakeholders identified that best practice
statements should be applied consistently across all levels of care, when applicable, regardless
of care location.

o Health care providers will require additional training.

In their review of the frameworks, stakeholders identified that implementation of the best
practice rehabilitative care described in the frameworks may require additional education or
training for health care providers, specifically related to topics such as health literacy, assessing
the learning needs of patients and families/caregivers, and providing rehabilitative care
consistent with the principles of geriatric care (especially for the hip fracture population).

e More standardization is needed across organizations.

Stakeholders also identified that the best practice frameworks highlight the need for more
standardization across organizations and LHINSs, particularly related to the availability of pre-
operative education programs, discharge and care transition processes, cross-sectoral
communication and continuity of care between rehabilitative care providers.

o Best practice frameworks can be a catalyst for change.

Stakeholders identified that the best practice frameworks may provide a catalyst for needed
practice changes, related to
0 Standardized use of performance-based outcome measures
0 Development of pre-operative range of motion and strengthening programs
0 Duration of in-home episodes of care
0 Post-operative referral practices, specifically high rates of in-home rehabilitative care for
the TJR population.
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Recommendation: That LHINs and their health service providers take steps to implement the
Rehabilitative Care Best Practices Framework for Patients with Hip Fractures and Rehabilitative
Care Best Practices Framework for Patients with Primary Hip and Knee Replacement.

IMPACT/VALUE FOR LHINS

The hip fracture and TJR QBP initiatives have resulted in the identification of provincial best practice
frameworks for rehabilitative care for patients following hip fracture and primary hip and knee
replacement. The frameworks describe the processes, resources and/or structures that support the
delivery of best practices and enable optimal patient outcomes and patient flow. They provide the LHINs
with evidence-based, provincially endorsed recommendations to support standardized implementation
of TJIR and hip fracture QBPs across rehabilitative care settings and include:

e Recommended best practices for pre-operative care for the TIR population

e Recommended best practices for the rehabilitative care of the TJR population across bedded,
ambulatory and in-home rehabilitative care, including best practices for:
O Pre-operative screening
Assessment
Intervention (exercise interventions and functional training)
Patient & family education
Assessment and management of pain
Transition care planning

©O O 0O O o0 Oo

Clinical outcome measures

e Recommended best practices for the rehabilitative care of the hip fracture population across
bedded, ambulatory, in-home rehabilitative care and long term care, including best practices
for:

Patient and family orientation

Assessment, monitoring and treatment

Screening and management of delirium/depression/dementia

Assessment and management of pain

Pressure ulcer prevention

Nutrition and elimination

Osteoporosis management

Falls prevention

Mobility and function

Patient and family education

O O 00O O OO OO0 OoOOo

Discharge/transition planning
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e Recommendations regarding the optimal location of rehabilitative care for patients following
TJR and hip fracture, and referral decision trees to support decision-making related to referrals
for rehabilitative care

e Recommended process indicators to support performance monitoring of hip fracture and TJR
QBP-related outcomes

TOOLS/RESOURCES TO SUPPORT LHIN IMPLEMENTATION

e Hip Fracture
O Rehabilitative Care Best Practices Framework for Patients with Hip Fractures

O Referral Decision Tree for Rehabilitative Care: Hip Fracture

O Hip Fracture Rehabilitation QBP Process Indicators

O Rehabilitative Care Best Practices Framework for Patients with Primary Hip and Knee
Replacement

O Referral Decision Tree for Rehabilitative Care: Total Joint Replacement

O TJR Rehabilitation QBP Process Indicators

“The RCA Hip Fracture Task Group engaged clinicians across the province to
provide evidence-based care for this critical, heterogeneous, often frail
population of patients and their families. The work complements the practices
set forward in the QBP handbook and pushes the boundaries of patient-
centered excellence in rehabilitative care.”

Patricia Dickson
Advanced Practice Occupational Therapist, Holland Musculoskeletal Program
Sunnybrook Health Sciences Centre

“St. Joseph’s Care Group has been pleased to participate in the RCA’s total joint
replacement pathway development. The most recent research as well as
clinician input from across the continuum solidifies best practices in joint
replacement. This work will ensure excellent rehabilitation for all clients in the
North West.”

Susan Franchi
Director of Outpatient Rehabilitation and Chronic Disease
St. Joseph's Care Group — Thunder Bay
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Chapter Eight

The Voice of the Patient/Caregiver

The RCA’s Patient/Caregiver Advisory Group provided important input into RCA initiatives and ensured
the perspective of patients and families was reflected in the work of the task groups.

The 20 advisory group members are drawn from nine LHINs and all have experience with rehabilitative
care as patients/clients or in their role as family caregivers. The group met seven times during the
second mandate.

Input from the advisory group helped to shape the following RCA initiatives:

o Definitions: A review by the advisory group resulted in changes to a letter developed for use by
health service providers to explain the levels of rehabilitative care to patients and families as
they transition through the system.

e Outpatient/Ambulatory: Based on the advisory group’s input, the patient self-reporting tool
developed for the proof of concept pilot project was modified to make it more understandable
and user-friendly.

e System Evaluation: Advisory group input on evaluation indicators was heavily weighted in
identifying priority indicators. i.e., what performance measures are important to patients and
families.

e Assess & Restore/Frail Senior/Medically Complex: The advisory group provided valuable input
to guide a cross-LHIN Assess & Restore initiative. The initiative developed a guideline and toolkit
to support successful transitions for older adults from hospital to home.

e QBPs — Hip Fracture and Total Joint Replacement: The advisory group reviewed and endorsed
the care processes in the RCA frameworks that address client and family perspective, education
and transitions. In particular, the group supported the best practice statements on issues such
as engaging caregivers, ensuring patients/families understand the information that is provided
to them, starting discharge planning early, and ensuring cross-sectoral communication and
transition planning.

In addition to providing advice to the RCA, advisory group members used their meetings to continue
their own learning about the health care system and system initiatives that are affecting the planning
and delivery of rehabilitative care.
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“The Rehabilitative Care Alliance has provided a much needed framework
for the planning and the standardization of rehabilitation care practices.
All patients and families have the right to access quality rehab care. As

patients make small gains the family gains. Stress and worry is reduced
and there is hope! This is so important.

It is imperative that rehab care continues to be a focus of the RCA and our
LHINs as we move forward. Thank you RCA.”

Jill Chalmers
Patient/Caregiver Advisory Group
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Chapter Nine

How the RCA works

The RCA was established by Ontario’s 14 LHINs in the spring of 2013. Now entering its third two-year
mandate, the RCA has made significant progress in its efforts to strengthen and standardize
rehabilitative care through better planning, improved performance management and evaluation and the
integration of best practices across the care continuum.

SECRETARIAT

A key factor in that progress is the secretariat support provided by the GTA Rehab Network, a
recognized leader in improving and planning the delivery of rehabilitation care.

The RCA secretariat is a small team of staff members who are responsible for providing project
management, conducting research and data analysis, engaging and consulting with key stakeholders
from across the province, providing support to the RCA’s task and advisory groups, and ensuring the
successful completion of all RCA deliverables on time and on budget. The secretariat is accountable to
the RCA Steering Committee.

GOVERNANCE

The RCA is funded by the 14 LHINs. Its governance model (Figure 2) engages provincial stakeholders and
rehabilitative care providers from across the continuum and reports to the LHIN CEOs through the
following structure:

e RCA Steering Committee

The 30-member RCA Steering Committee (Appendix A) meets quarterly and is made up of
leaders from across the rehab/CCC sector. The steering committee provides direction and
oversight to operational issues and regularly reviews progress against deliverables to ensure the
RCA fulfills its contract with the LHINs. The committee is accountable to the LHIN CEOs through
its co-chairs, Donna Cripps and Dr. Peter Nord.

e Task and Advisory committees

The work of the RCA is advanced through 20 task and advisory groups (Appendix B) aligned with
the RCA initiatives. The members of these groups are recruited at the outset of each mandate
through an “expression of interest” process that has generated an enthusiastic province-wide
response. Members are drawn from HSPs across the province and are selected to create a
balance of perspectives, taking into account clinical background and expertise, geographic
region, organization type and sector.
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Task groups meet monthly to advance the objectives of the respective initiative, while the
advisory groups met quarterly to receive updates on the task group directions and to provide
feedback on these directions. The groups bring a true provincial focus to the initiatives,
leveraging the diverse expertise provided by each group’s cross-continuum membership, and
expanding those insights through the formal and informal engagement of other stakeholders.

The LHIN Lead and Health Service Provider Advisory Group (Appendix C) is made up of LHIN and
HSP representatives from across the province. The group meets monthly and ensures the work
of the task groups is developing in alignment with local directions and priorities.

A Patient/Caregiver Advisory Group (Appendix D) with representation from nine of the 14 LHINs
provides insights to inform the work of the RCA.

Figure 2: Rehabilitative Care Alliance Governance Structure
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Chapter Ten

Looking ahead

Despite the significant progress detailed in this report, the RCA’s work has really just begun.
Implementation of RCA recommendations across the province will take time given the significant change
required across HSPs and LHINs.

The RCA’s third mandate begins April 1, 2017 and will build on the activity and accomplishments to date.
Areas of specific focus will include:

e RCA Definitions Frameworks: Implementing the definitions frameworks using provincially
agreed upon solutions to address barriers to full implementation and sustainability.

e RCA Capacity Planning Framework: Supporting LHIN efforts to plan for rehabilitative care that
addresses regional needs, provides equitable access and capitalizes on opportunities for
enhanced efficiencies.

e Outpatient/Ambulatory Minimum Dataset: Working with pilot sites to implement
recommendations from the proof of concept and refine reporting to support the next phase of

implementation.

e System Evaluation: Working with the stewards of provincial datasets to establish regular
reporting using a provincial scorecard that leverages reporting of system evaluation indicators.

e Assess & Restore/Frail Senior/Medically Complex: Continuing support for knowledge exchange
and development of provincial initiatives focused on the care of frail seniors.

e Hip Fracture & Total Joint Replacement QBP Frameworks: Working with provincial stakeholders
to disseminate the best practices frameworks and support and monitor uptake.

With its renewed mandate, the RCA will continue to support stakeholders to fully implement, evaluate
and sustain the transformation of rehabilitative care in Ontario.
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Sharon Jankowski SW Ontario Stroke Network Steering Committee

Kelly Milne The Ottawa Hospital

Marice Prior The Ottawa Hospital

Sherry Daigle The Ottawa Hospital Rehabilitation Centre

Jennifer Istvan The Scarborough Hospital

Jeannette Podolsky The Speech Therapy Centres of Canada Ltd.

Andrea Townson The University of British Columbia

Caterina Kmill (past member) Thunder Bay Regional Health Sciences Centre

Esme French Thunder Bay Regional Health Sciences Centre

Chris Sulway Toronto Central LHIN

William Cachia Toronto Rehab/University Health Network

Fatima Quraishi Toronto Western Hospital/University Health Network

Alison Cocking Trillium Health Partners

Ron Krawec University of Alberta Hospital and Kaye Edmonton Clinic - Alberta Health
Services

Rajka Soric West Park Healthcare Centre

Shirley Price West Park Healthcare Centre

Debbie Junk-Lloyd West Parry Sound Health Centre

Jody Strik Work-Fit Total Therapy, Halton Healthcare Services
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Outpatient/Ambulatory Task Group

Marie Disotto-Monastero (Co-Chair)
Michael Gekas (Co-Chair)

Peggy Wallace
Samantha Holmgren
Carol Anderson

Anne Mantha

Lila Zitouni

Manon Clément
Anne Cote

Anne Motwani

Isabel Tsui

Ryan Metcalfe
Joanna Lau

Lesley Krempulec
Helen Johnson

David Heaton

Doug Dittmer

Nicole Pasut

Andrea Guth

Sharon Ocampo-Chan
Jacqueline Minezes
Julie Lau

Kathryn Leblanc
Rebecca Fleck

Teri Czajka (past member)
Linda Scherzinger
Wendy Crowther-Rakochy
David Ceglie

Scott Harris

Rose Grant-Rennie
Ellen Richards (past member)
Sandra Lenarduzzi
Heather Dawson
Lorna Lake

Kathy Godfrey

Ruth Hall

Angela Dye

Jane Crispo
Marie-Anne Sioris
Nasr Salib

Patti Harvey

Saba Ateyah

Linda Ryan

Jennifer Mills

Aaisha Savvas
Jeannette Johnston
Shelby Fisch

Paula Shing

Benedict Menachery (past member)
Megan Jaquith
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Sunnybrook Health Sciences Centre/St. John's Rehab
Sinai Health System/Bridgepoint Active Healthcare

Almonte General Hospital

Atikokan General Hospital

Baycrest Health Sciences

Bruyére Continuing Care

Bruyére Continuing Care

Bruyére Continuing Care

Canadian Institute for Health Information
Canadian Institute for Health Information
Canadian Institute for Health Information
Canadian Institute for Health Information
Carefirst Seniors and Community Services
Carefirst Seniors and Community Services
Chatham-Kent Health Alliance

Closing the Gap Healthcare
Freeport/Grand River Hospital

Grand Bend Area Community Health Centre
Grand River Hospital

GTA Rehab Network

Halton Healthcare Services

Halton Healthcare Services

Hamilton Health Sciences

Hamilton Health Sciences

Hamilton Health Sciences

Health Sciences North

Health Sciences North

Hotel Dieu Shaver Health and Rehabilitation Centre
Hotel Dieu Shaver Health and Rehabilitation Centre
Hoétel-Dieu Grace Healthcare

Huron Perth Healthcare Alliance
Mackenzie Health

Ministry of Health & Long-Term Care
North Bay Regional Health Centre
Ontario Stroke Network

Ontario Stroke Network and ICES
Pickering Sports Medicine & Wellness Centre
Pro Physio & Sport Medicine Centres

Pro Physio & Sport Medicine Centres

Pro Physio & Sport Medicine Centres
Providence Care

Providence Healthcare

Queensway Carleton Hospital

Quinte and District Rehabilitation

Rouge Valley Health System

Royal Victoria Regional Health Centre
Saint Elizabeth Health Care

Sinai Health System

South East LHIN

South East LHIN



Sharon Jankowski South West Ontario Stroke Network Steering Committee

John Clack St. Joseph's Care Group — Thunder Bay
Kathleen Lynch St. Joseph's Care Group — Thunder Bay
Scott Munro St. Joseph's Care Group — Thunder Bay
Susan Franchi St. Joseph's Care Group — Thunder Bay
Catherine Nolan St. Joseph's Health Care — London
Eileen Britt St. Joseph's Health Care — London
Patrick Soo St. Joseph's Health Care — Toronto
Elena Holt St. Joseph's Health Centre — Toronto
Mary MaclLeod St. Joseph's Health Centre — Toronto
Melissa Morey-Hollis St. Joseph's Health Centre — Toronto
Shelley DeHay-Turner (past member) St. Joseph's Health Centre — Toronto
Nicole Michaud St. Thomas Elgin General Hospital

Darren Gerson
Shirley Bryant

Sunnybrook Health Sciences Centre
Sunnybrook Health Sciences Centre

Wendy Lee Sunnybrook Health Sciences Centre

Kelly Milne The Ottawa Hospital

Marice Prior The Ottawa Hospital

Sherry Daigle The Ottawa Hospital Rehabilitation Centre
Jennifer Istvan The Scarborough Hospital

John Barro Thunder Bay Regional Health Sciences Centre
Chris Sulway Toronto Central LHIN

William Cachia Toronto Rehab/University Health Network

Trillium Health Partners

Trillium Health Partners

University Health Network

University Health Network

University Health Network

University of Alberta Hospital and Kaye Edmonton Clinic - Alberta Health
Services

West Park Healthcare Centre

West Park Healthcare Centre

West Park Healthcare Centre

Debra Carson (past member)
Stephanie Joyce

Irene Lin

Katherine Henning

Shahin Ansari

Ron Krawec

Donna Renzetti
Miranda Kutnjak
Sailaja Potaraju

Shirley Price West Park Healthcare Centre

Tejinder Sandhu West Park Healthcare Centre

Sean Willis Woodstock Hospital

Jody Strik Work-Fit Total Therapy, Halton Healthcare Services

Outpatient/Ambulatory Proof of Concept Working Group

Peggy Wallace
Nina Mukerjee
Joanna Lau
Lesley Krempulec
David Heaton

Almonte General Hospital

Almonte General Hospital/Fairview Manor
Carefirst Seniors and Community Services
Carefirst Seniors and Community Services
Closing the Gap

Nicole Pasut Grand Bend Area Community Health Centre
Jacqueline Minezes Halton Healthcare
Jody Strik Halton Healthcare

Nicole Church

Sue-Ann Rudaitis

Kathryn LeBlanc

Wendy Crowther-Rakochy
David Ceglie

Halton Healthcare

Halton Healthcare

Hamilton Health Sciences

Health Sciences North

Hotel Dieu Shaver Health and Rehabilitation Centre
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Angela Dye

Saba Ateyah

Derk Damron

Jennifer Mills

Shelby Fisch

Paula Shing

Scott Munro

Patrick Soo (past member)
Marie Disotto-Monastero
Marice Prior

William Cachia

Shirley Price

Arleen Whitehead

System Evaluation Advisory Group

Imtiaz Daniel (Chair)

Debbie Galet

Leslie lancovitz

Marie Graham

Karen Woo (past member)
Anne Mantha

Deborah Gravelle

Kathy Greene

Lina Johnson

Liam Dessureault (past member)

Ryan Metcalfe

Julie Manderson

Denise Swartz

Josie McGee

Heather Heaman
Jennifer Scott

Carl Bonura (past member)
Marilee Suter

Lynn Singh

Simmy Wan

Mark Edmonds

Helen Johnson

Nancy Snobelen

Liana Sikharulidze
Carole-Anne Chiasson
Leslie Whittington-Carter
Darlene Venditti

Jennifer Kodis

Louise MacRae (past member)
Veronica Pepper

Erik Hellsten

Naushaba Degani

Elaine Widgett

Sonia Pagura

David Ceglie

Alison Anderson
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Pickering Sports Medicine & Wellness Centre
Providence Healthcare

Quinte Health Care

Quinte Rehab

Saint Elizabeth Health Care

Sinai Health System

St. Joseph's Care Group — Thunder Bay

St. Joseph's Health Care — Toronto
Sunnybrook Health Sciences Centre/St. John’s Rehab
The Ottawa Hospital

Toronto Rehab/University Health Network
West Park Healthcare Centre

Woodstock Hospital

Ontario Hospital Association

Baycrest Health Sciences

Baycrest Health Sciences

Bayshore HealthCare Ltd.

Bellwoods Centre

Bruyére Continuing Care

Bruyére Continuing Care

Bruyére Continuing Care

Cambridge Memorial Hospital

Canadian Institute for Health Information
Canadian Institute for Health Information
Care Partners

CBI Health Group

CBI Health Group

CBI Home Health/CBI Health Group
Central CCAC

Central Community Care Access Centre, formerly Central LHIN

Central East LHIN

Central LHIN

Central LHIN

Central West LHIN

Chatham-Kent Health Alliance

Chatham-Kent Health Alliance

Circle of Care

Closing the Gap Healthcare

Dieticians of Canada

Hamilton Health Sciences

Hamilton Health Sciences

Hamilton Health Sciences

Hamilton Health Sciences

Health Quality Ontario

Health Quality Ontario

Holland Bloorview Kids Rehabilitation Hospital
Holland Bloorview Kids Rehabilitation Hospital
Hotel Dieu Shaver Health and Rehabilitation Centre
Hotel-Dieu Grace Healthcare



Andrea Drummond
Sonja Grbevski (past member)
Ellen Richards
Nancy Jones
Deborah Willems
Crystal McCollom
Julie Sullivan
Christine Linton
Michelle Collins
Beth Linkewich
Carol Di Salle

Heli Mehta

Brandi Flowers (past member)
Melanie Hill

Henry Candelaria
Mary Cook

Amy Harbin

Vinita Haroun
Dorianne Sauvé
Kate McLeod
Christie Brenchley
Christina O'Callaghan
Ruth Hall

Matthew Meyer
Karen Tomlin
Sabine Mersmann
Dr. Derek Krete
Janine Mels-Dyer
Angela Chen
Adrienne Bell-Smith
Kylie Pike

Dana Naylor
Shelley Debison
Kristin Parise

Benedict Menachery (past member)

Megan Jaquith

Riki Yamada

John Clack

Marianne Kulp

Julie Gilvesy

Beverly Cole

Richard Seeley

David Simpson

Cally Martin

Anne Marie MaclLeod
Ed Ziesmann

Fred Beauchemin
Adam Vinet

Ron Turner (past member)
Karen Atkins

Chris Sulway

Dr. Gaétan Tardif
Joanne Zee
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Hoétel-Dieu Grace Healthcare

Hoétel-Dieu Grace Healthcare

Huron Perth Healthcare Alliance

Lakeridge Health

London Health Sciences Centre

March of Dimes

Markham Stouffville Hospital

Mississauga Halton CCAC

Mississauga Halton LHIN

North & East GTA Stroke Network

North East LHIN

North West LHIN

Northumberland Hills Hospital
Northumberland Hills Hospital

Oakville Trafalgar Memorial Hospital, Work Fit Total Therapy
Ontario Association of Speech-Language Pathologists
Ontario Kinesiology Association

Ontario Long Term Care Association

Ontario Physiotherapy Association

Ontario Physiotherapy Association

Ontario Society of Occupational Therapists
Ontario Stroke Network

Ontario Stroke Network and ICES

Ontario Stroke Network/London Health Sciences Centre
ParaMed Home Health

Pembroke Regional Hospital

Peterborough Regional Health Centre
Providence Care, Kingston

Providence Healthcare

Quinte Health Care

Retire at Home Services

Royal Victoria Regional Health Centre

Royal Victoria Regional Health Centre

Saint Elizabeth Health Care

South East LHIN

South East LHIN

Southlake Regional Health Centre

St. Joseph's Care Group — Thunder Bay

St. Joseph's Care Group — Thunder Bay

St. Joseph's Health Care — London Parkwood Institute
St. Joseph's Healthcare — Hamilton

St. Peter's Hospital — Hamilton Health Sciences
St. Thomas Elgin General Hospital

Stroke Network of Southeastern Ontario
Sunnybrook Health Sciences Centre

The Arthritis Society

The Ottawa Hospital

Thunder Bay Regional Health Sciences Centre
Thunder Bay Regional Health Sciences Centre
Tillsonburg District Memorial Hospital
Toronto Central LHIN

Toronto Rehab/University Health Network
Toronto Rehab/University Health Network



Susan Jewell
Fatima Quraishi
Melanie Blake
Sylvia Brachvogel
Greg Walker
Marnie Weber
Susan Jaglal
Cheryl Cott

Nadia Hladin

Joan Debruyn
Rob Forbes

Kim Kohlberger
Teresa So Mei Yeung
Debbie Junk-Lloyd

System Evaluation Task Group
Imtiaz Daniel (Chair)

Kathy Greene

Lina Johnson

Julie Manderson

Josie McGee

Heather Heaman
Jennifer Scott

Marilee Suter

Helen Johnson

Nancy Snobelen

Elaine Widgett

Alison Anderson

Andrea Drummond
Nancy Jones

Deborah Willems
Christine Linton

Deb Cockerill (past member)
Raymond Kao (past member)
Michelle Collins

Beth Linkewich

Patty Byers

Carol Di Salle

Carol Halt (past member)
Melanie Hill

Vinita Haroun

Christina O'Callaghan
Ruth Hall

Matthew Meyer

Sabine Mersmann
Janine Mels-Dyer

Benedict Menachery (past member)

Megan Jaquith
John Clack
Marianne Kulp
Beverly Cole
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Toronto Rehab/University Health Network

Toronto Western Hospital/University Health Network

Trillium Health Partners
Trillium Health Partners
University Health Network
University Health Network

University Health Network/University of Toronto

University of Toronto

VHA Home Health Care
Waterloo Wellington CCAC
Waterloo Wellington CCAC
West Park Healthcare Centre
West Park Healthcare Centre
West Parry Sound Health Centre

Ontario Hospital Association

Bruyére Continuing Care
Cambridge Memorial Hospital

Care Partners

CBI Health Group

CBI Home Health/CBI Health Group
Central CCAC/Central LHIN

Central East LHIN

Chatham-Kent Health Alliance
Chatham-Kent Health Alliance
Holland Bloorview Kids Rehabilitation Hospital
Hoétel-Dieu Grace Healthcare
Hoétel-Dieu Grace Healthcare
Lakeridge Health

London Health Sciences Centre
Mississauga Halton CCAC
Mississauga Halton CCAC
Mississauga Halton CCAC
Mississauga Halton LHIN

North & East GTA Stroke Network
North Bay Regional Health Centre
North East LHIN

North East LHIN

Northumberland Hills Hospital
Ontario Long Term Care Association
Ontario Stroke Network

Ontario Stroke Network and ICES

Ontario Stroke Network/London Health Sciences Centre

Pembroke Regional Hospital
Providence Care, Kingston

South East LHIN

South East LHIN

St. Joseph's Care Group — Thunder Bay
St. Joseph's Care Group — Thunder Bay
St. Joseph's Health Care — Hamilton



Julie Gilvesy
Fred Beauchemin
Adam Vinet

Ron Turner (past member)

Dr. Gaétan Tardif
Joanne Zee
Sylvia Brachvogel
Marnie Weber

St. Joseph's Health Care — London, Parkwood Hospital
The Ottawa Hospital

Thunder Bay Regional Health Sciences Centre
Thunder Bay Regional Health Sciences Centre
Toronto Rehab/University Health Network

Toronto Rehab/University Health Network

Trillium Health Partners

University Health Network

System Evaluation Benchmarking Think Tank Il Group

Imtiaz Daniel (Chair)

Liam Dessureault
Ryan Metcalfe
Marilee Suter
Mark Edmonds
Naushaba Degani
Susan Jaglal
Michelle Collins
Ruth Hall
Matthew Meyer
Chris Sulway
Joanne Zee
Cheryl Cott

Lina Johnson

Ontario Hospital Association

Canadian Institute for Health Information

Canadian Institute for Health Information

Central East LHIN

Central West LHIN

Health Quality Ontario

ICES/University Health Network/University of Toronto
Mississauga Halton LHIN

Ontario Stroke Network and ICES

Ontario Stroke Network/London Health Sciences Centre
Toronto Central LHIN

Toronto Rehab/University Health Network

University of Toronto

Waterloo Wellington Decision Support Network

System Evaluation Benchmarking Think Tank 11l Group

Imtiaz Daniel (Chair)

Kathy Greene
Ryan Metcalfe
Karen Poon
Mark Edmonds
Helen Johnson
Naushaba Degani
Susan Jaglal
Nancy Jones
Cheryl Bostock
Heather Binkle
Ruth Hall
Matthew Meyer
Shirley Bryant
Chris Sulway
Natalie Cournoyea
Luke Turcotte
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Ontario Hospital Association

Bruyére Continuing Care

Canadian Institute for Health Information

Central East LHIN

Central West LHIN

ESC LHIN/Chatham Kent Health Alliance

Health Quality Ontario

ICES/University Health Network/University of Toronto
Lakeridge Health

Ontario Association of Community Care Access Centres
Ontario Association of Community Care Access Centres
Ontario Stroke Network and ICES

Ontario Stroke Network/London Health Sciences Centre
Sunnybrook Health Sciences Centre

Toronto Central LHIN

Toronto Rehab/University Health Network

University of Waterloo



System Evaluation Indicator Sub-Group

Imtiaz Daniel (Chair)

Helen Johnson
Naushaba Degani
Susan Jaglal
Nancy Jones
Ruth Hall

Ontario Hospital Association

Erie St. Clair LHIN/Chatham-Kent Health Alliance
Health Quality Ontario

ICES/University Health Network/University of Toronto
Lakeridge Health

Ontario Stroke Network and ICES

Total Joint Replacement QBP Advisory Group

Debra Carson (Chair)

Marie Graham

Joan Southam

Shelley Hickson
Kathy-Lynn Stennett
Alka Sahadath

Rhona McGlasson
Kimberly Bloomfield
David Ceglie

Rose Grant-Rennie
Monique Prendergrast
Larissa Teng

Valeria Thompson
Jacklyn Baljit

Amanda Smart (past member)
Kathi Colwell

Linda Ryan

Jennifer Mills

Susan Franchi

Nicole Michaud
Marice Prior

Scott Wiebe

Caroline Fanti

Maria Elena Psarianos
Greg Walker

Leslie Soever

Shirley Price

Debbie Junk-Lloyd
Jody Strik

Total Joint Replacement QBP Task Group

Debra Carson (Chair)

Julie Manderson
Joan Southam
Colleen Briggs
Shelley Hickson
Helen Johnson
Kathy-Lynn Stennett
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Trillium Health Partners

Bayshore HealthCare Ltd.

CBI Home Health Ontario

Champlain CCAC

Chatham-Kent Health Alliance

Community Advantage Rehabilitation

Formerly with North Simcoe Muskoka LHIN

Halton Healthcare Services

Hotel Dieu Shaver Health and Rehabilitation Centre
Hoétel-Dieu Grace Healthcare

London Health Sciences Centre

North York General Hospital

North York General Hospital

Ontario Association of Community Care Access Centres
Ontario Physiotherapy Association

Providence Care, St. Mary's of the Lake Site
Queensway Carleton Hospital

Quinte and District Rehabilitation

St. Joseph's Care Group — Thunder Bay

St. Thomas Elgin General Hospital

The Ottawa Hospital

The Ottawa Hospital Rehabilitation Centre
Thunder Bay Regional Health Sciences Centre
Trillium Health Partners

University Health Network

University Health Network

West Park Healthcare Centre

West Parry Sound Health Centre

Work-Fit Total Therapy, Halton Healthcare Services

Trillium Health Partners

Care Partners

CBI Home Health Ontario
Central CCAC

Champlain CCAC
Chatham-Kent Health Alliance
Chatham-Kent Health Alliance



Alka Sahadath
Kimberly Bloomfield
Chris Pollard
Kendra Truant
Sandra Lenarduzzi
Bailey Drennan
Larissa Teng
Valeria Thompson
Jacklyn Baljit

Kathi Colwell

Linda Ryan

Susan Franchi
Shelly Billings
Andrea Fursman
Nicole Michaud
Deborah Kennedy
Marice Prior
Caroline Fanti
Marcella Honour
Rautee SirjuBoodoo
Greg Walker

Leslie Soever

Cathy Renaud
Nadine Chauvin-Latour
Jody Strik
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Community Advantage Rehabilitation

Halton Healthcare Services

Hotel Dieu Shaver Health and Rehabilitation Centre
Hoétel-Dieu Grace Healthcare

Mackenzie Health

North East Community Care Access Centre

North York General Hospital

North York General Hospital

Ontario Association of Community Care Access Centres

Providence Care, St. Mary's of the Lake Site
Queensway Carleton Hospital

St. Joseph's Care Group — Thunder Bay

St. Joseph's Health Care — London

St. Joseph's Hospital (Charlton Site)

St. Thomas Elgin General Hospital

Sunnybrook Holland Orthopaedic & Arthritic Centre
The Ottawa Hospital

Thunder Bay Regional Health Sciences Centre
Trillium Health Partners

Trillium Health Partners

University Health Network

University Health Network

William Osler Health Systems

Windsor Regional Hospital

Work-Fit Total Therapy, Halton Healthcare Services



APPENDIX C—RCA LHIN LEADS ADVISORY GROUP AND HSP ADVISORY GROUP

LHIN Leads and HSP Advisory Group

Mark Edmonds (Co-Chair)
Andrea Lee (Co-Chair)

Debbie Galet (past member)
Carl Bonura

Indra Narula (past member)
Kasia Luebke

Kelly Sanders

Lynn Singh

Simmy Wan

Julia Luo (past member)

Kelly Bradley (past member)
Helen Johnson

Alexander Anderson

Sharon Ocampo-Chan

Jennifer Kodis (past member)
Kathryn Leblanc

Kim Young

Darren Jermyn

Nancy Jones

Amy Khan (past member)
Shirley Coughlin

Irene Murray

Ann Loyst

Carol DiSalle (past member)
Carol Halt (past member)
Jennifer Wallenius

Ligaya Byrch

Rhona McGlasson (past member)
Shelley Cameron (past member)
Heli Mehta

Susan Pilatzke (past member)
Caryn Langstaff

Janine Mels-Dyer (past member)
Beth Donnelly

Chris Jones

Benedict Menachery (past member)
Megan Jaquith

Doug Bickford

Kristy McQueen (past member)
Annette Jones

Kathleen Lynch

Elizabeth McCarthy

Kathy Tschirhart

Dr. Shawn Marshall

Fred Beauchemin

Chris Sulway

Gillian Bone
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Central West LHIN
St. Joseph’s Health Care — London

Baycrest Centre

Central Community Care Access Centre, formerly Central LHIN
Central East LHIN

Central East LHIN

Central East LHIN

Central LHIN

Central LHIN

Champlain LHIN

Champlain LHIN

Chatham-Kent Health Alliance

Erie St. Clair LHIN

GTA Rehab Network

Hamilton Health Sciences

Hamilton Health Sciences

Hamilton Niagara Haldimand Brant LHIN
Health Sciences North

Lakeridge Health

Mississauga Halton LHIN
Mississauga Halton LHIN

Muskoka Algonquin Healthcare
North Bay Regional Health Centre
North East LHIN

North East LHIN

North East LHIN

North Simcoe Muskoka LHIN

North Simcoe Muskoka LHIN

North Simcoe Muskoka LHIN

North West LHIN

North West LHIN

Providence Care

Providence Care

Rehabilitation Network of Champlain
Rouge Valley Health System

South East LHIN

South East LHIN

South West LHIN

South West LHIN

Southlake Regional Health Centre
St. Joseph's Care Group — Thunder Bay
St. Joseph's Health Care — London
St. Joseph's Health Centre — Guelph
The Ottawa Hospital

The Ottawa Hospital

Toronto Central LHIN

Toronto Central LHIN



Joanne Zee

Karl Wong (past member)

Zach Weston

Kim Kohlberger (past member)
Bonnie Camm

Daniel Ball

Francesca Fiumara (past member)
Kiki Ferrari (past member)
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Toronto Rehab/University Health Network
Toronto Rehab/University Health Network
Waterloo Wellington LHIN

West Park Healthcare Centre

William Osler Health System

William Osler Health System

William Osler Health System

William Osler Health System



APPENDIX D—PATIENT/CAREGIVER ADVISORY GROUP

Patient/Caregiver Advisory Group

Pam Goldsilver
John Eastwood
Robert Craft
Bernie Campbell
Jill Chalmers
Peter Ashby
Cathie Mason
Jeff Wolfenden
Jennifer Walkes
Bonita Georgekish
John Stephens
Mona Crawford
Glenn Outhwaite
Phoebe Young
Dani Boyd

Fern Sharp
Karen Regier
Robert King
David Dell

Peg Dicarlo
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Central LHIN

Champlain LHIN

Champlain LHIN

Erie St. Clair LHIN

Erie St. Clair LHIN

Erie St. Clair LHIN

Hamilton Niagara Haldimand Brant LHIN
Hamilton Niagara Haldimand Brant LHIN
Hamilton Niagara Haldimand Brant LHIN
North East LHIN

North East LHIN

North East LHIN

South East LHIN

South East LHIN

South West LHIN

South West LHIN

South West LHIN

South West LHIN

Toronto Central LHIN

Waterloo Wellington LHIN



APPENDIX E—CAPACITY PLANNING DATA ELEMENTS

The 16 capacity planning data elements used to support LHINs in their implementation of the Capacity

Planning Framework. Elements for which data was not obtained are greyed out.

Population - Data Element Key Value-Add

1. Annual # of acute care admissions by conditions Proxy of incidence/prevalence. Identify rehab populations

typically requiring rehabilitative care within/across LHINs that are expected to be in need of /
benefit from rehabilitative care services
RCA to develop a compendium of recommendations based
on existing best practice guidelines.

2. Number/percent of patients admitted to each level Rehab populations by age cohort getting access to
of rehabilitative care/service per year. (i.e., rehabilitative care services
categorize by age cohorts & by condition)

3. Number of patients admitted to each level of Inform understanding of need, demand and utilization of
rehabilitative care services outside of their home rehabilitative care services within home and other LHINs
LHIN (by population group and by LHIN)

4, Number of non-LHIN residents admitted to each Inform understanding of need, demand and utilization of
level of rehabilitative care services (by population rehabilitative care services within home and other LHINs
group and by LHIN)

Appropriately Resourced - Data Element Key Value-Add

5. Rehabilitative Care Beds per 100,000 total Inform understanding of currently available resources.

population and by age cohort Would need to be obtained from the bed census, via HSIMI
Efficiency - Data Element Key Value-Add

6. Average admission FIM score (NRS only) by Indicator of functional status of patients admitted to
population inpatient rehab programs and informs comparison across

programs

7. Average discharge FIM score (NRS only) by Indicator of functional status of patients upon discharge
population from inpatient rehab programs & informs comparison

8. Average admission CMI for patients admitted to Indicator of medical complexity of patients at admission for
CCRS and CCP beds by RUG categories CCRS and CCP beds and informs comparison

9. Average # of patients transferred and admitted to To understand the resource needs of rehab/CCC programs
acute care from each level of rehabilitative care per | without direct access to acute care resources
year (by free standing rehab/CCC site that is not
located within an acute care hospital)

10. | Occupancy rates within each level of rehabilitative To understand potential available capacity
care (NRS beds, CCP beds only) by site

11. | Average number of visits, 10", 50th and Inform current utilization of CCAC services to provide
90th percentile number of visits and total count of rehabilitative care
referrals by CCAC, age group and CCM population
and subpopulation

12. | Average number of physiotherapy minutes per Inform current utilization of LTC services to provide
resident in long term care (LTC) rehabilitative care




Access - Data Element

Key Value-Add

13. | ALC volumes (i.e. number of ALC cases/year for Informs unmet need
open and closed cases) by destination within each
level of rehabilitative care
14. | Acute ALC volumes (i.e. number of ALC cases/year Informs issues of access and flow
for open and closed cases) to each bedded level of
rehabilitative care
15. | Wait time for CCAC in-home rehabilitative care Informs wait time for access to CCAC in-home rehabilitative
services (by referral source, excluding case care services
management)
Effectiveness - Data Element Key Value-Add
16. | Average LOS by rehab population within each level To understand how length of stay performance compares

of rehabilitative care (incl. NRS beds, CCP beds, CCC
beds) by site and by RCG (for NRS), by RUG Group
for CCRS

across programs for similar populations and also relative to
other metrics, i.e., ALC data.
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APPENDIX F—PARTICIPATING ORGANIZATIONS IN PROOF OF CONCEPT

NACRS + WATLX™ + CRA 5

Sunnybrook Health Science Centre - St. John's
University Health Network - Toronto Rehab Institute
West Park Healthcare Centre

Hotel Dieu Shaver Health and Rehabilitation Centre
Sinai Health System - Bridgepoint

= = = =

-

NACRS + WATLX™ 2

* Integrated Rehab Professionals / Pickering Sports
Medicine @ Wellness Centre

*  Providence Healthcare

NACRS Only WATLX™ Only CRA Only

* St Joseph's Health Centre Almonte General Hospital
Toronto Closing the Gap (9 locations)
*  Hamilton Health Sciences Health Sciences North
Saint Elizabeth Health Rehab
(Mackenzie Health)
The Ottawa Hospital
Woodstock General Hospital
Grand Bend Area CHC

Overall 21 Sites participated in the RCA OP/AMB Provincial PoC



APPENDIX G—PAN-LHIN ASSESS & RESTORE LOGIC MODEL

This Logic model was developed to demonstrate the collective impact of all initiatives funded by the Assess and Restore funding within the main
objectives of the funding and the guideline that it was designed to support.

Main Objective: Assess and Restore
To Improve the Patient Experience for Frail Senior Persons through Timely and Appropriate Access, Appropriate Capacity and Quality Care

c To Support Timely and Appropriate Access to Facility- | To Develop Appropriate Capacity Across all To Deliver Quality of Care Through the
'r? g Based A&R Interventions Elements of an A&R Approach to Care Development & Dissemination of
E = *  Decreases acute LOS *  InCreases capacity standards & Best Practices
E E *  Decreases readmissions »  providing the right supports at the right time *  Early identification
%_ g *  Decreases ED utilization +  Prevents functional decline
E *  LTC Admission Avoidance *  Improves outcomes
- *  Agute Care avoidance *  Promotes discharge home
*  |mproves patient experience

¥ I

# Total LOS in an acute bed (ESD)

# % of unplanned readmission to hospital within 30
days of discharge (MOH-M)

» Rate of acute care admissions within 30 days
following discharge from a rehabilitative care bed
[for patients directly admitted from the
community/ED| (DAPP)

« % of unplanned, less-urgent ED visits within 30 days
of hospital d/c (MOH-M)

# %ofLTC placements where home care client could
have stayed home or somewhere else in the
community (MOH-k)

* % of patients directly admitted from the community
that are discharged to bassline living envirenment

# of individuals screened ({ESD)

# of QoL measures completed pre-
post intervention|FSMC TG)
Proportion of direct admissions
community/ED to rehabilitative care
beds (MOH-P| and average wait time
% of primary care follow-up visit
within 7 days of discharge from
hospital (MOH-M)

0ol measure pre-post intervention
[MOH-P)

» #ofincremental visits provided (MOH-P)

# #of clinicians trained (in assessment /
management of geriatric syndromes] during
funding period [MOH-P]

* % of acute ALC designations to CCC & in-patient
rehab within 2 days of admission to acute care
{MOH-P)

#* % of LTC placements where home care dient
could have stayed home or somewhere else in
the community (MOH-M)

* % of patients admitted into LTC within ene-year
following discharge from a bedded level of
rehabilitative care (DAPP)

* annual ALC rate by: (MOH-M)

Dutputs

DAPP R y
{ ) . ) . N - post-acute inpt rehab service
# Proportion of direct admissions to rehabilitative care L
- dc destination from acute care
beds [DapPP)

A .

Improved functional abilities of frail,
high rizk seniors

Pozitive, high quality participant
fcaregiver experience

* Enhanced HSP knowledgze & capability to
manage the geriatric syndromes
Frail, high risk seniors receive timely care in the
mast appropriate setting

# Seniors supported to remain in their homes

« Reduced utilizatien of high cost health care
resources

Dutcomes
-

MOH-M: This indicator is being collected,/reported by the MOHLTC and is being used to evaluate the impact of the AZR funding

MOH-P: This indicator is one of the Ministry's optional project indicators that are to be collected/reported by LHINS to the MOH as part of each A&R
funding cycle

DAPP: This indicator has been identified by the Direct Access Priority Process Cluster Working Group as a key evaluation indicator to be
collected/reported by each participating project

FSMC T1G: This indicator was suggested by the RCA Frail Senior/Medically Complex Task Group

ESD: This indicator has been identified by the Enhanced Service Delivery Cluster Working Group as a key evaluation indicator to be collected,/reported by
each participating project




APPENDIX H—DIRECT ACCESS PRIORITY PROCESS LOGIC MODEL

This Logic madel has been developed to demonstrate the collective impact of the Assess and Restore funded inftiatives that focused on implementing the Direct
Access Priority Process within the main objectives of the Assess and Restore funding and Guideline that it was designed to support.

Main Objective: Assess and Restore
Improves the Patient Experience through Timely and Appropriate Access, Appropriate Capacity and Quality of Care

Implementation
Objectives

Timely and Appropriate Access to Facility-Based
A&R Interventions

* Decreases ED utilization

*  Acute Care Avoidance

Appropriate Capacity Across all Elements of
an A&R Approach to Care
= Increases capacity
#  Providing the right supports at the
right time
=  LTC Admission Avoidance

Quality of Care Through the Development and
Dissemination of Standards and Best Practices
= Early identification
*  Prevents functional decline
= Improves outcomes
+ Promotes discharge home
= Improwves patient experience

Outputs

= Number and Pmﬁorﬁon of direct admissions
from ED / community to rehabilitative care
beds (DAPP)

= Average wait time of direct admissicns to
rehabilitative care beds, stratified by admission
from community & ED (DAPP)

= Rate of acute care admissions within 30 days
following discharge from a rehabilitative care
bed (for patients directly admitted from the
community/ED) (DAPP)

= % of unplanned, less-urgent ED visits within 30
days of hospital d/fc (MOH-M)

* §# patients design’ated ALC within two days
of acute care admission d/c to rehabilitative
care bed (MOH-P)

= %of LTC placements where home care
dient could have stayed home or
somewhere else in the community (MOH-
M)

= %of patients directly admitted from the
community/ED that are discharged to
baseline living environment (DAPP)

J

|

:
:

W

Seniors supported to remain in their homes
Reduced utilization of high cost health care
resources

* Enhanced knowledge & capability to
manage the genatric syndromes

+ Frail, high risk seniors receive timely care in
the most appropriate setting

* |Improved functional abilities of frail, high risk
seniors

* Positive, high quality participant Jcaregiver
experience

MIOH-M: This indicator is being collected/reported by the MOHLTC and is being used to evaluate the impact of the AR funding
MOH-P: This indicator is one of the Ministry’s optional project indicators that are to be collectedy/reported by LHINs to the MOH as part of each A&R funding cyde
DAPP: This indicator has been identified by the DAPP Cluster Working Group as a key evaluation indicator to be collected/reported by each participating project




APPENDIX I—EXISTING CARE PATHWAYS

Hip Fracture care pathways

(0}

(0}
(0}
(0}

o

Alberta Process Map for Implementing Hip Fracture Best Practice (2010)

Erie St. Clair LHIN Hip Fracture Cross-Continuum Care Pathway (2015)

Government of South Australia - Models of Care for Orthopaedic Rehabilitation (2011)

GTA Rehab Network — Referral Process Map (2015) & Inpatient Rehab Hip Fracture Clinical
Pathway (2011)

Health Quality Ontario — Quality-Based Procedures Clinical Handbook for Hip Fracture (2013)
National Hip Fracture Toolkit — Bone and Joint Canada (2011)

Waterloo Wellington Regional Rehabilitation/Complex Continuing Care Program — Fractured Hip
Clinical Care Pathway (2014)

Total Joint Replacement care pathways:

(0}
0}
(0}

Bone and Joint Canada — Hip & Knee Replacement Toolkit (2011)

Central LHIN — Clinical Pathway for Total Hip and Knee Replacements (2012)

Champlain LHIN — TJR Standardized Rehabilitation Treatment Approaches across the Continuum
of Care (2014)

Health Quality Ontario — Quality-Based Procedures Clinical Handbook for Hip and Knee
Replacement (2014)

Government of South Australia - Models of Care for Orthopaedic Rehabilitation (2011)

GTA Rehab Network — Guideline for Pre-Operative TJR Processes (2015)

GTA Rehab Network — Outpatient Rehab Process Maps for Total Knee and Total Hip
Replacements (2014)

Mississauga Halton LHIN — Ambulatory Rehabilitation for the TJRs Project (2015)

OACCAC Outcome-Based Pathways to Promote Quality and Value in Home Care (2012)
University of British Columbia — Total Joint Arthroplasty and Outcome Measures (TJAOM) Toolkit
(2014)

Waterloo Wellington Regional Rehabilitation/Complex Continuing Care Program — Total Joint
Arthroplasty Care Pathway (2014)

88



APPENDIX J—REFERRAL DECISION TREE FOR REHABILITATIVE CARE: HIP FRACTURE

Rehabilitative
Care Alliance

eferral Decision Tree for Rehabilitative Care —

To be used with the Rehabilitative Care Alliance Hip Fracture Best Pracfices Framework  January, 2017

Duoes the patienticlient have restorative potential? Thatis, E YES
» |5 the patient'client medically stable enough to parficipate in and benefit from rehabiftative care within the context of histher specific functional goals and ervironment? Go o Step 2|
» Does the patienticlient have identied goals that are specific, measurable, realistic and timely?
Hote: The degree of restorative potential and benefit from the rehabiltative care should take into consideration the patient’s icdient's:
o Premorbid level of functioning
o Medical diagnosis/prognosis and co-morbidities (Le., is there a maximum level of functioning that can be expected owing to the medical diagnosis /prognosis?) MO Consider other
Determination of whether a patient/client has restorative potential includes consideration of all of the abowve factors . Cognitive impairment, care plans
depression, delirium or discharge destination should not be used in isolation to influence a determination of restorative potential
Duels the pa‘ﬁem.fdigm Do the palI:iErl'sfd enf's rE.hahiiIaﬁ-.tE h'eammtlplan and Consider community-biasex- | Golo
require 24 hour nursing functional goals require daily. inter-professional By Step 2
care? intervention? senVices

YES Gote Step 4|
YES >
Can the
patient's! Regardess of functional trajectory, (i.e. progression or
client's maintenance), if a client ves:
5 # Ina LTCH — Contact the LTCH to discuss referral to
functicnal rehabiitative care services.
goal(s) be ‘See Best Pradices for Long Term Care
met in an
outpatient/
COMMmumity Regardess of functional trajectory, (i.e. progression or
setting that maintenance), if a client ves:
iz outside of » At hume;"REfEl for In home rehabiltative care
the home?
See Best Practices for In-Home Rehabiitatve Care

*Refer to Definitions Framework
for Rehabil

Care

"

Re-assess patients progress in-home
and status and return to Step 3

Determine
which
bedded level
of

rehabilitative
care would
meet the

needs of your

Of the 4 bedded levels of rehabilitative care:
Which level's descriptions of Goal,
Functional Trajectory, Target Population
and Funciconal Characteristics are best
aligned with your patient'siclient's
rehabilitative care needs and has the
resources to safely manage the medical
care needs of your |:|.auienrt."::lienl‘?"‘r

pafient

*Refer to Definitions Framework for Rehabilitative Care

Determine whether the goals are progression or maintenance, then based on
|patient/client complexity, the service delivery model (e.g. individual vs. group) and
setting (e.g. hospital-based or community dinic) that can best address goals of
treatment and refer to:

»  Asingle discipline or

Interdisciplinary team or

Community-based dinics or

Hos pital-based dinics.

Other (e.g. falls prevention, exercise classes)

See Best Practices for Community-Based Ambulatery Rehabfitatve Care

** 1 Home Rehabilitaiive Care Eligihili

= A valid OHIP card is

Bedded Levels Of Reh abilitative Care

required and services are provided by Community Care Access Centres. For

Refer to appropriate bedded
level of rehabilitative care

Step 3 if community-based thesapy is needed
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APPENDIX K—REFERRAL DECISION TREE FOR REHABILITATIVE CARE: TOTAL JOINT REPLACEMENT

Rehabilitative
Care Alliance

raft Referral Decision Tree for Rehabilitative Care — To be used with the Rehabilitative Care Alliance Total Joint Replacement Best Practices Framework

STEP 1: Does the patient/client have i ial? Thatis, YES YES
Determine . Isthe patient/client medically stable enough to parhupala in and banaﬁl from rehﬂnilahve care within the context of his /her specific functional goals and envi ? Goto Step 2
eligibility for * Does the patient/client have identified goals that are s and timely?
rehabilitative Mote: The degree of restorative potential and benefit from the rehabilitative care should take into consideration the patient's'client's:
care o Premorbid level of functioning
o Madical damoss!pmgnusls and m-im‘bldliss [l e., is there a maximum level of functioning that can be expected owing to the medical diagnosis/prognosis?) Consider other
See Best Practices F D ation of whether a p has tential i consideration of all of the above factors. Cognitive impairment, depression, delirium or care plans
Pre-Operative Procass dm discharge destination should not be used in isolation tu influence a determination of restorative potential.

SIEF Z: Does the patient/client Do the patient's/client's rehabilitative treatment plan and — — T
Dafeﬂ:nfm If require 24 hour nursing —bﬂ—h functional goals require daily, inter-professional - Step3
patient's needs care? intervention? services

A4

can be met by
community- L |
based
rehabilitative YES Goto Step 4
care o e
Yes | . |Based on patient/client complexity, the service delivery model (e.g. g
"|individual vs. group) and setting (e.g. hospital-based or community clinic) 3
Ganthe that can best address goals of freatment, refer to: 1
) patient's/client's + Asingle discipline or o
STEE functional Regardless of functional rajectory, .if a dlient lives: « Interdisciplinary team or .
Datarmina goal(s) be met » At home - Refer for In home rehabilitative care services** * A specialized rehabilitative care service 8
overall e e e s n rghla‘lk;?g;muagx I‘;;m to discuss referral to 2
functional i
sl | community v 4
and setting/ setting that is Ses Eoel Fractitestor =
location of outside of the l Ambulatory Rehabiltative Care g8
community home*? -
based *This includes a Sea Bast Practices for In-Homa Rehabilitative Care §
rehabilitative permanent or lnginm Rehabilitative Care Eligibility T
care temporary resident ‘ « A valid OHIP card is required and services are provided by Community Care Access Centres. For
— jent (e e —, eligibility, see Home Care and Community Services Act, 1994, Ontario Regulation 386/89, Section 3.4
patient’s prog http:iiwww.e-laws.gov.on cahimifregsfenglish/elaws_regs_990386_e.htm

*Refer to Definitions Framework reium to Step 3 = There may be other local publicly funded programs with their own requirements that are available
for Rehabilitative Care

Bedded Levels Of Rehabilitative Care

SIEP 4: Of the 4 bedded levels of rehabilitative care:
Determine «  Typically patients are referred to the
which rehabiitation level of care.
bedded level «  Which level's descriptions of Goal, Functional
of Trajectory, Target Population and Functional
rehabilitative Characteristics are best aligned with your
care would patient'siclient’s rehabiitative care needs?
meet the «  Which level has the resources to safely manage
needs of your the medical care needs of your patient/client?*

patient

Refer to appropriate bedded
level of rehabilitative care

I

harge from a bedded-level return to Step 3 if
community-based therapy is needed
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APPENDIX L—ACRONYMS

A&R Assess & Restore

A&R/FSMC Assess & Restore/Frail Seniors/Medically Complex
ALC Alternate Level of Care

AM Ambulatory Master

APACTS Alliance of Professional Associations for Community-Based Therapy Services
AUA Assessment Urgency Algorithm

CCAC Community Care Access Centre

Ccc Complex Continuing Care

CCcp Convalescent Care Program

CCRS Continuing Care Reporting System

CHRIS Client Health and Related Information System
CGA Comprehensive Geriatric Assessment

CIHI Canadian Institute for Health Information

CRA Community Rehab Assessment

ED Emergency Department

FIM® Functional Independence Measure instrument
HQO Health Quality Ontario

HSFR Health System Funding Reform

HSP Health Service Provider

ICES Institute for Clinical Evaluative Sciences
InterRAI International Resident Assessment Instrument
LHIN Local Health Integration Network

LOS Length of Stay

LTC Long Term Care

LTCH Long Term Care Homes

LTLD Low Tolerance Long Duration

MDS Minimum Data Set

MIS Management Information System

MOHLTC Ministry of Health and Long-Term Care

NACRS National Ambulatory Care Reporting System
NRS National Rehabilitation Reporting System
OACCAC Ontario Association of Community Care Access Centres
OANHSS Ontario Association of Non-Profit Homes and Services for Seniors
OHA Ontario Hospital Association

OLTCA Ontario Long Term Care Association

OP/AMB Outpatient/Ambulatory

OSN Ontario Stroke Network

POC Proof of Concept

PRS Provincial Referral Standards

PSSO Provincial Standards Sustainability Office

QBP Quality-Based Procedures

QoL Quality of Life

RCA Rehabilitative Care Alliance



RCG Rehabilitation Client Group

RUG Resource Utilization Group
RM&R Resource Matching and Referral
TIR Total Joint Replacement
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