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1.0   INTRODUCTION 

1.1   Expert support  
The work of the RCA is dependent on the expertise and support of many individuals who have 
participated in the RCA’s System Evaluation Task Group as well as other sub-committees. In addition, 
the RCA would like to thank the following: 
 

Institute of Clinical Evaluative Sciences (ICES) 

 Lesley Plumptre, Staff Scientist, Data and Analytic Services 

 Ha-Seul Jeoung, Research Analyst/Epidemiologist, Data & Analytic Services 

 Drew Wilton, Methodologist, Data & Analytic Services 

 Diana An, Project Manager, Data & Analytic Services 

 

Ontario Health, Health System Performance and Support 

 Candice Tam, Group Manager, Alternate Level of Care (ALC) and Home & Community Care; Sector, 

Capacity and Performance   

 Jay Callowhill, Team Lead, Home & Community Care Information Program; Sector, Capacity and 

Performance   

 Janet Izumi, Team Lead and Methodologist  

 

Ontario Hospital Association, Performance Dashboard Development: 

 Ali Sadri, Lead, Business Intelligence & Customer Success 

 Yilin Xie, Business Intelligence Specialist 

 

System Evaluation Task Group Chair:  

 Imtiaz Daniel, Chief Innovation and Transformation Officer, Ontario Hospital Association 

 

University Health Network - Decision Support  

 Lucas Campbell, Senior Analyst, Decision Support 

 Maggie Zhai, Analyst, Decision Support 

 
 
 
Additional comments and suggested updates on this document are welcome for future iterations.  
Please send comments to info@rehabcarelliance.ca  
  

mailto:info@rehabcarelliance.ca
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1.2   Background  
Through 2013-2015, the Rehabilitative Care Alliance (RCA) developed the Rehabilitative Care System 

Evaluation Framework 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 health system planners, health service providers 

and other stakeholders to demonstrate the contribution of rehabilitative care to overall healthcare 

system objectives.   

From 2015 to 2020, the work of the RCA System Evaluation Task and Advisory Groups focused on 

implementation of the evaluation framework, publication of rehabilitative care system performance 

reports, development of a preliminary dashboard, and a review of the availability and reliability of 

provincial data sources for the indicators in the System Evaluation Framework. Based on the review, it 

was decided that only indicators for which data is available and feasible to calculate will be collected for 

reporting.    

In 2021, the RCA Indicator Development Task Group initiated a review and re-alignment of the 

Framework with the Quadruple Aim and a revised Rehabilitation Care System Evaluation Framework 

(2022) was developed.  Further refinement of the indicators and data extraction approach to support 

high value rehabilitative care and drive strategic quality improvement was undertaken. 

In 2025, the RCA updated the 2022 version of the Framework to align with the Quintuple Aim for 

Healthcare Improvement (Nundy et al., 2022) and Ontario Health’s five objectives that are critical in the 

delivery of world-class health care services. The domain of Health Equity was added to the other four 

domains: Patient Experience, Population Health, Value and Efficiency and Provider Experience (Nundy et 

al., 2022).  See 2025 Rehabilitative Care System Evaluation Framework   

The development of the performance report and dashboard was conducted in several stages, with 

provincial stakeholders engaged in all aspects of this work.  

Key principles that have guided, and continue to guide, the work of the System Evaluation Task Group 

are the following: 

 Utilize data derived from existing and reliable data sources  

 Share performance data with stakeholders intentionally and sensitively 

 Utilize existing targets and benchmarks where available and appropriate 

 Be transparent in the methodology used 

 Calculate benchmarks for indicators to drive change, when the desired change is both meaningful 

and the impact of the change is understood  

 Include patients and caregivers in the benchmarked indicator selection process 

 

http://www.rehabcarealliance.ca/system-evaluation
http://www.rehabcarealliance.ca/system-evaluation
https://www.ontariohealth.ca/about/who-we-are/vision-mission-values
https://rehabcarealliance.ca/wp-content/uploads/2025/03/RCA-Rehabilitative-Care-System-Evaluation-Framework.pdf
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This System Performance Report: Technical Manual can be shared among staff and health care service 

providers who are involved with the planning of rehabilitative care services and who want to better 

understand the performance data.  

More information on the System Evaluation initiative is available on the Rehabilitative Care Alliance 

website. To obtain any of the previously released RCA Rehab System Evaluation Performance reports, 

please email info@rehabcarealliance.ca 

1.3   Who should use this report 
This technical manual is designed for health care planners, health care providers, administrators and 

others interested in the delivery and performance of rehabilitative care services in Ontario who have 

read the Rehabilitative Care System Evaluation Performance Summary or reviewed the RCA 

Performance Dashboard and would like more detailed information.   

1.4   Purpose of the technical manual 
The purpose of this technical manual is to provide detailed background, definitions, and interpretation 

on the indicators.  

1.5   Methodology 
Data Sources 

Data for the 15 rehabilitative care system indicators were collected from: 

 National Rehabilitation Reporting System (NRS)1 

 Complex Continuing Care Reporting System (CCRS)1 

 National Ambulatory Care Reporting System (NACRS)2 

 Wait Time Information System (WTIS)3 

 Client Health and Related Information System (CHRIS)3 

 Local Health Integration Network (LHIN) database2  

 Registered Persons Database files (RPDB)2 

Note: 
1 Data obtained through Intellihealth Ontario 
2 Data for the fall-related indicators were obtained through an Applied Health Research Question (AHRQ) process 

from the Institute of Clinical Evaluative Sciences (ICES) team (Jeoung et al., 2025).    
3 Data from Ontario Health – Sector, Capacity and Performance       

 

1.6   Rehabilitative care system indicators 
The 15 rehabilitative care system indicators (Table 1) cross the care continuum and cover three of the 

five domains of the Quintuple Aim: Population Health, Patient Experience and Value/Efficiency (Nundy 

et al., 2022). Potential indicators for the Provider Experience and Health Equity domains of the 

http://rehabcarealliance.ca/system-evaluation
http://rehabcarealliance.ca/system-evaluation
mailto:info@rehabcarealliance.ca
https://rehabcarealliance.ca/system-evaluation/
https://www.oha.com/data-and-analytics/partner-tools/
https://www.oha.com/data-and-analytics/partner-tools/
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Quintuple Aim are still in development. Reports related to these two domains are posted in the 

Rehabilitative Care Alliance System Evaluation website. 

 

The indicators included are those from the System Evaluation Framework that are feasible to calculate 

and for which data is available. Three of these indicators have accompanying benchmarks. The 

remaining 12 supplementary indicators provide information on the quality of rehabilitative care services 

overall and context for interpretation of the performance against benchmarks.  

Table 1: Rehabilitative care system indicators 

REHAB CARE SYSTEM INDICATOR 
QUINTUPLE AIM 

DOMAIN 

Benchmarked Indicators 

Wait time in acute care for inpatient rehabilitative care: time from most recent 

discharge destination determined date from acute care to discharge date, where 

the discharge destination is inpatient rehabilitative care 

Patient Experience 

Wait time for in-home rehabilitative care: patient availability date to date of first 

therapy visit 

Patient Experience  

Repeat Emergency Department (ED) visits for falls for community-dwelling older 

adults: annual rate per 100,000 people aged 65 years and older (age-

standardized) 

Population Health 

Supplementary Indicators   

Inpatient hospital admissions resulting from an ED visit for a fall among 

community-dwelling older adults: annual rate per 100,000 people aged 65 years 

and older (age-standardized) 

Population Health 

ED visits for falls for community-dwelling older adults: annual rate per 100,000 

people aged 65 years and older (age-standardized) 

Population Health 

Percent contribution to Alternate Level of Care (ALC) rate, combined open and 

closed cases, for patients in acute care waiting for inpatient rehabilitative care 

Value/Efficiency 

Percent contribution to ALC rate, combined open and closed cases, for patients 

in an inpatient rehabilitative care or complex continuing care bed 

Value/Efficiency 

Proportion of patients designated ALC to inpatient rehabilitative care within 2 

days of admission to acute care 

Value/Efficiency 

Proportion of patients admitted to high intensity inpatient rehabilitative care by 

Rehabilitation Client Group  

Value/Efficiency 

Proportion of patients admitted to complex continuing care including low 

intensity rehabilitation by Resource Utilization Group  

Value/Efficiency 

Average change in functional based on FIM® by Rehabilitation Client Group Value/Efficiency  

Average admission FIM® score by Rehabilitation Client Group Value/Efficiency 

https://rehabcarealliance.ca/system-evaluation/
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REHAB CARE SYSTEM INDICATOR 
QUINTUPLE AIM 

DOMAIN 

Average active rehabilitation length of stay (LOS) efficiency by Rehabilitation 

Client Group 

Value/Efficiency 

Average length of stay in high intensity rehab by Rehabilitation Client Group Value/Efficiency 

Average length of stay in complex continuing care bed including low intensity 

rehab by Resource Utilization Group 

Value/Efficiency 

Facility-based indicators 

Eleven indicators are hospital-based (i.e., based on admissions or discharges from a hospital). These 

indicators are collected and reported based on the fiscal year. Where required, values may be 

suppressed or not reported due to privacy requirements. 

Population-based indicators 

The fall-related indicators are population-based measures recommended as provincial falls prevention 

measures (LHIN Collaborative, 2011). The indicators are reported by calendar year. Data is collected and 

reported based on patient sub-region or region of residence. The annual fall-related data were obtained 

from Institute for Clinical Evaluative Sciences (ICES) through the Applied Health Research Question 

(AHRQ) process.  

Source of 2024 CY data: ICES AHRQ Project # 2026 0950 056 006 (Jeoung et al., 2025). 

1.7   Provincial benchmarks 
Three of the 15 rehabilitative care system indicators have benchmarks. A modified Delphi approach was 

used to select which indicators would have benchmarks. The criteria for selecting a benchmark included: 

attainable, agreeable to major stakeholders and reflective of top performance. The benchmarks were 

endorsed by the RCA System Evaluation Task and Advisory Groups and the RCA Patient and Family 

Caregiver Advisory Group in 2016 and have been used and reported since.  

The first two benchmarked indicators address wait times for rehabilitative services.  

1. Wait time for inpatient rehabilitative care 

The first indicator looks at wait time in acute care for patients waiting to be admitted to inpatient 

rehabilitative care. The benchmark is 3 days for 90th percentile wait time. 

 

2. Wait time for in-home rehabilitative care services  

The second indicator is wait time to in-home rehabilitative care for four health professional services 

(occupational therapy, physiotherapy, speech-language pathology and social work). The value of these 

benchmark indicators was reached through consensus after reviewing data on current and past 
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performance and alignment with other provincial wait time benchmarks. The benchmark is 5 days for 

90th percentile wait time. 

3. Rate of fall-related repeat emergency department visits in adults ≥ 65 

The third indicator selected for benchmarking was the annual rate of repeat Emergency Department 

(ED) visits for falls among community-dwelling older adults. This indicator focuses on safety and speaks 

to the multi-faceted approach needed to change performance in this area. The benchmark is calculated 

using the Achievable Benchmarks of Care (ABC) methodology (Kiefe et al., 1998).  The principle of the 

ABC methodology is that the benchmark is based on data from the top performers. The age 

standardized rate benchmark, using the ABC methodology, is devived from the results of the highest 

performing legacy LHINs representing the top 20% of the total population for this indicator. The 

benchmark will be re-calculated annually (see Table 2).  

The 2024 achievable benchmark is 583 per 100,000. This was derived from the following steps:  

 Step 1: Ranking legacy LHINs in ascending order of performance on the indicator.  

 Step 2: Beginning with the highest performing legacy LHIN, the population of the LHINs were added 

until at least 20% of the total number of patients were represented (in the denominator). In 2024, 

20% of the total population was 613,215.  

- The top three performing LHIN population only represented 18% of the total population. 

- To represent at least 20% of the population, four legacy LHIN performers were identified in 

2024, representing 32% of the total population. These LHINs included Erie St. Clair, Central 

West, Mississauga Halton and Central legacy LHINs. 

 Step 3: The crude benchmark was calculated using the LHINs identified in step two (≥ 20%).  

- Numerator: The total number of patients who received appropriate care aged ≥ 65  (i.e., 

who had a repeat ED visit due to falls) of the top performing LHINs   

- Denominator: The total number of population eligible for that care in the subset (i.e., total 

population of the top performing LHINs aged ≥ 65) 

 Step 4: The crude rate from step 3 is transformed to the age-standardized rate per 100,000 by ICES 

team to obtain the achievable benchmark rate. 

 

Table 2: 2024 Benchmark calculation for repeat ED visits  

Legacy LHIN 
Rate of Repeat ED Visit for Falls 
per 100,000 (age-standardized) 

Population of adults aged ≥ 65 
years 

ERIE ST CLAIR 529 154,116 

CENTRAL WEST 551 170,144 

MISSISSAUGA HALTON 580 239,862 

CENTRAL 612 408,437 

CHAMPLAIN 684 302,276 
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Legacy LHIN 
Rate of Repeat ED Visit for Falls 
per 100,000 (age-standardized) 

Population of adults aged ≥ 65 
years 

WATERLOO WELLINGTON 728 155,787 

CENTRAL EAST 749 360,890 

TORONTO CENTRAL 800 233,460 

HAMILTON NIAGARA 
HALDIMAND BRANT 

909 344,870 

NORTH SIMCOE MUSKOKA 949 124,293 

SOUTH EAST 88 140,244 

NORTH EAST 1,010 142,468 

SOUTH WEST 1,023 235,602 

NORTH WEST 1,131 53,625 

ONTARIO 768 3,066,074 

Benchmark 583 - 

 

Defining Inpatient Rehabilitative Care  

When referring to inpatient rehabilitative care in this report, rehabilitative care services include: 

 high intensity rehab, provided in National Rehabilitation Reporting System (NRS) designated beds 

 low intensity rehab, usually provided in a complex continuing care (CCC) bed, and   

 short stay convalescent care (CVC) program bed operated in a long-term care (LTC) home, and 

where data is available.    

However, the following caveats apply:  

Data obtained from the WTIS (indicators: wait time for inpatient rehabilitative care, ALC rate in acute 

care to inpatient rehab, ALC rate in inpatient rehab and CCC, proportion designated ALC for rehab within 

two days) distinguish low intensity rehab and activation/restoration bed types by program using the 

‘discharge destination detail’ data element. In WTIS1, patients waiting for: 

 high intensity rehab services are noted as waiting for a rehabilitation bed that could be for cardiac, 

geriatric, low tolerance long duration (LTLD), musculoskeletal, neurological, other rehabilitation 

 low intensity rehab services are noted as waiting for CCC – low tolerance long duration (LTLD). 

For the RCA indicators, long term complex medical management (CCC-non-LTLD beds) performance is 

excluded from ‘inpatient rehabilitative care’.  

                                                           
1 Access to Care - Cancer Care Ontario. Alternate Level of Care (ALC): Reference Manual. Version 2, January 2017. 
Available from: 
https://ext.cancercare.on.ca/ext/databook/db2122/documents/Appendix/ALC_Reference_Manual_v2.pdf   

https://ext.cancercare.on.ca/ext/databook/db2122/documents/Appendix/ALC_Reference_Manual_v2.pdf
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2.0   TECHNICAL GUIDE FOR REHAB CARE SYSTEM INDICATORS  

The technical definitions provide the calculations and data sources for all the indicators.  

2.1   Benchmarked indicators 

1. Wait time for inpatient rehabilitative care 

 

Overview 

This indicator measures the time a patient is waiting in acute care for inpatient rehabilitative care. It is a 

measure of the number of days from the patient’s most recent discharge destination’s determined date 

to the actual discharge date to inpatient rehabilitative care. 

 

This indicator measures wait time for ‘inpatient rehabilitative care’ in the following bed types:  

 High intensity rehab or NRS designated beds (Rehab in WTIS) 

 Low intensity rehab in complex continuing care beds (CCC-LTLD in WTIS)  

 Activation/restoration beds offered as convalescent care program beds in long-term care homes 

(CVC in WTIS) 

 

Long-term complex medical management beds in complex continuing care (CCC-non-LTLD) are excluded 

from the calculation for wait times for inpatient rehabilitative care as this patient population is not a 

rehabilitative care population but in need of a variety of programs including long stay complex 

continuing care, behaviour management, palliative care and other programs.  

 

Data is calculated at the median and 90th percentile. 

Why is it important to measure? 

Patients who are waiting for inpatient rehabilitative care are not getting the care they need when they 

need it. Long wait times may indicate that the current number of inpatient rehab beds is not meeting 

demand or that there are issues with bed utilization. It is a measure of timely access to care. 

 

Data Sources 

Wait Time Information System (WTIS) 

 

Benchmark  

A benchmark of 3 days for the 90th percentile wait for inpatient rehabilitative care was arrived through 

consensus as it approximated the 25th percentile of wait time in Ontario in 2015/16, indicating an 

achievable benchmark that represents high quality care.  

 

 



     Rehabilitative Care Alliance  
System Evaluation Performance Report   

Technical Manual 

Rehabilitative Care System Performance Report – Technical Report 2024/25                                           Page 11 of 53 

 

Considerations and Indicator Interpretation 

The wait time for inpatient rehabilitative care indicator calculation utilizes the Most Recent Discharge 

Destination Detail Determination Date as the ‘start’ date for counting the wait time to the final 

discharge date. The accuracy of the discharge destination bed type and discharge destination detail is 

dependent on acute care providers’ knowledge of rehab programs and the patient’s rehab needs. There 

may be some variation in how accurately bed types and program details are documented in the WTIS.   

The discharge destination detail field may be updated more than once after a patient is designated as 

ALC. By using the ‘most recent’ discharge destination, the data should reflect the time from when a final 

destination has been determined to the date the patient is discharged to that destination. However, the 

data will not include the full time period that the patient waited in the acute care bed if the discharge 

destination field is changed after the patient is designated as ALC. As a result, the reported wait times 

may appear shorter than the patient experience.   

It is also important to note that only patients with an ALC designation who are documented in the WTIS 

have their wait time reported in this indicator. Because of this, a mathematical effect could occur 

making median and 90th percentile wait time appear longer as ALC rates2 and ALC volumes3 decrease. As 

fewer patients are waiting in ALC, only those with longer wait times will remain in the sample. With a 

smaller sample size, the distribution of the wait times will tend to skew relative to previous data reports. 

Both of these conditions move the median of the population higher and because of the inevitable 

tailing, the 90th percentile wait time can also be elevated. In summary, successes in reducing the 

number of patients designated ALC for rehab may reflect longer wait times as it is often the most 

complex patients who have the longest wait times and present the greatest challenges in moving to an 

appropriate rehabilitative care bed.  

To support the interpretation of this data, additional indicators related to ALC rates and volumes were 

included as supplementary indicators from Access to Care Wait Time Information System.   

Technical Definition:  

INDICATOR: Wait time in acute care for inpatient rehabilitative care: time from most recent 
discharge destination determined date from acute care to discharge date, where the discharge 
destination is inpatient rehabilitative care 
 

Indicator Description 

This indicator measures the time a patient is waiting in acute care for an inpatient rehabilitative care 
bed by measuring the time from the most recent discharge destination determined date to the 
discharge date 

                                                           
2 The proportion of inpatient days in Acute and Post-Acute care settings that are spent designated ALC in a specific 
period of time. See glossary of terms for reference. 
3 ALC volumes refer to the number of ALC cases (i.e. patients designated ALC) that meet a select criteria. They may 
be presented/reported as a number or a percentage/proportion of cases. See glossary of terms for reference. 
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INDICATOR: Wait time in acute care for inpatient rehabilitative care: time from most recent 
discharge destination determined date from acute care to discharge date, where the discharge 
destination is inpatient rehabilitative care 
 

Relevance Timely access to inpatient rehabilitative care 

Level of analysis 
 

 Single admission 

 Facility-based analysis  

Data Source(s)  Access to Care Wait Time Information System 

Numerator 

Calculation (define the 
numerator) 
 

 Discharge Date – Discharge Destination Determination Date in days 
calculated at 50th and 90th percentile 

 Volumes are also reported  

Exclusion/Inclusion 
Criteria 
 

Inclusion:  

 All patients ≥18 years with a discharge destination indicated as 
either Rehab, Complex Continuing Care – low tolerance long 
duration (CCC-LTLD) or Convalescent Care (CVC) 

 Discharged from acute care during the fiscal year (allocated based on 
discharge date) 

 Valid Health Care Number (HCN) number (not null or 0 and must be 
10 digits - all numeric) 

Exclusion:   

 Missing discharge date 

 Missing ALC discharge destination determination date  

 Missing ALC discharge destination detail 

 Discharge destination Continuing Care non-low tolerance long 
duration (CCC non-LTLD) 

Denominator 

Calculation (define the 
denominator) 

n/a 

Exclusion/Inclusion 
Criteria 

n/a 

Timing/frequency of 
release 

Annual 

Geography and Timing 

Levels of comparability 
 

Provincial (wait times are calculated for the 50th, and 90th percentiles) 
Legacy LHIN (50th and 90th percentiles) 
Facility 
Discharge Destination Detail  
Discharge Destination rollup (Rehab , CCC-LTLD, CVC) 

Trending (what year are 
data available) 

FY2020/21 to F2024/25 

Limitations  The current data only captures those patients who have a waitlist 
entry (those patients waiting for rehabilitative care who have been 
designated ALC).  
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INDICATOR: Wait time in acute care for inpatient rehabilitative care: time from most recent 
discharge destination determined date from acute care to discharge date, where the discharge 
destination is inpatient rehabilitative care 
 

 A waitlist entry/update and determination of a discharge destination 
do not indicate acceptance by the receiving organization. 

 The reported data is reflective of the intended rehab discharge 
destination from acute care and may be modified by the rehab 
program upon admission. 

Additional Information 

References Access to Care – Cancer Care Ontario. Alternate Level of Care (ALC): 
Reference Manual. Version 2, January 2017 

Comments/Interpretation 
 

 This indicator should be interpreted as the time a patient in acute 
care waits for a rehabilitative care bed, where that patient was 
designated ALC for that level of care. A lower wait time is preferred. 
Wait times where calculated volumes are less than 10 are 
suppressed and given a low volume (LV) designation.  

 Wait times for Long Term Complex Medical Management (CCC non-
LTLD beds) are excluded from the benchmark calculation. 

 The ALC discharge destination determination date is used as a proxy 
for the referral date, as it is defined as “The date when the decision 
is made by the physician or delegate in collaboration with an 
interprofessional team (when available), as to where a patient is to 
be discharged or transferred.” 

 Using this method, only time spent waiting specifically for the 
inpatient rehabilitative care bed will be included in the wait time. If a 
patient has had his/her discharge destination changed multiple 
times, for various clinical reasons, this method may decrease the 
presented wait time in certain scenarios. While this approach helps 
to focus the calculated wait for a specific service, it may not be 
deemed the most reflective of the entire patient experience (i.e., it is 
not inclusive of the total ALC wait time). 

Quintuple Aim Alignment Patient Experience  

Improvement suggestions  Move to a wait time definition that captures time from the date of 
rehab referral to the date of admission to inpatient rehabilitative 
care.    

 Report discharge destinations in alignment with the Rehab Care 
Standards, RCA Framework for Bedded Levels of Rehabilitative Care. 

 

2. Wait time for in-home rehabilitative care services  

 
Overview 
This indicator measures the number of days a patient is waiting for in-home rehabilitative care from the 

patient availability date following service authorization to the date of the first therapy visit. It includes 

https://rehabcarealliance.ca/rehab-care-standards/
https://rehabcarealliance.ca/rehab-care-standards/
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
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the following services: Physiotherapy (PT), Occupational Therapy (OT), Speech-Language Pathology (S-

LP) and Social Work (SW). 

Data is calculated at the median and 90th percentile, provincially and for each legacy LHIN and includes 

data for both short and long stay patients.  

Why is it important to measure? 

Long wait times for this indicator may indicate that the level of services available in the community is 

not meeting demand. It is a measure of Timely Access to Care. 

Data Sources 

Client Health & Related Information System (CHRIS), Health Shared Services Ontario 

Data for wait time for in-home rehab were provided to the RCA from Ontario Health (Health System 

Performance and Support) via their Client Health and Related Information System (CHRIS). Data is 

reported based on the fiscal year for reporting the wait time for in-home rehabilitative care, for all 

patients who received care in the fiscal year, April 1 to March 31.  

Benchmark calculation 

A benchmark of 5 days was selected for the 90th percentile wait time for in-home rehab to align with the 

current Ministry of Health benchmark for wait time for in-home nursing and personal support. 

 

Considerations and Indicator Interpretation 

In general, practices across legacy LHINs may vary concerning how referrals to in-home rehab services 

are prioritized and health professional resources utilized. For example, a patient with a more urgent 

need for in-home rehab service may be prioritized over other, less urgent referrals. In other words, 

patients with a higher risk or more urgent need for service may be seen within the 5-day benchmark, 

while patients with a less urgent need may wait longer. The data reported here did not account for this 

triage methodology. This data does not reflect how much service the patient receives or any outcome 

data.  

Technical Definition:  

INDICATOR: Wait time for in-home rehabilitative care services: patient availability date to date of 
first therapy visit 
 

Indicator Description 

This indicator measures the time from the patient available date following service authorization to 
the date of the first in-home therapy visit. 

Relevance Timely access to in-home rehabilitative services 

Level of analysis 
 

 Single episode of care per service  

 Population-based analysis by legacy LHIN  

Data Source(s) Health Shared Services Ontario 
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INDICATOR: Wait time for in-home rehabilitative care services: patient availability date to date of 
first therapy visit 
 

 Client Health & Related Information System 

Numerator 

Calculation (define the 
numerator) 
 

 Date of first visit - Patient Available Date (PAD) in days calculated at 
median and 90th percentile 

 Volumes are also reported  

Exclusion/Inclusion 
Criteria 
 

Exclusion:   

 Patients who were on hold for any reason between the patient 
availability date and the date of the first therapy visit 

Denominator 

Calculation (define the 
denominator) 

All patients with a patient availability or service authorization date  

Exclusion/Inclusion 
Criteria 
 

Inclusion:  

 In-home care referrals  

 Patients who received their first visit during the fiscal year noted 
(April 1 to March 31st)  

 Adult Short Stay (Adult Short Stay-Acute, Adult Short Stay-Wound, 
Adult Short Stay-Oncology, Adult Short Stay-Rehab or Service 
Recipient Categories (SRC) 91 - Acute, 92 - Rehabilitation if no CCM 
population assigned) 

 Adult Long stay (Client Care Model (CCM) population of Adult 
Chronic, Adult Complex or Adult Community Independence or SRC of 
93 - Maintenance or 94 - Long Term Supportive if no CCM population 
assigned) 

 Age >=18 years at the time of patient available date 

 Valid OHIP number  

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

 Provincial (wait times are calculated for the 50th, and 90th 
percentiles) 

 Legacy LHIN (50th and 90th percentiles) 

 Service by Regulated Health Professional (Physiotherapy, 
Occupational Therapy, Speech-Language Pathology, Social Work) 

 CCM Category (Adult Long Stay/Adult Short Stay)  

 Referral Source (Community/Hospital)  

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

References None 
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INDICATOR: Wait time for in-home rehabilitative care services: patient availability date to date of 
first therapy visit 
 

Comments/Interpretation 
 

 This indicator should be interpreted as the time a patient is waiting 
for in-home rehabilitative care services.  A lower number is 
preferred. 

 Services are categorized using the following functional centre IDs:  
- Physiotherapy (1300, 2100, 2700, 4700, 6114)  
- Occupational Therapy (1400, 2200, 2800, 4800) 
- Speech-Language Pathology (1500, 2300, 2900, 4900) 
- Social Work (1600, 5000) 

 A single episode of care per service means that if there is more than 
one service authorization for the same service, the earliest Patient 
Availability Day (PAD) before the first visit is used for the wait time 
start. In the event a negative wait time is produced, the wait time is 
set to 0 days.  

Quintuple Aim Alignment Patient Experience 

Improvement suggestions None currently 

 

3. Rate of fall-related repeat emergency department visits in adults 65+ 

 
Overview 
This indicator measures the annual rate of repeat visits to the ED for falls among older adults living in 

the community, expressed as the age-standardized rate per 100,000 people. This indicator includes 

older adults (≥65 years old) who are living in the community and who were not transferred from 

another hospital or a long-term care home. Only unscheduled visits were included in the indicator 

definition. 

Why is it important to measure? 

Repeat ED visits for falls are a measure of the effectiveness of secondary fall prevention and ED 

diversion efforts across the province. Low rates of repeat ED visits for falls are desirable. Age 

standardization of the data using the population estimates for the current year, controls for variation in 

expected increases in falls with variation in age of legacy LHIN populations and allows comparison 

between LHINs. Meeting the benchmark for this indicator is one way to ensure community-dwelling 

older adults with frailty are receiving appropriate community-based interventions to maintain and 

optimize their functional status. 

Data Sources 

NACRS, LHIN, and RPDB via ICES AHRQ 
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Considerations and Indicator interpretation 

It has been noted throughout provincial consultation on this indicator and in discussions with experts 

that coding for fall-related visits in the ED can be inconsistent and variable. By the NACRS-ED and ICD-10 

methodology for coding problem codes and cause codes, a fall cannot be coded as the ‘primary reason’ 

for an ED visit and is always coded as a ‘secondary’ problem or potential cause. For example, a head 

injury or other injury may be coded as the primary reason for the ED visit as a result of a secondary 

problem, the fall. As a result, the fall may not be consistently or accurately documented in the patient 

record. This can make it challenging from a data reporting perspective but also for identifying the 

ongoing support needed for fall prevention for those who visit the ED who have had a fall.  

Further, the definition for this indicator excludes visits to the ED that are scheduled in advance, as there 

have been some concerns raised around the accuracy of how these visits are coded. For example, in 

some cases, if a scheduled follow-up visit to ED for a fall is not coded as scheduled, while the diagnostic 

codes still indicate for ‘fall’ as is required for these follow-up visits the overall number of ED visits for 

falls may appear higher than the actual number, having counted the full episode twice. 

Technical Definition:  

INDICATOR: Repeat ED visits for falls for community-dwelling older adults: annual rate per 100,000 
people aged 65 years and older (age-standardized) 
 

Indicator Description 

This indicator measures the annual rate of repeat visits for falls among older adults living in the 
community within 12 months of an index fall (same and next year from the index fall), expressed as 
the age-standardized rate per 100,000 people 

Relevance A measure of the effectiveness of fall prevention efforts across the 
province 

Level of analysis 
 

 Unique patient 

 Population-based analysis (i.e. the location of the patient’s residence 
is used to report regional performance) 

Analysis Rate of fall-related repeat ED visits in adults 65+ = (The total annual 
number of repeat ED visits for falls within 12 months of an index fall 
[same and next year from index fall] / by the total number of individuals 
aged 65+ population) x the standard population 

Data Source(s) 
 

National Ambulatory Care Reporting System (NACRS), Canadian Institute 
for Health Information 
Statistics Canada 

Numerator 

Calculation (define the 
numerator) 

“Fall” defined as: ICD-10 code WW00-WW19 
Index fall: first fall reported to ED in previous year (2023) 

Exclusion/Inclusion 
Criteria 
 

Inclusion: 

 All patients >=65 years 

 Valid OHIP number  
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INDICATOR: Repeat ED visits for falls for community-dwelling older adults: annual rate per 100,000 
people aged 65 years and older (age-standardized) 
 

Exclusions: 

 Duplicate records (%getnacrs dedup=T) 

 Exclude scheduled ED visits (%getnacrs inclscheduled = F) 

 Transferred into ED (%getnacrs inclfrom_typee=F) 

 Those arriving at the ED from any other institution or from another 
ED 

 ED visits for falls occurring after 12 months of an index fall 

Denominator 

Calculation (define the 
denominator) 

Total number of people aged 65 years and older 
 
Adjustment (age standardization) 
This measure is age-standardized to legacy LHIN/OH region/OHTs based 
on Statistics Canada 2015 Canadian population for the expected rate for 
older adults 65+   
 
Note: Statistics Canada 2011 Canadian population was used in calendar 
years before 2024. Starting 2024 calendar year report, the Statistics 
Canada 2015 Canadian population is used.  
 

Exclusion/Inclusion 
Criteria 
 

Inclusion: 

 All patients >=65 years  

 Valid OHIP number   
Exclusions: 

 <65 at index date (of fall) 

 Invalid ICES Key Number (ikn) 

 Missing postal code 

 Not an Ontario resident (1st digit of postal code ne in (‘K’, ‘L’, ‘M’, ‘N’, 
‘P’) on index date 

 Not OHIP eligible as of index date 

 Died as of index date 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions 
Legacy LHIN 
Subregion for CY2019 to CY2021  
Ontario Health Team (OHT) from CY 2022 

Trending (what year are 
data available) 

CY2019 – CY2024 

Additional Information 
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INDICATOR: Repeat ED visits for falls for community-dwelling older adults: annual rate per 100,000 
people aged 65 years and older (age-standardized) 
 

References  Documentation of falls in NACRS-ED has been noted as generally 
unreliable/inconsistent across reporting organizations 

 Does not include falls in the community that are not referred to the 
ED but are treated in the community 

Comments/Interpretation 
 

Indicator as per recommended in: LHIN Collaborative. (2011). Integrated 
Provincial Falls Prevention Framework & Toolkit. Queen’s Printer of 
Ontario. Available from: 
https://www.algomapublichealth.com/media/1325/2011-integrated-
provincial-falls-prevention-framework-and-toolkitcompressed.pdf 

Quintuple Aim Alignment Population Health 

Improvement suggestions Consider alternate data sources to capture falls that are treated in the 
community and outside of the ED as well as the methodology for 
recording falls in the ED 

 

2.2   Supplementary indicators  
Overview 
In addition to the three benchmarked indicators, data are reported on 12 supplementary indicators that 

provide context for a deeper understanding of the benchmarked indicators performance. A summary of 

the data with some analysis of these indicators is provided below. More details on these can be found in 

the accompanying System Performance Dashboard.   

Why is it important to measure? 

These 12 supplementary indicators describe Ontario’s rehab population and provide the necessary 

context for the performance of the benchmarked indicators.  

Data Sources 

Data sources vary and are as noted in the technical definitions.  

 

Considerations and Indicator Interpretation  

Applicable to two indicators: ALC rate in acute care to inpatient rehab, and ALC rate in inpatient rehab 

and complex continuing care 

 

Throughout this report and the supporting data tables, technical definitions, the ALC rates are based on 

combined open and closed cases for these indicators to inpatient rehabilitative care (i.e., rehab, 

complex continuing care – LTLD and convalescent care). Based on ALC Reference Manual, this indicator 

should be ‘Percent contribution to annual ALC rate by discharge destination’ (Access to Care – Cancer 

Care Ontario, 2017). For easer of utilization,  we use “ALC rate to the inpatient rehab care program” as 

the term interchangeably. 

https://www.algomapublichealth.com/media/1325/2011-integrated-provincial-falls-prevention-framework-and-toolkitcompressed.pdf
https://www.algomapublichealth.com/media/1325/2011-integrated-provincial-falls-prevention-framework-and-toolkitcompressed.pdf
http://www.rehabcarealliance.ca/dashboard
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The ALC rate data has been provided for this report by Access to Care via the WTIS. Please note that 

there may be a variance in reported ALC rates when compared to rates reported from iPort™ Access as 

methodologies vary. iPort™ Access counts ALC days using the starting designation date which is a 

different methodology than used on the Access to Care (ATC) information site, and in calculations for 

indicator ALC rate in high and low intensity rehab. The methodology for indicator ALC rate in high and 

low intensity calculates ALC days only during the reporting period. Take the following example of a case 

where the ALC designation date = April 1, 2015, and discharged date = April 5, 2017. 

 iPA validation would count the total number of days for that case (from April 1, 2015 to April 5, 

2017) 

 The methodology used for ALC rate in high and low intensity rehab would only count the active 

dates within FY 17/18 (from April 1, 2017 to April 5, 2017) 

Therefore, differences in indicator results could be substantial, particularly for patients who are waiting 

a long time.  

A decline in ALC rate indicates that more patients are getting access to the care they need when they 

need it. As noted in the discussion of the wait time for inpatient rehabilitative care, it is important to 

understand the context of the number of patients who are designated ALC for rehab as well as the ALC 

rates in order to understand changes in wait time. These two indicators (i.e., ALC rates and wait times) 

are linked. 

The ALC rate (i.e., the total sum of bed days used for patients who were designated ALC divided by the 

total available bed days) can be impacted in two ways: 

 by reducing the number of patients designated ALC for rehabilitative care and  

 by reducing the number of days waiting for inpatient rehabilitative care services.  

 

TECHNICAL DEFINITIONS OF THE 12 SUPPLEMENTARY INDICATORS 

 

1. Rate of fall-related hospital admissions in adults 65+ 

Technical Definition: 

INDICATOR: Inpatient hospital admissions resulting from an ED visit for a fall among community-
dwelling older adults: annual rate per 100,000 people aged 65 years and older (age-standardized) 
 

Indicator Description 

This indicator measures the annual rate of inpatient hospital admissions due to a fall from an ED visit 
among older adults living in the community, expressed as the age standardized rate per 100,000 
people 

Relevance A measure of the effectiveness of fall prevention efforts across the 
province and the potential seriousness of these 

Level of analysis  Unique patients 
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INDICATOR: Inpatient hospital admissions resulting from an ED visit for a fall among community-
dwelling older adults: annual rate per 100,000 people aged 65 years and older (age-standardized) 
 

  Population-based analysis (i.e. the location of the patient’s residence 
is used to report regional performance)  

Analysis Rate of fall-related hospital admission in adults 65+ = (Total number of 
ED visits due to a fall that lead to inpatient hospitalization among 
individuals living in the community 65+ age/total number of individuals 
aged 65 +) x the standard population 

Data Source(s) 
 

National Ambulatory Care Reporting System (NACRS), Canadian Institute 
for Health Information 
Statistics Canada 

Numerator 

Calculation (define the 
numerator) 

“Fall” = ICD-10 code WW00-WW19, and visit disposition status: 6, 7, 8 
(transferred to a hospital after ED visit) 

Exclusion/Inclusion 
Criteria 
 

Inclusion: 

 All patients >=65 years 

 Valid OHIP number  
Exclusions: 

 Duplicate records (%getnacrs dedup=T) 

 Scheduled ED visits (%getnacrs inclscheduled = F) 

 Those who left without being seen (%gertnacrs inclnotseen=F) 

 Those who were transferred into ED (%getnacrs inclfrom_typee=F) 

 Those arriving to the ED from any other institution 

Data Source(s) 
 

CIHI Discharge Abstract Database and National Ambulatory Care 
Reporting System (NACRS), Canadian Institute for Health Information 

Denominator 

Calculation (define the 
denominator) 

Total number of people in the region who are 65 years and older based 
on the calendar year, at index date 
 
Adjustment (age standardization) 
This measure is age-standardized to legacy LHIN/OH region/OHTs based 
on Statistics Canada 2015 Canadian population for the expected rate for 
older adults 65+   
 
Note: Statistics Canada 2011 Canadian population was used in calendar 
years before 2024. Starting 2024 calendar year report, the Statistics 
Canada 2015 Canadian population is used. 

Exclusion/Inclusion 
Criteria 
 

Exclusion: 

 <65 at index date 

 Invalid ICES key number (ikn) 

 Missing postal code 

 Not an Ontario resident (1st digit of postal code ne in (‘K’, ‘L’, ‘M’, ‘N’, 
‘P’) on index date 
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INDICATOR: Inpatient hospital admissions resulting from an ED visit for a fall among community-
dwelling older adults: annual rate per 100,000 people aged 65 years and older (age-standardized) 
 

 Not OHIP eligible as of index date 

 Died as of index date 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions 
Legacy LHIN 
Subregion for CY2019 to CY2021  
Ontario Health Team (OHT) from CY 2022 

Trending (what year are 
data available) 

CY2019 to CY2024 

Additional Information 

Limitations 
 

 Documentation of falls in NACRS-ED has been noted as generally 
unreliable/inconsistent across reporting organizations 

 Does not include falls in the community that are not referred to the 
ED but are treated in the community 

 Population predictions were used and not actual census data 

References Indicator as per recommended in: LHIN Collaborative. (2011). Integrated 
Provincial Falls Prevention Framework & Toolkit. Queen’s Printer of 
Ontario. Available from: 
https://www.algomapublichealth.com/media/1325/2011-integrated-
provincial-falls-prevention-framework-and-toolkitcompressed.pdf 

Comments/Interpretation 
 

 This indicator should be interpreted as the rate of fall related 
admissions from the ED among those 65 years and older per 100,000 
people 65 years and older.  

 A lower number is better. 

 Note: Data on Ontario Health Teams (OHTs) in 2022/23 is based on 
the OHTs identified at that time. Changes to naming conventions 
and additional OHTs have been added after the 2022/23 reporting 
year.  

Quintuple Aim Alignment Population Health 

Improvement suggestions Consider alternate data sources to capture falls that are treated in the 
community and outside of ED as well as the methodology for recording 
falls in the ED 

 
 
 
 
 

https://www.algomapublichealth.com/media/1325/2011-integrated-provincial-falls-prevention-framework-and-toolkitcompressed.pdf
https://www.algomapublichealth.com/media/1325/2011-integrated-provincial-falls-prevention-framework-and-toolkitcompressed.pdf
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2. Rate of fall-related ED visits in adults 65+ 

Technical Definition: 

INDICATOR: ED visits for falls for community-dwelling older adults: annual rate per 100,000 people 
aged 65 years and older (age-standardized) 
 

Indicator Description 

This indicator measures the annual rate of visits for falls among older adults living in the community, 
expressed as the age standardized rate per 100,000 people 

Relevance A measure of the effectiveness of fall prevention efforts across the 
province 

Level of analysis 
 

 Unique patient 

 Population based analysis (i.e. the location of the patient’s residence 
is used to report regional performance) 

Analysis Rate of fall-related ED visits in adults 65+ = (the total number of ED visits 
due to a fall that lead to inpatient hospitalization among individuals 
living in the community 65+/total number of individuals aged 65+) x the 
standard population 

Data Source(s) 
 

National Ambulatory Care Reporting System (NACRS), Canadian Institute 
for Health Information 
Statistics Canada 

Numerator 

Calculation (define the 
numerator) 

Fall” = ICD-10 code WW00-WW19, and visit disposition status: 6, 7, 8 
(transferred to a hospital after ED visit) 

Exclusion/Inclusion 
Criteria 
 

Include 

 All patients >=65 years 

 Valid OHIP number  
Exclusions 

 Duplicate records (%getnacrs dedup=T) 

 Scheduled ED visits (%getnacrs inclscheduled = F) 

 Those who left without being seen (%gertnacrs inclnotseen=F) 

 Those who were transferred into ED (%getnacrs inclfrom_typee=F) 

 Those arriving to the ED from any other institution 

Denominator 

Calculation (define the 
denominator) 

Total number of people in the region who are 65 years and older based 
on the calendar year at index date  
 
Adjustment (age standardization) 
This measure is age-standardized to legacy LHIN/OH region/OHTs based 
on Statistics Canada 2015 Canadian population for the expected rate for 
older adults 65+   
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INDICATOR: ED visits for falls for community-dwelling older adults: annual rate per 100,000 people 
aged 65 years and older (age-standardized) 
 

Note: Statistics Canada 2011 Canadian population was used in calendar 
years before 2024. Starting 2024 calendar year report, the Statistics 
Canada 2015 Canadian population is used.  

Exclusion/Inclusion 
Criteria 
 

Exclusion: 

 <65 at index date 

 Invalid ICES key number (ikn) 

 Missing postal code 

 Not an Ontario resident (1st digit of postal code ne in (‘K’, ‘L’, ‘M’, ‘N’, 
‘P’) on index date 

 Not OHIP eligible as of index date 

 Died as of index date 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions 
Legacy LHIN 
Subregion for CY2019 to CY2021  
Ontario Health Team (OHT) from CY 2022 

Trending (what year are 
data available) 

CY2019 to CY2025 

Additional Information 

Limitations 
 

 Documentation of falls in NACRS-ED has been noted as generally 
unreliable/inconsistent across reporting organizations 

 Does not include falls in the community that are not referred to the 
ED but are treated in the community 

 Population predictions were used and not actual census data 

References Indicator as per recommended in: LHIN Collaborative. (2011). Integrated 
Provincial Falls Prevention Framework & Toolkit. Queen’s Printer of 
Ontario. Available from: 
https://www.algomapublichealth.com/media/1325/2011-integrated-
provincial-falls-prevention-framework-and-toolkitcompressed.pdf 

Comments/Interpretation 
 

 This indicator should be interpreted as the rate of total number of 
visits made to the ED for fall among those 65 years and older per 
100,000 people 65 years and older.  

 A lower number is better. 

 Note: Data on Ontario Health Teams (OHTs) in 2022/23 is based on 
the OHTs identified at that time. Changes to naming conventions 
and additional OHTs have been added after the 2022/23 reporting 
year. 

Quintuple Aim Alignment Population Health 

https://www.algomapublichealth.com/media/1325/2011-integrated-provincial-falls-prevention-framework-and-toolkitcompressed.pdf
https://www.algomapublichealth.com/media/1325/2011-integrated-provincial-falls-prevention-framework-and-toolkitcompressed.pdf
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INDICATOR: ED visits for falls for community-dwelling older adults: annual rate per 100,000 people 
aged 65 years and older (age-standardized) 
 

Improvement suggestions Consider alternate data sources to capture falls that are treated in the 
community and outside of ED as well as the methodology for recording 
falls in the ED 

 

3. ALC rate in acute care to inpatient rehab 

Technical Definition: 

INDICATOR: Percent contribution to ALC rate, combined open and closed cases, for patients in 
acute care waiting for inpatient rehabilitative care  
 

Indicator Description 

This indicator measures the usage of acute care beds for patients awaiting inpatient rehabilitative 
care by measuring the total number of ALC days contributed to the annual ALC rate (open and closed 
cases) over the total number of acute inpatient days, expressed as a percentage 

Relevance This indicator measures the usage of acute care beds for patients 
awaiting inpatient rehabilitative care by measuring the total number of 
ALC days contributed (by open and closed patient cases) over the total 
number of acute inpatient days, expressed as a percentage 

Level of analysis 
 

 Single discharge 

 Facility based analysis (i.e. the location of the facility is used to 
report regional performance) 

Numerator 

Calculation (define the 
numerator) 
 

The total number of days that patients spent designated ALC in an acute 
bed [non-surgical (NS), surgical (SU), and intensive/critical care (IC) beds] 
where the discharge destination is inpatient rehab, CCC-LTLD, or CVC in 
WTIS.  This includes all active patients (i.e., combined open and closed) 
during that time period. 

Exclusion/Inclusion 
Criteria 
 

Inclusions: 

 ALC days for Acute Inpatient Services (NS + SU + IC) 
Exclusions: 

 ALC cases discontinued due to ‘Data entry error’ 

 ALC Days are excluded for the portion of the time when Inpatient 
Service = Discharge Destination for Post-Acute Care (*Exception: 
Bloorview Rehab, CCC to CCC) 

 ALC cases identified by the facility for exclusion 

 Discharge destination CCC non-LTLD 

Data Source(s) Access to Care, Wait Time Information System   

Denominator 

Calculation (define the 
denominator) 

Daily Bed Census Summary 
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INDICATOR: Percent contribution to ALC rate, combined open and closed cases, for patients in 
acute care waiting for inpatient rehabilitative care  
 

Acute Patient days = the total number of patient days occupying Acute 
with Mental Health Children/Adolescent (AT) beds   

Exclusion/Inclusion 
Criteria 
 

Exclusions: 
[Bed Census Summary] 

 Patient days contributed by inpatients in the emergency department 
(Bed Type = Emergency (Emerg + PARR, Emergency + PARR)). 

 Patient days contributed by newborns in bassinets and NICU 
bassinets. 

Data Source(s) Daily Bed Census Summary   

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN  
Facility 
Discharge Destination rollup (Rehab, CVC, CCC-LTLD in WTIS) 

Trending (what year are 
data available) 

FY2019/20 to FY2024/25 

Additional Information 

Limitations 
 

 Please note that only those facilities (Acute & Post-Acute) submitting 
both ALC data (to the WTIS) and Bed Census Summary data (through 
the Health Data Branch Web Portal) are included in ALC rate 
calculation. Any master number that does not have inpatient days 
reported to the Bed Census Summary for a given month/quarter will 
be excluded from reporting for that month/quarter.  

 Additional notes regarding ALC days: 
- The day of ALC designation is counted as an ALC day but the date 

of discharge or discontinuation is not counted as an ALC day. 
- For cases with an ALC designation date on the last day of a 

reporting period and no discharge/discontinuation date, then 
ALC days = 1. 

- The ALC Rate indicator methodology assumes that the Inpatient 
Service data element (as defined in the WTIS) is comparable to 
the Bed Type data element (as defined in the Bed Census 
Summary). 

 The total ALC days by discharge destination represents the number 
of ALC days contributed by patients designated ALC within the same 
reporting period as the Bed Census Summary data submitted who 
have waited for the discharge destination during the patient journey, 
irrespective of the current discharge destination (i.e. a patient may 
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INDICATOR: Percent contribution to ALC rate, combined open and closed cases, for patients in 
acute care waiting for inpatient rehabilitative care  
 

have waited 5 days for rehab but their final discharge destination 
may have not been rehab). 

References  Access to Care – Cancer Care Ontario. Alternate Level of Care (ALC): 
Reference Manual. Version 2, January 2017, page 77 

Comments/Interpretation 
 

 This indicator should be interpreted as the number of days that 
patients use those beds waiting for a Rehab, CVC or CCC-LTLD bed as 
a proportion of available days in an acute care bed, over the period 
of a fiscal year.  A lower percentage is preferred.  

 The data source used to calculate the total patient days in the ALC 
Rate Report is the Daily Bed Census Summary (previously the Daily 
Census Summary). Ontario hospitals make daily (previously monthly) 
data submissions to the Ministry’s Health Data Branch Web Portal. 
ATC then takes a data cut from the Web Portal to use for the total 
patient days in the ALC Rate Report. Please refer to the Bed Census 
Summary DQ Notes tab within the ALC Rate Report for more details 
about the data refresh timelines. 

Quintuple Aim Alignment Value/Efficiency  

Improvement suggestions None at this time 

 

4. ALC rate in inpatient rehab and CCC 

Technical Definition: 

INDICATOR: Percent contribution to ALC rate, combined open and closed cases, for patients in an 
inpatient rehabilitative care or complex continuing care bed 
 

Indicator Description 

This indicator represents the rate of ALC in inpatient rehab by measuring the total number of ALC 
days in inpatient rehab (NRS reporting bed) and CCC (CCRS reporting bed) (combined open and closed 
patient cases), contributed over the total number of inpatient days, expressed as a percentage 

Relevance Access 

Level of analysis 
 

 Single admission 

 Facility based analysis (i.e. the location of the facility is used to 
report regional performance) 

Numerator 

Calculation (define the 
numerator) 
 

The total number of days that patients spent designated ALC in a 
rehabilitation bed or complex continuing care bed. This includes all 
active patients (open and closed) during that time period. 

Exclusion/Inclusion 
Criteria 
 

Inclusions: 

 ALC days for Inpatient Service in an NRS reporting bed or CCRS 
reporting bed 
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INDICATOR: Percent contribution to ALC rate, combined open and closed cases, for patients in an 
inpatient rehabilitative care or complex continuing care bed 
 

Exclusions: 

 ALC cases discontinued due to ‘Data entry error’ 

 ALC Days are excluded for the portion of the time when Inpatient 
Service = Discharge Destination for Post-Acute Care (*Exception: 
Bloorview Rehab, CCC to CCC) 

 ALC cases identified by the facility for exclusion 

Data Source(s) Access to Care, Wait Time Information System 

Denominator 

Calculation (define the 
denominator) 

Daily Bed Census Summary 
Rehab and CCC Patient days = the total number of patient days 
occupying General Rehabilitation (GR) + Special Rehabilitation (SR) Beds 
+ Complex Continuing Care (CR) Beds 

Exclusion/Inclusion 
Criteria 
 

Exclusions: 
[Bed Census Summary]  

 Patient days contributed by inpatients in the emergency department 
(Bed Type = Emergency (Emerg + PARR, Emergency + PARR)). 

 Patient days contributed by newborns in bassinets and NICU 
bassinets. 

Data Source(s) Daily Bed Census Summary and Bed Census Summary  

Geography and Timing 

Timing/frequency of 
release 

Annually 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 

Trending (what year are 
data available) 

FY2019/20 to FY2024/25 
 

Additional Information 

Limitations 
 

 Please note that only those facilities (Acute & Post-Acute) submitting 
both ALC data (to the WTIS) and Bed Census Summary data (through 
the Health Data Branch Web Portal) are included in ALC Rate 
calculation.  

 Any master number that does not have inpatient days reported to 
the Bed Census Summary for a given month/quarter will be excluded 
from reporting for that month/quarter.  

 Additional notes regarding ALC days: 
- The day of ALC designation is counted as an ALC day but the date 

of discharge or discontinuation is not counted as an ALC day. 
- For cases with an ALC designation date on the last day of a 

reporting period and no discharge/discontinuation date, then 
ALC days = 1. 
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INDICATOR: Percent contribution to ALC rate, combined open and closed cases, for patients in an 
inpatient rehabilitative care or complex continuing care bed 
 

 The ALC Rate indicator methodology assumes that the Inpatient 
Service data element (as defined in the WTIS) is comparable to the 
Bed Type data element (as defined in the Bed Census Summary). 

References Access to Care – Cancer Care Ontario. Alternate Level of Care (ALC): 
Reference Manual. Version 2, January 2017 

Comments/Interpretation 
 

 This indicator should be interpreted as the number of days that 
patients are in an NRS or CCC reporting beds waiting for another 
type of bed, as a proportion of the total available days in those NRS 
or CCC beds, over the period of a fiscal year.  A lower number is 
preferred. 

 The data source used to calculate the total patient days in the ALC 
Rate Report is the Daily Bed Census 

 Bed Census Summary (previously the Bed Census Summary and Daily 
Census Summary). Ontario hospitals make daily data (previously 
monthly) submissions to the Ministry’s Health Data Branch Web 
Portal. ATC then takes a data cut from the Web Portal to use for the 
total patient days in the ALC Rate Report. Please refer to the Bed 
Census Summary DQ Notes tab within the ALC Rate Report for more 
details about the data refresh timelines. 

Quintuple Aim Alignment Value/Efficiency 

Improvement suggestions None at this time 

 

5. Proportion designated ALC for rehab within 2 days 

Technical Definition: 

INDICATOR: Proportion of patients designated ALC to inpatient rehabilitative care within 2 days of 
admission to acute care 
 

Indicator Description 

The number of patients designated ALC to inpatient rehabilitative care within 2 days of admission to 
acute care relative to total number of patients discharged to the same inpatient rehabilitative care 
discharge destination (i.e., high intensity rehab, low intensity rehab and activation/restoration), 
expressed as a percentage 

Relevance A measure of effective referrals for appropriate resource use. This also 
identifies potential patients who may not need an acute care inpatient 
stay and could have potentially been directly admitted to an inpatient 
rehabilitative care bed from the community  or Emergency Department. 

Level of analysis 
 

 Single admission/unique patient 

 Facility based analysis (i.e. the location of the facility is used to 
report regional performance) 
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INDICATOR: Proportion of patients designated ALC to inpatient rehabilitative care within 2 days of 
admission to acute care 
 

Analysis Proportion of patients designated ALC to inpatient rehab within 2 days 
of admission to acute care = numerator/denominator x 100 

Numerator 

Calculation (define the 
numerator) 
 

Number of acute care discharges who were designated as ALC with 
discharge to a Rehab, CCC-LTLD or CVC destination within 2 days of 
admission to that acute care bed 

Exclusion/Inclusion 
Criteria 

 

Inclusion:  

 All inpatient acute patients ≥18 years with a discharge destination 
indicated as either Rehab (i.e., high intensity rehab in an NRS 
reporting bed), low intensity rehab (CCC-LTLD in a CCRS reporting 
bed), or activation/restoration beds (CVC reporting bed).  

 Discharged from acute care during the fiscal year  

 Valid HCN OHIP number (not null or 0 and must be 10 digits - all 
numeric) 

 ALC designation date within 2 days of admission 
Exclusion:   

 Missing discharge destination determination 

Data Source(s) Access to Care, Wait Time Information System 

Denominator 

Calculation (define the 
denominator) 

Number of acute care discharges to a Rehab, CCC-LTLD or CVC discharge 
destination. The discharge destination denominator is matched to the 
discharge destination of the numerator. 
Note: allocated to year patient was discharged 

Exclusion/Inclusion 
Criteria 
 

Include:  

 All patients ≥18 years designated ALC with a discharge destination 
indicated as a either a Rehab, CCC-LTLD or CVC 

 Discharged from acute care during the fiscal year  

 Valid HCN OHIP Number (not null or 0 and must be 10 digits - all 
numeric  

Exclude:   

 Missing discharge destination determination 

Data Source(s) Access to Care, Wait Time Information System 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 
Discharge Destination detail  

Trending (what year are 
data available) 

FY2019/20 to FY2024/25 
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INDICATOR: Proportion of patients designated ALC to inpatient rehabilitative care within 2 days of 
admission to acute care 
 

Additional Information 

Limitations 
 

 A waitlist entry/update and determination of a discharge destination 
do not indicate acceptance to that destination or approval by the 
receiving organization. 

 The reported data is reflective of the intended rehab discharge 
destination from acute care and may be modified by the rehab 
program upon admission. 

References Access to Care – Cancer Care Ontario. Alternate Level of Care (ALC): 
Reference Manual. Version 2, January 2017 

Comments/Interpretation 
 

 This indicator is a measure of the number of patients who are 
designated as ALC for rehab within 48 hours of their admission date 
to acute care as a proportion of all patients designated ALC.   

 A lower number is better.  

Quintuple Aim Alignment Value/Efficiency 

Improvement suggestions None at this time 

 

6. Proportion admitted to inpatient rehab by RCG 

Technical Definition: 

INDICATOR: Proportion of patients admitted to high intensity inpatient rehabilitative care by 
Rehabilitation Client Group  
 

Indicator Description 

The proportion of patients admitted to an NRS reporting bed within each Rehabilitation Client Group 
(RCG) expressed as a percentage 

Relevance Provides context to other indicators 

Level of analysis 
 

Facility-based analysis (i.e. the location of the facility is used to report 
regional performance) 

Analysis Proportion admitted to high intensity rehab by RCG = 
numerator/denominator x 100 

Data Source(s) Intellihealth Ontario 

Numerator 

Calculation (define the 
numerator) 

Number of admissions into each of the Rehab Client Grouping  
 

Exclusion/Inclusion 
Criteria 

Inclusion: 

 ≥18 years  

 Admitted into inpatient rehabilitative care during the reporting fiscal 
year 

 Valid OHIP number 
Exclusion: 
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INDICATOR: Proportion of patients admitted to high intensity inpatient rehabilitative care by 
Rehabilitation Client Group  
 

 No RCG assigned 

Denominator 

Calculation (define the 
denominator) 

All admissions to an NRS reporting bed in the reporting fiscal year 

Exclusion/Inclusion 
Criteria 
 

Inclusion: 

 ≥18 years  

 Admitted into inpatient rehabilitative care during the reporting fiscal 
year 

 Valid OHIP number  

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

References None 

Comments/Interpretation 
 

None 

Quintuple Aim Alignment Value/Efficiency 

Improvement suggestions None at this time 

 

7. Proportion admitted to CCC by RUG 

Technical Definition: 

INDICATOR: Proportion of patients admitted to complex continuing care including low intensity 
rehabilitation by Resource Utilization Group   
 

Indicator Description 

Proportion of patients admitted to CCC within each Resource Utilization Group (RUG) expressed as a 
percentage 

Relevance Provides context to other indicators 

Level of analysis 
 

Facility based analysis (i.e. the location of the facility is used to report 
regional performance) 

Analysis Proportion admitted to high intensity rehab by RUG = 
numerator/denominator x 100 

Data Source(s) Intellihealth Ontario 

Numerator 
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INDICATOR: Proportion of patients admitted to complex continuing care including low intensity 
rehabilitation by Resource Utilization Group   
 

Calculation (define the 
numerator) 

Number of admissions into each of the RUG groupings  
 

Exclusion/Inclusion 
Criteria 

Inclusion: 

 ≥18 years  

 Admitted into CCC including low intensity rehab during the reporting 
fiscal year 

 Valid OHIP number 

Denominator 

Calculation (define the 
denominator) 

All admissions to a CCRS reporting bed 

Exclusion/Inclusion 
Criteria 
 

Inclusion: 

 ≥18 years  

 Admitted into inpatient CCC care including low intensity rehab 
during the reporting fiscal year 

 Valid OHIP number  

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

Limitation(s) Data should be interpreted with caution as patients may appear in more 
than one RUG category for data prior to 2021/22. From 2021/22 
onwards, every effort was made for data (admission volume) to 
represent only the last assigned RUG category prior to discharge when 
patients have multiple RUG categories. 

References None 

Comments/Interpretation 
 

None 

Quintuple Aim Alignment Value/Efficiency 

Improvement suggestions None at this time 

Note: Complete 2024/25 FY data from the CCRS was not available in Intellihealth Ontario as of March 23, 
2026. Once the data becomes available, the RCA interactive dashboard will be updated to incorporate 
these indicators (i.e., volume and length of stay based on Resource Utilization Group).    
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8. Average functional change in FIM® by RCG 

Technical Definition: 

INDICATOR: Average change in functional based on FIM® by Rehabilitation Client Group 
 

Indicator Description 

Average change in functional score (FIM®) by RCG for patients in an NRS reporting bed 

Relevance Effectiveness of high intensity inpatient rehab program 

Level of analysis 
 

 Single admission/unique patient 

 Facility based analysis (i.e. the location of the facility is used to 
report regional performance) 

Data Source(s) IntelliHealth Ontario 

Numerator 

Calculation (define the 
numerator) 

Total functional change (FIM® change = discharge total FIM® - admission 
total FIM®) by RCG 

Exclusion/Inclusion 
Criteria 

Inclusion:  

 ≥18 years  

 Admitted into and discharged from inpatient rehab NRS reporting 
bed during the fiscal year 

 Valid OHIP number  

 Discharged alive 
Exclusion:   

 Hospital transfers within a facility or between facilities within 24 
hours 

 Missing Admission FIM® score 

 Missing Discharge FIM® score 

 Missing discharge date 

 No assigned RCG 

Denominator 

Calculation (define the 
denominator) 

Number of discharged patients with functional change FIM® score by 
RCG 

Exclusion/Inclusion 
Criteria 
 

Inclusion:  

 ≥18 years  

 Admitted into and discharged from inpatient rehab NRS reporting 
bed during the fiscal year 

 Valid OHIP number  

 Discharged alive 
Exclusion:   

 Hospital transfers within a facility or between facilities within 24 
hours 

 Missing Admission FIM® score 

 Missing Discharge FIM® score 

 Missing discharge date 
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INDICATOR: Average change in functional based on FIM® by Rehabilitation Client Group 
 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 
RCG 

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

Limitation(s) Data excludes patients who were admitted in the previous fiscal year but 
discharged in the reporting period 

References None 

Comments/Interpretation 
 

The indicator should be interpreted as measuring functional change over 
a high intensity inpatient rehab episode of care.  A larger number is 
better.  

Quintuple Aim Alignment Value/Efficiency 

Improvement suggestions None at this time 

 

9. Average admission FIM® by RCG 

Technical Definition: 

INDICATOR: Average admission FIM® score by Rehabilitation Client Group 
 

Indicator Description 

Mean admission FIM® score by RCG for patients in an NRS reporting bed 

Relevance Provides context on complexity of patients at admission 

Level of analysis 
 

 Single admission/unique patient 

 Facility based analysis (i.e. the location of the facility is used to 
report regional performance) 

Numerator 

Calculation (define the 
numerator) 

Admission FIM® score by RCG 

Exclusion/Inclusion 
Criteria 

Inclusion:  

 ≥18 years  

 Admitted into and discharged from inpatient rehab NRS reporting 
bed during the fiscal year 

 Valid OHIP number  

 Discharged alive 
Exclusion:   
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INDICATOR: Average admission FIM® score by Rehabilitation Client Group 
 

 Hospital transfers within a facility or between facilities within 24 
hours 

 Missing Admission FIM® score 

 Missing Discharge FIM® score 

 Missing discharge date 

 No assigned RCG 

Data Source(s) Intellihealth Ontario 

Denominator 

Calculation (define the 
denominator) 

Number of discharged patients with admission FIM® scores by RCG 

Exclusion/Inclusion 
Criteria 
 

Inclusion:  

 ≥18 years  

 Admitted into and discharged from inpatient rehab NRS reporting 
bed during the fiscal year 

 Valid OHIP number  

 Discharged alive 
Exclusion:   

 Hospital transfers within a facility or between facilities within 24 
hours 

 Missing Admission FIM® score 

 Missing Discharge FIM® score 

 Missing discharge date 

Data Source(s) Intellihealth Ontario 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 
RCG  

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

Limitation(s) Data excludes patients who were admitted in the previous fiscal year but 
discharged in the reporting period 

References None 

Comments/Interpretation 
 

 This indicator should be interpreted as the functional level as 
measured by the FIM® tool of patients at admission.   

 A higher score denotes that the patient requires less assistance in 
completing activities of daily living, or requiring less assistance.    

Quintuple Aim Alignment Value/Efficiency 
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INDICATOR: Average admission FIM® score by Rehabilitation Client Group 
 

Improvement suggestions None at this time 

 

10. Average active rehabilitation LOS efficiency by RCG 

Technical Definition: 

INDICATOR: Average active rehabilitation length of stay (LOS) efficiency by Rehabilitation Client 
Group 
 

Indicator Description 

This indicator measures how much functional improvement a patient experiences in a rehabilitation 
program per day that a patient is actively participating. It indicates how effective the rehabilitation 
time is being used. 

Relevance Effective 

Level of analysis 
 

 Single admission/unique patient 

 Facility based analysis (i.e. the location of the facility is used to 
report regional performance) 

Data Source(s) Intellihealth Ontario 

Value 

Calculation (define the 
numerator) 

Active LOS efficiency (FIM® change (discharge total FIM® – total 
admission FIM®) /total LOS) by RCG 

Exclusion/Inclusion 
Criteria 

Inclusion:  

 ≥18 years  

 Admitted into and discharged from inpatient rehab NRS reporting 
bed during the fiscal year 

 Valid OHIP number  

 Discharged alive 
Exclusion:   

 Hospital transfers within a facility or between facilities within 24 
hours 

 Missing Admission FIM® score 

 Missing Discharge FIM® score 

 Missing discharge date 

 No assigned RCG 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 
RCG 
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INDICATOR: Average active rehabilitation length of stay (LOS) efficiency by Rehabilitation Client 
Group 
 

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

Limitation(s) Data excludes patients who were admitted in the previous fiscal year but 
discharged in the reporting period 

References Canadian Institute for Health Information (CIHI). (2017). NRS eReports: 
Report Interpretation Guidelines. Ottawa: CIHI. Available from: 
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-
2017-en-web.pdf  

Comments/Interpretation 
 

FIM® efficiency is the change in total FIM® score divided by total length 
of stay; it provides information on the average amount of functional 
recovery per day while in inpatient high intensity rehab. 
This indicator should be interpreted as the average functional change 
per day of high intensity inpatient rehab.   

Quintuple Aim Alignment Value/Efficiency 

Improvement suggestions None at this time 

 

11. Average high intensity rehab LOS by RCG 

Technical Definition: 

INDICATOR: Average length of stay in high intensity rehab by Rehabilitation Client Group 
 

Indicator Description 

This indicator measures the average length of stay for patients discharged from a high intensity rehab 
program in the reporting year 

Relevance Effective 

Level of analysis 
 

 Single admission/unique patient 

 Facility-based analysis (i.e. the location of the facility is used to 
report regional performance) 

Data Source(s) Intellihealth Ontario 

Numerator 

Calculation (define the 
numerator) 

Length of stay by RCG 

Exclusion/Inclusion 
Criteria 
 

Inclusion:  

 ≥18 years  

 Admitted into and discharged from inpatient rehab NRS reporting 
bed during the fiscal year 

 Valid OHIP number  

 Discharged alive 
Exclusion: 

https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
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INDICATOR: Average length of stay in high intensity rehab by Rehabilitation Client Group 
 

 No assigned RCG 

 Negative length of stay days 

Denominator 

Calculation (define the 
denominator) 

Number of patients discharged from an NRS reporting bed by RCG  

Exclusion/Inclusion 
Criteria 
 

Inclusion:  

 ≥18 years  

 Admitted into and discharged from inpatient rehab NRS reporting 
bed during the fiscal year 

 Valid OHIP number  

 Discharged alive 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 
RCG   

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

Limitation(s) Data excludes patients who were admitted in the previous fiscal year but 
discharged in the reporting period 

References None 

Comments/Interpretation 
 

This indicator should be interpreted as the average length of stay for 
patients in an NRS bed.  

Quintuple Aim Alignment Value/Efficiency  

Improvement suggestions None at this time 

 

12. Average CCC LOS by RUG 

Technical Definition: 

INDICATOR: Average length of stay in complex continuing care bed including low intensity rehab by 
Resource Utilization Group 
 

Indicator Description 

This indicator measures the average length of stay for patients discharged from CCC in the reporting 
year 

Relevance Effective 

Level of analysis 
 

 Single admission/unique patient 
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INDICATOR: Average length of stay in complex continuing care bed including low intensity rehab by 
Resource Utilization Group 
 

 Facility-based analysis (i.e. the location of the facility is used to 
report regional performance) 

Data Source(s) Intellihealth Ontario 

Numerator 

Calculation (define the 
numerator) 

Length of Stay by RUG category 

Exclusion/Inclusion 
Criteria 

Inclusion: 

 ≥18 years  

 Discharged from CCC including low intensity rehab during the 
reporting fiscal year 

 Valid OHIP number 
Exclusion: 

 Negative length of stay days 

Denominator 

Calculation (define the 
denominator) 

Number of patients discharged from a CCRS reporting bed by RUG  

Exclusion/Inclusion 
Criteria 
 

Inclusion: 

 ≥18 years  

 Discharged from CCC including low intensity rehab during the 
reporting fiscal year 

 Valid OHIP number 

Geography and Timing 

Timing/frequency of 
release 

Annual 

Levels of comparability 
 

Ontario Health Regions  
Legacy LHIN 
Facility 
RUG category 

Trending (what year are 
data available) 

FY2020/21 to FY2024/25 

Additional Information 

Limitation(s) The 2020/21 data should be interpreted with caution as the same length 
of stay (i.e., duplicate value) are included in each RUG for patients with 
more than one RUG category. From 2021/22 onwards, every effort was 
made for LOS data to represent only the last assigned RUG category 
prior to discharge when patients have multiple RUG categories. 

References None 

Comments/Interpretation 
 

This indicator should be interpreted as the average length of stay for 
patients in a CCC bed.  

Quintuple Aim Alignment Value/Efficiency  

Improvement suggestions None at this time 
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Note: Complete 2024/25 FY data from the CCRS was not available in Intellihealth Ontario as of March 23, 
2026. Once the data becomes available, the RCA interactive dashboard will be updated to incorporate 
these indicators (i.e., volume and length of stay based on Resource Utilization Group).    
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3.0   APPENDIX 
 

3.1   Glossary of Terms  
Term Definition 

 

Alternative Level of 

Care (ALC) 

When a patient is occupying a bed in a hospital and does not require the 

intensity of resources/services provided in this care setting (Acute, Complex 

Continuing Care [CCC], Mental Health or Rehabilitation), the patient must be 

designated ALC at that time by the physician or her/his delegate. The ALC 

wait period starts at the time of designation and ends at the time of 

discharge/transfer to a discharge destination (or when the patient’s needs 

or condition changes and the designation of ALC no longer applies). 

Access to Care – Cancer Care Ontario (2017) 

Acute Care  Acute care beds are categorized as follows: 

Non-surgical: A designated bed providing care to patients who are receiving 

acute medical care but who are not waiting for or have not had surgical 

procedures. 

Surgical: A designated bed providing care to patients who are waiting for or 

have already undergone surgical procedures. 

Intensive/Critical Care: A designated bed providing care to patients with 

acute or potentially life -threatening conditions requiring advanced medical 

care and support. 

Access to Care – Cancer Care Ontario (2015) 

ALC Discharge 

Destination 

 

The location determined by the physician or delegate in collaboration with 

an interprofessional team (when available), as to where a patient is to be 

discharged or transferred. ALC Discharge Destination is composed of two 

elements: Discharge Destination Type & Discharge Destination Detail.  

Access to Care (2017) 

ALC Discharge 

Destination  

Detail 

Program specific detail associated with the facility type or service required 

by the patient at the point of discharge or transfer.  

Access to Care – Cancer Care Ontario (2015) 

ALC Discharge 

Destination 

Determination Date 

The date when the decision is made by the physician or delegate in 

collaboration with an interprofessional team (when available), as to where a 

patient is to be discharged or transferred. 

Cancer Care Ontario (2015) 

ALC Designation Date The date when a physician or delegate determines that a patient is 

occupying a bed in a hospital and does not require the intensity of 

resources/services provided in this care setting. 
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Access to Care – Cancer Care Ontario (2015) 

ALC Volumes  ALC volumes refer to the number of ALC cases (i.e. patients designated ALC) 

that meet a select criterion. They may be presented/reported as a number 

or a percentage/proportion of cases.  

Access to Care – Cancer Care Ontario (2015) 

ALC Rate 

 

The proportion of inpatient days in Acute and Post-Acute care settings that 

are spent designated ALC in a specific period of time. 

Access to Care – Cancer Care Ontario (2017) 

Open ALC Cases 

 

Patients who have been designated/re-designated ALC and are still open 

(i.e., still waiting) as of a specified date (e.g., end of a reporting period). 

Access to Care – Cancer Care Ontario (2017) 

Closed ALC Cases Patients who have been discharged or discontinued within a specified period 

of time (inclusive of start and end dates) (definition adapted from the ALC 

Volume definition of closed cases) 

Discharged: Patients who have been designated/re-designated ALC and 

were discharged to an 

ALC Discharge Destination within a specified period of time (e.g., within 

reporting month). 

Discontinued: Patients who have been designated/re-designated ALC and 

have had their ALC designation discontinued within a specified period of 

time (e.g., within reporting month). ALC cases may be discontinued due to 

one of the following reasons: change in destination invalidates ALC 

designation, change in medical status, data entry error, death, discharge 

against medical advice, transfer to acute care, unplanned repatriation. Note: 

only ALC cases discontinued due to change in medical status may be re-

designated ALC. 

Access to Care – Cancer Care Ontario (2017) 

Bedded levels of 

Rehabilitative Care 

Bedded levels of rehabilitative care refer to hospital-based designated 

inpatient rehab beds and complex continuing care beds as well as 

convalescent care/restorative care beds within LTCH (Rehabilitative Care 

Alliance, Definitions Framework for Bedded Levels of Rehabilitative Care) 

Rehabilitative Care Alliance (2023) 

The Canadian Institute 

for Health Information 

(CIHI) 

The Canadian Institute for Health Information (CIHI) is an independent, not-

for-profit organization that provides essential information on Canada’s 

health systems and the health of Canadians. 

Continuing Care Hospital-based continuing care serves individuals who may not be ready for 

discharge from hospital but who no longer need acute care services. Also 

https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
https://rehabcarealliance.ca/wp-content/uploads/2023/04/RCA-Framework-for-Bedded-Levels-of-Rehabilitative-Care.pdf
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known as extended care, chronic care or complex continuing care, it 

provides ongoing professional services to a diverse population with complex 

health needs. Facilities may be free-standing or co-located with acute 

and/or rehabilitation services within one hospital. 

Canadian Institute of Health Information (2020) 

Continuing Care 

Reporting System 

(CCRS) 

 

The Continuing Care Reporting System (CCRS), launched in 2003–2004, 

contains demographic, clinical, functional and resource utilization 

information on individuals receiving continuing care services in hospitals or 

long-term care homes in Canada. 

Canadian Institute for Health Information (2020) 

Client Health & 

Related Information 

System (CHRIS) 

CHRIS (Client Health and Related Information System) supports the delivery 

of care at home and in the community for 670,000 patients in Ontario. 

Patients get the right care at the right time and place because of features in 

CHRIS. 

 The home and community care patient health record and secure 

Document Management System 

 Clinical assessment and decision-support 

 Includes integration of the interRAI Home Care assessment instrument  

 Care planning and coordination 

 Includes Coordinated Care Plans and the standardized Care Coordination 

Dashboard 

 Direct-to-provider ordering and oversight of home care services 

 Direct-to-vendor ordering and delivery of medical supplies and 

equipment 

 Patient referrals and placements across the continuum of care 

 Caseload and workforce management 

Health Shared Services Ontario 

Complex Continuing 

Care (CCC) 

 

A designated bed providing specialized care to patients who are medically 

complex, require hospital stays, regular onsite physician care and 

assessment, and active management over extended periods of time.  

 

CCC – low tolerance long duration (LTLD) (i.e., low intensity rehab) 

Specialized inpatient rehabilitation suitable for individuals in need of a 

slower-paced program over a longer period of time than is offered in other 

programs. The acronym is used to describe the data provided for the 

indicators from the WTIS.  

 

https://secure.cihi.ca/free_products/CCRS-external-data-users-guide-2019-2020-en.pdf
https://www.ontariohealth.ca/privacy/health-shared-services-ontario/statement-information-practices-chris
https://www.ontariohealth.ca/privacy/health-shared-services-ontario/statement-information-practices-chris
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CCC – non-low tolerance long duration (Non-LTLD) 

This category would include all patients in complex continuing care beds 

who are not in an LTLD bed. 

Access to Care – Cancer Care Ontario (2015) 

Convalescent Care Bed 

(CVC) 

 

Provision of care to support the gradual recovery of health and strength 

after illness or surgery. Convalescent Care programs provide 24-hour care to 

people who require specific medical and therapeutic services in supportive 

environments for defined periods of time. 

Access to Care – Cancer Care Ontario (2015) 

Discharge Date 

 

The date when the decision is made by the physician or delegate in 

collaboration with an interprofessional team (when available), as to where a 

patient is to be discharged or transferred. 

Access to Care – Cancer Care Ontario (2017) 

Discharge Destination 

 

The location determined by the physician or delegate in collaboration with 

an interprofessional team (when available), as to where a patient is to be 

discharged or transferred. In the WTIS, the ALC Discharge Destination data 

element is composed of two elements:  

1. ALC Discharge Destination Type: The facility type or service required 

by the patient at the point of discharge or transfer.  

2. ALC Discharge Destination Detail: Program specific detail associated 

with the facility type or service required by the patient at the point 

of discharge or transfer. 

Access to Care – Cancer Care Ontario (2017) 

FIM® - Functional 

Independence 

Measure 

The functional assessment instrument included in the Uniform Data Set for 

Medical Rehabilitation (UDSMR). It is composed of 18 items (13 motor items 

and 5 cognitive items) that are rated on a 7-level scale representing 

gradations from independent (7) to dependent (1) function. The FIM® 

instrument is a measure of disability and looks at the caregiver burden 

associated with the level of disability. 

 

Admission FIM® instrument Assessment — The baseline functional 

assessment that is done using the FIM® instrument at the time of admission 

to the rehabilitation program. The FIM® instrument should be administered 

within 72 hours of admission. 

 

Discharge FIM® instrument Assessment — The assessment of the client’s 

functional ability using the FIM® instrument at discharge. The FIM® 
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instrument should be administered within 72 hours before discharge from 

the rehabilitation program. 

Canadian Institute for Health Information (2024) 

Health Shared Services 

Ontario - Ontario 

Health 

Health Shared Services Ontario (HSSO) was established in 2017 as a board-

governed provincial crown agency under the Local Health System 

Integration Act (2006) to provide corporate services to Ontario's 14 legacy 

Local Health Integration Networks (LHINs) to meet the health care needs of 

their local communities. HSSO and its digital programs and services 

integrated with Ontario Health in 2019.  

 

Through the continuous development and delivery of province-wide digital 

health platforms, quality improvement initiatives, and other business and IT 

supports, HSSO uses leading-edge technology and best practices to enable 

health system integration and better patient care. 

Health Shared Services Ontario 

IntelliHealth Ontario IntelliHealth is a knowledge repository that contains clinical and 

administrative data collected from various sectors of the Ontario healthcare 

system. IntelliHealth enables users to create queries and run reports 

through easy web-based access to high quality, well organized, integrated 

data. 

Ministry of Health - Ontario 

Long Term Care (LTC) 

Bed 

 

A designated bed providing care to meet both the medical and nonmedical 

needs of people with chronic illnesses or disabilities who require care that is 

not available in the community 

Access to Care – Cancer Care Ontario (2015) 

LOS efficiency The change in Total Function Score (see Total Function Score) per day of 

client participation in the rehabilitation program. Calculated as change in 

Total Function Score from admission to discharge divided by length of stay 

(see Length of Stay). 

Canadian Institute for Health Information (2017) 

National Ambulatory 

Care Reporting System 

(NACRS) 

The National Ambulatory Care Reporting System (NACRS) contains data for 

all hospital-based and community-based ambulatory care: 

 Day surgery 

 Outpatient and community-based clinics 

 Emergency departments 

 

https://www.ontariocanada.com/registry/view.do?postingId=26826#:~:text=On%20January%201,%202017,%20a%20new%20board-governed%20provincial,to%20the%20Local%20Health%20Integration%20Networks%20(LHINs)%20an
https://www.ontariohealth.ca/privacy/health-shared-services-ontario
https://intellihealth.moh.gov.on.ca/
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
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National 

Rehabilitation 

Reporting System 

(NRS) 

A primarily voluntary national health information system for adult inpatient 

rehabilitation services. The province of Ontario has mandated its use for all 

designated rehabilitation beds in that province. The NRS contains client data 

collected from participating adult inpatient rehabilitation facilities and 

programs across Canada. The NRS data elements contain information 

related to socio-demographic information, administrative data, health 

characteristics, activities and participation and therapeutic interventions. 

These elements are used to estimate a variety of indicators including wait 

times and client outcomes. 

Canadian Institute for Health Information (2017) 

Cardiac Specialized inpatient rehabilitation program for patients with cardiac issues 

designed to maximize their overall function through interprofessional 

clinical expertise. (NRS Reporting beds, WTIS) 

Access to Care – Cancer Care Ontario (2015) 

Geriatric 

 

Specialized inpatient rehabilitation program for geriatric patients (age as 

defined by the specific program) designed to maximize their overall function 

through interprofessional clinical expertise. (NRS Reporting beds, WTIS) 

Access to Care – Cancer Care Ontario (2015) 

Low tolerance long 

duration (LTLD) (i.e., 

low intensity rehab) 

Specialized inpatient rehabilitation suitable for individuals in need of slower-

paced programs over longer periods of time than are offered in other 

programs. LTLD is often used interchangeably with “low intensity rehab” as 

the LTLD terminology is used as discharge destination in WTIS.  

Access to Care – Cancer Care Ontario (2015) 

MSK Specialized inpatient rehabilitation program for patients with 

musculoskeletal issues, designed to maximize their overall function through 

interprofessional clinical expertise. This may include, but is not limited to, 

arthritis, osteoporosis, and bone cancer. (NRS Reporting beds, WTIS) 

Access to Care – Cancer Care Ontario (2015) 

Neuro Specialized inpatient rehabilitation program for patients with neurologically 

related impairments, designed to maximize their overall function through 

interprofessional clinical expertise. This may include, but is not limited to, 

acquired brain injury (ABI), stroke, spinal cord injury and generalized 

neurological rehabilitation (e.g., degenerative neurological conditions such 

as Parkinson’s and Multiple Sclerosis). (NRS-Reporting beds, WTIS) 

Access to Care – Cancer Care Ontario (2015) 

https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
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Other Rehabilitation Non-specialized inpatient rehabilitation program for patients not captured in 

the above categories, designed to maximize their overall function through 

interprofessional clinical expertise. (NRS-Reporting beds, WTIS) 

Access to Care – Cancer Care Ontario (2015) 

Patient Days The number of days that a client is present in an inpatient rehabilitation bed 

or organization in a given time period. Calculated for both open and closed 

episodes of care. 

Canadian Institute for Health Information (2017) 

Rehabilitation Client 

Group (RCG) 

Within the NRS, a client is categorized into 1 of 17 health condition groups 

known as Rehabilitation Client Groups (RCGs). The RCG selected for a 

particular client is based on the condition that best describes the primary 

reason for his or her admission to the inpatient rehabilitation unit or 

organization, such as a stroke or limb amputation. 

Canadian Institute for Health Information (2017) 

Rehabilitation Group 

(RG) 

 

A type of categorization representing the highest level of diagnostic 

classification for clinically similar patients and used in the RPG case mix 

grouping methodology for the NRS. The RPG methodology was developed by 

Ontario’s Joint Policy and Planning Committee using data from the NRS and 

other sources for Ontario facilities. Assignment to any of the 21 RGs is based 

on the Rehabilitation Client Group (RCG) code selected for each NRS record. 

Each patient is assigned to an RG, based on their RCG, which is combined 

with other variables to assign each patient to an RPG. 

Canadian Institute for Health Information (2017) 

Rehabilitation Patient 

Group (RPG) 

 

A sub-classification of Rehabilitation Groups (RGs) in inpatient rehabilitation 

case mix grouping methodology developed by Ontario’s Joint Policy and 

Planning Committee using NRS data for Ontario facilities. Patients are 

assigned to 1 of the 83 specific RPGs based on a combination of RG, 

Admission Motor Function Score and/or Admission Cognitive Function Score 

(derived from data collected using the FIM® instrument) and/or age. Each 

RPG is associated with a typical cost weight, which is intended to be updated 

annually. 

Canadian Institute for Health Information (2017) 

RUG-III Categories  Special Rehabilitation  

All special rehabilitation will have 150 or more minutes of therapy AND 1 or 

more therapies on 5 or more days OR 45 or more minutes of therapy AND 1 

or more therapies on 3 or more days AND 2 or more nursing rehab 

https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
https://www.cihi.ca/sites/default/files/document/rug-iiiplus-decision-support-guide-draft-1.3-en_0.pdf
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techniques on 6 or 7 of last 7 days. Amount of therapy time ranges from 45 

minutes or more (low) to 720 minutes or more (ultra-high)   

Special Rehabilitation – Ultra High 

Special Rehabilitation – Very High 

Special Rehabilitation – High 

Special Rehabilitation – Medium 

Special Rehabilitation – Low 

 

Extensive Services - High ADL Impairment score (7 to 18) AND tracheostomy 

care OR ventilator/respirator OR antibiotic-resistant infection OR 

Clostridium difficile infection 

 

Special Care - Tracheostomy care OR ventilator/respirator OR antibiotic-

resistant infection OR Clostridium difficile infection OR High ADL Impairment 

score (7 to 18) AND any Special Care items 

 

Clinically Complex - Tracheostomy care OR ventilator/respirator OR 

antibiotic-resistant infection OR Clostridium difficile infection OR Any Special 

Care items OR Any Clinically Complex items 

Behaviour Problems - RUG_III_ADL score of 4 to 10 AND troubling 

behaviours 

 

Impaired Cognition - RUG_III_ADL score of 4 to 10 AND high Cognitive 

Performance Scale (CPS) score of 3 to 6 

 

Reduced Physical Functions - All assessments qualify 

Canadian Institute for Health Information (2018) 

Total Function Score The sum of the scores for all 18 elements on the FIM® instrument, ranging 

from 18 to 126. A higher Total Function Score suggests a higher level of 

independent functioning in activities of daily living and communication. 

Canadian Institute for Health Information (2017) 

WTIS (Wait Time 

Information System) 

The WTIS is a web-based application that collects surgery, diagnostic 

imaging (CT/MRI), ALC, and Cardiac Care Network wait time data to inform 

our understanding of the patient journey. The system provides clinicians and 

other healthcare professionals with the tools they need to effectively assess 

patient waits in a standardized manner. 

 

https://www.cihi.ca/sites/default/files/document/nrs-ereports-manual-2017-en-web.pdf
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Access to Care (ATC), within CCO, is the service delivery agent for the Wait 

Time and ER/ALC Information Strategies on behalf of the Ministry of Health 

and Long-Term Care 

Access to Care – Cancer Care Ontario (2017) 
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