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Icon Legend

The following icons are used throughout the document to show alignment to Integrated Health Service
Plan (IHSP) Big Dots or IHSP Priorities:

Big Dot or Big Dot Component

©

Primary Health Care Priority Measure

Home, Long-Term Care and Community Care Priority Measure

Preventing and Managing Chronic Conditions Priority Measure

Mental Health and Addiction Services Priority Measure

Hospital-Base Care Priority Measure

Rehabilitative Services Priority Measure

Hospice Palliative Care Priority Measure
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The following icons are used throughout the document to show alignment to factors that prioritized
measures as important for inclusion in IHSP performance monitoring:

zp;) Ministry-LHIN Accountability Agreement (MLAA) Measure

-
‘V"' Shared System Measure

Service Accountability Agreement (SAA) Measure




Quality Care, Improved Health, Better Value

Introduction

Quality Care, Improved Health, Better Valued these are the triple aim goals of the South West LHIN to
improve health outcomes, the experience of care, and value for money, as outlined in our Integrated
Health Service Plan (IHSP) 2016-19.

Monitoring and reporting performance is important, not only to communicate and demonstrate how the
LHIN is achieving an integrated health system for all, but also as a sign of our commitment to
accountability and transparency to our community.

Progress will be monitored using three Report on Performance monitoring tools:

1. Scorecard & Big Dots
9 Progress againstf o u ig DB me a s u r esystem mdasuPes including
baseline performance, the target value set to drive improvement through the
IHSP, and comparison information on how the South West LHIN ranks relative to
other LHINSs.

2. Summary Reports (Priority Summaries)
1 GraphsshowingtheSout h West L HI Ntérdrentve tb provincaln ¢ e
performance are included along with a brief analysis of performance, description
of interventions that are impacting performance, and key considerations to
support continued improvement or spread.

3. e-Tool
1 Aninteractive web-based tool that supports the drill-down of performance
measures to the LHIN, sub-region, and health service provider level (where
available) to support more detailed analysis.

This Report on Performance Backgrounder and Technical
Specifications support the interpretation and understanding of the
measures included in the performance monitoring tools. The

What is a Measure?

Technical Specifications includes more detailed information about the A measure is a numberd often
source of data, inclusion/exclusion criteria, special considerations, expressed as a per cent or rated
timing of data release, etc. that helps understand how an
organization is performing relative
Measure Selection to a standard, benchmark, target,

- " . or comparable organization.
Key indicators have been prioritized as system-level measures if there

is alignment to more than one of the seven priority areas and key
objectives identified within the IHSP and based on the following
considerations:

-
‘V',l 1. Requires shared improvement efforts and accountability across health system partners

&7 2. Exists in Ministry-LHIN Accountability Agreement (MLAA)

3. Exists in one or more Health Service Provider (HSP) Service Accountability Agreement



The Big Dots




Big Dots are overall high-level measures that allow us to understand progress against system goals. The

Big Dots include:

1 Self-Reported Health Status i Percentage Reporting Very Good or Excellent Health
1 Faster Access to Care in the Community i Improvement in Access for Key Community Services

(Mental Health, PSW and Primary Care) including:
o Wait Time for Mental Health Case Management
o Personal Support Worker (PSW) Within 5 Days
o Timely Access to a Primary Care Provider

9 Satisfaction With Health Care in the Community i Overall Satisfaction With Health Care in the

Community

1 Value Realized 1 Savings Realized by Reducing Unnecessary Visits and Readmissions to the
Hospital. This Big Dot includes a focus on cost avoidance opportunities in the following areas:
0 Readmissions Within 30 Days for HBAM Inpatient Grouper (HIG) Conditions

o Emergency Visits Best Managed Elsewhere

0 Hospitalizations for Ambulatory Care Sensitive Conditions

Self-Reported Health Status

WHAT IS BEING MEASURED?

This Big Dot reports upon the results of the self-assessed health status of the population over the age of

12.

WHAT DOES THIS MEASURE MEAN?

Self-reported health status is a conventional measure of health status at the population level. Measures of
self-reported health are used to examine the health-related impacts of lifestyle behaviors such as
smoking and drinking, health care use, and social status. It is also used as a determinant of health care.

How people feel about their own health is seen as a good indication of burden of disease.

WHY IS THIS MEASURE IMPORTANT?

Self-reported health statusisaselffas sessment of oneo6meisbneaflthe tastcdmmbns me asu
measures used in public health surveys (such as the Canadian Community Health Survey) to assess the

health status of a population because it has been shown to be an accurate predictor of the actual health,

future disability and life expectancy of a population. Generally, those who report themselves to be in
fexcellentd or Avery goododo health status have fewer di

How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?

Our goal is to be above our target for this measure.

Our target for this Big Dot aims for continuous improvement. As of our baseline year, the South West

LHIN is the best performing LHIN in the province.
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£) The Big Dots - i e f

Faster Access to Care in the Community
WHAT IS BEING MEASURED?

This Big Dot is measuring three components that describe access to key community services including:

1 Wait Time for Mental Health Case Management

1 Percentage of Home Care Clients With Complex Needs Who Received Their Personal Support
Visit Within 5 Days of the Date That They Were Authorized for Personal Support Services

1 Percentage of Adults Who Were Able to See a Primary Care Provider on the Same Day or Next
Day When They Were Sick

Each of these three components are described in more detail in the sections that follow.
WHAT DOES THIS MEASURE MEAN?

This serves as a high-level indication of wait times for community services across the health care system
in the South West LHIN.

WHY IS THIS MEASURE IMPORTANT?

Faster access to care in the community indicates whether or not people are able to get access to the
services they need in a timely manner. If individuals can access community services in a timely manner,
then they are more likely to be able to stay in their homes longer. Reduced access to community
services can lead to individuals visiting the Emergency Department (ED) to have their needs met.

How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?
Our goal is to provide 20% faster access to community services.

The target for this measure was set to continue our progress on improving access and reducing wait
times for community residents.

Satisfaction With Health Care in the Community
WHAT IS BEING MEASURED?

This measure is looking at the percentage of adults whoreport ed t hey were fAveryo
with health care in their community.

WHAT DOES THIS MEASURE MEAN?

Satisfaction with health care in the community is an indicator of the quality of health care in the
community.

WHY IS THIS MEASURE IMPORTANT?

If an individual reports that they are satisfied with their health care, then this is likely an indication that
they have had their needs met with quality care. Patient satisfaction has also been linked to clinical
outcomes and is indirectly telling us how timely, efficient, and patient-centered health care is in our
communities.

or
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How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?

Our goal is to be above target for this measure, and the target for this measure was set to match the best
performing LHIN.

Value Realized by Reducing Hospital Visits and Days

WHAT IS BEING MEASURED?

This Big Dot is measuring three components focusing on hospital avoidance opportunities in the following
areas:

1 Readmissions Within 30 Days for (HIG) Conditions
1 Emergency Visits Best Managed Elsewhere
1 Hospitalization for Ambulatory Care Sensitive Conditions

Each of these three components are described in more detail in the sections that follow.
WHAT DOES THIS MEASURE MEAN?
This composite measure gives us high level indication of:

1 Whether more people are being readmitted to hospital than what is expected based on the
population

1 The rate at which people are using the Emergency Department for minor conditions (such as eye
infections, ear infections, and urinary tract infections) that could be better treated in primary care
settings

1 The rate at which people are hospitalized for chronic conditions that could have been managed in
the community

WHY IS THIS MEASURE IMPORTANT?

Value Realized by Reducing Hospital Visits and Days isaway of quantif yi ng 6éwastebd o
avoided by reducing hospital readmissions, reducing unnecessary Emergency Department use for
conditions best treated in primary health care, and reducing the rate at which people are hospitalized for
chronic conditions that could have been better managed in the community. This measure also provides
an indication of effectiveness, integration of care provided, and appropriateness of health care utilization.

How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?
Ourgoalistobe above target for this measure as this

The target for this measure was sett hr ough t he combination of ai mi
performance to expected performance for hospital readmissions and moving towards the provincial
average for ED visits best managed elsewhere and hospitalizations for ambulatory care sensitive
conditions.
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The Seven Priorities




This measure shows the percentage of South West LHIN residents who said they were able to see their
doctor or nurse practitioner on the same day or next day when they are sick.

This measure shows whether or not patients had timely access to a primary care provider when they
needed it most.

In a well-coordinated health care system, patients would be able to get an appointment with their primary
care provider when they need to. Otherwise, they will often visit walk-in clinics or hospital Emergency
Departments which may contribute to increased wait times in the hospital and inefficiencies within the
health system.

This measure is one of three components that comprise |
Big Dot.

Our goal is to be above target for this measure.

The target for this measure was set after comparing how each of the LHINs is performing. The target was
set to reduce the gap between the South West LHIN and best performing LHIN in Ontario by half.

2| (S

This measure is looking at emergency visits for conditions that could be treated in alternative primary care
settings for patients aged 1-74 years.

11



ranbrook

If patients are arriving at the Emergency Department (ED) for conditions that can be managed in primary
care settings, it may indicate that these patients did not have adequate timely access to primary care,

either because they do not have a primary care provider, because they were not aware of the availability
of their primary care provider, or their primary care provider was not available to them within a reasonable
time. Examples of conditions that could be best managed in primary care include: sore throats, ear
infections, and urinary tract infections.

An unnecessary visit to Emergency Department may not be an appropriate or efficient use of emergency
care services and is not the best place to receive care for the non-urgent aliments which can be treated in
a primary care setting.

Reducing these potentially avoidable ED visits could contribute to a reduction in access and flow
pressures within Emergency Departments, and a potential cost reduction to the system.

This measure is one of three components of the BigDot-i Val ue Real i zedo.

Our goal is to be below target for this measure.

The target for this measure was set to continue to improve towards the provincial average. The South
West LHIN is among the top three worst performing LHINS meaning more people are using the
Emergency Departments for these conditions.

This measure looks at the percentage of patients who saw a physician in an outpatient setting within
seven days of an acute hospital discharge for select chronic conditions.

This is a measure of transition and continuity of patient care (from hospital back to community) in the
system. Following a patient discharge from hospital, physician follow-up is recommended in order to
ensure follow-up care is provided, and to reduce the potential that a patient will need to be readmitted to

12



ranbrook

hospital. This allows for smoother transitions to the community and avoids gaps and delays in
communication, consistent treatment, and continuity of care.

The period immediately after discharge from hospital can potentially be high risk and a vulnerable

transition point for patients. Conti nui t the hodpitaldoar e
the community. Improved continuity of care has many benefits, such as fewer readmissions, fewer
medi cal errors, better ongoing management of the

care providers, and the translation of knowledge into health-promoting actions at home.

Our goal is to be above target for this measure.

The target for this measure was set to match the performance of a LHIN that performs better than we do
(i.e. has a higher proportion of patients seeing their primary care provider within seven days of hospital
discharge).

13
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Percentage of Home Care Clients Who Received Their Personal
Support or Nursing Visit Within 5 Days of the Date That They
Were Authorized for Personal Support or Nursing Services

Q@ &

WHAT IS BEING MEASURED?

A wait time is the number of days a patient has to wait for a service. For personal support or nursing
visits, it is the time from when the patient is authorized to receive the service to the time they receive the
service.

These measures (nursing and personal support) represent the percentage of patients who are living in
their homes whose wait time for their first Community Care Access Centre (CCAC) in-home personal
support or nursing visits is within the five day Ontario wait time target.

WHAT DO THESE MEASURES MEAN?

These measures are an indication of whether or not patients are able to receive the care that they need in
their homes in a timely fashion.

WHY ARE THESE MEASURES IMPORTANT?

Ensuring that patients are receiving appropriate care in an in-home setting can prevent, or delay
Emergency Department visits and hospitalizations.

This measure is one of three components that comprise |
Big Dot.

HOW WILL WE KNOW WE HAVE BEEN SUCCESSFUL?
Our goal is to be above our target for this measure.

The target for this measure was set by the Ministry of Health and Long-Term Care and is the same for all
14 LHINs across Ontario.

14
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90" Percentile Wait Time From Community for CCAC In-Home
Services: Application From Community Setting to First CCAC
Service (Excluding Case Management)

>

WHAT IS BEING MEASURED?

This measure represents the time, in days, from which a client in the community applies for service until
the first in-home service was provided (excluding case management).

WHAT DOES THIS MEASURE MEAN?

This measure examines the 90 percentile wait time for patients in the community or the number of days
that nine out 10 patients in the community wait for CCAC in-home services.

WHY IS THIS MEASURE IMPORTANT?

This is a Ministry-LHIN Accountability Agreement (MLAA) measure that serves as an indicator of timely
access to care. If people are able to access the services they need in their home, then they are better
able to continue living independently in their homes for as long as possible.

How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?
Our goal is to be below our target for this measure.

The target for this measure was set by the Ministry of Health and Long-Term Care and is the same for all
14 LHINs across Ontario.

Percentage of Home Care Clients With an Unplanned, Less
Urgent Emergency Department Visit Within the First 30 Days of
Discharge From Hospital

0;"'

WHAT IS BEING MEASURED?

This measure represents the percentage of home care clients who were seen for an unscheduled ED visit
within 30 days of being discharged from an acute hospital.

15
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WHAT DOES THIS MEASURE MEAN?

If individuals are receiving appropriate amounts of home care support after they are discharged from the
hospital, they are less likely to visit the Emergency Department to get their needs met.

WHY IS THIS MEASURE IMPORTANT?

This measure gives us an idea of the effectiveness of home care services. When appropriate, patients
discharged from hospital are given support services through the CCAC. Home care services are
designed to allow individuals to have their needs met in the community instead of at the hospital. If these
individuals have to visit the Emergency Department, then this will increase wait times and demand on the
hospital.

How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?
Our goal is to be below target for this measure.

The target for this measure is an interim goal set to reach the mid-way point between our current
performance and the provincial average, as a step towards matching the provincial rate.

Alternate Level of Care (ALC) Rate

b=l | S

WHAT IS BEING MEASURED?

This measure looks at the percentage of hospital beds (acute and post-acute) occupied by patients who
could be receiving care in a more appropriate setting that are spent as Alternate Level of Care (ALC) in a
specific time period.

WHAT DOES THIS MEASURE MEAN?

When a hospital inpatient has completed their hospital stay, they should be discharged to the next most
appropriate destination for their condition.

When the patient no |l onger needs the hospital sbed, but
inability to discharge the patient to the appropriate destination, the hospital designates those patients as a
patient needing an alternate (lower) level of care (ALC).

WHY IS THIS MEASURE IMPORTANT?

Every hospital bed occupied by a patient designated ALC is in a bed that is no longer included in the

overal/l hospitaldéds capacity. A patient who is designat
cases, is needed by a patient waiting in a different part of the system, such as the emergency

department. Additionally, a day in a higher level of care costs the system more than a day in a lower level

16
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of care. A reduction in ALC days results in more beds being available for those who need in-hospital
treatment and makes better use of health system resources.

How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?
Our goal is to be below our target for this measure.

The target for this measure was set by the Ministry of Health and Long-Term Care and is the same for all
14 LHINs across Ontario.

Percentage Alternate Level of Care (ALC) Days

gl | S

WHAT IS BEING MEASURED?

This measure represents the percentage of a patientds |
determined by a physician to require an alternate level of care.

A patientds total inpatient | engt h oiéntisthehgspitaléfromt he a mo u |
the time that they are admitted until they are discharged. Sometimes a physician or other designated

medical professional indicates that a patient occupying an acute care hospital bed no longer requires the

intensity of resources or services provided in acute care. The amount of time between when this decision

is made until the patient is discharged to the location where they can receive the level of care determined
necessary by the physician i se(AReengtheofstapnt 6s Al ternate |

WHAT DOES THIS MEASURE MEAN?

This measure means that the care a patient received during a portion of their hospital stay could have
been more efficiently and effectively delivered in a different care setting. Patients may remain in hospital
longer than necessary for various reasons including no available room in residential facilities, delay in
discharge arrangements, or social and familial situations.

WHY IS THIS MEASURE IMPORTANT?

This measure helps us to understand if the health care system has sufficient capacity to provide

necessary care in the most appropriate setting. AII da
arenon-val ue add for the patientds care and in adaddition, e
environment than necessary. Reducing, or eliminating,a pati ent s ALC | ength of stay

patient outcomes and cost savings.
How WILL WE KNOW WE HAVE BEEN SUCCESSFUL?
Our goal is to be below our target for this measure.

The target for this measure was set by the Ministry of Health and Long-Term Care and is the same for alll
14 LHINs across Ontario.
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