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Executive Summary 
 
Performance monitoring and reporting is a key responsibility of Health Quality Ontario (HQO), as 
mandated by the Excellent Care for All Act, 2010. We are proud of our work and the progress 
made by HQO and our partners over the last few years, but also recognize that we must 
continually strive to increase the relevance and impact of our efforts. A clear, explicit strategy is 
needed to focus that improvement and ensure that HQO is a trusted, independent resource for 
information on the quality of health care in Ontario. A clear strategy will also have the benefit of 
informing health care providers, patients and the public in our province on how our monitoring and 
reporting activities are likely to develop over the next few years.  
 
HQO will capitalize on our mandate that unites performance monitoring and reporting, quality 
improvement and evidence development roles in one organization. This unique role in the health 
system will be embraced as our monitoring and reporting activities become more closely integrated 
with our other mandated areas, as well as the provincial advisory role that HQO fulfils.  

 
Over the next three years, we aim to do the following: 

 Continually improve the content of our reporting to Ontarians, to better reflect the indicators 
that are most meaningful to patients, the public and health care providers. 

 Continually improve the timeliness of our reporting, so that Ontarians and health care 
providers have the information they need to understand very recent performance rather 
than performance in the distant past.  

 Continually improve the clarity and accessibility of our reporting, so that Ontarians can 
better understand how well their health care system is performing. 

 Provide more data to health care providers about their own performance, and in 
collaboration with our Quality Improvement branch and partners outside HQO work to 
ensure that this information is used to improve care. 

 Continually improve our analysis, so that we can reliably answer questions such as the 
following: Is health care in Ontario improving? Are Ontarians getting healthier? How does 
our health care system compare to those in other provinces and other countries? Is health 
care better in some places in Ontario than others? 

 Continually refine and expand the Common Quality Agenda, which will serve as a set of key 
performance indicators that can be used to monitor the health status of Ontarians and the 
performance of the health care system. A stable set of key performance indicators can be 
used to identify opportunities for improvement and will help ensure cohesion across the 
health care system. 

 
We will use the following reporting vehicles to pursue these aims:  

 A yearly report, which will provide a high-level overview of the health status of Ontarians 
and the performance of the health care system. 

 Online reporting, which will provide more detail about the performance of health care 
providers and the health care system as a whole. 

 Theme reports, which will explore key issues of interest to health system stakeholders, and 
identify areas for improvement. 

 Personalized reports to health care providers, which will be used to provide tailored 
feedback to individual practitioners or organizations. 
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HQO will also be actively advocating for more comprehensive, timely and better quality data about 
health care in Ontario and the health of Ontarians. Where new data is needed, HQO may partner 
with other system agencies to collect data, and in some instances we may collect data ourselves.  
 
Finally, we will continue to improve the way we engage with health care providers, quality 
improvement champions, system leaders, patients, and the public in our work. To catalyze these 
efforts, we have established a Health System Performance Monitoring and Reporting Advisory 
Committee to improve the coordination of reporting activities between health sector organizations, 
strengthen advocacy and to provide advice to HQO.  
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Implementation Timeline 
 
HQO will take the following steps to meet our strategic goals. This work will occur within the next 
12 months and over the next three years. Further details regarding each goal are provided 
throughout this document.  
 
Twelve month goals 
 

Reporting 

 Publish a yearly report using the Common Quality Agenda set of indicators. 

 Release two theme reports, focused on a particular clinical condition, a sector, patient 
population or data source.  

 Develop a process for identifying and prioritizing future topics for theme reports.  

 Release personalized reports, initially to primary care providers. 

 Develop a communications strategy to increase the awareness and impact of our reporting 
across multiple audiences. 

 
Measurement 

 Design and publish a process that includes expert review for indicator development, 
prioritization and retirement. This process would also determine whether an indicator is 
suitable for target setting, benchmarking or outlier identification. 

 Prepare an indicator catalogue that lists and defines all measures reported by HQO, as well 
as some of those we have considered and decided not to report.  

 Release an up-to-date data privacy policy and standard operating procedure for HQO. 

 Release a white paper describing what data are needed to better monitor health system 
performance in Ontario. 

 Finalize a plan for refining our approach to online reporting. 
 

Engagement 

 Establish a provincial Health System Monitoring and Reporting Advisory Committee. 

 Implement a plan for greater involvement of patients and the public in our work. 
 
 

Three year goals 

 Develop and begin to implement a strategy to support personalized reporting to individual 
health care providers and provider organizations across all sectors. 

 Launch an updated website that reflects our new approach to performance monitoring and 
public reporting.  

 Include primary care indicators in online reporting. 

 Achieve a steady state of eight to 10 theme reports per year. 

 Develop and begin to implement a plan to assess the impact of our monitoring and 
reporting work. 

 Have developed performance measurement frameworks for all sectors. 

 Publish a white paper on target setting. 

 Finalize a provincial data plan for performance monitoring and reporting. 

 Be working with leading researchers in Ontario and beyond to continually advance the 
rigour of our monitoring and reporting activities. 
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Introduction 
 

 
Health Quality Ontario’s mandate 
 
Health Quality Ontario (HQO) is an arms-length government agency, created under the 
Commitment to the Future of Medicare Act, 2005. In 2010, HQO’s mandate was broadened under 
the Excellent Care for All Act. Serving as the province’s advisor on quality, HQO’s legislated 
mandate is to monitor and report to the people of Ontario about their health status and the 
performance of the health care system, to support continuous quality improvement, and to promote 
health care that is supported by the best available scientific evidence. 
 

 
Current performance monitoring and reporting activities 

HQO has been tasked with monitoring and reporting on access to publicly funded health services, 
health human resources in publicly funded health services, consumer and population health status 
and health system outcomes. The Excellent Care for All Act further notes that the purpose of such 
monitoring and reporting is to encourage and promote an integrated, person-centred health 
system; to make the Ontario health system more transparent and accountable; to track long-term 
progress in meeting Ontario’s health goals and commitments; and to help Ontarians to better 
understand their health system. 

HQO has reported performance indicators online since 2010. Reporting is organized by three 
sectors: long-term care, home care and patient safety in acute care settings. Long-term care and 
acute care patient safety indicators are reported and are searchable at the provincial and facility 
levels. Home care results are reported provincially and for the province’s 14 Community Care 
Access Centres, with service provider data scheduled to be added later this year.1 For several 
years, HQO also produced a report called Quality Monitor, which assessed the performance of the 
health system and made suggestions for improvement.  
 
With respect to the performance monitoring and reporting activities, we believe that a clear, explicit 
strategy is needed to focus and increase the impact of our work. Implementing this strategy will 
help position HQO as a trusted, independent resource of information on the quality of health care 
in Ontario and also support the other activities of the organization. 
 
 

How we developed our strategy 
 
This strategy was developed to advance part of HQO’s legislated mandate—our responsibility to 
monitor and report to the people of Ontario on the health status of Ontarians and the performance 
of the health care system. The strategy development process was informed by previous external 
reviews of our reporting activities and by canvassing internal knowledge from staff, senior 
management, colleagues at the Ministry of Health and Long-Term Care and our Board of Directors. 
An external environmental scan was undertaken to review performance monitoring and reporting 
activities conducted by selected organizations, provinces and countries known for leadership in 
performance monitoring and reporting.  
 
An early draft was circulated to stakeholders, patient representatives and other leaders for 
comment. Feedback was supportive of the overall direction outlined in this strategy and advice 
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provided will help guide its implementation. A revised draft was posted for public comment prior to 
being finalized. 
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Background 
 
Performance monitoring aims to monitor, evaluate and communicate the broad health system 

objectives of effectiveness, equity, efficiency, responsiveness and productivity.2, 3 Performance is 

frequently compared with an average, a target or best-in-class performance.4 Performance can 

also be compared across different providers or jurisdictions, as well as over time.  

Internationally, performance monitoring and public 

reporting is increasingly seen as a vital component of a 

high performing health system. For example, in a 

transformative call for change following an inquiry into 

patient safety incidents in Australia, Commissioner Peter 

Garling asserted that, “public reporting of information 

about the health system and hospital […] is the single 

most important driver (or lever) for the creation of public 

confidence in the health system, engagement of 

clinicians, improvement and enhancement of clinical 

practice and cost efficiency.”5 More recently, in a 

statement on the release of his final report for the Mid 

Staffordshire National Health Service (NHS) Foundation 

Trust Public Inquiry, Robert Francis characterized 

information as “the lifeblood of an open, transparent and 

candid culture” and stated that it was essential to 

producing “the fundamental standards of care to which we are all entitled, at the same time as 

celebrating and supporting the provision of excellence in health care.”6 

Typically, three audiences engage or are involved in performance measurement: patients and their 

caregivers, health care providers and institutions, and managerial and supervisory bodies.7 

Patients might decide which cardiac surgeon to see after comparing risk-adjusted outcomes on a 

public website.8 Health care providers or institutions could use performance data to identify areas 

for improvement and monitor the impact of changes over time.9 For example, a hospital that sees 

that its emergency department wait times are worse than average might conduct an investigation 

to determine the reasons why, and change the nature of its relationships with other health care 

providers to improve patient flow. System-level decision makers can also use performance data to 

monitor the effects of policy changes, to inform resource allocation decisions and to identify 

individual health care providers or institutions in need of targeted support. 

Public dissemination of accurate performance data leads to better accountability at all levels. This 

increased level of accountability is important, not only because the public has a right to know about 

the quality of publicly funded services, but also because public reporting has the potential to drive 

health care improvement.10,11,12 Change occurs in complex ways (e.g., corrective interventions, 

incentive schemes, restructuring of expectations, internal pressures, peer learning), many of which 

can be influenced by performance measurement.13  

 

 
 
 
 

Public reporting of information 
about the health system and 
hospital […] is the single most 
important driver (or lever) for 
the creation of public 
confidence in the health 
system, engagement of 
clinicians, improvement and 
enhancement of clinical 
practice and cost efficiency.  
 
Commissioner Peter Garling,  
New South Wales, Australia 



 
 
 

Monitoring What Matters 9 Health Quality Ontario 

Evidence for Performance Measurement and Public Reporting 

 
A recent systematic review commissioned by the Agency for Healthcare Research and Quality, a 

government agency in the United States, examined performance measurement and public 

reporting to assess the evidence for any benefits and harms from this practice.14 The authors of 

this comprehensive review of 198 separate studies from eight different countries concluded that 

public reporting of performance data leads to improvement.  

Many observers worry about the unintended consequences of performance monitoring and public 

reporting.15 Despite occasional examples where poorly thought out performance monitoring 

schemes have led to gaming16 or possibly even harm,17 the evidence from the systematic review 

indicates that unintended consequences are usually minor. The benefits of well-designed 

performance monitoring and public reporting systems therefore likely outweigh the risk of harm.  

The evidence suggests that both individual clinicians and organizations respond to performance 

measurement and public reporting by making positive changes to their behaviours. Patients, 

however, have not generally used publicly reported performance data to choose their providers, 

although this may be changing with increasing access to online information.  

 

Types of indicators  
  
Given the complexity of health systems, designing and implementing a high quality performance 
monitoring and public reporting system is a challenging endeavour. For many important aspects of 
health care, there is simply insufficient data to assess performance.18 For example, diagnostic error 
is a key patient safety concern, but most health care systems do not have the data required to 
systematically monitor performance in this area.19 For this and other reasons, it would be 
premature to monitor and publicly report diagnostic error rates.20 Nevertheless, we need to ensure 
we are not just monitoring aspects of care that can be easily measured but continually pushing 
ourselves to monitor what matters to patients.   
 
One of the most common ways in which to categorize performance information is to separate 

indicators into three categories: structure, process or outcome.21,22 For example, a hospital 

establishes an antimicrobial stewardship program (a structural indicator) that monitors the 

proportion of intensive care unit patients whose antibiotics are administered in adherence with 

program guidelines (a process indicator) and also monitors hospital-acquired C. difficile infection 

rates (an outcome indicator).  

Whether performance monitoring should focus primarily on process indicators or outcome 

indicators remains a matter of some controversy. Some jurisdictions, such as the United Kingdom, 

are moving away from process to outcome indicators.23 The main reason for preference for 

outcomes is their obvious importance to patients.24,25 Patient-reported outcome measures 

(PROMs)26 or patient-reported experience measures (PREMs) have matured and become well-

understood over the past thirty years27 and are thought by some to be the most powerful levers for 

performance improvement.28 However, because so many different factors influence outcomes, 

including factors that are beyond the control of the health care provider, in some instances it is 

more appropriate to focus on process indicators rather than outcome indicators. 

Indicators may also be presented as composite indicators, such as summary scoring systems that 

can then be used to compare and rank providers, institutions and systems, akin to letter grades on 
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report cards.29 A Canadian example of composite indicators for performance measurement and 

reporting was the 2002 Maclean’s Health Report that ranked fifty-four health regions using a 

composite indicator composed of weighted categories of outcomes, prenatal care, community 

health, elderly services, efficiencies and resources.30 Although reader-friendly, composite 

indicators may be oversimplified, have a bias toward easily measured aspects or rely on 

controversial weighting techniques.31 

Qualitative data can also be used to examine performance, particularly elements that may be 
overlooked in quantitative approaches.32 Greater participation of stakeholders and richer detail can 
sometimes be found by gathering qualitative data through focus groups or interviews. Qualitative 
data can also be gathered through consultations with the public, providers and institutions, such as 
those undertaken by the New Brunswick Health Council in establishing its performance 
measurement systems. These consultations helped identify highly valued areas and ultimately 
contributed to the development of a set of indicators for assessment.33 
 

Choosing the right indicators for performance monitoring 
 
Given its potential to catalyze change, performance monitoring is becoming increasingly common. 

Patients themselves are increasingly rating physicians, on websites such as www.ratemds.com, 

though the quality and reliability of these ratings is limited. In the United States, the Centers for 

Medicare and Medicaid Services Physician Compare website34 has begun to release data about 

how groups of physicians treat diabetes and heart disease. The United Kingdom NHS has a much 

more comprehensive provider-level public reporting tool through its Choices website that allows 

patients to compare surgeons and hospitals.35   

It is worth noting that many indicators may be useful for monitoring local quality improvement 

initiatives but not for monitoring performance at a health system level. Decisions about whether to 

report performance at the individual provider or organization level must be made even more 

carefully, since differences in apparent performance may be explained by various factors, such as 

patient complexity or data quality, rather than differences in true performance.  Attributing poor 

performance incorrectly would obviously be counterproductive to the aims of performance 

measurement.36 As others have said, “it is in everyone’s interest that (government, managers, 

providers and the public) can have confidence in the performance monitoring process, and find the 

conclusions from it convincing.”37 

 

 

  

http://www.ratemds.com/
http://www.nhs.uk/
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Our Strategy  
 
 
Partnerships and external engagement 
 
Health Quality Ontario believes in strong, collaborative and mutually beneficial relationships and 
will continue to partner with other reporting agencies and health system partners to strengthen 
performance monitoring in Ontario. Rather than duplicate work, the various organizations 
interested in monitoring the performance of various aspects of the health care system can work 
together to produce a clearer, shared understanding of health system performance, based on 
sound analyses and robust information. 
 
As part of a group of committees reporting to an HQO Provincial Partnership Table, the new Health 
System Performance Monitoring and Reporting Advisory Committee will facilitate collaboration and 
alignment of expertise related to performance monitoring and reporting. This will result in greater 
sharing and consistency across the system and encourage the use of data to inform decision-
making and reporting. The committee will include representatives from provincial and national 
health care organizations, Local Health Integration Networks, as well as individual members with 
academic expertise in the area of performance monitoring and public reporting and individual 
patients and caregivers .The work of the committee will inform and be aligned with the work of 
HQO’s existing sector advisory panels for primary care, home care, long-term care and patient 
safety in acute care.  

We will also increasingly engage with clinicians, not only through their representative organizations 
but also in a variety of other ways. 

 
Patient, caregiver and public engagement 
 
HQO is also committed to engaging patients, caregivers and the public as valuable contributors to 
its work, and sees a meaningful role for them in strengthening performance monitoring and 
reporting. Health system users bring useful information, perspectives, experiences and insights 
that cannot be obtained elsewhere. An understanding of the benefits of engaging patients, 
caregivers and the public in appropriate ways for clearly stated purposes is emerging, including for 
approaches to measurement.38 The goals of this engagement are chiefly to improve health care 
experiences, the quality of care and services, and to make the health care system more 
responsive. HQO is developing a comprehensive strategy to strengthen patient engagement within 
the organization and throughout the health care system. From a performance monitoring and 
public reporting perspective, the overarching goal of engaging with patients, caregivers and the 
public is to ensure that we are monitoring what matters. 
 
 

Performance measurement framework 
 
Frameworks help focus measurement on the key aspects and objectives of a high performing 
health system. Other jurisdictions, such as the United Kingdom, have defined such frameworks 
and used them to identify overarching indicators and areas for improvement. The Canadian 
Institute for Health Information (CIHI) has developed an excellent framework for monitoring health 
system performance (See Figure 1).39  
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Figure 1. CIHI’s health system performance measurement framework 
 
HQO, in collaboration with health system partners, has developed an initial set of Common Quality 
Agenda (CQA) set of indicators to help focus the system on key priorities. The CQA is organized 
by sector (e.g., hospitals, long-term care, primary care, etc.) and includes cross-cutting indicators 
that reflect how well the various sectors work together. The included indicators will evolve over 
time, in a manner dependent on a number of factors including data availability and current system 
priorities. In addition to covering all sectors, they will also cover the nine attributes of a high-
performing health system – i.e., one that is: accessible, effective, safe, patient-centred, equitable, 
efficient, appropriately resourced, integrated and focused on population health. Over time, we also 
anticipate an increased focused on indicators related to patient experience. The CQA set of 
indicators will be useable for a number of different but related purposes: monitoring and public 
reporting, accountability, quality improvement and monitoring for evidence uptake. The CQA set of 
indicators will be continually refined by HQO in partnership with system stakeholders, health care 
providers and patients. 
 
 

Analyzing and presenting data  
 
Understanding our collective performance  
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HQO is committed to providing patients, the public and health care providers with easily 
accessible, high quality performance data, as close to real-time as possible.  Although focused, in-
depth information is sometimes needed in our reporting, HQO will seek to maintain an “all-
audience” approach by providing summaries tailored to a public audience. More detailed data 
directed to a provider audience could be contained in the report body or technical appendix.  

We are also committed to analyzing and interpreting the data in a manner that will allow for 
comparisons over time and across regions. Ontarians deserve to know the answers to questions 
such as: Are Ontarians becoming healthier? Is out health care system improving? How does our 
health care system compare to health care systems in other provinces and other countries? How 
variable is health care within Ontario? Do people have equitable access to high-quality health 
care? Are we meeting targets set by government, external experts and patients? Are particular 
providers providing especially high or low quality care? Is the experience of care improving from 
the patient’s perspective? 

Identifying especially good or poor quality care 

Data points that fall at extreme low or high levels of a sample are frequently termed 
“outliers.”40,41,42,43,44,45,46,47 Outlier data points may indicate exceptionally positive or negative 
performance, but may also indicate errors in measurement or other methodological problems.48,49 

HQO believes that the identification of outliers is an important component of health system 
monitoring and reporting. This type of analysis can help determine measurement challenges and 
unusual variation in performance in a particular health metric. Variation is not inherently bad and in 
some cases can indicate that a system is responsive to varying patient needs and preferences.50 
Outlier identification can also help highlight true successes and underperformance. The recent 
controversy related to unacceptably high mortality and mismanagement at the Mid Staffordshire 
NHS Foundation Trust in the United Kingdom highlights the risks of not identifying outliers and 
intervening accordingly.51 

Three jurisdictions have helped inform our approach to the treatment of outliers: the United 
Kingdom, Australia, and the United States. In the United Kingdom there has been a recent shift to 
a more public-friendly approach to presenting performance indicators. Indicators are aligned into 
clinical categories (i.e., cancer, children’s health, mental health, primary care) allowing for 
comparisons across regions, hospitals or practices. The National Cancer Intelligence Network, a 
United Kingdom-wide partnership operated by Public Health England, employs funnel plots to 
assess potential outliers;52 observations above or below the 99.8 percent funnel bands (or 
approximately three standard deviations) are classified as outliers.53 Likewise, indicators under the 
children’s health group are classified in a similar manner.54 Transparency is one advantage of the 
funnel plot. If risk adjustment has been successful, outliers are readily apparent from examining the 
graph itself.55,56,57 Guidance in detecting and managing outliers is provided through the National 
Clinical Audit Advisory Group.58 

The National Health Performance Authority, an independent agency in Australia reports primarily 
through two websites: MyHealthyCommunities and MyHospitals. Outliers are depicted by line dot-
plots, each dot representing an institution, proportional in size to its volume.59 This representation 
of data displays variation, and the presence of outliers, without explicitly singling out individual 
facilities.  
 
Two organizations that attempt to quantify health performance in the United States are the 
Veterans Health Administration in the U.S. Department of Veterans Affairs60 and the 

http://www.myhealthycommunities.gov.au/
http://www.myhospitals.gov.au/
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Commonwealth Fund, a private foundation.61 The Veterans Health Administration Hospital Report 
Card ranks hospitals from highest to lowest (i.e., 100-0) in a league table format, based on a 
basket of indicators without flagging exceptional performers. The Commonwealth Fund compares 
performance indicators from local areas all across the United States using a colour-coded matrix 
table to delineate the different quartiles from one another. The top 90th percentile and the bottom 
10th percentile are noted as well.  
 
Any future outlier identification contained in HQO reports will be informed by the above examples 
and other best practices. The NHS experience, in particular, demonstrates the need to ensure that 
any outlier reporting is supported by rigorous data analysis standards. It is clear that outlier 
reporting is an important area of focus to reward organizations striving to improve quality and 
shines a spotlight on best practices, from which others can learn. On the other side of the 
performance spectrum, organizations that are underperforming relative to their peers may not have 
sufficient information to determine this themselves. Notifying them of their relative performance can 
help identify areas for improvement to providers and management. HQO is especially well 
positioned to provide targeted support through its quality improvement role.  

Increased stratification could further indicate an organization’s performance relative to its peers, by 
categorizing into such groupings as high performing, performing, and under-performing.62 
Sustained trends and early “shifts” in performance over time could also be presented.63  

Comparisons with other jurisdictions will be expanded to provide readers with information on 
performance relative to other regions, provinces and countries. International comparisons are seen 
as especially important in areas of care where Canadian performance currently lags behind the 
performance of its peers.  

 
Comparisons against targets, standards and benchmarks 
 
The words “target,” “standard” and “benchmark” are often used interchangeably, even though they 
have different meanings in the quality improvement and performance measurement fields. A 
“target” is a measurable value of desired performance, and may be set by health care providers 
themselves (e.g., as quality improvement goals) or by external organizations (e.g., for performance 
measurement, accountability or funding). A “standard” typically represents a minimum value or 
range of acceptable performance, and is usually set by a funder or regulator. A “benchmark” is a 
marker of excellence, and is typically determined by examining performance across a range of 
organizations. 
 
Where there are widely accepted targets or standards (e.g., a wait time for a particular health 
service), we will monitor performance against those targets, at the provincial level and also at the 
regional level or the provider level, if appropriate. For some process or outcome indicators, natural 
targets exist (e.g., the target rate for wrong site surgery is zero). However, for many other 
indicators, there are no natural targets or government set targets. For example, the optimal rate of 
falls in a long-term care home is unclear. A long-term care home where no patients ever fall may 
not be allowing its residents sufficient freedom of movement. For indicators such as these, setting 
a range of acceptable performance may be most appropriate. A “balanced” interpretation can also 
be encouraged, so performance on one indicator can be assessed against another related 
indicator, such as the use of restraints rate versus a resident fall rate.   
 
Benchmarks are different than targets.64 Benchmarks are based on recent performance of best-in-
class organizations and are typically used to give insight into how peers are performing. For some 
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indicators (such as those reported by HQO in long-term care), HQO has led processes to establish 
benchmarks, which can then serve as aspirational goals for providers.  
  
It should be noted that the word “target” is often used differently in the quality improvement context. 
In this context, targets are useful in encouraging “stretch goals” for providers and organizations to 
reach for. However, these targets are typically set internally, and the expectation is that many 
targets will not be met, at least not in the short term. (If all quality improvement targets were met, 
then targets would likely have been set too modestly.)  
 
There are instances when targets may be useful in guiding change and quality improvement for 
publicly reported indicators, as well. Identifying priority indicators and aspirational targets is an 
important component of HQO’s Common Quality Agenda initiative. In this case, target setting will 
be approached carefully, from a system perspective and in partnership with health care providers 
and patients, and will take into account known and emerging knowledge about sources of 
performance variation.65  

There are, however, potential risks to using targets to motivate change. Aside from concerns 
related to linking targets with financial incentives, an overemphasis on targets may replace 
professional altruism, induce gaming behaviour, or result in target fatigue.66,67  

HQO will be mindful of these considerations in identifying additional areas for target setting in our 
reporting and support for quality improvement activities. We will, in the next 12 months, develop a 
process that we, and others in Ontario, can use to set targets. In many cases this may involve a 
range, against which we would compare provider performance in our reporting.  
 

 
Indicator selection  
 
Indicator catalogue 

A single library of indicator definitions can assist in organizing information and making it readily 
available to users and the public. CIHI has shown significant leadership in establishing such a 
library.68 HQO sees value in this approach and will, in the next 12 months, develop a publicly 
available catalogue of health system indicators used for our performance monitoring and reporting. 
One of the primary reasons to develop this catalogue is to force us to be fully transparent about our 
methods. We will be able to better communicate decisions on why we do or do not report certain 
indicators, as well as provide clear definitions to interested health care providers and the public. In 
many instances, of course, the HQO indicator library will simply make clear that we have defined 
an indicator using the same definition as CIHI. 

The catalogue would include those indicators we report, as well as those that we have considered 
and decided not to report. In time, we may also include indicators that are primarily suitable for 
quality improvement rather than public reporting. The catalogue could also include composite 
indicators that measure quality on multiple dimensions, indicators not currently measured or 
lacking a current data source, or indicators in need of further review.  

An intake process will be defined and published for new indicators, including those suggested by 

the public. Criteria are being developed to ensure that proposed indicators meet standards for data 

quality, statistical rigour and importance.69 In particular, we want to include indicators that matter 

most to patients, such as those related to the experience of care. 



 
 
 

Monitoring What Matters 16 Health Quality Ontario 

Wherever possible, indicators would be aligned with those used by other reporting agencies in 

Ontario, across Canada and internationally. This would help to ensure agreement on key metrics of 

quality and enables intra- and inter-jurisdictional comparison and benchmarking. This consensus 

could be reached at the Health System Monitoring and Reporting Advisory Committee and other 

similar venues. 

 

Reporting vehicles 

HQO will use a variety of vehicles to report to the public, including a yearly report, online reporting 
and theme reports. In addition, we will provide tailored feedback to individual providers to stimulate 
quality improvement by distributing reports confidentially to health care providers or by supporting 
the distribution of such reports by our partners. New communications activities will also be 
developed to promote broader awareness of HQO and of our monitoring and reporting activities, 
and to highlight key findings of our reporting to the public.  

Yearly report  

HQO will continue to submit a yearly report to the Minister of Health and Long-Term Care in 
accordance with the Excellent Care for All Act. This report will monitor the health status of 
Ontarians and the overall performance of the health care system, and will also identify key areas 
for improvement. The yearly report will use the CQA set of indicators, identified collaboratively with 
health system partners (as described in the performance measurement framework section). 
Version 1.0 of this indicator set was publicly released in late 2013. While the indicator set will be 
modified substantially over the next few years, we anticipate it will become a stable set of 
indicators, with only a small number of indicators added or removed each year. Comparisons to 
established targets, as well as national and international benchmarks will be made. The report will 
also include a section to identify limitations related to the nature of the available data. Together, the 
CQA and yearly report will provide a flagship product for HQO and inform other work within the 
organization. Key themes and areas for improvement identified through the report can inform other 
reporting priorities, opportunities for evidence reviews and quality improvement efforts. 

Theme reports 

A new series of reports will explore key issues related to health system performance in Ontario. A 
more in-depth approach will be taken to focusing on a system challenge, describing current 
performance and providing guidance for improvement. We anticipate that over time we will reach a 
steady state of eight to 10 releases every year to focus attention on key aspects of the health 
system. A more frequent publishing schedule will also increase HQO’s presence in public 
reporting, increase media exposure and build HQO’s reputation as a trusted resource for health 
system performance monitoring and reporting in Ontario.  

We envision that these reports could be sector-specific, focused on a specific population or illness, 
analyze gaps in care, or address cross-cutting themes that move us toward an integrated system. 
An open process will be designed for determining topics that would encourage various audiences 
outside of HQO to submit topics, including the provider community and the public. HQO would 
engage researchers, patients and caregivers, stakeholder organizations, and front-line clinicians to 
assist in evaluating these topics for reporting, based on known priority issues and identified gaps in 
reporting. We will also strive to align report topics with Ontario priorities for quality improvement, as 
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well as the publication of new evidence and guidance, with a particular focus on the work of HQO’s 
Evidence Development and Standards branch.  

HQO will also ensure flexibility to be able to respond to special requests from the Minister of Health 
and Long-Term Care; a ministerial prerogative set out in the Excellent Care for All Act, 2010. A 
recent report from Alberta, focused on continuity of care, provides one such model for this kind of 
report.70  

We aim to produce most theme reports in partnership with other health care system stakeholders. 
Monitoring performance and reporting in collaboration with other organizations will strengthen 
analysis, interpretation, and improve impact and uptake, and reduce the burden of data collection 
for the field. Of course, such partnerships would need to be developed in a manner that preserves 
our ability to monitor performance independently.  

Each report could identify and report indicators, analyze trending over time, compare performance 
to other jurisdictions and identify targets for performance. In some cases, the reports could be very 
brief and only contain a few select indicators. Greater reliance on qualitative measurement will also 
be explored, in partnership with the research community. All indicators contained in these reports 
would be selected with the assistance of external advisors. This selection process would account 
for sector and system measurement frameworks, as well as the CQA and HQO’s dimensions of 
quality. Furthermore, certain indicators might be identified as key indicators that could be included 
in other HQO reports, such as the yearly report or online reporting, to track ongoing performance.  

As in the yearly report, it is also expected that recommendations for higher quality data will be a 
component of each theme report. 

Online reporting 

Online reporting is an effective mechanism for reaching wide and varied audiences, and also a 
cost-effective way to provide more detailed data to the public, patients and caregivers, and health 
care providers. HQO has been a national leader in providing health care performance data online, 
and we intend to build on this success. In particular, we want to make sure that our website is easy 
to navigate and provides information for all potential audiences. 
 
Whenever possible, and supported by strong methodology, our reporting will name provider 
organizations and be at a sufficiently granular level to focus quality improvement, as exemplified by 
cardiac surgery outcome reporting by the Cardiac Care Network of Ontario.71 Reporting will follow 
the guidance outlined above, regarding effectively presenting data, providing comparisons to 
peers, targets and benchmarks, and outlier identification. Wherever possible, links will be made to 
other aspects of our performance monitoring (e.g., relevant theme reports), available evidence and 
quality improvement guidance. 
 
Over the next two years, our online reporting will become more integrated. While continuing to 
report most of the data we currently report, we will also include more data about the sectors we 
have not traditionally covered online, including primary care and a broader array of indicators 
related to hospital care. The site will also become much more engaging and interactive. 

Figure 2 illustrates how the HQO indicator catalogue will contain indicators used for in-depth online 
reporting, and the more selective yearly report based on the CQA. Theme reports would include 
select indicators from these three sources, as relevant to the topic. This dynamic system will 
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incorporate external indicators over time, as well as those that are reported and retired. Where 
possible, HQO indicators would be aligned with indicators reported by other organization 

 

 

Figure 2: Indicator environment – nested reporting.  

Personalized reporting 

There is a wealth of health system data in Canada and in Ontario, yet we lag other jurisdictions in 
providing health care providers with meaningful information about their own practice. A recent 
Commonwealth Fund survey found that only 15 percent of Canadian primary care physicians 
routinely receive data comparing their practice’s performance to others. Figure 3 shows the extent 
to which Canada lags internationally, using primary care physicians as an example.  
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Source: 2012 Commonwealth Fund International Health Policy Survey of Primary Care Physicians 
 

Figure 3: International comparison of provider-directed performance data 
 
 

This information can help providers assess their performance relative to peers, encourage quality 
improvement and peer learning. Indeed, evidence suggests that improvement is most likely to 
occur when performance measurement is targeted at providers themselves.72 Furthermore, recent 
evidence indicates that performance information can be much more motivating than financial 
incentives.73   
 
This information does not have to be publicly reported to drive change. In fact, many indicators are 
not ready to be publicly reported (e.g., due to concerns about the completeness of data, the 
inability to adequately adjust for differences in patient populations, etc.). In addition to being a lever 
to drive change, personalized reporting can also be a vehicle for testing and refining new indicators 
that may be useful to practitioners in leading early change, but not are yet suitable for drawing 
conclusions about performance between groups.  
 
HQO will be more active in personalized reporting by: 

 Engaging providers to determine what reports would be helpful to their practice and how 
information could be presented in meaningful and actionable ways; 

 Providing data, such as through the Primary Care Practice Reports,74 or supporting others 
in providing such data; 

 Linking high and low performers to encourage learning and quality improvement; 

 Developing standards and guidelines to support other organizations or agencies that wish 
to do similar work; 

 Helping providers identify local indicators to complement provincially reported ones; 

 Developing tools, such as scorecards that address performance in key clinical areas;  

 Advocating for improved information sharing with providers, the development of data 
sources, and leveraging innovative peer review/audit information platforms;  

 Exploring opportunities to act as a central hub for multi-facility quality improvement 
monitoring collaboratives, and encouraging participation in existing initiatives such as the 
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American College of Surgeon’s National Surgery Quality Improvement Program (ACS 
NSQIP); and  

 
Data sources 

HQO's ability to monitor and publicly report on the performance of Ontario's health care system, as 
well as the health status of Ontarians, is highly dependent on the quality and quantity of data 
available to HQO.  

Table 1 identifies most of the primary data sources used in our work  

Databases/data sources used historically 
& presently by HQO 

 
Data provider Sectors 

Active Physician Registry  Ontario Physician Human Resources 
Data Center  PC 

BORN Information System  BORN Ontario PC,AC 

Canadian Community Health Survey  Institute for Clinical Evaluative Sciences  PC,LTC,general 

Cardiac Care Network Cardiac Registry Cardiac Care Network  AC 

Client Agency Program Enrolment database  Institute for Clinical Evaluative Sciences PC 

Client and Caregiver Experience Evaluation 
Survey 

Ontario Association of Community Care 
Access Centres  HC 

Client Profile Database  Ministry of Health and Long-Term Care  HC,LTC,AC 

College of Nurses of Ontario  College of Nurses of Ontario  PC,general 

Commonwealth Fund International Health 
Policy Survey 

Commonwealth Fund 
PC,AC,LTC,HC 

Continuing Care Reporting System  Canadian Institute for Health 
Information*  AC,HC,LTC 

Corporate Providers Database  Ministry of Health and Long-Term Care  PC,general 

Critical Care Information System   Ministry of Health and Long-Term Care  AC 

Cytobase Cancer Care Ontario  PC 

Discharge Abstract Database  Institute for Clinical Evaluative Sciences 
(ICES), Cancer Care Ontario (CCO), 
Ministry of Health and Long-Term Care, 
Canadian Institute for Health 
Information*  PC,AC,LTC,HC 

HIMSS Analytics Ontario Hospital Association  PC 

Home Care Database Institute for Clinical Evaluative Sciences, 
Ministry of Health and Long-Term Care  HC 

Home Care Reporting System  Canadian Institute for Health 
Information*  HC  

Immunization Records Information System  Public Health Ontario  PC 

Integrated Client Management System  Cancer Care Ontario  PC 

Laboratory Reporting Tool Cancer Care Ontario  PC 

National Ambulatory Care Reporting System 
Database  

Institute for Clinical Evaluative Sciences, 
Ministry of Health and Long-Term Care, 
Canadian Institute for Health 
Information*  PC,AC,LTC,HC 

NRC-Picker patient satisfaction survey Ontario Hospital Association  AC 

Ontario Breast Screening Program Cancer Care Ontario  PC 

Ontario Cancer Registry  Cancer Care Ontario  PC,AC 

Ontario Diabetes Database  Institute for Clinical Evaluative Sciences  PC,AC 

Ontario Drug Benefits Database  Institute for Clinical Evaluative Sciences  PC,LTC 

Ontario Health Insurance Plan Claims 
Database  

Ministry of Health and Long-Term Care, 
Institute for Clinical Evaluative Sciences  PC,AC,LTC,HC 
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Ontario Healthcare Financial & Statistical 
Data Warehouse  

Ministry of Health and Long-Term Care  
PC 

Ontario Mental Health Reporting System  Institute for Clinical Evaluative Sciences, 
Canadian Institute for Health Information PC,AC 

Ontario Stroke Audit Institute for Clinical Evaluative Sciences AC 

Pathology Information Management System  Cancer Care Ontario PC 

Resident Assessment Instrument-Home Care  Ontario Association of Community Care 
Access Centres  HC 

Resident Assessment Instrument – Minimum 
Data Set 2.0  

Institute for Clinical Evaluative Sciences  
LTC 

Registered Persons Database  Institute for Clinical Evaluative Sciences  PC,AC,LTC,HC 

Self-Reporting Initiative Ministry of Health and Long-Term Care  AC 

Surgical Efficiency Targets Program Ministry of Health and Long-Term Care  AC 

Vital Statistics Statistics Canada, Ministry of Health and 
Long-Term Care  PC,general 

Wait Time Information System  Cancer Care Ontario  AC  

Web-Enabled Reporting System  Ministry of Health and Long-Term Care  AC 

WSIB Enterprise Information Warehouse Workplace Safety and Insurance Board  PC,AC,LTC,HC 

*data collector/primary holder. AC: acute care, HC: home care, LTC: long-term care, PC: primary care.  
Note: not all data sources cover all patients or providers within a sector. 

Table 1. HQO data sources  

Ontario is data rich and compares favourably with many jurisdictions in the collection and 
availability of health information.75,76 Nevertheless, the data sources available in Ontario do not 
provide a comprehensive picture of the health system and, in some cases, the availability of data 
lags other jurisdictions. In the United Kingdom, for example, the NHS is able to extract primary care 
data from electronic medical records into a central data repository. This data is made available to 
approved individuals and organizations that can demonstrate benefit to patient care and support of 
the NHS. It is expected that this rich data will enhance research, reporting and quality improvement 
in the primary care sector.77 Some researchers and organizations have taken steps to gather 
similar data in Ontario, though these efforts have to date been limited to either certain providers 
(e.g., in primary care) or specific clinical areas (e.g., cardiac surgery). Comprehensive data in 
certain sectors, such as primary care and community care, is still not available in Ontario. 

Sweden provides another example of a rich, health outcome-focused, data environment through 
widespread funding and adoption of disease registries. A world leader, there are almost 90 
government-supported clinical registries in Sweden. Use is high and funding continues to 
dramatically increase due to their perceived benefit to research and care. The national cataract 
registry, for instance, has information on 95.6 percent of all cataract removals since 1992.78  

The ACS NSQIP collects clinical data from patient records to allow participating hospitals (including 
a very small number of Ontario hospitals) to measure and improve the quality and complication 
rates of surgical care. Data is risk-adjusted, outcomes-based and can be benchmarked. 
Participating hospitals can assess their performance and monitor their quality improvement 
interventions with data.79  Ontario’s Cardiac Care Network also publicly reports hospital-level 
performance on post-operative mortality rates for a number of cardiac procedures.80 

Administrative data can be useful for public reporting, particularly for service volume indicators. 
However, data from clinical, rather than administrative sources can have a number of general 
advantages, including being more directly reflective of patient care, timelier, more readily 
benchmarked, and more supportive of quality improvement at the individual provider. Data 
collection can also be more easily incorporated into provider workflow and record systems, and 



 
 
 

Monitoring What Matters 22 Health Quality Ontario 

data submission can be overseen by those focused on education and quality improvement, rather 
than funding.81 That kind of oversight can also encourage collaboration between public reporting 
programs and providers to ensure standardization, promote quality improvement, and to aid with 
assessing impact.82  

Our role in improving the quality of data in Ontario 

HQO is not currently permitted to hold the identifiable personal health information required to 
maintain such registries, but we do intend to support and partner with health system partners that 
can hold this data to better measure the performance of our health system. We will play a larger 
role in building on the strengths of available data and emphasizing the importance of health 
outcome data. We will advocate for stronger, timely data and the coordination of the collection and 
use of information among health system partners. Where appropriate, HQO will advocate for the 
collection of new data sets and modification of existing ones. Regarding specific indicators, HQO 
will use the indicator vetting process (described in the indicator catalogue section) to identify 
indicators that would improve health system monitoring, but currently lack a high quality, 
standardized data source. If the benefit of collecting that information outweighs the harms (e.g., 
data collection burden), HQO will work with others to support and develop data collection systems. 

There are other forms of data that are not personal health information that we may also begin to 
collect. For example, we could survey health care providers, at either the individual or institutional 
level, to gain information about the structures and processes that are associated with high quality 
care.  

Within the next 12 months, HQO will produce a white paper that articulates current and near-term 
data arrangements, as well as a longer-term vision for improving access to information on the 
performance of Ontario’s health system. An important guiding principle is that any new data 
collection must improve practice and patient care, while limiting the burden of data collection to 
providing organizations, and front-line care providers. Data quality will also be addressed, and 
HQO will advocate for stronger relationships with audit and inspection agencies in the health 
system that are enabled under the Personal Health Information Protection Act, 2004.  

 
 
 
 
 
 
 
Linkages to Quality Improvement and Evidence Development and Standards 

The impact of our performance monitoring and reporting can be increased by links to the other 
mandated areas of HQO; namely evidence development and quality improvement, as well as to 
our role as the province’s chief advisor on quality. HQO is uniquely positioned to leverage and 
strengthen these linkages in implementing this strategy and providing leadership to improve the 
quality of health care in Ontario. 

HQO will work to strengthen the ties between monitoring performance at the system-level and also 
providing useful information to individual providers. Emphasis will be placed on processes and 
outcomes that are most amenable to change. For example, a commonly reported primary care 
indicator is the proportion of patients seen in the community within seven days of discharge from a 
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hospital. Reporting this data retrospectively may help assess system performance, but does little to 
help individual providers that do not have access to data to track in real-time. A primary care clinic 
may not know when patients are admitted or discharged from hospital, may be too overwhelmed 
with complex discharge summaries to track real-time performance, or may not know that the 
patient sought care elsewhere after being discharged. For these reasons, it may be more 
meaningful for clinics to track performance on associated indicators to post-discharge follow-up, 
such as access indicators like third-next available appointment, proportion of calls answered at the 
office, or indicators of patient-centredness to encourage ongoing contact between the patient and 
provider. This stronger alignment between system indicators and quality improvement indicators, 
as illustrated in Figure 4, will assist health providers and organization in developing their Quality 
Improvement Plans and meeting system goals.83  

 

Figure 4: Indicator cascade – from quality improvement to public reporting. 

As we strengthen personalized reporting to individual providers, HQO will also work to ensure that 
the information provided remains meaningful, is actionable and supports quality improvement 
efforts over time. Quality improvement support will promote the uptake of this reporting, as well as 
build on lessons from the work of other health system partners in this field.84 

HQO’s Evidence Development and Standards branch works with clinical experts, scientific 
collaborators, and field evaluation partners to assess the evidence of effectiveness, cost-
effectiveness, and safety of health interventions; and to formulate evidence-based 
recommendations, guidelines and standards. This work will continue to inform performance 
monitoring and reporting through the indicators we report and the themes we select for special 
reports. One aspect of health system performance that we will continue to monitor is the rate at 
which new evidence and guidance is taken up by the health care system. HQO publishes an 
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annual report that monitors the use and uptake of Ontario Health Technology Advisory Committee 
(OHTAC) recommended health interventions and technologies since 2003. This report provides 
one method of determining regional variations in access to evidence-based health care. 

 
Concluding remarks  
 
This strategy has described HQO’s future plans to monitor and publicly report on the health status 
of Ontarians and the performance of the health care system in Ontario. HQO is committed to 
working towards a high performing health system that provides excellent care for all Ontarians and 
believes that performance monitoring and public reporting is an important element of the quality 
agenda. We look forward to implementing this direction and will continue to engage those who 
work in health care, patients and caregivers and the wider public.  
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Glossary 
 
Baseline 
The status of performance before an intervention or ongoing measurement, against which progress 
can be assessed or comparisons made.  
 
Benchmark 
A reference point against which performance can be assessed; Benchmarks are typically based on 
recent or inferred performance by a group of comparable organizations.  
 
Box plot 
A method of graphically representing data in quartiles, or four equal groups of the data; Box plots 
may include vertical lines (or “whiskers”) that indicate variability beyond quartiles.  
 
Confidence interval 
Shows the amount of uncertainty in measurement by giving a range of results from the study that is 
likely to include the “true” value. The confidence interval (CI) is usually stated as “95% CI,” which 
means that the range of values have a 95 in 100 chance of including the “true” value. 
 
Effectiveness 
Relates to providing care processes and achieving outcomes, as supported by scientific evidence.  
 
Efficiency 
Relates to avoiding waste, including waste of equipment, supplies, ideas and energy.  
 
Equity 
Relates to providing care that does not vary in quality because of personal characteristics such as 
gender, ethnicity, geographic location and socioeconomic status. 
 
Funnel plots 
A graphical depiction of data where each point represents a study, indicative of study size. These 
plots can be used to detect bias – a symmetric funnel indicates a relationship between effect and 
study size.  
 
Impact monitoring 
Measurement of performance or care outcomes, following a program or care intervention.  
 
Indicator 
A quantitative or qualitative variable that provides a valid and reliable way to measure 
achievement, assess performance, or reflect changes connected to an intervention. Indicators can 
assign a quantity to an attribute and detect error or variation in performance.  
 
Monitoring 
Routine tracking and reporting of priority information about a program, project, or activity, its inputs 
and intended outputs, outcomes and impacts.  
 
Outcome 
The change in a patient’s health state resulting from a care intervention, regardless of whether the 
intervention was intended to change that health state.  
 
Outlier 
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A value that "lies outside" (is much smaller or larger than) most of the other values in a set of data. 
 
Patient engagement 
In system planning and reporting, patient engagement is carried out by collaborating with patients 
(and caregivers) to ensure their voices and perspectives are represented, and information 
meaningful to their care decisions is provided.  
 
Performance 
The degree to which an intervention or organization operates according to specific criteria, 
standards, or guidelines or to which it achieves results in accordance with stated goals or plans.  
 
Process 
A health care-related activity performed for, on behalf of, or by, a patient. 
 
Public reporting 
Efforts to provide the public with information that allows rating or comparison of areas, groups, or 
individual providers according to standards of quality, patient experience or resource use. 
 
Qualitative data 
Data collected using qualitative methods, such as interviews, focus groups, observation, and key 
informant interviews. Qualitative data can provide an understanding of social situations and 
interaction, as well as people’s values, perceptions, motivations and reactions. Qualitative data is 
generally expressed in narrative form, pictures or objects (i.e., not numerically).  
 
Quantitative data 
Data collected using quantitative methods, such as surveys or through administrative data. 
Quantitative data is measured on a numerical scale, can be analyzed using statistical methods, 
and can be displayed using tables, charts, histograms and graphs.  
 
Scatter plot 
A graph in which the values of two variables are plotted along two axes; the pattern of the resulting 
points in the plot reveal any correlation between the variables. 
 
Sentinel surveillance 
Ongoing, systematic collection and analysis of data from certain sites (e.g., based on location, 
focus, population served) selected for their potential to provide an early indication of change.  
 
Standard  
A value or range of acceptable performance defined by a provider, between peers, or, typically, by 
an external authority. 
 
Target 
The objective a program or intervention is working towards, expressed as a measurable value; the 
desired value for an indicator at a particular point in time.  
 
Validity 
The extent to which a measurement or test accurately measures what is intended to be measured.  
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