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Foreword
Karen, an emergency physician who shared her story for Measuring Up 2018, has often found herself 
apologizing to patients who receive less than optimal care in the frequently overcrowded emergency department 
where she works. 

“We’re a department of 38 beds and we often 
have up to 30 admitted patients,” she explained. 

“We see a volume of about 170 a day, which means 
we are trying to see 170 people in eight beds. 
So, we are doing a lot of hallway and make-do 
medicine. Overcrowding causes real morbidity and 
mortality, and there’s an incredible toll on the staff 
trying to deal with it.”

Jeff, Craig and Farrah – patients and family 
members who shared their stories for the 
Measuring Up report – have also experienced the 
consequences of hospital overcrowding and other 
challenges facing the health system. Jeff waited 
four days in the emergency department to get 
a psychiatric assessment. Craig felt like he was 
left on his own to care for his dying mother at her 
home. Farrah struggled to coordinate her care and 
pay out-of-pocket medical expenses after being 
diagnosed with lupus.

There are plenty of data in the report to support 
what health professionals, patients and families 
are telling us about the challenges they are 
experiencing. The numbers show emergency 
department wait times are getting longer for 
admitted patients. More hospital beds are occupied 
by patients waiting for care to become available 
elsewhere. Follow-up visits with a doctor after 
hospitalization for mental illness or addictions vary 
widely across the province. People are waiting 
longer for admission to long-term care homes. 

However, there are also data in Measuring Up that 
show where care is improving. The rate of hospital-
acquired C. difficile infection is decreasing. Wait-
time targets are mostly being met for cancer and 
general surgeries. Among people near the end of 
life, an increasing percentage are receiving home 
visits from a doctor or palliative home care services, 
a positive change since Craig and his mother’s 
experience with the health system. 

These types of improvements are a testament to 
focused efforts by those on the front line, tackling 
head-on the challenging issues that get in the 
way of optimal patient care. They show that better 
patient care is possible. 

Providing consistently high-quality care is all 
the more challenging with a growing and aging 
population, with patients having increasingly 
complex needs and multiple chronic conditions, 
with barriers to communication and coordination 
between the traditional institutional and professional 

“silos” in which care is provided, and with gaps in 
care as patients move between different parts of 
the health system. 

Addressing a complex problem like overcrowding in 
hospitals requires the ingenuity and effort of those 
on the front line, supported by concentrated and 
sustained system-wide initiatives all informed by 
meaningful and useful data. Health Quality Ontario 
will continue to evolve and focus what we measure 
to both inform system priorities and support front-

line health care professionals whose hard work
and dedication Ontario’s patients depend on.

We will also work to support and spread novel, 
data-driven local solutions to system-wide 
problems. Karen now reports that as a result of 
changes implemented at the hospital where she 
works, the amount of time 9 out of 10 people 
spend in the emergency department before being 
admitted has decreased to 27 hours from 57, and 
patient care and staff morale have improved. Like 
the doctors, nurses and administrators at Karen’s 
hospital who saw problems and found ways to 
solve them, those on the front lines are often the 
best-positioned to identify and put into practice 
workable and lasting solutions.

Dr. Andreas Laupacis
Board Chair

Dr. Joshua Tepper
President and Chief Executive Officer
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Executive Summary
Measuring Up 2018 provides a yearly look at the performance of Ontario’s health system. It’s produced with 
input from patients, families, doctors, nurses, and other health care professionals to understand what’s working
well and where there is room for improvement.

People in Ontario are, on average, seeing overall 
improvements in many aspects of their health, 
and in the care they receive. They are living longer 
and are less likely to die before the age of 75. 
More people are having cancer surgery or general 
surgery within the recommended wait times. Rates 
of hospital-acquired C. difficile, a potentially life-
threatening infection, continue to decline. Fewer 
children and youths are having their first care for 
a mental health condition occur in the emergency 
department. And more people are receiving 
palliative care in their home in their last days of life. 

These examples show that improvement is 
possible, especially when there are focused and 
sustained efforts by many organizations in the 
health system to make progress on key indicators.

However, while there are bright spots scattered 
throughout the health system, an aging population 
and more people with complex health needs means 
many parts of the system are under increased 
strain. Many Ontario hospitals are regularly 
operating at over 100% capacity, which can lead to 
compromised care for patients and burnout among 
doctors, nurses, and other health care providers. 

Our key findings point to hospital overcrowding as 
a symptom and a source of cascading pressures 
throughout the health system, which include longer 
wait times for care; insufficient access to mental 
health and addictions care; wide variation in quality 

of care among long-term care homes; and rising 
levels of distress among unpaid caregivers.

Hospital care

An increasing percentage of Ontario hospital 
beds are being used for people who are 
waiting for care elsewhere.

More than 1 in every 7 days (14.8%) that patients 
spent in Ontario hospitals in 2016/17 were spent 
waiting to go elsewhere, such as a long-term care 
home or rehabilitation facility. That’s the highest rate 
in the last five years and the equivalent of more than 
10 large hospitals being occupied every day by 
patients waiting for care elsewhere. The proportion 
of hospital beds that were occupied by patients 
waiting for care elsewhere (called ‘alternate level 
of care’) varied across Ontario’s regions, from 
6.4% to 29.8%. 

Emergency department visits are on the rise, 
especially among those with serious conditions.

Crowded hospital emergency departments across 
Ontario are under pressure to care for an increasing 
number of patients. Visits to Ontario’s emergency 
departments increased by 11.3% over the last six 
years, to 5.9 million in 2017/18 from 5.3 million in 
2011/12. Visits by high-acuity patients – those with 
more serious conditions – rose at an even higher 
rate, up by 26% to 4.1 million from 3.3 million.

Hospital emergency departments are facing an 
increasing challenge dealing with the opioid crisis. 
Visits to the emergency department due to opioids 
more than tripled to 54.6 per 100,000 people in 
2017, from 15.2 per 100,000 in 2003. 

Wait times for care

Patients are spending more time in the 
emergency department before being 
admitted to hospital. 

People spent an average of nearly 16 hours in the 
emergency department before being admitted to the 
hospital in 2017/18, more than 2 hours longer than in 
2015/16, and the longest it’s been in six years. 

Fewer people are seeing a specialist 
within 30 days.

Among people who needed to see a specialist, less 
than one-third (32.3%) reported seeing a specialist 
within 30 days of being referred to one, down from 
37.8% in 2016. Across the province, the proportion 
of people who reported seeing a specialist in less 
than 30 days ranged from 25.8% to 39.4% by region.

Fewer hip and knee surgeries are being 
completed within target times.

The percentage of patients who have their hip or 
knee replacement surgery completed within the 
province’s maximum recommended wait time has 
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decreased over recent years. In 2017/18, 78% of 
patients had their hip replacement surgery within 
target, down from 82% in 2014/15, and 74% of 
patients had their knee replacement surgery 
within target, down from 80% in 2014/15. There 
was substantial variation between hospitals, with 
the proportion of patients who had their surgery 
within target ranging from 6% to 100% for hip 
replacement by individual hospital, and 7% to 
100% for knee replacement.

Mental illness and addictions

Some people are not receiving timely or 
appropriate care for mental illness or addiction. 

Emergency department mental health visits can 
be an indication that people did not receive timely 
and appropriate care for mental illness or addiction 
in the community. Although there has been an 
improvement in the last 10 years, in 2016, more 
than 4 in 10 (41.2%) children and youths up to
24 years old who visited the emergency 
department for a mental illness or addiction had 
not received mental health care from a family 
doctor, pediatrician or psychiatrist during the 
preceding two years. This rate varied by region 
from 37.7% to 55.7%. 

Timely follow-up with a doctor for patients of all 
ages after discharge from hospital can help smooth 
the transition to receiving mental health care in 
the community and may help prevent a return to 
hospital. There was a nearly two-fold variation 
(from 26.5% to 46.1%) between the province’s 
regions in the percentage of people 16 years 
of age and older who were seen by a family doctor
or psychiatrist within seven days of discharge 
after being hospitalized with a mental illness 
or addiction. 

Long-term care

Wait times for long-term care homes are 
getting longer, and vary substantially by region.

In 2016/17, people typically waited more than 
3 months (92 days) from hospital to move into a 
long-term care home, about 3 weeks longer than in 
2015/16. There was variation by region in the median 
wait for a spot in a long-term care home for patients 
from hospital, ranging from 41 days to 220 days. 
The median wait time for people who are from the 
community was even longer, at 149 days in 2016/17, 
more than 2 weeks longer than in 2015/16. This 
ranged from 74.5 days to 252 days among regions.

Care that people receive in long-term care 
homes varies widely across the province.

While there have been some overall improvements 
in care received in long-term care homes in Ontario, 
there continue to be persistent and substantial 
differences in the quality of care, depending on where 
long-term care home residents live. Province-wide, 
the percentage of residents who were physically 
restrained on a daily basis was 5.1% in 2016/17, down 
from 16.1% in 2010/11, but this ranged from 0% to 
57.5% among long-term care homes. There’s been 
a steady and promising decline in the percentage of 
residents who were given antipsychotic medications 
without documented psychosis, to 20.4% in 2016/17 
from 35.0% in 2010/11. However, this ranged from 
0% to 57.8% across long-term care homes. 

Caregiver distress

Caregiver distress continues to increase.

The stresses within the health system not only have 
an impact on patients, but also on doctors, nurses 
and other health professionals, as well as on the 

family and friends who care for patients. Among 
clients who received home care for six months or 
longer, in the first half of 2017/18 more than 1 in 4 
(26.1%) had a primary family or friend caregiver who 
experienced continued distress, anger or depression 
in relation to their caregiving role move to earlier. 
That’s up from 20.8% in the first half of 2012/13. 
The increase represented 13,244 additional 
caregivers experiencing continued distress, anger 
or depression. 

From action to results

The key findings of this report highlight that 
the overcrowding we are seeing in emergency 
departments and hospital wards is a symptom of 
challenges with timely access to care elsewhere in 
the system. 

Many people in hospital beds are on longer wait 
lists for long-term care homes, or for mental illness 
and addictions supports. When hospital wards 
are full, this in turn puts pressure on emergency 
departments, which are already under strain with an 
increasing number of visits, particularly by people 
with serious conditions including mental illness and 
addiction. The hospital overcrowding issue reaches 
far beyond the walls of the hospital. 

We’ve seen that improvements in the health system 
are possible, especially when there are concerted 
efforts in targeted areas. Beyond public reporting 
on these indicators, Health Quality Ontario is 
committed to working with partners in the health 
system to identify ways to move forward that will 
make concrete improvement, reduce and eliminate 
low-value care, support and enable those working 
on the front lines to develop and spread effective 
and sustainable local solutions, and ultimately 
improve patient care and outcomes.

Measuring Up 2018  |  Health Quality Ontario
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Health system performance in Ontario – 2018 highlights
Quality 
Element* Bright Spots Room for Improvement No Change 

Effective • Premature mortality (potential years of life lost; longevity)
• New starts of opioid medication
• Overdue for colorectal cancer screening

• Opioid-related emergency department visits and 
opioid-related deaths

• Cervical cancer screening

• Follow-up after hospitalization for 
chronic obstructive pulmonary disease 
or heart failure

Timely • First contact in the emergency department for mental 
illness or addiction (children and youth)

• Wait time for surgery (cancer, general surgery)

• Time to specialist appointment
• Emergency department length of stay for admitted patients
• Wait time for surgery (hip, knee)
• Wait time to admission to long-term care
• Timely access to a primary care provider

• Emergency department length of stay 
for discharged patients

• After-hours access to a primary care 
provider

Patient-
centred

• Test results available at time of appointment 
• Pain experienced by residents in long-term care
• Home visits from a doctor for palliative care; receiving 

palliative home care service

• Caregiver distress • Provider up-to-date on specialist care 
or discharge from a hospital

• Patient recommendation of 
emergency department

• Home care clients who feel involved in 
planning their care

Safe • Hospital-acquired C. difficile infections
• Use of antipsychotic medications in long-term care
• Use of physical restraints in long-term care

• Physical restraint of patients with a mental illness or addiction • Rate of obstetric trauma with 
instrument

Efficient • Continuity of primary care • Waiting in hospital for care elsewhere
• Location of death

• Total health spending per person

Equitable • Premature mortality
• Smoking, obesity, physical inactivity, heavy drinking
• Hospital readmission within 30 days for mental illness or addiction
• Follow-up after hospitalization for mental illness or addiction
• Use of antipsychotic medications and physical restraints, and falls 

and depression among long-term care residents
• Satisfaction with time to primary care appointment
• Emergency department visits that could have been managed by a 

primary care provider
• Unplanned emergency department visits in the last 30 days of life
• Skipped dental care due to cost

* �Quality elements identified in Health Quality Ontario’s Quality Matters, which was 
developed to guide the health system in Ontario to improve care for patients and their 
families and caregivers, and to support health care providers.

LEGEND Our Health
Transitions in Care
Hospital Care

Mental Illness and Addictions
Long-Term Care
Home Care

Primary Care
Palliative Care
Health Spending

Health Quality Ontario  |  Measuring Up 2018
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On the 
front line

Karen’s story

Photo of Karen by Roger Yip. 
Please see Karen’s story on the next page.
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Karen, an emergency physician 
and co-program medical director 
in Kingston, talks about the 
impact of emergency department 
overcrowding on hospital 
front-line staff and patients, 
and how the hospital has made 
improvements. This story features 
excerpts from Karen’s interview 
with the Faces of Health Care 
blog ( http://healthydebate.ca/
faces-health-care/karen ). 

Health Quality Ontario  |  Measuring Up 2018
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Overcrowding

“The patients are more complex and elderly. 
Overcrowding is the biggest change. When I first 
started 20 years ago, if one or two patients were in 
the department for over 24 hours, that would really 
have caught our attention. We’d be like, ‘What’s 
going on?’ Now there are 30, sometimes more.”

The toll on front-line staff

“We’re a department of 38 beds and we often have 
up to 30 admitted patients. We see a volume of 
about 170 a day, which means we are trying to see 
170 people in eight beds. So, we are doing a lot of 
hallway and make-do medicine. Overcrowding 
causes real morbidity and mortality, and there’s an 
incredible toll on the staff trying to deal with it.”

“I feel guilty that I am part of a system that does 
this to people. Patients are angry, and rightly so. I 

can think of umpteen dozens of patients where 

I just feel like I am constantly apologizing. 

Personally, it’s taken an emotional toll. I’ve even 

given up apologizing. I just agree with patients 

that this isn’t good care, and ask them to complain 

to others because I am not having any luck.”

“We lost a lot of our good, experienced nurses a

few years ago. It’s really hard on them. Sometimes 

I wonder why they stick around. One of our 

nurses came back after six months. She said 

she missed the camaraderie and the team work. 

Despite it all, we have good people and we work 

closely as a team. That’s the fun part. The saving 

grace is the people I work with. I love them. 

On bad days it gets me through.”

Unable to wait

“I saw an elderly man who had a severe infection and 

ended up in the ICU. I realized that he had been in 

the waiting room the day before and left after five 

hours without being seen by a physician. I read the 

nurse’s notes from the evening before, and he had 

symptoms of a urinary tract infection. I felt so bad 

because if he had just been given an antibiotic then, 

he might have been fine. The people who leave our 

waiting room are sometimes the sick older patients 

who need to be seen, but who feel too unwell to stay.”

Lack of community resources

“The lack of resources in the community is a real 

problem. People are parked in our department for 

literally days because no one wants to admit them and 

they can’t go home without help. Like someone with 

a stable pelvic fracture who with a bit of help could 

probably manage at home. That’s a daily occurrence. 

One year later, Karen reflects on 
improvements

“The good news is that over the past year, our 
hospital has had a new senior leadership team 
facilitate multiple hospital-wide initiatives to 
address overcrowding. As a result, the amount of 
time nine out of 10 people spent in our emergency 
department before being admitted plummeted 
from 57 hours to 27 hours. This statistic is 
impressive, but the evidence alone fails to 
fully reflect the positive impact this has had on 
both the quality of patient care and staff morale. 
It goes to show what good leadership and 
teamwork can accomplish in this era of increasing 
health care demands.”
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Keeping Ontarians informed about their health care

Measuring Up 2018 is the 12th edition of Health Quality Ontario’s yearly report on the performance of the province’s 
health care system. The report provides an overview of the quality of health care people in Ontario are receiving, by 
shining a spotlight on where things are working and should be built upon, and where things need to be improved.

The report is based on a set of health system 
performance indicators developed by Health Quality 
Ontario in association with health care experts and 
health system partners such as doctors, nurses, 
hospitals and home care providers, as well as 
patients and their families and caregivers.

While much of Measuring Up is about what these 
health system performance indicators show, a 
significant part of the report is dedicated to stories 
from patients and caregivers. These stories provide 
a human context for all the facts and figures. They 
show us what all the data mean in terms of real 
experiences and outcomes for real people.

How the data are presented

Measuring Up has evolved considerably over the 
years to better serve Ontarians. It has been further 
refined in 2018 to make the information it contains 
more easily accessible to increasingly busy readers. 
To this end, the report has been streamlined to 
focus on key findings.

For those who want a more detailed look at how 
the health system is working, province-wide and 
in individual regions, all indicator results analyzed 
for the report can be found in the Measuring Up 
2018 Technical Supplement tables available on the 
Health Quality Ontario website. The tables include 
results for indicators and stratifications that are not 
highlighted among the report’s key findings.

Also available on the website is a Technical 
Appendix with details on the methodology and 
indicators used. The report contains the most 
recent data available. Throughout the year, Health 
Quality Ontario’s website will have updated data on 
many of the indicators in Measuring Up.

The report includes comparisons between 
performance indicator results in Ontario's regions. 
For some indicators, results are also provided 
for local communities. The local-community data 
cover smaller geographic planning areas, and so 
provide a better understanding of health system 
performance and patient needs at a local level. 

In some instances, Measuring Up compares 
Ontario to other provinces and to Canada as a 
whole, as well as to socioeconomically similar 
countries. Some of the international comparisons 
are facilitated by the ongoing collaboration between 
Health Quality Ontario and The Commonwealth 
Fund, which is expanding Ontario’s participation 
in The Commonwealth Fund’s annual international 
health policy surveys. The surveys usually 
include Canada, Australia, France, Germany, 
the Netherlands, New Zealand, Norway, Sweden, 
Switzerland, the United Kingdom, and the 
United States. The report also uses health data 
from the Organisation for Economic Cooperation 
and Development, which includes the same 
11 countries.

Health Quality Ontario  |  Measuring Up 2018
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FIGURE 1.1 Map of Ontario regions

Ontario regions

1 Erie St. Clair
2 South West
3 Waterloo Wellington
4 Hamilton Niagara Haldimand Brant

5 Central West
6 Mississauga Halton
7 Toronto Central
8 Central

9		 Central East
10 South East
11 Champlain
12 North Simcoe Muskoka

13 North East
14 North West
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22Our Health
About 6 out of 10 people in Ontario rated their own health as either 

“excellent” or “very good” in 2016, and nearly 3 out of 10 said it was 
“good.” [1] Still, many Ontarians face significant health challenges.

Chronic illnesses such as heart disease, lung disease, cancer 
and diabetes are the leading cause of death and disability in the 
province. [ 2 ] About 1 out of 5 people in Ontario aged 12 and older 
have two or more chronic health conditions. [ 3]

Health risk factors such as smoking, obesity, heavy drinking and 
physical inactivity, which remain prevalent among a significant 
proportion of Ontarians, play a major role in the development of 
chronic diseases.

12
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Longevity is improving, but varies according to where people live
Life expectancy is increasing in Ontario. 
A person born between 2014 and 2016 – the 
most recent years for which data are available – 
has a life expectancy of 82.5 years, compared 
to 80.8 years for someone born between 
2005 and 2007.

People are also losing fewer potential years 
of life to premature mortality – defined as 
death before the age of 75. The rate of potential 
years of life lost collectively per 100,000 
population younger than 75 improved steadily 
in Ontario between 2005 and 2015, decreasing 
to 4,188 years per 100,000, from 4,897.

However, rates of potential years of life 
lost varied by more than two-fold between 
Ontario’s regions, in the period between 2013 
and 2015. Rates ranged from 3,003 potential years 
of life lost per 100,000 population younger than 75 
in the Mississauga Halton region, to 7,975 years in
the North West region. ( Figure 2.1 )

To put the North West region rate into perspective, 
the last time the overall Ontario rate of potential 
years of life lost was that high was in 1982.

FIGURE 2.1  Potential years of life lost due to premature death per 100,000 population younger than 75,  
in Ontario, by region, 2013/2015
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Smoking, inactivity, obesity, heavy drinking persist as risks to health
In 2016, 16.0% of Ontarians aged 12 and 
older reported smoking cigarettes daily or 
occasionally. More than 1 in 6 – 17.6% – were 
heavy drinkers. Heavy drinkers were defined as 
males who reported having five or more drinks, or 
females who reported having four or more drinks, on 
one occasion, at least once a month in the past year.

More than 1 in 4 people aged 18 and over 
were obese based on adjusted self-reported 
height and weight, and about 1 in 5 reported 
being physically inactive. Physical inactivity 
was defined as not engaging in any moderate or 
vigorous physical activity that lasted a minimum 
of 10 continuous minutes within a week.

Smoking, obesity, being physically inactive and 
drinking heavily have all been linked to increased 
risk of cardiovascular disease, cancer and 
other diseases.

The rates at which people were affected by these 
risk factors varied substantially by region, 
household income, and immigration status, 
as well as by education for all but heavy drinking. 

Rates of smoking and physical inactivity were 
higher among those with lower incomes, while 
obesity rates were highest for middle income 
groups. Heavy drinking was more prevalent 
among those with higher incomes. ( Figure 2.2 )

Immigrants to Canada had lower rates of smoking, 
obesity and heavy drinking than non-immigrants, 
but had a higher rate of physical inactivity.

FIGURE 2.2 Percentages of people who reported smoking cigarettes daily or occasionally; reported being 
physically inactive; were obese based on adjusted self-reported weight and height; were heavy drinkers; 
in Ontario, by household income quintile, 2016
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Ontario is doing relatively well in longevity, health risk factors
Ontario was one of the top performers among 
Canadian provinces in most measures of 
longevity and some health risk factors such as 
obesity. However, rates of smoking, obesity, 
physical inactivity and heavy drinking remained 
stubbornly high for all provinces.

Ontario was:

• Tied for first in life expectancy at birth,
at 82.5 years, the same as British Columbia 
and just ahead of Quebec at 82.4 years, for 
people born between 2014 and 2016.

• Third-best in potential years of life lost at 
4,188 per 100,000 population younger than 75, 
compared to 3,475 for Prince Edward Island 
and 4,158 for Quebec, in 2015. ( Figure 2.3 )

Ontario was also among the top-performing 
provinces, together with British Columbia, in 
its rates of obesity (25.9%) and heavy drinking 
(17.6%), in 2016. When it came to smoking 
(16.0%) and physical inactivity (19.9%), 
Ontario’s rates were similar to those of most 
other provinces in Canada.

FIGURE 2.3 Potential years of life lost due to premature death per 100,000 population younger than 75,
in Canada, by province, 2015
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Opioid-related deaths and visits to emergency have surged higher
Ontario is in the midst of an opioid crisis. 
The rate of opioid-poisoning deaths – from 
overdose or taking an opioid by error – nearly 
tripled to 8.9 per 100,000 population in 2017, 
from 3.0 in 2003. ( Figure 2.4 ) In 2017, 1,265 
Ontarians died from opioid poisoning.

Visits to the emergency department for opioid 
poisoning more than tripled to 54.6 per 100,000 
population in 2017, from 15.2 in 2003. 

Opioid medications can be very useful for pain 
management, but they also have risks, including 
addiction, overdose and death. One strategy to 
reduce people’s exposure to opioids is for health 
care professionals to prescribe them even more 
cautiously – less often, for lower doses and for 
shorter periods of time. 

The rate of new starts of patients on opioid 
medications has fallen in Ontario, to 818 per 10,000 
population in 2017, from 959 in 2013. New starts 
are prescriptions filled for people who have not filled 
a prescription for opioids in six months.

In 2017, the rate of new starts of patients on 
opioid medications varied widely between 
the province’s regions, from 672 per 10,000 
population in the Toronto Central region to 1,070 
in the Erie St. Clair region. 

Opioid overdoses, especially fatal overdoses, are 
often the result of people using drugs obtained 
from “street” sources. [4 ] Health care professionals 
can help reduce the risk of overdose by identifying 
patients who are using opioids in a way that might 
cause them harm, and offering them evidence-
based treatment.

FIGURE 2.4 Emergency department visits for opioid poisoning, and opioid-poisoning deaths, per 100,000 
population, in Ontario, 2003–2017
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provided by Public Health Ontario
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Indicators

Life expectancy at birth: The number of years a newborn baby can expect 
to live, based on mortality trends and data

Life expectancy reflects a population’s general health and wellbeing.

Potential years of life lost: Potential years of life collectively lost due to death 
before age 75, per 100,000 population younger than 75

Potential years of life lost is a useful indicator of a population’s general health and wellbeing.

Heavy drinking: The percentage of people 12 and older who reported alcohol 
consumption that would classify them as heavy drinkers, defined as males 
who reported having five or more drinks, or females who reported having four
or more drinks, on one occasion, at least once a month in the past year

Heavy drinking is associated with liver disease and many cancers.

Visits to the emergency department for opioid poisoning: The number of 
visits made to the emergency department for opioid poisoning – which includes 
overdose and taking or being given an opioid by error – per 100,000 population.

Visits to the emergency department for opioid poisoning reflect particularly the threat to public 
health posed by the non-prescription street sources of synthetic opioids often used by people 
who make opioid-related emergency department visits.

Cigarette smoking: The percentage of people 12 and older who reported 
daily or occasional smoking

Smoking increases risk of lung cancer, heart disease, stroke, chronic obstructive 
pulmonary disease (COPD), and diminished overall health.

Opioid-poisoning deaths: The number of deaths due to opioid poisoning, 
per 100,000 population

The use of opioid drugs is associated with significant risk of opioid use disorder, overdose 
and death.

Obesity: The percentage of people 18 and older who were obese based 
on adjusted self-reported height and weight

Obesity is associated with increased risk of heart disease, stroke, type 2 diabetes 
and some cancers.

New starts of opioid medications: The rate of prescriptions for opioids 
filled for people who have not filled a prescription for opioids in six months, 
per 10,000 population

Prescribers and patients may want to consider alternative medications or dosages, 
due to the risks associated with the use of opioid drugs.

Physical inactivity: The percentage of people 18 and older who reported 
being physically inactive

Being physically inactive increases risk of many diseases, including cardiovascular 
disease, type 2 diabetes and cancer.

Health Quality Ontario  |  Measuring Up 2018
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For more indicator results related to Our Health, as well as results for all the indicators analyzed 
for Measuring Up 2018, please see the Technical Supplement tables at www.hqontario.ca.
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Farrah’s story:

Life with chronic conditions
Farrah, now 31, was diagnosed with depression at 21, lupus at 23, and 

endometriosis at 27. This is her story of hospital stays, emergency department visits, 
family doctor and specialist visits, and mental health care. 

( continued on next page )
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It took visits with more than a dozen doctors 
before Farrah was finally diagnosed with lupus 
at age 23. The 31-year-old graduate student says 
she was often sick since she was about 15, but at 
the time doctors told her it was a flu or a cold. In 
the summer of 2010, while working at a summer 
job in Ottawa, Farrah’s skin broke out in painful 
rashes. She saw a doctor who ordered a blood test 
that indicated she might have lupus, a chronic 
disease that can cause inflammation in any part of 
the body, including the skin, muscles, joints, lungs, 
heart, or brain. 

From Ottawa to Ajax to Toronto

The clinic in Ottawa told her there was a three-to-
six-month wait to see a rheumatologist to diagnose 
her condition. Farrah couldn’t wait that long, as 
her pain was getting worse. She left Ottawa and 
moved back to live with her parents in Ajax,
near Toronto. 

“I needed help caring for myself. I was suffering 
from all-over body inflammation, and the 
possibility of failing organs,” Farrah says. Her 
parents rushed her to the emergency department 
at a hospital in Ajax, where they suspected she 
might have lupus, and transferred her to a hospital 
in Scarborough, and then a lupus clinic at a 
hospital in Toronto, where she was diagnosed
with lupus.

After seeing specialists in Toronto, she had trouble 
finding the right medications. “With lupus, you 
can never be sure you’re getting the right meds,” 
Farrah says. “The meds I got gave me drug-
induced hepatitis, and within a week I ended up 
back in hospital.” Because of her condition, Farrah 

is not able to drive, which made the many trips to 

Toronto a big challenge. 

Waiting for specialists

Four years later, in 2014, Farrah was diagnosed 

with endometriosis, a condition in which the cells 

that normally grow in the uterus end up growing 

outside the uterus. This involved more trips to 

the doctor in Toronto, where she felt isolated as 

someone with endometriosis in a clinic where most 

of the patients were pregnant.

She also had to arrange visits to other specialists 

in Toronto, including a heart specialist, lung 

specialist, and psychiatrist. Several times, she 

ended up in the emergency department of a 

hospital in Ajax, often waiting for five or six hours 

in severe pain before seeing a doctor. 

Farrah also has depression, which she says gets 

worse when she’s in hospital and when she’s 

struggling with her health. She saw a family doctor 

in Ajax about her depression, but wait times were 

at least a month to see a psychiatrist, which was a 

long time given her state of mind. “It seemed that 

life could only get worse or have very negative 

outcomes and I didn't see any point in getting out 

of bed or trying to live life normally,” Farrah says. 

“I never wanted to be a burden to loved ones, so I 

tried to get help as soon as possible but was unable 

to, and waiting a month meant my bad thoughts 

spiralled to worse.”

Going into debt 

When she was first diagnosed with lupus, Farrah 

paid tens of thousands of dollars out of pocket for 

the medications. “It was terrible,” she says. 
“I remember telling my doctor, ‘I can’t afford this.’ 
I ended up going into a lot of debt ... He put me on 
another medication that was less money but didn’t 
work as well.” She eventually qualified for coverage 
through the Ontario Disability Support Program, 
but this didn’t cover the $90 physiotherapy 
sessions that have helped ease the chronic pain 
in her hip. Because of the cost, Farrah sees the 
physiotherapist far less than the weekly visits her 
doctor recommended.

“I’m grateful to be living in a country where I can 
find a specialist and don’t have to pay for doctor 
visits or hospital stays,” Farrah says. “If I were 
living in the States, I would be homeless. But 
Ontario’s whole system needs to be streamlined for 
people who aren’t there on a one-time basis.”
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33Transitions in Care
A health system that manages transitions well provides people 
with the care they need, when and where they need it. 

In such a system, people who need to see a specialist, to be 
admitted to hospital, or to obtain home care will not encounter 
bottlenecks in the system. They won’t have to wait too long 
for care, or receive medical treatment on a gurney in a hallway 
because there’s no room for them anywhere else in an 
overcrowded hospital.

Achieving efficient transitions in care for a growing population 
with diverse and complex health care needs is a challenging task. 
Rapid changes in medicine and technology add to the challenge, 
as well as providing opportunities to develop local solutions.
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More people across Ontario are waiting in hospital for care elsewhere
In 2016/17, on average, 4,233 Ontario hospital beds 
were occupied every day by patients waiting to 
receive care somewhere else – such as in a 
long-term care home or rehabilitation facility. That 
was the equivalent of about 10-and-a-half 
large, 400-bed hospitals filled to capacity each 
day by patients who didn’t need the level of 
services hospitals are designed to provide.[5]

In terms of province-wide hospital capacity, 
14.8% of inpatient days in Ontario hospitals were 
used to care for patients waiting for an “alternate 
level of care” elsewhere. That was up from 
13.9% in 2015/16, and 14.3% in 2011/12. [6 ] 
Inpatient days are a count of the number of days 
individual hospital beds in a given region or 
facility are occupied by patients.

Having a substantial proportion of inpatient hospital 
bed capacity used for patients waiting for care 
elsewhere is both a cause and a consequence of 
bottlenecks in the flow of patients between different 
parts of Ontario’s health system.

Patients are often stuck in hospital because the 
transition to the care they need elsewhere is 
blocked. In 2016/17 across Ontario, about half 
of alternate-level-of-care inpatient days were 
used for patients waiting for a place in a 
long-term care home, 12% were used for 
patients waiting for assisted living, and 
11% for patients waiting for publicly funded 
home care.[7] This blockage may worsen, as the 
median wait time from hospital for long-term care 
increased by 31.4% in 2016/17. For details on this 
wait, see the Long-Term Care chapter.

At the same time, having many patients in hospital 
who should be elsewhere limits the capacity of 
hospitals to accept new patients, such as those 
waiting in their emergency departments. For more 
on wait times in emergency for admitted patients, 
see the Hospital Care chapter.

As a result of these bottlenecks, both the patients 
stuck waiting in a hospital bed and the ones stuck 
waiting in emergency may receive care that is less 
than optimal.

Patients needing an alternate level of care have a 
growing but varying collective impact on different 
regions of Ontario. The proportion of all 
inpatient days hospital beds were occupied 
by patients waiting for care elsewhere 
increased in most regions in 2016/17, and 
ranged from 6.4% to 29.8%. ( Figure 3.1 )

FIGURE 3.1  Percentage of inpatient days that beds were occupied by patients who were waiting to receive 
care elsewhere, by region, in Ontario, 2015/16 and 2016/17
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Data source: Bed Census Summary, Wait Time Information System, provided by Cancer Care Ontario
Note: Crude Rates
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The proportion of patients who say they were able to see a specialist 
less than 30 days after referral falls to 32%
When Ontarians aged 16 and older needed care 
beyond what a family doctor or nurse practitioner 
could provide, 32.3% reported seeing a 
specialist less than 30 days after being 
referred to one, in 2017. That was a decrease 
from 37.8% in 2016.

The proportion of people who said they saw a 
specialist in less than 30 days was lower in 2017 
than in any year since 2013, when it was 37.6%. 
Also in 2017, 34.2% of people reported waiting 
30-89 days to see a specialist, and 33.5% said 
they waited 90 days or longer.

Across the province, the proportion of people who 
reported seeing a specialist in less than 30 days 
varied by region from 25.8% to 39.4%.

An international survey showed Ontario’s 
performance in wait times to see a specialist was 
in the middle of the pack among provinces 
in Canada, in 2016. The proportion of people 
aged 18 and older who said they were able to see 
a specialist within 4 weeks ranged from 29% in 
Newfoundland to 47% in Nova Scotia, compared to 
36% in Ontario. ( Figure 3.2 )

However, when compared internationally 
to socioeconomically similar countries, 
Ontario’s performance was among the 
poorest, just below Norway’s 37% and far 
behind Switzerland’s 73%. ( Figure 3.2 )

FIGURE 3.2 Percentage of people aged 18 and older who needed to see a specialist in the previous 
2 years and reported seeing a specialist within 4 weeks of referral, in Canada and internationally, 2016
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Data source: Commonwealth International Survey, 2016
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Patients report doctors do not always receive updates on their care
In a 2017 survey of Ontarians 16 and older, among 
those who had seen a specialist in the previous 
12 months, about 1 in 5 reported that their 
regular family doctor or other primary care 
provider did not seem informed and up-to-date 
about the care they received from a specialist.

Among survey respondents who had been 
admitted to hospital in the previous 12 months, 
about 1 in 4 said their regular primary care 
provider was not up-to-date about their 
hospitalization after they were discharged.

Among all respondents who had had a medical 
test in the previous 12 months, about 1 in 8 
reported that test results were not available 
at the time of a scheduled appointment
with their provider.

Communication gaps between hospitals, 
specialists and primary care providers, as well 
as delays in obtaining test results, affect the 
quality of care patients receive, and waste time 
and resources.

The proportion of respondents who said their 
test results were not available improved slightly 
between 2013 and 2017, falling to 12.8% from 
14.8%. ( Figure 3.3 )

FIGURE 3.3  Percentages of people aged 16 and older who reported that their provider did not seem 
informed and up-to-date about the care they received from their specialist; that test results were not available 
at the time of a scheduled appointment with their provider within the past 12 months; or that their provider 
was not up-to-date following their discharge from hospital; in Ontario, 2013–2017
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Data source: Health Care Experience Survey, provided by the Ministry of Health and Long-Term Care
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Less than half of people hospitalized for heart failure or COPD 
have a follow-up visit with a doctor within 7 days of leaving hospital
Ontario-wide in 2016/17, 48.0% of people 
hospitalized for heart failure and 37.9% of 
people hospitalized for chronic obstructive 
pulmonary disease (COPD), among those 
aged 40 and older, saw a primary care doctor or a 
specialist within seven days after discharge. 

The rates of such follow-up visits by patients with 
these two very serious diseases have not changed 
substantially since 2005/06.

Rates of follow-up visits varied between 
Ontario’s regions from 35% to 58% for heart 
failure, and from 29% to 51% for chronic obstructive 
pulmonary disease. Rates were generally higher 
in central areas of the province. ( Figure 3.4 )

A follow-up visit with a health care professional 
such as a doctor soon after discharge from hospital 
may help a patient better manage their condition 
and reduce the need for rehospitalization. [8 ]

The data reported here include only follow-up 
visits with a family doctor or a specialist, and 
it is possible that patients saw another health 
professional after discharge.

FIGURE 3.4 Percentage of patients aged 40 and older who saw a family doctor or specialist within 7 days 
of discharge after hospitalization for chronic obstructive pulmonary disease (COPD) or congestive heart 
failure, by region, in Ontario, 2016/17
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Data source: Discharge Abstract Database, Ontario Health Insurance Plan Claims History Database, Physician Database, Registered Persons 
Database, provided by the Institute for Clinical Evaluative Sciences
Note: Age- and sex-adjusted
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Indicators

Hospital beds occupied by patients waiting to receive 
care elsewhere: Looks at “inpatient days” – the total of all the days each 
hospital bed was occupied by a patient – to measure the percentage of 
inpatient days hospital beds were occupied by patients identified as requiring 
an alternate level of care such as a long-term care home or home care

Having beds occupied by patients who could be elsewhere may affect hospitals’ ability 
to provide services to other patients who require hospital care. As well, patients waiting 
in hospital may face greater risk of exposure to infections than they would elsewhere. 
They may also lose some ability to perform activities, and may be socially isolated.

Primary care provider informed about specialist care: The percentage 
of people 16 and older who reported in a survey that their primary care provider 
seemed informed and up-to-date about the care they received from their 
specialist, among those who had a regular primary care provider and who 
had seen a specialist in the previous 12 months

Lack of communication between specialists and primary care providers may affect the 
care patients receive.

Time to specialist appointment: The percentages of people 16 and older 
who reported in a survey that they saw a specialist in: less than 30 days, 
30 to 89 days, or 90 or more days, after referral by a primary care provider

Timeliness is a critical aspect of access to care and an important component of measuring 
transitions in care.

Primary care provider up-to-date on hospitalization: The percentage of 
people 16 and older who reported in a survey that their primary care provider 
seemed up-to-date about their hospitalization, among those who had a 
primary care provider and were admitted to hospital in the previous 12 months

Lack of communication between hospitals and primary care providers may affect the care 
patients receive.

Test results not available: The percentage of people 16 and older who 
reported in a survey that test results were not available at the time of a 
scheduled appointment with their primary care provider within the previous 
12 months, among those who had a regular primary care provider and who 
had a test within the previous 12 months

Not receiving test results in a timely manner may affect the care patients receive.

Follow-up after hospitalization for heart failure or chronic obstructive 
pulmonary disease: The percentages of patients aged 40 and older who 
were seen by a family doctor or a specialist within seven days of discharge after 
being hospitalized for heart failure or chronic obstructive pulmonary disease

A follow-up visit with a health care professional such as a doctor soon after discharge from 
hospital for heart failure or chronic obstructive pulmonary disease may help the patient to 
better manage their condition, and reduce the need for rehospitalization.
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44Hospital Care
Hospitals play a vital role in the health care system. Ontario’s 
141 public hospital corporations, spread over about 228 hospital 
sites, [9] provide a wide range of both inpatient and outpatient 
services to a growing population of more than 14 million people.

Collectively, Ontario hospitals care for more than a million 
inpatients per year, [10] including about 350,000 who have 
surgery. They also perform 1.2 million outpatient surgeries, [11] 
and see millions more patients each year for ambulatory care 
and emergency department visits.
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People are waiting longer for hip and knee replacement surgeries
More patients are having to wait longer than 
Ontario’s maximum recommended wait time 
for their hip or knee replacement surgery. 

This wait target varies according to the priority level 
assigned to the patient’s surgery, which is based 
on their condition. Overall, 90% of surgeries are 
supposed to be completed within the wait target for 
their priority level.

In 2017/18, 73.7% of patients had their knee 
replacement surgery within target, as did 78% 
of patients who had hip replacement surgery.

The percentages of patients who had their surgery 
within target decreased in recent years for both 
knee and hip replacements. Slightly more of those 
surgeries were within target in 2017/18 than in 
2008/09. ( Figure 4.1 )

There was substantial variation in wait times for 
surgery between individual hospitals. For example, 
the proportion of patients who had their surgery 
within target ranged among hospitals from 7% to 
100% for knee replacement, and from 6% to 100% 
for hip replacement. 

Among patients who had cancer surgery, 
87.3% had their surgery within the maximum 
recommended wait time for its assigned 
priority level, in 2017/18, an increase from 70.9% 
in 2008/09. Wait targets were met for 95% of 
patients who had general surgery, an increase 
from 90.6% in 2008/09.

Ontario also has maximum recommended wait 
times for a first appointment with a surgeon, which 
also vary by priority level. This wait is measured 
from the date the patient is referred to the surgeon 
to the date of the appointment. Province-wide 
in 2017/18, more than 90% of patients who 
had hip replacement or general surgery had 
their first appointment with a surgeon within 
target. Among patients who had cancer 
surgery, 86.6% had their first appointment 
within target, as did 88.9% of patients who 
had knee replacement surgery.

Among individual hospitals, the proportion 
of patients who saw a surgeon within the 
target wait time ranged from 37% to 100% for 
knee replacement and from 44% to 100%
for hip replacement.

FIGURE 4.1 Percentages of hip and knee replacement surgeries completed within the maximum 
recommended wait time, in Ontario, 2008/09 to 2017/18
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Data source: Wait Time Information System, provided by Cancer Care Ontario
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Waits in emergency are getting longer for admitted patients
Visits to Ontario’s emergency departments 
increased by 11.3% over the last six years,
to 5.9 million in 2017/18 from 5.3 million in 
2011/12. Visits by high-acuity patients – those 
who have more serious conditions – rose by 
26% to 4.1 million from 3.3 million.* [12]

The average time spent in emergency by 
patients admitted to the hospital from 
emergency increased to 16.0 hours in 
2017/18, up from 15.3 hours the previous year, 
13.8 hours two years previously, and 14.8 hours 
in 2011/12. ( Figure 4.2 )

Having a high number of inpatient hospital beds 
occupied by patients waiting for an “alternate level 
of care” – such as a spot in a long-term care home 
or assisted living facility – has been cited by care 
providers and researchers as a key contributor to 
long wait times in emergency for people admitted 
to hospital. [ 13 ]

For patients not admitted to hospital, time 
spent in emergency has remained relatively 
steady. High-acuity patients who were discharged 
spent an average of 3.9 hours in emergency in 
2017/18, and low-acuity discharged patients spent 
an average of 2.4 hours. 

The provincial maximum recommended length of 
stay in emergency is 8 hours for admitted patients, 
8 hours for high-acuity discharged patients and 
4 hours for low-acuity discharged patients – with 
the target to be met for 90% of patients. In 2017/18, 
35.5% of admitted patients, 93.4% of high-
acuity discharged patients, and 87.2% of 
low-acuity discharged patients completed 
their visit within the wait target.

Time spent in emergency varied somewhat 
between Ontario’s regions. The widest regional 
variation was in the average length of stay for 
admitted patients, which ranged from 10.7 hours 
to 21.1 hours.

FIGURE 4.2 Average time spent in the emergency department, by patient acuity, in Ontario, 2011/12 
to 2017/18
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Data source: National Ambulatory Care Reporting System, provided by Access to Care, Cancer Care Ontario
*The data on this page include only emergency department visits to hospitals that report emergency wait times.

Embargoed until public release











Indicators

Wait time for surgery (cancer, hip replacement, knee replacement 
or general surgery): The percentage of patients who had their surgery 
completed within the maximum recommended wait time for its priority 
level, with the wait time measured from the date the decision was made 
with the surgeon or specialist to have the surgery performed, to the date 
the surgery was completed

Patients may have to endure pain, discomfort and deterioration while they wait for 
surgery, and cancer patients’ tumours may grow or spread.

Emergency department length of stay: The total amount of time patients 
spent in the emergency department, from the time they were triaged or 
registered – whichever came first – to when they were discharged from 
emergency to go home, or were admitted to an inpatient bed, or were 
transferred to another acute-care facility

Long stays in the emergency department may delay needed care and can be uncomfortable 
for patients.

Wait time to see a surgeon (cancer, hip replacement, knee 
replacement or general surgery): The percentage of patients who had 
their first appointment with a surgeon within the maximum recommended 
wait time for their surgery’s priority level, with the wait time measured from 
the date a referral was received by the surgeon’s office, or a central intake 
office, to the date of the patient’s first consultation with the surgeon

Seeing a surgeon quickly is important for patients, who may have to endure emotional 
distress, pain and discomfort while they wait.

Patient recommendation of emergency department: The percentage of 
patients surveyed who said they would "definitely" recommend their emergency 
department to family and friends

Patient satisfaction is a key component of patient-centred care.

Hospital-acquired C. difficile infection: The number of hospital-acquired 
cases of C. difficile (Clostridium difficile) infection per 1,000 inpatient days.

Infection with C. difficile can cause severe diarrhea, fever, abdominal pain and 
even death.[15]

Obstetric trauma during instrument-assisted vaginal delivery:
The number of cases of obstetric trauma ( lacerations of third-degree or 
greater severity, or other obstetric injury to pelvic organs ) per 100 instrument-
assisted vaginal births

Obstetric care represents high volumes of inpatient hospital stays.
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For more indicator results related to Hospital Care, as well as results for all the indicators 
analyzed for Measuring Up 2018, please see the Technical Supplement tables at www.hqontario.ca.
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Jeff, Calder and Kim’s story:

Four days in emergency
Jeff* went to his local rural hospital’s emergency department during a 

mental health crisis looking for help. Little did he and his family know he would 
end up waiting there for four days.

( continued on next page )
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On a bitterly cold and windy Friday evening in 
February 2016, Jeff finished a family dinner at 
home and walked 15 minutes through freezing 
rain and snow to the emergency department 
of the hospital in his hometown of Espanola in 
northeastern Ontario. The 18-year-old had been 
experiencing symptoms of depression on and off 
for two years, but on this night, he had become 
overwhelmed and distraught, and had hit a crisis 
point. He needed to talk to someone and didn’t 
know where else to go. 

In emergency, but without treatment

The small hospital in the town about an hour’s 
drive west of Sudbury did not have any mental 
health specialists on staff, so Jeff was assessed 
by a nurse and an emergency physician and spoke 
with a mental health crisis worker by phone 
through the Ontario Telemedicine Network (OTN). 
The emergency physician and OTN worker decided 
Jeff should be put on a Form 1, a legal document 
under the Mental Health Act that means physicians 
felt he was at risk of harming himself or someone 
else, or not able to provide care for himself. Form 
1 authorizes the hospital to keep a patient in 
detention for up to 72 hours while admitted to 
a specific psychiatric bed until they receive a 
psychiatric assessment.

This all came as a shock to Jeff’s parents, Calder* 
and Kim*, who rushed to the hospital as soon 
as they found out what was going on, only to 
find their son, alone and afraid, in a room in the 
hospital’s emergency department. 

“The nurses treated our son very well,” Calder 
says, “but they are not trained in how to deal with 
someone who is having a mental health crisis. He 
wasn’t able to get any mental health care. We didn’t 
know what to do. It was a nightmare.”

Waiting for a psychiatric assessment

Calder and Kim were told Jeff would be 
transferred to a psychiatric bed in Sudbury, but 
there was no bed available that night, so they 
would have to wait until Saturday morning at 9. 
But when the hospital called Sudbury the next 
morning, there was still no bed.

“They kept trying,” Calder says. “Each time they 
told us that there was no bed, my son was just 
more and more defeated. We all were. We were 
just spent. We came there for help. We didn’t 
have any doctor see him all weekend, or even 
have a counsellor.”

Legally, the 72-hour clock on the Form 1 wouldn’t 
officially begin until Jeff was admitted to the 
psychiatric bed, and since there was no bed 
available, Jeff could remain in the emergency 
department well beyond the 72 hours. Calder and 
Kim desperately tried to find a way to get their 
son back home before then, but the Form 1 meant 
the hospital would be obliged to call the police 
to bring Jeff back into their care if he left given 
their concerns for his safety. Calder made calls 
to several different organizations trying to find a 
way to get help for his son and received conflicting 
information. They decided to wait it out. 

Transferred to hospital in Sudbury

After four days in the emergency department, still 
without any psychiatric care, on Tuesday a bed 
opened up and Jeff was in an ambulance by 11 a.m. 
and admitted to the hospital in Sudbury by 12:30 
p.m. A psychiatrist assessed Jeff at 2 p.m. and the 
family were in the car heading home by 2:30. 

“The psychiatrist had a smile on his face,” Calder 
recalls, “like, this is going to be a success story 
because he’s going to be just fine. It was a good 
eye-opener for us. It ended up being really good 
because it exposed a lot of stuff for us as parents.”

Calder and Kim arranged for Jeff to receive 
counselling for eight months, and he also went 
to his family doctor who prescribed him some 
medication. He is now doing much better, but the 
trauma of those four days in emergency lingers 
for the family. “It’s amazing the cracks that we fell 
through,” Calder says. “No one who wants help 
should end up getting trapped like that. If my son 
had shown up in emergency with a badly fractured 
leg, he would have been sent to an orthopedic 
surgeon immediately. Why is it different for a 
mental health crisis?”

Jeff’s experience led to the introduction of a Rural 
Health Hub project in the region, which ensures 
there is a consulting psychiatrist available through 
OTN every day to assess and speak to patients at 
rural hospitals.

* Names have been changed for privacy.
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e

55Mental Illness and 
Addictions
About 7 out of 10 people in Ontario rate their mental health 
as excellent or very good, and just over 2 out of 10 rate it as 
good. [16] Still, about two million Ontarians visit a family doctor 
or psychiatrist for a mental illness or addiction every year. [17]

A serious mental illness or addiction can decrease a 
person’s life expectancy by 7 to 24 years, [18] and mental 
health conditions are among the top causes of disability 
in Canada. [19]

Mental health conditions often have their onset during 
childhood or adolescence, [20] and people 15 to 24 years 
old are the age group most likely to experience a mood 
or substance use disorder. [21,22]
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Fewer children and youths are receiving their first care for a mental health 
condition in the emergency department
Among children and youths up to 24 years old who 
visited the emergency department for a mental 
illness or addiction in 2016, about 4 out of 10 had 
not received mental health care from a family 
doctor, pediatrician or psychiatrist during the 
preceding two years. This was an improvement 
from 10 years earlier, when the rate was 
about 5 out of 10. ( Figure 5.1 )

Such “first-contact” visits to emergency for a 
mental illness or addiction can be an indication 
that people did not receive timely care in the 
community that might have prevented the need 
for such visits. 

Some children and youths who didn’t see a doctor 
may have received mental health care from a nurse 
practitioner, psychologist or other non-physician 
in the community, but data on those visits are not 
currently available for Ontario.

The rate of first-contact visits to emergency for a 
mental illness or addiction among children and 
youths varied among the province’s regions, 
ranging from 37.7% to 55.7% in 2016.

FIGURE 5.1 Percentage of children and youths 0-24 years old who did not receive mental health care from 
a family doctor, pediatrician or psychiatrist in the two years preceding a visit to the emergency department for 
a mental illness or addiction, in Ontario, 2006–2016. 
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Data source: Ontario Health Insurance Plan Claims History Database, Ontario Mental Health Reporting System, Registered Persons Database, 
National Ambulatory Care Reporting System, Discharge Abstract Database,  provided by the Institute for Clinical Evaluative Sciences 
Note: Age- and sex-adjusted
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Follow-up visits with a doctor after hospitalization vary by region 
There was substantial variation between the 
province’s regions in the percentage of people who 
were seen by a family doctor or psychiatrist within 
seven days of discharge after being hospitalized 
with a mental illness or addiction. ( Figure 5.2 )

About 1 in 4 people in the North West
region who were hospitalized for a mental 
illness or addiction had such a follow-up visit, 
compared to about 1 in 2 people in the 
Toronto Central region. 

Timely follow-up with a doctor after discharge 
from hospital can help smooth the transition to 
receiving mental health care in the community, 
and may help prevent a return to hospital. [ 23 ]

Some people who didn’t have a follow-up visit 
with a doctor may have had one with a nurse 
practitioner, psychologist or other non-physician 
in the community, but data on those visits are not 
currently available for Ontario.

Follow-up visits with a doctor also varied widely 
according to neighbourhood income.

About 4 out of 10 people who lived in the 
wealthiest neighbourhoods were seen by a 
doctor within seven days of discharge after a 
hospitalization for mental illness or addiction, 
while the rate was just over 3 out of 10 for 
people who lived in the poorest 
neighbourhoods.

Ontario-wide, the rate of follow-up visits with a 
doctor after a hospitalization for a mental illness 
or addiction was 36.1% in 2016, compared to 
37.3% in 2006.

FIGURE 5.2 Percentage of patients aged 16 and older who were seen by a general practitioner/family 
physician or psychiatrist within seven days of discharge after being hospitalized for a mental illness or 
addiction, in Ontario, by region, 2016
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Data source: Ontario Health Insurance Plan Claims History Database, Ontario Mental Health Reporting System, Registered Persons Database, 
Discharge Abstract Database, provided by the Institute for Clinical Evaluative Sciences 
Note: Age- and sex-adjusted
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People from poorer neighbourhoods are readmitted more often
The rate of readmission after hospitalization for a 
mental illness or addiction was slightly higher for 
people who lived in lower-income neighbourhoods, 
compared to those who lived in wealthier 
neighbourhoods. ( Figure 5.3 )

Among people hospitalized for a mental illness 
or addiction in 2016, 9.3% of those who 
lived in the poorest neighbourhoods were 
readmitted, compared to 7.8% in the 
wealthiest neighbourhoods.

Readmissions are sometimes unavoidable. 
However, some patients readmitted to hospital 
for a mental illness or addiction may not have had 
access in the community to the care and support 
they needed. Or, their transition to receiving mental 
health care outside the hospital may not have been 
effectively managed. [24 ]

Readmission rates varied between Ontario’s 
regions, ranging from 7.4% to 9.8%.

Across the province in 2016, 8.9% of people 
hospitalized for a mental illness or addiction were 
readmitted to hospital within 30 days of discharge. 
The rate of readmissions within 30 days has not 
changed substantially in Ontario since 2006, when 
8.6% returned to hospital.

FIGURE 5.3 Percentage of patients 16 and older hospitalized for a mental illness or addiction who were 
readmitted to hospital for a mental illness or addiction within 30 days of discharge, in Ontario, by income, 2016
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Data source: Ontario Mental Health Reporting System, Registered Persons Database, Discharge Abstract Database, provided by the 
Institute for Clinical Evaluative Sciences  
Note: Age- and sex-adjusted

Did you know?
Mental illness and poverty often go 
hand-in-hand. Serious mental illness 
can interfere with education or work and 
thereby limit opportunities for obtaining 
employment and earning income. At the 
same time, poverty is a known risk factor 
for mental illness. [25 ]

In Ontario, people in the lowest income 
quintiles are more than three times as 
likely as those who are the wealthiest to 
rate their own mental health as fair or 
poor. [26 ]

Embargoed until public release



Use of physical restraints is rising after a 7-year decline
In 2016, physical restraints were used in 5.8% of 
hospitalizations of patients aged 16 or older
admitted to mental health beds in any hospital. 
That was a decrease from 7.6% in 2006, but an 
increase from 4.5% in 2013. ( Figure 5.4 )

Physical restraints involve limiting patients’ 
movement, by physically holding them or using 
devices such as restraining belts, with the intent
of keeping patients from harming themselves 
or others.

Some of the change over time in rates of physical 
restraint use may be related to improved collection 
of data.

Physical restraints were used more often for male 
patients – in 7.1% of hospitalizations – than for female 
patients – in 4.7% of hospitalizations. Use was also 
higher for patients in the 16-24 age group, and for 
those aged 65 or older, than for those aged 25-64.

Though use of physical restraints is sometimes 
unavoidable, it may lead to patient aggression, 
agitation and injury, and may damage therapeutic 
relationships between patients and staff. [ 27, 28 ]

FIGURE 5.4 Percentage of mental-health-bed hospitalizations in which physical restraints were used,
in Ontario, 2006 to 2016
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Data source: Ontario Mental Health Reporting System, Registered Persons Database, provided by the Institute for Clinical Evaluative Sciences 
Note: Age- and sex-adjusted
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Indicators

First contact in emergency for a mental illness or addiction, for 
children and youths: The percentage of people, among those aged 24 
and younger who visited an emergency department for a mental illness or 
addiction, who had not received mental health care from a family doctor, 
pediatrician or psychiatrist in the preceding two years

Children and youths who have a first-contact visit to emergency for a mental illness or 
addiction may not have had access to mental health care in the community that might 
have prevented the need for such a visit.

Seven-day follow-up after hospitalization for a mental illness or 
addiction: The percentage of patients, among those aged 16 and older 
hospitalized for a mental illness or addiction, who were seen by a family 
doctor or psychiatrist within seven days after being discharged from hospital

Timely follow-up with a mental health professional after discharge may ease patients’ 
transition from hospital to home and help ensure they receive the treatment and support 
they need in the community.

Readmission after hospitalization for a mental illness or addiction:
The percentage of patients, among those 16 and older hospitalized for a 
mental illness or addiction, who were readmitted to hospital for a mental 
illness or addiction within 30 days after being discharged

Patients readmitted to hospital for a mental illness or addiction may not have received 
the mental health care and support they needed in the community after discharge. 

Physical restraint of patients with a mental illness or addiction: 
The percentage of patients aged 16 and older in mental-health-designated 
beds who were physically restrained in the three days before their most 
recent assessment 

Use of physical restraints on patients with mental illness or addiction may lead to 
aggression, agitation, or injury, and may damage therapeutic relationships between 
patients and staff. [ 29, 30 ]

For more indicator results related to Mental Illness and Addictions, as well as results for all the indicators 
analyzed for Measuring Up 2018, please see the Technical Supplement tables at www.hqontario.ca.

Did you know?
One in 3 Canadians meets the criteria for having a mental illness or 
substance use disorder at some point in their life. [31 ]

However, the stigma associated with mental illness and addictions 
persists. In a survey of Ontario workers, 39% of respondents said 
they would not tell their managers if they were experiencing a mental 
health problem, and 64% indicated they would worry about how their 
job would be affected if a colleague had a mental health problem. [32 ]
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66Long-Term Care
Ontario’s approximately 630 long-term care homes provide 
around-the-clock care and supervision to about 115,000 
residents over the course of a year. [33]

Those residents are changing. Increasing proportions of them 
have chronic conditions, physical limitations and cognitive 
impairments that make caring for them more complex.
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Wait times for long-term care are on the rise
The median amount of time people waited 
from hospital to move into a long-term care 
home was 31.4% longer in 2016/17 than in 
2015/16, and the median wait from the 

community lengthened by 12.9%. ( Figure 6.1 ) 
The median is the point at which half of people 
waited more and half waited less.

However, compared to 2012/13, the wait from the 
community was 9.7% shorter in 2016/17, while the 
wait from hospital was 19.5% longer.

People’s health may deteriorate during long waits 
for admission, and waiting can be stressful for them 
and for the family members or friends who are their 
caregivers. As well, when people are waiting in 
hospital, it may affect the hospital’s ability to provide 
services to other patients who require hospital care. 

FIGURE 6.1 Median numbers of days people waited from the community* or from hospital to move into a 
long-term care home, in Ontario, 2012/13 to 2016/17
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Data source: Modernized Client Profile Database, provided by the Ministry of Health and Long-Term Care
*Community is used here to capture any place of residence in the community, such as the applicant’s home, a retirement home or supportive 
housing, for applicants who were not waiting in hospital.

Embargoed until public release



Performance is improving in some areas
There have been Ontario-wide decreases in the 
proportions of long-term care residents who:

• Were given antipsychotic medications in the 
absence of documented psychosis – down to 
20.4% in 2016/17 from 22.9% in 2015/16

• Experienced moderate pain daily or any 
severe pain – down to 5.6% in 2016/17 from 
6.1% in 2015/16

• Were physically restrained on a daily basis – 
down to 5.1% in 2016/17 from 6.0% in 2015/16

For residents, taking antipsychotic medications 
may cause side effects such as confusion and 
drowsiness; pain can affect overall health and 
quality of life; and being physically restrained 
may lead to agitation, loss of dignity, decreased 
activity and increased risk of injury.

Results for these three quality indicators 
have continued to improve over six years.

Antipsychotics 
without psychosis 20.4%

2010/11 2016/17

35.0%

5.6%

5.1%

11.9%

16.1%

Percentage of residents

Daily moderate
or any severe pain

Daily physical
restraints
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Data source: Continuing Care Reporting System, provided by the Canadian Institute for Health Information 
Note: Risk-adjusted
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Where people live affects the long-term care they have access to
There were substantial differences between 
Ontario’s regions in how long people waited for 
admission to a long-term care home and in the 
care residents received. [34 ]

 In 2016/17:

• The median wait time to admission from 
the community ranged from 74.5 days in 
the Erie St. Clair region to 252 days in the 
Central East region[35]

• The median wait time to admission from 
hospital ranged from 41 days in the South 
West region to 220 days in the North 
Simcoe Muskoka region[36]

• Residents physically restrained on a daily 
basis varied from 1.7% in the Toronto Central 
region to 15.1% in the North West region [37]

• Residents with worsened symptoms of 
depression ranged from 15.5% in the 
Mississauga Halton region to 30.6% in the 
South East region [38]

Quality indicator results for individual 
long-term care homes ranged from:[39, 40]

• 0% to 57.5% for residents physically 
restrained daily

• 0% to 57.8% for residents without psychosis 
given antipsychotic medication

• 3.4% to 35.9% for residents who fell 
( see illustration)

1 in 30 10 in 30to

The rate of falls among residents varied between 
individual homes from:
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Data source: Continuing Care Reporting System, provided by the Canadian Institute for Health Information
Note: Risk-adjusted
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Ontario both leads and trails other provinces
In 2016/17, Ontario had the smallest proportion 
of long-term care residents with moderate 
pain daily or any severe pain, or who were 
physically restrained daily, among all the 
provinces where comparable data were available. 

Only Alberta had a smaller proportion than 
Ontario of residents without psychosis receiving 
antipsychotic medications.

Ontario was near the Canadian average for 
falls and pressure ulcers.

However, Ontario had the second-highest 
percentage of residents whose symptoms 
of depression worsened, after Alberta, even 
though Ontario had the highest percentage of 
residents taking antidepressants. [41 ]

2016/17

Antipsychotic 
medications 
without 
psychosis

Daily 
physical 
restraints

Daily 
moderate 
or any 
severe pain

Falls New or 
worsened 
pressure 
ulcer

Worsened 
symptoms 
of 
depression

British Columbia 25.9% 8.3% 12.8% 15.9% 3.2% 17.7%

Alberta 17.4% 6.5% 6.9% 15.8% 3.1% 27.1%

Saskatchewan 27.0% 10.1% 11.5% 12.9% 2.3% 20.0%

Ontario 20.4% 5.1% 5.6% 15.8% 2.7% 23.5%

Newfoundland 
and Labrador

38.3% 14.2% 16.0% 11.2% 1.7% 15.3%

Canada* 21.9% 6.5% 7.9% 15.9% 2.8% 21.7%

Lower is better – the best results are highlighted in blue.

Data source: Continuing Care Reporting System, provided by the Canadian Institute for Health Information.
Note: Risk-adjusted 
*Includes only parts of Canada where data were available.
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Did you know?
The residents of Ontario’s long-term care homes 
have changed in recent years in ways that make 
caring for them more complex.

More of them are 85 years of age or older, more 
have chronic conditions, and more need help with 
personal care and daily activities, as shown in
the table below.

Resident population 2010/11 2016/17

85 years of age or older 51.3% 54.6%

Have neurological disease 76.4% 80.1%

Have heart or 
circulatory disease

72.3% 76.3%

Have a form of 
dementia such as 
Alzheimer’s disease

58.0% 63.6%

Have diabetes 25.9% 27.7%

Need extensive assistance 
with or totally dependent 
in activites such as 
showering and eating

76.3% 84.7%

Receive antidepressant 
medication

51.1% 55.3%

In hospital before 
admission

41.9% 35.4%

At their own home 
before admission 

36.2% 42.0%

Data source: Continuing Care Reporting System Quick Stats 2010/11 
and 2016/17, provided by the Canadian Institute for Health Information.

Indicators

Wait time to admission: The median number of days people waited to move into a long-term 
care home, from the hospital and from the community

Long waits for admission can cause stress for patients and their families.

Antipsychotic medications without psychosis: The percentage of residents without 
documented psychosis who were given antipsychotic medication in the seven days preceding 
their most recent assessment

Antipsychotic medications are sometimes used to help reduce agitation or aggression, but may cause side effects 
such as confusion and increased risk of falls.

Daily physical restraints: The percentage of residents who were physically restrained on a 
daily basis in the seven days preceding their most recent assessment

Restraints may protect residents from harming themselves or others, but can lead to agitation and increased 
risk of injury or pressure ulcers.

Daily moderate or any severe pain: The percentage of residents who experienced moderate 
pain daily or any severe pain in the seven days preceding their most recent assessment

Experiencing chronic or severe pain can affect overall health and quality of life.

Falls among residents: The percentage of residents who fell in the 30 days preceding their 
most recent assessment

A fall may cause serious injury such as a hip fracture and may result in a visit to the emergency department 
or admission to hospital.

Worsened symptoms of depression: The percentage of residents whose mood from 
symptoms of depression worsened since their previous assessment

Depression affects quality of life and can affect overall health and functioning.

New or worsened pressure ulcer: The percentage of residents who had a new or worsened 
pressure ulcer since their previous assessment

A pressure ulcer may cause pain and impair mobility, and can lead to infection.

For more indicator results related to Long-Term Care, as well as results 
for all the indicators analyzed for Measuring Up 2018, please see the 
Technical Supplement tables at www.hqontario.ca.
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https://www.publichealthontario.ca/en/BrowseByTopic/ChronicDiseasesAndInjuries/Pages/Chronic-Diseases-and-Injuries.aspx
https://www.canada.ca/en/health-canada/services/publications/healthy-living/actions-opioids-2016-2017.html
http://indicatorlibrary.cihi.ca/download/attachments/1114124/Peer-Group-Methodology_EN.pdf
http://www.hqontario.ca/Portals/0/Documents/evidence/reports/recommendation-follow-up-discharge-copd-en-1705.pdf
https://www.oha.com/your-hospitals
http://www.hqontario.ca/portals/0/Modals/pr/patient-safety/provincial/index-en.html
http://www.hqontario.ca/Portals/0/Documents/pr/theme-report-taking-stock-en.pdf
http://www.phac-aspc.gc.ca/publicat/human-humain06/pdf/human_face_e.pdf
http://www.statcan.gc.ca/pub/82-624-x/2013001/article/11855-eng.htm


https://ontario.cmha.ca/documents/poverty-and-mental-illness
http://www.statcan.gc.ca/pub/82-624-x/2013001/article/11855-eng.htm
http://www.theijoem.com/ijoem/index.php/ijoem/article/view/463
www.hqontario.ca/System-Performance/Long-Term-Care-Home-Performance
http://www.health.org.uk/sites/health/files/PatientFocusedInterventions_ReviewOfTheEvidence.pdf


https://www.ontario.ca/data/health-care-experience-survey-hces
http://www.topalbertadoctors.org/file/top--evidence-summary--value-of-continuity.pdf
http://www.csqi.on.ca/by_patient_journey/screening/colorectal_screening_participation/
www.csqi.on.ca/by_patient_journey/screening/colorectal_screening_participation/
www.ontariopalliativecarenetwork.ca
https://doi.org/10.1371/journal.pone.0191322
https https://doi.org/10.1371/journal.pone.0191322
https://doi.org/10.1371/journal.pone.0191322


https://www.cihi.ca/sites/default/files/document/nhex2017-trends-report-en.pdf
https://www.cihi.ca/sites/default/files/document/nhex2017-trends-report-en.pdf
http://www.oecd.org/health/health-systems/health-at-a-glance-19991312.htm
https://onlinelibrary.wiley.com/doi/full/10.1111/jphd.12048
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