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Foreword

On behalf of Health Quality Ontario, we are 
pleased to share Measuring Up, our yearly 
report on the health of Ontarians and on how 
our health system is performing.

This report is our first based on the Common 
Quality Agenda. Created in partnership with many 
in the health system, the Common Quality Agenda 
currently includes 40 indicators. 

Whenever possible in Measuring Up, we have 
compared Ontario with the rest of Canada and 
other countries. We have also compared Ontario’s 
different regions with each other. 

The report presents a mixed message. Overall, we 
are healthier than we have ever been and in some 
areas our health care system is steadily improving. 
Ontario performs as well as or better than the 
Canadian average in all measures for which we 
could make comparisons. However, compared  
with many other countries we do quite poorly on  
some measures.

Ontarians wait too long to see their family doctor, 
to access certain hospital services and to get 
into a long-term care home. Our health system 
is not seamless, and this causes unnecessary 
complications for many people. The health of 
Ontarians – and the performance of their health care 
system – depends on where they live. Most strikingly, 
those who live in the north are much less healthy than 
people who live in other regions of Ontario.

This report is ultimately about people. We are 
appreciative that several patients were willing to 
share their personal experiences within the system. 
These are real stories. Some elements of these 
stories instil pride and satisfaction while others raise 
important concerns.

We included these stories because we need to 
reflect on Ontarians’ experiences with the health 
system in words and not just numbers. The 
Common Quality Agenda is still evolving and there 
are important gaps. Through working with our 
partners, we will continuously improve the Common 
Quality Agenda and our yearly report.

This report is part of Health Quality Ontario’s 
responsibility to monitor performance in the system. 
Our other mandates include reviewing evidence, 
setting standards for improved practice and care 
and supporting health care professionals and health 
systems in making changes to improve the quality of 
care. More information about our work in these areas 
can be found at www.hqontario.ca.

We look forward to using the results of Measuring 
Up to help guide the organization and our partners 
in improving care for the people of Ontario.

Dr. Joshua Tepper 
President and CEO

Foreword

Dr. Andreas Laupacis 
Board Chair

Dr. Joshua Tepper Dr. Andreas Laupacis 
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Executive Summary

Every day in Ontario, millions of us deal with 
health issues of one kind or another, from the 
trivial to the serious. 

A woman in Sarnia will butt out a cigarette that 
she hopes will be her last, a father in Toronto will 
start biking to work in an effort to get fit, and kids 
in a classroom in Chatham will roll up their sleeves 
to get immunization shots. In Thunder Bay, a new 
mother will cry with joy after giving birth to a baby 
daughter she hopes will lead a long and healthy life, 
a grandfather in Timmins will sit in a room waiting for 
a colonoscopy and a great-grandmother in Midland 
with a heart condition will laugh in delight as she 
celebrates her 90th birthday at home with her family 
after leaving the hospital.

Health plays a central role in our lives. When a 
nurse checks our vital signs after surgery, when a 
doctor prescribes us medication that relieves our 
symptoms, and when a physiotherapist helps get 
us back on our feet after a hip replacement, we feel 
grateful that we have such a robust health system 

in Ontario. But when we wait weeks to get an 
appointment to see our family doctor, months to see 
a specialist and years to get into our preferred long-
term care home, we know things could be better. In 
this report, our goal is to highlight the areas of the 
health system that are performing well, as well as the 
parts that could be better. 

The story of our health system’s performance begins 
with our health. How are we doing? Overall, very 
well. We are healthier than we have ever been and 
healthier than the people of most other provinces 
and countries. Life expectancy in Ontario is the 
longest it has ever been at 81.5 years — more than 
20 years longer than it was a century ago. We have 
the second-best avoidable mortality rate among the 
provinces and our infant mortality rate continues to 
improve. Although nearly one out of five of us still 
smoke and almost half of us report being physically 
inactive, fewer of us smoke or are inactive compared 
to previous years and we rank second-best among 
the provinces on both indicators.

Executive Summary

Our health system is 
performing better than 
it was five and 10 years 
ago across many of the 
indicators that we report. 
However, access to care 
continues to be a problem  
in many areas of our  
health system.
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Executive Summary

Our health system is performing better than it was 
five and 10 years ago across many of the indicators 
that we report. For example, the proportion of heart 
surgeries and cancer surgeries completed within 
the target wait time has improved. In long-term care 
homes, the use of physical restraints has dropped 
without an increase in the number of falls among 
residents. The number of hospital admissions for 
conditions that can be effectively prevented or 
treated outside the hospital has also decreased.

However, access to care continues to be a problem 
in many areas of our health system. Although nine 
out of 10 Ontarians have a family doctor or nurse 
practitioner, more than half of us cannot get in to 
see our primary care provider on the same day 
we get sick, or even the next day — the worst 
performance of the 11 countries in an international 
survey on primary care access. We also have trouble 
seeing our primary care providers in off-hours. More 
than half of us report not being able to access our 
primary care provider on evenings or weekends, the 
second-worst performance in the 11-country survey. 

If one of our family members needs a bed in a long-
term care home, we should be prepared to wait. 
Although the wait times for long-term care homes 
have improved in the last four years, most people still 
wait several months. 

In addition, for several of the indicators highlighted in 
the report — including premature avoidable deaths, 
obesity, smoking, access to care and readmissions 
to hospital — performance is substantially worse in 
some parts of Ontario than others. In some regions, 
rates of premature avoidable deaths, smoking 
and readmissions for ambulatory care sensitive 
conditions are almost double those of other regions. 
And wait times for long-term care in some regions 
are more than twice as long as those in others.  

Despite the wait times and the difficulties with 
access, patient satisfaction surveys tell us we 
are generally happy with the care we receive. For 
example, surveys show that more than nine out of 
10 home care patients surveyed are pleased with 
their care, about three-quarters of hospital patients 
surveyed would definitely recommend the hospital 
where they received care to their friends and family, 
and more than eight out of 10 patients surveyed 
after seeing their family doctor or nurse practitioner 
say their primary care provider spends enough time  
with them. 

These patient satisfaction surveys also give us 
an indication about how much we care about our 
health system when we need it, and how much we 
appreciate high-quality care. And now, for the first 
time, Health Quality Ontario is using a concise set of 
indicators, known as the Common Quality Agenda, 
to provide a window into how the diverse aspects 
of our health system are performing. There are so 
many indicators being used to monitor health system 
performance that we can become overwhelmed with 
information and have difficulty making sense of all 
the data. By using a focused set to regularly report 
on performance, we hope to ease some of the 
burden of this so-called “indicator chaos.” Through 
consultations with our partners and system leaders, 
Health Quality Ontario established the Common 
Quality Agenda set of indicators, which will continue 
to evolve over the coming years. 

However, numbers do not tell us everything. Behind 
every statistic in this report, there are patients, 
families, caregivers and providers, some of whom 
share their experiences with Ontario’s health system 
in the stories throughout the report. Health Quality 
Ontario is dedicated to engaging the people of 
Ontario in its journey. This report marks further 
progress on the road toward continually improving 
our health system and helping to create a  
healthier Ontario.

Behind every statistic in  
this report, there are  
patients, families,  
caregivers and providers.
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Why health system performance 
reporting matters to Ontarians

How healthy are Ontarians? Is our health system 
improving? How well does our health system perform 
compared to those in other provinces and countries? 
This report aims to answer these questions.

Health Quality Ontario and our role 

Health Quality Ontario (HQO) is an arms-length 
government agency whose mandate was outlined 
in the Excellent Care for All Act.[1] Serving as the 
province’s advisor on quality, HQO is responsible for 
monitoring and reporting to the people of Ontario 
about their health status and the performance of 
the health system, supporting continuous quality 
improvement, and promoting health care that is 
supported by the best available scientific evidence. 
One of our responsibilities is to report to the public 
each year on the performance of the health system 
and the health status of Ontarians, which is where 
this report comes in.

The journey towards a Common 
Quality Agenda 

As the foundation for Measuring Up, we use the 
Common Quality Agenda, a set of key performance 
indicators selected in collaboration with health 
system partners. HQO led the development of this 
set of indicators to reflect the key priorities of patients 
and health care providers. The evolving Common 
Quality Agenda indicator set is intended to focus 
efforts and mobilize system leadership towards the 
delivery of the highest quality of care for Ontarians.[2] 

The Common Quality Agenda indicators are being 
used to track long-term progress in meeting 
Ontario’s health goals to help make the health 
system more transparent and accountable. The 
indicators are also being used to promote an 
integrated, patient-focused system. 

Each chapter of Measuring Up represents a sector 
of the health system that aligns with the Common 
Quality Agenda indicators: Health Status, Public 
Health, Primary Care, Hospital Care, Home Care, 
Long-Term Care, System Integration and Health 
Workforce (Figure 1.1). 

A technical appendix with detailed methodology and 
indicator specifications is available on HQO’s website.

Performance within Ontario

In addition to examining changes in performance for 
the province as a whole, for some indicators we also 
report the data at the regional level. There are 14 
Local Health Integration Networks (LHINs) in Ontario, 
based on geographical regions (Figure 1.2). Each 
LHIN is responsible for planning, integrating and 
funding some of the health care services within its 
area, with funding provided by the Ministry of Health 
and Long-Term Care.[3] For regional comparisons 
in Ontario, we report the data for each LHIN region 
along with the Ontario data for context. 

Introduction
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Figure 1.1

Common Quality Agenda 2014

Health Status
Life expectancy at birth

Infant mortality

Self-reported health status

Premature avoidable deaths

Home Care
Patient satisfaction

Wait time for nursing services

Wait time for personal support services

Long-Term Care
Long-term care home placement wait time

Use of physical restraints in long-term care  
home residents

Falls among long-term care home residents

Pressure ulcers among long-term care  
home residents

Primary Care
Having a primary care provider

Access to a primary care provider on the 
same day or next day when sick

Access to primary medical care in the 
evening, weekend or on a public holiday

Patient experience

Screening for colorectal cancer

Diabetes eye exams

System Integration
Hospitalizations for ambulatory-care 
sensitive conditions

Physician visit within seven days of  
hospital discharge

Readmissions for mental illnesses

Readmissions for medical or  
surgical patients

Alternate level of care days

Health Workforce
Number of registered nurses, registered 
practical nurses or nurse practitioners

Number of family doctors or specialists

Lost-time injury in health workers

Hospital Care
Patient satisfaction

Emergency department length of stay

Hip or knee replacement wait time

Cardiac procedure wait time

Cancer surgery wait time

Clostridium difficile infections acquired  
in hospital

Falls among complex continuing  
care patients

Pressure ulcers among complex continuing  
care patients

Use of physical restraints in acute mental  
health care

Public Health
Smoking

Physical inactivity

Obesity

Measles immunization

Meningococcal immunization

Influenza immunization in older adults
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How Ontario performs compared  
to others

To provide context on how Ontario’s health system 
performs, we also provide comparisons with other 
provinces in Canada, as well as other countries. 
For comparisons across Canada, we report data 
for other provinces. We do not include data for 
the territories as their geographic locations and 
population sizes are quite different from Ontario and 
they may not be appropriate comparators. 

For international comparisons, we typically 
compare Ontario’s performance to the 10 other 
countries that participate in the Commonwealth 
Fund’s widely cited international survey. In addition 
to Canada, the countries included in the survey 
are: Australia, France, Germany, Netherlands, 
New Zealand, Norway, Sweden, Switzerland and 
the United States. These countries have many 
economic and demographic similarities to Canada 
and therefore are generally considered to be 
appropriate comparators. HQO partners with the 
Commonwealth Fund to support the survey.   

The stories behind the statistics 

Measuring Up features a series of vignettes, based 
on interviews we conducted with patients and 
caregivers who told us their stories about health 
and health care in Ontario. We have also included 
the perspective of a nurse practitioner to show a 
provider’s point of view. These stories are individual 
viewpoints and are not necessarily representative 
of everyone’s experiences. The stories give us a 
snapshot of how some people experience the health 
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system. They illustrate some of the successes, 
but also the challenges and complexities, that our 
health system faces in providing excellent care for 
all Ontarians. The stories tell us what the charts 
and figures in this report cannot: What does it feel 
like to wait for a hip replacement, to be the family 

caregiver for a husband with brain cancer, or to be 
a nurse practitioner? We are grateful to the patients, 
caregivers and health care professionals for sharing 
the personal details of their lives to give us a more 
complete picture of how the indicators in this report 
affect Ontarians.

Figure 1.2

Map of Local Health Integration Network regions in Ontario

Ontario LHINs

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

In this report, we present regional-level data according to the geographical areas defined by the province’s 14 Local Health 
Integration Networks, illustrated below.



Measuring Up 2014  |  Health Quality Ontario8

2  Health Status

Health  
Status

in this chapter, we report  
on Common Quality  
Agenda indicators for life 
expectancy, infant mortality,  
self-reported health status  
and avoidable deaths.
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2  Health Status

Life expectancy in  
Ontario has improved  
by one year in the past  
seven years 

Nearly 63% of Ontarians 
report their overall  
health as excellent  
or very good 

Ontario has the  
second-best premature 
avoidable death rate  
among all 10 provinces

Key Findings

The big picture
As its primary goal, any health system aims to maintain and restore health. Although 
it takes more than just a good health system for people to be healthy, reporting on 
measures of health status can help shine some light on how well our health system 
performs. We can also use these measures to make comparisons over time and with 
other provinces and countries. 

Reporting on 
measures  
of health status 
can help shine 
some light on  
how well our 
health system 
performs.
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Local Health Integration Network (LHIN) region
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Figure 2.1

Life expectancy at birth, in Ontario, by LHIN region, 2007/2009

Data source: Statistics Canada.[6] 

Life expectancy at birth

Life expectancy in Ontario improved by one 
year between 2003/2005 and 2007/2009 to 
81.5 years

Over the last century, average life expectancy for 
Canadians has improved by 20 years, rising from 
about 60 years in the early 1920s to more than 80 
years today.[4] In 2010, life expectancy in Canada 
ranked 10th of 34 countries in the Organization for 
Economic Co-operation and Development.[5] 

The life expectancy of people in Ontario continues 
to improve. Between 2003/2005 and 2007/2009, life 
expectancy improved by one year to 81.5 years.[4]

People in some areas of Ontario live longer, on 
average, than in others. People in the North West 
Local Health Integration Network (LHIN) region have 
the shortest life expectancy at 78.6 years. In contrast, 
people in the Central and Central West LHIN regions 
have a life expectancy of 83.6 years (Figure 2.1).

20 years
Improvement  
in life expectancy 
in Canada  
since 1920
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Figure 2.2

Life expectancy at birth, in Canada, by province, 2007/2009

Data source: Statistics Canada.[6]  
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How Ontario 
compares:  
within Canada
At 81.5 years, life expectancy at birth in 
Ontario for the 2007/2009 period is similar 
to the Canadian average of 81.1 years. 
People in British Columbia have the highest 
life expectancy at 81.7 years (Figure 2.2).

Infant mortality 

Ontario’s infant mortality rate improved 
between 2007 and 2011 

Infant mortality reflects how mothers and babies 
fare within their families, their communities and the 
health system.[7] Over the last century, the infant 
mortality rate has improved substantially in nearly 
every country in the Organization for Economic Co-
operation and Development due to better sanitation, 
nutrition, infant feeding, and maternal and child 
health care.[8]

Between 2007 and 2011, the infant mortality rate in 
Ontario improved to 4.6 per 1,000 live births from 
5.2 per 1,000 live births.[9]
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Self-reported health status

Nearly two-thirds of Ontarians rate their health 
as excellent or very good

Asking people what they think about their own 
health is an important way to monitor health status, 
in part because self-reported health status is a 
strong predictor of premature death and future 
disability.[10,11]

In 2012, 62.6% of Ontarians aged 12 and older 
report their overall health as excellent or very good, 
similar to 60.7% in 2008. Only 9.5% of respondents 
report that their health is fair or poor, similar to 11.2% 
in 2008.[12] 

There are some modest differences in self-reported 
health status across Ontario. People in the Toronto 
Central LHIN region report the best health, with 
67.7% of respondents rating their overall health as 
excellent or very good. People in the Central West 
LHIN region have the worst self-reported health, with 
57.2% of respondents rating their health as excellent 
or very good (Figure 2.3). 
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Figure 2.3

Self-reported health status in Ontario, by LHIN region, 2012

Data source: Canadian Community Health Survey provided by the Institute for Clinical Evaluative Sciences. *The slightly different rates reported for Ontario across the 
provincial and international comparisons can be attributed to different survey samples used in the different data sources. 
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Figure 2.4

Self-reported health status, by country, 2013

Data source: 2013 Commonwealth Fund International Health Policy Survey. *The slightly different rates reported for Ontario across the provincial and international 
comparisons can be attributed to different survey samples used in the different data sources. Individual category percentages do not always add up to 100% because of 
rounding and other technical issues.
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How Ontario 
compares:  
around the world  
Based on data from the 2013 
Commonwealth Fund survey, Ontarians 
and Canadians rank high among 11 other 
surveyed countries in terms of rating 
their health as excellent or very good. 
Some 61% of Ontarians rate their health 
as excellent or very good, just above 
the Canadian average of 60%. These 
percentages are similar to New Zealand 
(62% rate their health as excellent or very 
good) and the united Kingdom (59%) but 
substantially higher than France (36%) or 
germany (39%) (Figure 2.4). Australians 
report the highest rate of excellent or very 
good health status among the surveyed 
countries (65%). 
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Premature avoidable deaths

Premature avoidable deaths decreased to 
163 per 100,000 people in 2009/2011 from 
175 per 100,000 in 2006/2008

This indicator focuses on deaths occurring before 
the age of 75 that could potentially have been 
avoided. The measure includes deaths from 
diseases that can often be prevented (e.g., through 
healthier behaviours or immunizations) as well as 
deaths that could potentially have been avoided 
by effective treatment. For example, a death from 
a heart attack would be counted as a premature 
avoidable death, while a death from pancreatic 
cancer would not. 

The rate of premature avoidable deaths in Ontario 
fell to 163 per 100,000 people in 2009/2011 from 
175 per 100,000 in 2006/2008, mirroring the 
improvements in the national average, which fell to 
171 premature avoidable deaths per 100,000 people 
from 185 per 100,000 in the same time period.[13] 

There is considerable regional variation in premature 
avoidable deaths in Ontario, with the lowest rate 
reported for the Central LHIN region of 114 per 
100,000 people in 2009/2011 and the highest level 
reported for the North West LHIN region of 258 per 
100,000 people (Figure 2.5). 
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Figure 2.5

Age-standardized premature avoidable death rate in Ontario, by LHIN region, 2009/2011

Data source: Statistics Canada.[13] 
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How Ontario 
compares:  
within Canada
Ontario’s premature avoidable death rate 
of 163 per 100,000 people in the 2009/2011 
period is lower than the Canadian rate of 
171 per 100,000 people and ranks as the 
second-lowest in Canada, just behind 
British Columbia’s rate of 158 per 100,000 
people (Figure 2.6). 

Data source: Statistics Canada.[13]
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Figure 2.6

Age-standardized premature avoidable death rate in Canada, by province, 2009/2011
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In summary

The indicators we present in this chapter reveal a 
broad picture of Ontarians’ health. In many respects, 
we are healthier than we have ever been before, and 
the most recent data suggest that life expectancy 
and infant mortality rates continue to improve. With 
some variation across the province, the majority of 
Ontarians rate their health as excellent or very good. 
This self-rating of health is similar to the overall rate 
across Canada, but higher than the rate in most 
other countries surveyed. Premature avoidable death 
rates have improved, and Ontario has one of the 
lowest rates in Canada for this indicator. However, 
there is regional variation for avoidable deaths in 
the province, with some regions having more than 
double the rate of others.

We are healthier than  
we have ever been before. 
However, there is regional 
variation for avoidable deaths 
in the province, with some 
regions having more than 
double the rate of others.
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Meet Moe 
Age: 92, Ottawa

Moe didn’t think much about retirement when he 
was young. “up to the age of 14, i was playing 
for my town baseball team. i was hoping i would 
play for the Detroit Tigers and that they would 
retire me as their best player. That was my only 
thought about retirement back then.” Moe, who 
lives in Ottawa, went on to work for a large mining 
company and retired in 1983, when he was 61. He 
is now 92, and has been retired for almost as long 
as he worked. 

While he was working, Moe made a point of 
setting aside time to play sports like golf, curling 
and downhill skiing. After he retired, Moe kept 
up with the curling and golf, and also took up 
cross-country skiing with his wife. Now he keeps 
in shape by walking, working out on a treadmill 
and riding his bicycle. He played tennis up until a 
couple of years ago.

At the age of 92, Moe has 
now been retired for almost 
as long as he worked...
he keeps in shape by 
walking, working out on 
a treadmill and riding  
his bicycle. 

To stay healthy, Moe followed his wife’s advice. 
“She was smarter than i was and always knew the 
right foods to eat and not to be foolish,” he says of 
his wife, who died earlier this year at 93. “i had a 
happy marriage for 65 years.”
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Public Health

in this chapter, we report on the 
Common Quality Agenda indicators 
for the rates of smoking, physical 
inactivity, obesity and immunizations 
for measles, meningococcal disease 
and influenza. 
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Promoting better health 
Promoting good health can keep people from getting sick and needing health care. 
Smoking, physical inactivity, alcohol consumption, stress and diet have a big influence 
on overall health. If everyone in Ontario were a non-smoker, physically active, consumed 
alcohol in moderation or not at all, and had low stress levels and a healthy diet, we could 
expect to live 7.5 years longer, on average.[15] 

Ontario’s smoking 
rate is second-lowest  
among the provinces 

Ontarians are more  
physically active compared  
to five years ago

Influenza immunization  
rates for Ontarians  
aged 65 years and  
older worsened to 70.7%  
in 2012 from 75.2%  
five years earlier

Smoking is the 
leading cause 
of preventable 
disease and 
premature death  
in Ontario, and  
is responsible for  
about 13,000 deaths 
in the province  
each year.[14]

Key Findings
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Figure 3.1

Age- and sex-adjusted smoking rates in Ontario, by LHIN region, 2012
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Data source: Canadian Community Health Survey, provided by the Institute for Clinical Evaluative Sciences. *Ontario rates vary because of different data methods.

Smoking

Ontario’s smoking rate improved to 18.8% 
from 21.2% over five years

Smoking is the leading cause of preventable disease 
and premature death in Ontario, and is responsible for 
about 13,000 deaths in the province each year.[14] 

Between 2007 and 2012, the smoking rate in Ontario 
improved to 18.8% from 21.2%.[16] Smoking rates 
vary substantially across the province, with the rate 
of 13.8% in the Central LHIN region being less than 
half that of the rate of 28.9% in the North East LHIN 
region (Figure 3.1).
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Figure 3.2

Age-adjusted smoking rates in Canada, by province, 2012
How Ontario  
compares:  
within Canada
using data from a Statistics Canada survey 
conducted in 2012, Ontario’s smoking rate 
of 19.2% is below the Canadian average of 
20.6% and ranks second-lowest in Canada, 
trailing only British Columbia’s rate of 
15.3% (Figure 3.2). 

0

10

20

30

40

50

20.6

15.3

21.2 20.2 20.5 19.2*

24.4 24.6 23.9 24.2
27.1

Percent

Province

C
a

n
a

d
a

B
ri

ti
sh

 C
o

um
b

ia

A
lb

er
ta

S
as

ka
tc

he
w

an

M
an

it
o

b
a

O
nt

ar
io

Q
ue

b
ec

N
ew

 B
ru

ns
w

ic
k

N
o

va
 S

co
ti

a

P
ri

nc
e 

E
d

w
ar

d
 I

sl
an

d

N
ew

fo
un

d
la

nd
 a

nd
La

b
ra

d
o

r

Data source: Canadian Community Health Survey, Statistics Canada.[17] *Ontario rates vary because of different data methods.
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Physical inactivity

Ontarians are more active now compared to 
five years ago

Physical inactivity is associated with an increased 
risk of major chronic diseases, including heart disease, 
stroke, cancer, diabetes and osteoporosis.[18] Some 
researchers estimate that the burden of physical 
inactivity on population health is approximately 
equivalent to that of smoking.[15] Inactivity levels 
are estimated by examining survey respondents’ 
answers to questions about daily leisure time 
physical activity. Those who are classified as active 
report physical activity equivalent to an hour of 
walking per day or 20 minutes of jogging per day, 
while those who are classified as inactive report 
activity equivalent to less than 30 minutes of walking 
per day. Those in between are classified as being 
moderately active.[19]

In 2012, 44.7% of Ontarians aged 12 and older report 
being physically inactive, a modest improvement over 
the 49.8% rate in 2007 (Figure 3.3). 

Across Ontario, there is substantial variation in 
physical inactivity rates. The most favourable rate 
of inactivity in 2012 is in the North Simcoe Muskoka 
LHIN region at 31.6%, while people in the Central 
West LHIN region report being the least active, with 
an inactivity rate of 55.7% (Figure 3.4).

Figure 3.3

Age- and sex-adjusted rates of physical inactivity in Ontario, 2007 to 2012
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Data source: Canadian Community Health Survey, provided by the Institute for Clinical Evaluative Sciences **Ontario rates vary because of different data methods.
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Figure 3.4

Age- and sex-adjusted rates of physical inactivity in Ontario, by LHIN region, 2012

Data source: Canadian Community Health Survey, provided by the Institute for Clinical Evaluative Sciences. **Ontario rates vary because of different data methods.
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Figure 3.5

Age-adjusted rate of physical inactivity in Canada, by province, 2012
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Data source: Canadian Community Health Survey, Statistics Canada.[17] **Ontario rates vary because of different data methods.

How Ontario  
compares:  
within Canada
Data from Statistics Canada demonstrate 
that Ontario’s inactivity rate is about the 
same as the Canadian average (45.3% 
report being inactive) in 2012. British 
Columbia reports the lowest (most 
favourable) inactivity rate in 2012 (37.7%) 
(Figure 3.5).
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Obesity

The prevalence of obesity in Ontario remained 
stable over five years

People who are obese are more likely to develop a 
range of chronic diseases, including heart disease, 
stroke, high blood pressure, diabetes and arthritis.[20]

The prevalence of obesity in adults aged 18 and 
older in Ontario went from 16.5% in 2007 to 17.7%  
in 2012.[21] 

The obesity prevalence is higher in the North East 
LHIN region (26.1%) and North West LHIN region 
(25.9%) than in the province as a whole (17.7%),  
and is lowest in the Central LHIN region (11.2%)  
(Figure 3.6).

Figure 3.6

Age- and sex-adjusted prevalence of obesity in Ontario, by LHIN region, 2012

Data source: Canadian Community Health Survey, provided by the Institute for Clinical Evaluative Sciences †Ontario rates vary because of different data methods.
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How Ontario 
compares:  
within Canada
Statistics Canada’s data suggest that the 
prevalence of obesity in Ontario (17.4%) is 
similar to the Canadian prevalence (17.6%) 
in 2012. Obesity prevalence is lowest in 
British Columbia (13.6%) (Figure 3.7).

Figure 3.7

Age-adjusted rate of obesity in Canada, by province, 2012
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Data source: Canadian Community Health Survey, Statistics Canada.[17] †Ontario rates vary because of different data methods.
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Measles immunization

Nearly 90% of Ontario school children were 
up-to-date on measles immunization in the 
2012/13 school year

Measles is a contagious illness that can cause 
disability and death. Fortunately it can be prevented 
through immunization.

Over the last four years for which we have data, two-
dose measles immunization coverage among seven-
year-olds climbed to 88.3% in the 2012/13 school 
year, a slight improvement from 83.1% in 2008/09 
(Figure 3.8). 

Ontario is divided into seven Public Health Regions, 
and in the 2012/13 school year, the regions 
had substantially different results for measles 
immunization, ranging from a low of 80.4% in the 
Toronto Public Health Region to a high of 97.1% in 
the North West Public Health Region (Figure 3.9).

Figure 3.8

Two-dose measles immunization coverage for seven-year-olds, 2008/09  
to 2012/13 school years
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Data source: Immunization Records Information System provided by Public Health Ontario.
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Meningococcal immunization

Nine out of 10 Ontario school children 
were up-to-date on 1-dose meningococcal 
immunization in the 2012/13 school year

Meningococcal disease is contagious and can 
cause disability and death.[22] Ontario has two 
routine meningococcal immunization programs: an 
infant program and a school-based program. Here, 
we report the data for the school-based program.

The meningococcal immunization rate among 
12-year-olds in Ontario improved slightly to 89.4% in 
the 2012/13 school year from 84.4% in the 2011/12 
school year.[23] 

Immunization rates across Ontario range from a low of 
86.8% in the Toronto Public Health Region and a high 
of 92.0% in the North West Public Health Region.[23] 

Figure 3.9

Two-dose measles immunization coverage for seven-year-olds, by Public Health Region, 
for the 2012/13 school year
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Influenza immunization for people  
65 and older

Influenza immunization of Ontarians 65  
and older decreased to 70.7% in 2012  
from 75.2% in 2007

Influenza is a contagious disease that causes 
significant illness[24], workplace absenteeism[25], 
hospitalizations[26,27] and death.[28] People over 
the age of 65 are among those who are at the 
greater risk of dying from influenza[29], and research 
shows that Ontarians in this age group who were 
immunized against influenza have a lower death  
rate[30], which is why we monitor immunization  
rates in this age group. 

The provincial rate of self-reported influenza 
immunization for people 65 and older is 70.7% in 
2012. This is slightly worse than the rate of 75.2% 
in 2007, but better than the rate of 68.3% in 2010 
(Figure 3.10). 

Across Ontario, the lowest percentage of self-
reported immunizations (57.8%) is in the Central 
West LHIN region and the highest (77.2%) in the 
South East LHIN region (Figure 3.11).

Figure 3.10

Percentage of influenza immunization among survey respondents aged 65 and older, in 
Ontario, 2007 to 2012
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Data source: Canadian Community Health Survey provided by the Institute for Clinical Evaluative Sciences.
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Figure 3.11

Percentage of influenza immunization among survey respondents aged 65 and older,  
in Ontario, by LHIN region, 2012
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In summary

When it comes to lifestyle behaviours that affect 
our health, the story is mixed. Fewer Ontarians 
are smoking, and compared to other provinces, 
Ontario has one of the lowest smoking rates (but we 
still have 13,000 preventable deaths per year from 
smoking[14]). Fewer Ontarians report being inactive 
compared to five years ago, but almost half of us 
still report being inactive. The obesity rate in Ontario 
is not improving, but the province nevertheless 
has one of the lowest rates of obesity in Canada. 
For all of these indicators, there is wide variation 
across Ontario. In regards to preventing contagious 
diseases, immunization rates for childhood measles 
and meningococcal disease have improved over the 
last five years, but influenza immunization rates in 
older adults have not. 

When it comes to lifestyle 
behaviours that affect our  
health, there is wide 
variation across Ontario.
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Primary  
Care

in this chapter, we report on the 
Common Quality Agenda indicators 
that focus on access to primary care 
when it is needed, the experience 
patients have with their primary care 
providers, and whether patients 
receive recommended screening 
tests for some diseases.
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Primary care in Ontario
Primary care providers — including family doctors, general practitioners and nurse 
practitioners — are viewed by many as the backbone of the health system. They assess 
and diagnose patients, provide counselling, give vaccinations, perform minor procedures, 
and provide continuity of care.[32,33]

More than 90% of Ontarians 
have a primary care provider 
they can see regularly  

More than half of Ontarians 
(54.7%) report not being able 
to see their primary care 
provider on the same day or 
next day when sick

Over 40% of eligible 
Ontarians do not undergo 
colorectal cancer screening

Patients who 
have access to 
coordinated, 
comprehensive 
and continuous 
primary care 
tend to have better 
health than those 
who do not.[31]

Key Findings
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Having a primary care provider

Except in northern regions, over 90% of those 
surveyed across Ontario report having a 
primary care provider 

Patients who have access to coordinated, 
comprehensive and continuous primary care tend 
to have better health than those who do not.[31]  
Less access to primary care may lead to crowded 
emergency departments and inefficient use of health 
care resources.[34] 

In 2013, 93.6% of Ontarians surveyed report having 
a primary care provider. There is moderate variation 
across Ontario, ranging from a low of 85.0% in the 
North West LHIN region to a high of 96.2% in the 
South East LHIN region (Figure 4.1). 

Figure 4.1

Percentage of survey respondents who report having a primary care provider, in Ontario, 
by LHIN region, 2013

Percent

0

20

40

60

80

100

Local Health Integration Network (LHIN) region

93.6 94.0 94.7 94.3 94.9 95.8 95.2
90.7 93.4 93.4 96.2 93.7 94.8

88.7
85.0

O
n

ta
ri

o

E
ri

e 
S

t.
 C

la
ir

S
o

ut
h 

W
es

t

W
at

er
lo

o
 W

el
lin

g
to

n

H
am

ilt
o

n 
N

ia
g

ar
a

H
al

d
im

an
d

 B
ra

nt

C
en

tr
al

 W
es

t

M
is

si
ss

au
g

a 
H

al
to

n

To
ro

nt
o

 C
en

tr
al

C
en

tr
al

C
en

tr
al

 E
as

t

S
o

ut
h 

E
as

t

C
ha

m
p

la
in

N
o

rt
h 

S
im

co
e

M
us

ko
ka

N
o

rt
h 

E
as

t

N
o

rt
h 

W
es

t
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Timely access to primary care

More than half of Ontarians surveyed are not 
able to see their primary care provider on the 
same day or next day when they are sick

Having a primary care provider does not mean a 
patient will be able to get care when they urgently 
need it. 

In Ontario, only 45.3% of those surveyed report that 
they are able to see their primary care provider on 
the same day or next day if they are sick (Figure 4.2). 

Across Ontario, the proportion of people who report 
being able to see their primary care provider on 
the same day or next day when they are sick varies 
substantially, from a low (less favourable) of 29.2% 
in the North West LHIN region to a high (more 
favourable) of 54.2% in the Central West LHIN region 
(Figure 4.2).  

Figure 4.2

Percentage of survey respondents who were able to see their primary care provider on 
the same day or next day when they were sick, in Ontario, by LHIN region, 2013

0

20

40

60

80

100

Percent

Local Health Integration Network (LHIN) region

45.3* 46.6

37.0
43.0 45.3

54.2 52.4 50.3 48.3
43.9 45.7 44.1

37.0
33.0

29.2

O
n

ta
ri

o

E
ri

e 
S

t.
 C

la
ir

S
o

ut
h 

W
es

t

W
at

er
lo

o
 W

el
lin

g
to

n

H
am

ilt
o

n 
N

ia
g

ar
a

H
al

d
im

an
d

 B
ra

nt

C
en

tr
al

 W
es

t

M
is

si
ss

au
g

a 
H

al
to

n

To
ro

nt
o

 C
en

tr
al

C
en

tr
al

C
en

tr
al

 E
as

t

S
o

ut
h 

E
as

t

C
ha

m
p

la
in

N
o

rt
h 

S
im

co
e

M
us

ko
ka

N
o

rt
h 

E
as

t

N
o

rt
h 

W
es

t

Data source: Health Care Experience Survey, provided by Ministry of Health and Long-Term Care. *Ontario rates vary because of different data sources.
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How Ontario  
compares: 
within Canada and 
around the world
using the 2013 Commonwealth Fund 
survey, we can compare Ontario’s 
performance with other provinces in 
Canada and internationally. in Canada, 
40% of Ontarians surveyed report 
having access to same day or next day 
appointments with their primary care 
provider (Figure 4.3), higher than the 38% 
average for Canadians surveyed. People 
surveyed in British Columbia report the 
most favourable rate of timely access in 
Canada, with 45% reporting access to 
same day or next day appointments.

Compared internationally, however, 
Canadians and Ontarians surveyed report 
the worst access to same day and next 
day appointments with their primary care 
provider among the 11 countries in the 
survey (Figure 4.3). germany has the most 
favourable percentage of people surveyed 
reporting same day or next day access  
at 72%.

Figure 4.3

Percentage of survey respondents who were able to see their primary care provider on 
the same day or next day when they were sick, in Canada and internationally, 2013
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Canada and Ontario have the 
worst rates of same day/next day 
appointments vs other countries
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Meet Theresa
Age: 74, Caledonia 

When Theresa tells her friends that she can get in 
to see her family doctor within a couple of hours of 
booking an appointment, they think she’s making 
things up. “Some people just downright don’t 
believe me,” says Theresa, a 74-year-old retiree 
in Caledonia, south of Hamilton. “They think i’m 
exaggerating, but i’m not.”

Theresa and her husband have the same family 
physician in nearby Dundas, where they used to 
live, for more than 25 years. She says it has always 
been fairly easy to get an appointment with her 
doctor if she said it was urgent, but things got even 
better about six years ago when the clinic became 
part of a family health team and switched to a new 
system for scheduling appointments.

“This is unbelievable,” Theresa says. “if we call in 
the morning, we get in in the morning. if we call 
late in the day, we get in the next morning. You can 
plan your visits. if you know you are going down 
there for a 1 p.m. appointment and the longest 
you’re going to wait is about 10 minutes, you’re 
going to be out of there in an hour. The team is 
intent of making your experience a positive one. 
From a patient’s point of view, it’s a great system.”

 Although many Ontarians 
have trouble accessing 
primary care when they  
need it, some patients  
have timely access.

“The team is intent 
on making your 
experience a positive 
one. From a patient’s 
point of view, it’s  
a great system.”
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Accessing after-hours primary care

More than half of Ontario patients surveyed 
have difficulty accessing primary care on an 
evening or weekend

Having access to after-hours primary care is 
important to improve care for patients and reduces 
strain on other parts of the health system.[35] 

More than half of people surveyed in Ontario (53.7%) 
report that getting evening or weekend access 
to primary care (without going to the emergency 
department) is very difficult or somewhat difficult.[36] 

There is substantial variation across Ontario with 
42.9% (more favourable) in the Hamilton Niagara 
Haldimand Brant LHIN region reporting difficulty in 
accessing primary care on evenings and weekends, 
compared to 68.2% in the North West LHIN region  
(Figure 4.4).

Figure 4.4

Percentage of survey respondents who report that getting access to care on an evening 
or weekend, without going to the emergency department, was very difficult or somewhat 
difficult, in Ontario, by LHIN region, 2013
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Data source: Health Care Experience Survey, provided by Ministry of Health and Long-Term Care. **Ontario rates vary due to different data sources.
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Figure 4.5

Percentage of survey respondents who report that getting access to care on an evening 
or weekend, without going to the emergency department, was very difficult or somewhat 
difficult, in Canada and internationally, 2013
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Data source: 2013 Commonwealth Fund International Health Policy Survey. **Ontario rates vary due to different data sources.

How Ontario 
compares:  
within Canada and 
around the world
The 2013 Commonwealth Fund survey 
provides context as to how well Ontario is 
performing compared to other provinces 
in Canada and internationally. in Canada, 
56% of Ontarians surveyed say getting 
access to primary care on evenings or 
weekends is very or somewhat difficult 
(Figure 4.5). This is lower (more favourable) 
than the Canadian average of 60%.

Compared to the other countries in the 
Commonwealth Fund survey, however, 
people surveyed in Ontario and Canada 
overall have substantially more difficulty 
accessing primary care in the evening 
or on a weekend. People surveyed in 
the united Kingdom have the best rates 
of after-hours access, with only 29% 
reporting somewhat or very difficult 
experiences in accessing primary care 
during the evening or weekend, compared 
to Ontario at 56% and Canada at 60% 
(Figure 4.5). 

More than half of Ontarians surveyed 
report that getting evening or weekend 
access to primary care is very difficult 
or somewhat difficult

56%
Ontario

29%
UK
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Patient experience in primary care

Ontario patients give high marks to their 
primary care providers

Measuring patient experience gives us an indication 
of the responsiveness of the health system to 
patients’ expectations.[37]

Good communication between health care 
professionals and patients supports patient-centred 
care.[38] We report three communication indicators 
to assess patient experience in Ontario, asking 
whether patients believe their provider gives them 
the opportunity to ask questions, spends enough 
time with them and involves them in decisions 
regarding their care. 

There is modest variation across Ontario for all  
three of the provider-patient communication 
indicators in 2013 (Figures 4.6a–c). The South East 
LHIN region consistently has the best ratings across 
the three indicators.

Figure 4.6A

Percentage of survey respondents who report that their provider always or often gives 
them the opportunity to ask questions, in Ontario, by LHIN region, 2013
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Data source: Health Care Experience Survey, provided by Ministry of Health and Long-Term Care. 
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Figure 4.6B

Percentage of survey respondents who report that their provider always or often spends 
enough time with them, in Ontario, by LHIN region, 2013
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Data source: Health Care Experience Survey, provided by Ministry of Health and Long-Term Care. 



Measuring Up 2014  |  Health Quality Ontario42

4  Primary Care

Figure 4.6C

Percentage of survey respondents who report that their provider always or often involves 
them in decisions regarding their care, in Ontario, by LHIN region, 2013
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Data source: Health Care Experience Survey, provided by Ministry of Health and Long-Term Care. 
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Meet Sara 
Age: 32, Toronto 

When the nurse called Sara and her husband into 
another room, she knew it would be bad news. 
Sara’s husband, a PhD student in mechanical 
engineering who was living in Toronto, had 
just suffered a seizure and was in the hospital 
undergoing tests to find out what was wrong. Sara, 
then living in Ottawa pursuing a PhD in economics, 
had rushed to Toronto to be by his side. 

The doctor confirmed Sara’s fears: Her husband 
had a brain tumour. Sara and her husband were 
in shock when they left the hospital. “The doctors 
never mentioned the word cancer,” Sara says. 
“Only later when i researched brain tumours did i 
realize that he had cancer.”

Sara abandoned her studies and moved from 
Ottawa to care for her husband. ”He was in denial 
about the cancer and didn’t tell his family about it,” 
she says. Doctors did not recommended surgery 
right away, leaving the couple to just watch and 
wait. Sara dealt with her husband’s seizures — at 
one point up to five per day. Just before one of the 
seizures, she remembered looking directly into his 
eyes. “it felt as if he was looking at something far, 
far away,” Sara says. “i was crying very hard but 
not making any sound … i was so sad to see my 
intelligent, best friend going through this.”

in her new role as full-time caregiver for her husband 
at home, Sara felt alienated from her friends, and 
from the health system. “When people saw me, they 
always asked how he was doing,” Sara says. “No 
one ever asked me how i was doing.”

As her husband’s cancer progressed and  
he underwent both surgery and chemotherapy, 
Sara says the doctors were often dismissive of 
her concerns and statements over her husband’s 
health and treatments. Once, when she took her 
husband to the emergency department after he bit 
his tongue during a seizure, a doctor admonished 
her for overreacting.  

Months later, after her husband’s condition 
stabilized, Sara started doing research and found 
out there was a name to describe her: family 
caregiver. She eventually found some supports to 
help her sharpen her caregiving skills, and to learn 
how to take care of herself. “Family caregivers 
are the largest invisible population in the health 
system,” Sara says.

She is continuing to pursue a PhD, but now in 
Toronto, with a focus on health policy.

 Family caregivers are 
active participants in the 
health system, but many 
struggle for recognition  
of their role.

“Family caregivers are 
the largest invisible 
population in the  
health system.”

Photo by roger Yip
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Colorectal cancer screening

More than four out of 10 eligible Ontarians 
do not undergo recommended screening for 
colon cancer

More than 7,800 Ontarians die of colorectal cancer 
each year, making it the fourth-leading cause of 
cancer deaths in the province.[39] Screening for 
colorectal cancer saves lives.[40] Ontario’s colorectal 
cancer screening program, ColonCancerCheck, 
recommends that people with an average risk of 
colon cancer between the ages of 50 and 74 years 
have a test that checks for blood in the stool (often 
called “fecal occult blood testing”) every two years.
[41] Other screening test options for colon cancer 
include flexible sigmoidoscopy or colonoscopy.[40]

Figure 4.7

Colorectal cancer screening rate among people aged 50–74, by LHIN region, 2012
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Data sources: Ontario Health Insurance Plan, Laboratory Reporting Tool, Ontario Cancer Registry, Pathology Information Management System, Registered Persons 
Database, Postal code conversion file 5k, Colonoscopy Interim Reporting Tool, provided by Cancer Care Ontario.

57.8%
Percentage of  
eligible Ontarians who  
had recommended 
colorectal cancer 
screening in the  
past year

Looking at all three of the main screening tests 
combined (checking for blood in the stool, flexible 
sigmoidoscopy and colonoscopy), the rate among 
50–74-year-old Ontarians improved slightly from 
2009 to 2012, rising to 57.8% from 53.2%.[42] 

There is modest variation in the colorectal cancer 
screening rates across Ontario, with the Central 
LHIN region having the most favourable rate of 
61.6% and the North West LHIN region the least 
favourable rate of 52.3% (Figure 4.7).
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Diabetes eye exams

One-third of Ontarians with diabetes do 
not undergo regular screening for diabetic 
retinopathy, a life-changing complication

Primary care providers are in a prime position to 
counsel their patients with diabetes to have regular 
vision exams. The goal is to prevent vision loss 
from the eye disorder diabetic retinopathy, which is 
caused by changes in the blood vessels in the retina 
of the eye. This disorder is a common complication 
among the more than one million Ontarians 
currently living with diabetes[43], and is also the 
most common reason that young and middle-aged 
adults develop blindness in Canada.[44] Since 
treatment for retinopathy is much more successful 
when it is detected early, clinical practice guidelines 
recommend screening for retinopathy in patients 
with diabetes every one or two years.[45] Primary 
care physicians can educate diabetic patients to get 
regular eye exams.

About one-third of Ontarians with diabetes are not 
screened for diabetic retinopathy within a two-year 
cycle (Figure 4.8).

There was a notable decline in the screening 
rate from a high of 72.6% in 2003/04 to 64.9% in 
2005/06. This decrease has been associated with 
discontinuation of public funding for routine eye 
exams for healthy adults in 2003/04.[46] Although 
patients with diabetes can still receive eye exams 
free of charge, the change may have confused some 
physicians and patients.[46]

Figure 4.8

Percentage of people with diabetes who received an eye exam within a two-year period, 
in Ontario, 2003/04 to 2011/12
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Data source: Ontario Health Insurance Plan and the Ontario Drug Database, provided by the Institute for Clinical Evaluative Sciences.

The screening rate for diabetic retinopathy varies 
moderately across Ontario. The percentage of 
patients with diabetes who had an eye exam within 
two years ranges from 61.9% in the Toronto Central 
LHIN region to 71.3% in the North East LHIN region 
(Figure 4.9). 
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Figure 4.9

Percentage of people with diabetes who received an eye exam within a two-year period, 
in Ontario, by LHIN region, 2011/12
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Data source: Ontario Health Insurance Plan and the Ontario Drug Database, provided by the Institute for Clinical Evaluative Sciences. 

1/3
About one third of 
Ontarians with 
diabetes do not 
get eye exams 
as frequently as 
recommended
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In summary

Although nine out of 10 Ontarians report having 
a regular primary care provider, more than half 
of Ontarians report have difficulty accessing 
primary care on short notice and on evenings and 
weekends. This is similar to the Canadian average, 
but substantially worse than in other countries. 
However, when Ontarians do receive care, they 
report very positive experiences with their primary 
care providers. 

There is room for improvement in the two screening 
rates we include in this report: colorectal cancer 
for people aged 50–75, and retinopathy screening 
for people with diabetes. Four out of 10 eligible 
Ontarians do not have recommended screening 
for colon cancer, and one-third of Ontarians with 
diabetes may not have eye exams within the 
recommended two-year period. 

For all of the indicators reported in this chapter, we 
note moderate to substantial variation across the 
province, in particular with respect to access to 
primary care when needed and on evenings  
and weekends.

Nine out of 10 Ontarians 
report having a regular 
primary care provider, but 
more than half report 
having difficulty accessing 
primary care on short 
notice and on evenings 
and weekends. 
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Hospital 
Care

in this chapter, we report on Common 
Quality Agenda indicators related to 
patient satisfaction, the time people 
spend in the emergency department, 
wait times for some procedures 
performed in hospital (e.g., joint 
replacement, cardiac procedures, 
cancer treatment), rates of a hospital-
acquired infection, as well as rates of 
pressure ulcers, falls and restraint use 
for select groups of patients.
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A rich history of reporting on hospital care
Public reports about the performance of hospital care in Ontario have a two-decade-
long history with the first of such reports produced by the Institute for Clinical Evaluative 
Sciences.[47] The Ontario Hospital Association through its Hospital Reports series[48], 
the Canadian Institute for Health Information[49] and Health Quality Ontario[50] have also 
produced reports offering information about the quality of care provided in Ontario hospitals. 

Nearly three out 
of four Ontario 
inpatients 
surveyed say they 
would definitely 
recommend to 
family and friends 
the hospital where 
they were treated

The percentage of 
urgent coronary 
artery bypass graft 
surgeries completed 
within the target wait 
time improved to 
87% from 74% over 
six years 

The percentage 
of urgent cancer 
surgeries completed 
within the target time 
in Ontario improved 
to 73% from 54% 
over five years

The use of physical 
restraints for patients 
with mental health 
conditions requiring 
inpatient treatment 
decreased to 5.3% 
from 8.5% over  
five years

Hospitals provide 
many forms of 
care and serve 
many different  
types of patients.

Key Findings
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Patient satisfaction 

Nearly three-quarters of Ontario inpatients 
surveyed would ‘definitely’ recommend to 
family and friends the hospital where they 
received care

Many patients being discharged from hospital 
receive a survey asking them whether they would 
recommend to their family and friends the hospital 
where they received care. Answer options include: 
“Yes, definitely,” “Yes, probably,” and “No.”

The percentage of patients who responded “Yes, 
definitely” to recommending to family and friends the 
hospital emergency department improved slightly 
over the last seven years rising to 60.1% in 2012/13 
from 56.3% in 2006/07. Recommending hospital 
inpatient care was stable over the same period, 
with 73.8% in 2012/13 responding “Yes, definitely,” 
compared to 72.3% in 2006/07 (Figure 5.1). 

Figure 5.1

Hospital satisfaction: percentage of survey respondents who would “definitely” 
recommend hospital to family and friends, by inpatient and emergency department care, 
in Ontario, 2006/07 to 2012/13
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Data source: National Research Corporation of Canada provided by the Ontario Hospital Association. 
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Low-acuity patients

Low-acuity patients in Ontario had a 90th percentile 
emergency department length of stay of 4.1 hours in 
2012/13, an improvement from 4.6 hours in 2009/10 
(Figure 5.2) and very close to the ministry target of 
four hours for this group.[52] 

Figure 5.2

Maximum amount of time nine out of 10 patients (90th percentile) spent in the emergency 
department for low-acuity conditions, in Ontario, 2009/10 to 2012/13
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Data source: National Ambulatory Care Reporting System eReports, provided by the Canadian Institute for Health Information.

Emergency department length of stay

For both low-acuity and high-acuity patients, 
the 90th percentile emergency department 
length of stay is higher than the target time

In the past year (2012/13), there were about 5.3 
million visits to Ontario’s emergency departments, 
compared to about 4.9 million visits in 2009/10.[61] 

The Ministry of Health and Long Term Care set 
targets for the amount of time patients should 
spend in the emergency department. The targets 
are based on the 90th percentile length of stay, 
which is the amount of time within which nine out 
of 10 patients are discharged from the emergency 
department. There are separate targets of four hours 
for low-acuity patients (i.e., those whose medical 
condition does not generally require an immediate 
assessment) and eight hours for high-acuity patients 
(i.e., those who need to be seen immediately or very 
soon after arrival in the emergency department).[52] 
Acuity levels are determined upon arrival at the 
emergency department. In 2012/13, low-acuity 
patients accounted for about 40% of emergency 
department visits, and high-acuity patients 
accounted for about 60%.[51]

The emergency department length of stay measures 
the total time that someone who visits an emergency 
department spends there. The timing starts when 
a patient either registers or is triaged — whichever 

happens first — and ends when the patient is 
discharged from the emergency department or 
transferred to a hospital bed. We report the 90th 
percentile emergency department length of stay, 
which is the amount of time within which nine out of 
10 patients are either discharged from the emergency 
department or admitted to hospital for further care.[52]
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Meet Mary
Age: 59, Dryden  

Mary fidgeted restlessly in the waiting room, trying 
to ignore the waves of pain that pulsed through 
her shoulder. A few hours earlier, she had tripped 
and fallen at work, landing with a thud on her right 
arm. Despite the throbbing pain, Mary managed 
to finish up the last half hour of her shift before 
a co-worker drove her to the rural emergency 
department about 350 kilometres west of  
Thunder Bay. 

Arriving at the emergency department at  
5:30 p.m., a nurse assessed Mary’s injury about 
half an hour later and told her she would have a 
one- or two-hour wait to see a doctor. Luckily, 
Mary had grabbed a quick dinner before heading 
to the hospital, because a few hours later, she was 
still waiting. Her mother had come by to see her, 
but at about 9 p.m. she told her mom to go home, 
as it didn’t look like she’d be seeing a doctor 
anytime soon. The waiting room was busy that 
night — staff were dealing with at least two cases 
that were more urgent than hers — but as the 
hours dragged on, Mary wished someone could 
give her an update on how much longer she could 
expect to wait. 

Mary began to get 
anxious, but felt that  
she had no choice  
but to keep waiting.

Knowing she had to get to work at 7:30 the next 
morning, Mary began to get anxious, but felt that she 
had no choice but to keep waiting. “What else are 
you going to do?” she says. “it was not pleasant. i 
was getting upset.” She struck up conversations with 
some other people in the waiting room, including one 
woman who had been there since 11 a.m. and didn’t 
see a doctor until 11 p.m. 

At about 1 a.m., more than seven hours after 
arriving at the emergency department, Mary finally 
made it in to see a doctor, who examined her arm. 
An X-ray was inconclusive, so the doctor told Mary 
she should keep moving her arm so it wouldn’t seize 
up, and sent her home. She made it to work on time 
for her shift later that morning feeling physically and 
emotionally exhausted.

Photo by Michelle Hill
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High-acuity patients

The 90th percentile emergency department length of 
stay of 10.7 hours for high-acuity patients in 2012/13 
improved from 11.6 hours in 2009/10 (Figure 5.3), 
moving closer to the ministry target of eight hours for 
high-acuity patients.[52]

Figure 5.3

Maximum amount of time nine out of 10 patients (90th percentile) spent in the emergency 
department for high-acuity conditions, in Ontario, 2009/10 to 2012/13
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Data source: National Ambulatory Care Reporting System eReports, provided by the Canadian Institute for Health Information. 
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department visits 
Ontario hospitals 
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Wait times for procedures

The Ministry of Health and Long-Term Care has 
set recommended maximum wait time targets for 
selected diagnostic tests, procedures and  
surgeries.[53] These recommended maximum  
wait times may differ depending on the urgency  
of the case. We report the percentage of patients 
who receive certain procedures within the target 
time frame. 

Procedure Priority level
Recommended maximum wait 
time (days)

Percentage of procedures 
completed within recommended 
maximum wait time (%)

Hip replacement Elective 182 86

Knee replacement Elective 182 83

Diagnostic cardiac 
catheterization

Urgent 7 91

Semi-Urgent 28 80

Elective 84 97

Percutaneous coronary 
intervention 

Urgent 7 91

Semi-Urgent 14 87

Elective 28 98

Coronary artery bypass grafts 

Urgent 14 87

Semi-Urgent 42 88

Elective 90 96

Cancer surgery

Urgent 14 73

Semi-Urgent 28 80

Elective 84 94

Wait times meeting targets

This summary table shows the percentage of patients for whom the recommended maximum wait time targets 
are met, with the target time based on urgency level: 

TABLe 5.1

Percentage of procedures completed within recommended maximum wait time, in 
Ontario, 2013/14

Data source: Wait Times Information System, Cancer Care Ontario; Cardiac Care Network of Ontario Cardiac Registry.
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Hip or knee replacements completed 
within target wait time

The percentage of hip or knee replacements 
completed within the target time frame has 
remained stable over the past five years  

A hip or knee replacement can significantly improve 
a patient’s mobility and quality of life.[54,55] The 
wait time for these procedures is measured from 
when a patient and surgeon decide to go ahead 
with the surgery to the time the actual procedure is 
completed. While this wait time frame is important, it 
does not include the entire time the patient spends 
waiting for care.  

The percentage of elective (the most common 
category) hip replacements completed within the 
target time frame of 182 days (i.e., six months) 
remained stable around 86% in Ontario over five 
years (Figure 5.4). 

For elective (the most common category) knee 
replacements, the percentage of surgeries 
completed within the 182-day target also stayed 
stable over five years at 83% in 2013/14 compared 
to 82% in 2008/09 (Figure 5.4). 

For a complete summary of hip or knee replacement 
surgery completion rates within target time frames, 
see Table 5.1.

Figure 5.4

Percentage of elective hip or knee replacements completed within the recommended 
maximum wait time (182 days), in Ontario, 2008/09 to 2013/14
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Data source: Wait Times Information System, Cancer Care Ontario.



Measuring Up 2014  |  Health Quality Ontario56

5  Hospital Care

Meet Ilona
Age: 70, Toronto 

ilona knew something was wrong when a short 
walk to the park with her young grandson became 
a struggle. “Nothing makes me happier than 
chasing around my grandson, but the pain in my 
left hip made it impossible,” says the 70-year-old 
from Toronto. “i was hobbling around just trying to 
do the most basic things.” 

ilona’s family doctor diagnosed her with 
osteoarthritis and referred her to a surgeon to see if 
she might benefit from a hip replacement. As a first-
time patient, the doctor warned ilona that it might 
take nine months or longer just to get assessed. 

“My pain became unbearable,” ilona says, “so i 
called after six months to see when i might get 
an appointment, only to find out that they never 
received the referral from my family doctor.” After 
another referral from her family physician, she 
saw a different surgeon within two months, and 
received a surgery date four months after that. 

While she was waiting, her life became increasingly 
difficult. Despite the constant pain in her left hip, 
ilona tried to maintain her active lifestyle, continuing 
to garden, go for walks and ride her bike. But as 
she favoured her painful hip, she added stress to her 
right hip, and to her knees.

The surgeon successfully performed ilona’s left 
hip replacement operation in August 2011. “i was 

very happy with the daily improvements during the 
recovery period,” she says. “The surgeon was a true 
master of his craft.” She followed instructions for 
regular exercise, walking, biking and doing yoga. 

Two years later, ongoing pain in her right hip 
quickly worsened, and in February 2014, 
ilona received an appointment with the same 
surgeon. X-rays showed the need for another hip 
replacement surgery on the right side. 

“i thought as a repeat patient i would not have 
to wait as long for the second hip replacement 
surgery — i was wrong,” ilona says. The surgeon 
was fully booked for months. “i was desperate,” 
ilona says. “i knew i didn’t have that much life left in 
my right hip.” She asked to be put on a waiting list 
for any cancellation and told the receptionist that 
she was ready to go, anytime. 

When ilona heard nothing back from the surgeon’s 
office, she spent days worrying, and eventually 
put herself on wait lists for four different surgeons. 
“i was so upset,” she says. “Not knowing was the 
hardest aspect for me, while in constant pain and 
in need of surgery. Will i be lucky to get a call from 
any of the surgeons’ offices? Why does my health 
care depend on luck?” 

When a cancellation opened up a surgery date for 
June 2014, ilona was thrilled. “i was excited and 
so happy when the assistant gave the date to me,” 
ilona says. The surgery went well, and although 
her recovery wasn’t quite as smooth as the first 
operation, ilona is back trying to keep up with her 
grandson as he runs down the sidewalk on the way 
to the park.

“ Nothing makes me 
happier than chasing 
around my grandson, 
but the pain in my 
left hip made it 
impossible.”

Photo by Joel esposito
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Cardiac procedures completed within 
target time frame

The percentage of urgent coronary artery 
bypass graft surgeries completed within the 
target wait time frame improved over six years 
to 87% from 74%

For each patient who is waiting for a cardiac 
procedure, the Cardiac Care Network of Ontario 
calculates a “recommended maximum wait time” 
based on the individual patient’s clinical need. 
Each patient is also assigned one of three urgency 
levels – elective, semi-urgent or urgent. For 
monitoring purposes, the Cardiac Care Network 
of Ontario also sets access targets (maximum wait 
times) for each urgency level. We report on the 
percentage of patients who received care within their 
recommended wait time targets for these three main 
cardiac procedures: 

• diagnostic cardiac catheterization: a test that 
involves taking images of the coronary arteries so 
doctors can see how blood flows into the heart[56]

• percutaneous coronary intervention: a 
procedure that involves using a catheter to insert 
a stent to widen the blood vessels in the heart[57]

• coronary artery bypass graft: often referred 
to as bypass surgery, this procedure involves 
creating a detour around a blocked part of the 
coronary artery by inserting a section of blood 
vessel from elsewhere in the body to the affected 
area of the heart[58]

In 2013/14, 91% of patients waiting for urgent 
diagnostic cardiac catheterization had their 
procedures completed within their individualized 
recommended wait time (a maximum of seven days), 
a slight improvement from 86% in 2007/08. 

The percentage of urgent percutaneous coronary 
interventions completed within the recommended 
wait time (a maximum of seven days) remained 
stable over six years in Ontario, at 91% in 2013/14 
from 90% in 2007/08.

For patients undergoing coronary artery bypass graft 
in the urgent category, 87% had their procedures 
completed within the recommended wait time 
(a maximum of 14 days) in 2013/14, a moderate 
improvement from 74% in 2007/08. 

In Figure 5.5, we present the wait times for 
surgeries categorized as urgent for all three cardiac 
procedures, over six years. For a complete summary 
of all cardiac procedure completion rates within 
target time frames, see Table 5.1.

Figure 5.5

Percentage of urgent cardiac procedures completed within target time, in Ontario, 
2007/08 to 2013/14
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 Data source: Cardiac Care Network of Ontario Cardiac Registry.
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Cancer surgery wait times

The percentage of urgent cancer surgeries 
completed within the target time improved to 
73% from 54% over five years

To achieve the best possible outcomes, it is 
important that cancer patients receive timely 
treatment.[59,60] Wait times for cancer surgeries 
have generally improved, even as the number of 
cancer surgeries in Ontario has increased by 13% 
between 2008/09 and 2013/14.[61] Among Ontario 
patients whose cancer surgeries were categorized 
as urgent, 73% had their surgery completed 
within the target time of 14 days in 2013/14, up 
substantially from 54% in 2008/09 (Figure 5.6). Of 
the patients categorized as semi-urgent, 80% had 
their surgeries completed within the target time 
frame of 28 days in 2013/14, up moderately from 
68% in 2008/09. 

For a complete summary of all cancer surgery 
completion rates within target time frames,  
see Table 5.1.

Figure 5.6

Percentage of cancer surgeries completed within recommended maximum wait time,  
by urgency level, in Ontario, 2008/09 to 2013/14
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Data source: Wait Times Information System, Cancer Care Ontario.
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Clostridium difficile infections acquired 
in hospital

The rate of hospital-acquired Clostridium 
difficile infections has been stable over  
four years in Ontario

Beyond waiting for procedures, there are other 
ways to measure performance in hospital care. For 
example, when patients end up in hospital, they 
may not realize they are at risk of contracting the 
potentially deadly and difficult-to-treat Clostridium 
difficile (commonly known as C. difficile) infection.  
C. difficile infections, one of several hospital-
acquired infections, can be transmitted from one 
patient to another inside a hospital. Patients who 
have a C. difficile infection can be very sick with 
diarrhea and fever, and in some cases the infection 
can cause death.[50] Hospitals can reduce the 
transmission of C. difficile infections by following 
recommended protocols.[62] 

Over the past four years, the rate of C. difficile 
infections has remained stable at around 0.30  
per 1000 patient days (Figure 5.7).

Figure 5.7

Rate of hospital-acquired C. difficile infection, in Ontario, 2009/10 to 2013/14
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Data source: Health Analytics Branch, Ministry of Health and Long-Term Care.
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Falls among complex continuing  
care patients

The percentage of complex continuing care 
patients who fell in the last 30 days remained 
stable at 10.4%

In Ontario, patients who have complex health care 
needs but do not need acute care or rehabilitation, 
can be cared for in “complex continuing care” beds. 
These beds may be housed in acute care hospitals, 
or separate facilities. Patients needing complex 
continuing care can include those recovering from 
a stroke, serious injuries such as car accidents or 
patients with conditions such as kidney or heart 
disease that are severe and require continuous care. 
As these patients may have trouble moving around, 
falls are one of the leading causes of serious injuries 
in complex continuing care patients.[63] 

The proportion of complex continuing care patients 
in Ontario who fell in the 30 days prior to data 
collection was stable at 10.4% in 2012/13 from 9.3% 
in 2009/10 (Figure 5.8). 

Figure 5.8

Percentage of complex continuing care patients who fell in the last 30 days, in Ontario, 
2009/10 to 2012/13
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Data source: Continuing Care Reporting System eReports, provided by the Canadian Institute for Health Information.
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Pressure ulcers in complex continuing 
care patients

The percentage of complex continuing care 
patients with pressure ulcers remained stable 
over three years

Pressure ulcers — commonly known as bedsores 
— are often painful and debilitating injuries to the 
skin and/or underlying tissue caused by friction or 
pressure, typically because a patient remains in one 
position for too long. 

Many complex continuing care patients are at high 
risk for developing a pressure ulcer. Patients may 
need help moving from a bed to a chair, or be 
bedridden, which can lead to pressure ulcers.

Measuring the development of pressure ulcers 
is one way of monitoring the quality of care that 
complex continuing care patients receive. Pressure 
ulcers are classified into four stages, with stage 1 
being the beginning of the sore, stage 2 when the 
skin breaks open or forms an ulcer, stage 3 when 
the sore expands into the tissue beneath the skin 
and stage 4 when there is exposed bone, tendon or 
muscle.[64] Studies show that pressure ulcers can 
be effectively prevented by frequently repositioning 
patients.[64,65] 

The percentage of complex continuing care  
patients in Ontario who report having a new stage 2 
or worse pressure ulcer in the three months prior 
to data collection remained stable over three years, 
at 2.3% in 2012/13 compared to 2.2% in 2009/10 
(Figure 5.9).

Figure 5.9

Percentage of complex continuing care patients with a new stage 2 or worse pressure 
ulcer in the last three months, in Ontario, 2009/10 to 2012/13
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Data source: Continuing Care Reporting System eReports, provided by the Canadian Institute for Health Information.
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Use of physical restraints in acute 
mental health care

The rate of physical restraints use in acute 
mental health care improved to 5.3% from 
8.5% over five years 

Mental illness is the second-leading cause of 
disability and premature death in Canada.[66] A 
small proportion of hospital patients with mental 
illness are at risk of harming themselves or others. 
“Control interventions” are physical restraints 
and other interventions (such as giving certain 
medications, sometimes called chemical restraints) 
that can protect patients from hurting themselves or 
others. The Canadian Institute for Health Information 
reported that nearly a quarter of patients admitted 
to a designated mental health bed in Ontario 
experienced at least one type of control intervention 
during their hospitalization.[67]

Using control interventions only when absolutely 
needed is an important objective for those who work 
in acute mental health care. The Patient Restraint 
Minimization Act[68], the Mental Health Act[69] and 
the Health Care Consent Act[70] have all helped 
facilities develop best practices and guidelines for 
the use of these control interventions.

There was a slight decline in the use of physical 
restraints during acute mental health care over five 
years (Figure 5.10). The rates improved to 5.3% in 
2012/13 from 8.5% in 2007/08. 

Figure 5.10

Percentage of patients in mental health designated beds who were physically restrained, 
in Ontario, 2007/08 to 2012/13

Percent

Fiscal Year

2007/08 2008/09 2009/10 2010/11 2011/12 2012/13

8.5
7.8 7.6

6.5
6.2

5.3

0

2

4

6

8

10

Data source: Ontario Mental Health Reporting Systems, provided by the Institute for Clinical Evaluative Sciences.



Health Quality Ontario  |  Measuring Up 2014 63

5  Hospital Care

In summary

Hospitals provide so many forms of care and serve 
so many different types of patients that it can be 
difficult to paint a comprehensive picture of the 
quality of hospital care. Nevertheless, some general 
themes emerge from the findings we report in this 
chapter. Wait times for care provided in hospital 
have generally improved. More patients are receiving 
urgent cancer surgeries and cardiac procedures 
within recommended time frames (targets), but there 
is still room for improvement. Also, these results 
don’t capture the entire wait. For example, the time a 
patient spends waiting to see a specialist before the 
procedure. Patients requiring emergency department 
care are being discharged more quickly than they 
were several years ago. For those with low-acuity 
emergency needs, times spent in the emergency 
department are close to the ministry target of four 
hours, but for those with high-acuity needs, their 
time in the emergency department remains above 
the ministry target of eight hours. Also, there is a 
decrease in physical restraint use in patients who 
stayed in designated mental health beds.  

Wait times for care 
provided in hospital have 
generally improved, but 
these results don’t capture  
the entire wait.  

Although many indicators show some improvement, 
performance is stable over time for other indicators. 
The percentage of patients who would definitely 
recommend the hospital in which they were 
treated continues to range between 72% and 74%. 
The percentage of patients receiving hip or knee 
replacements within the recommended time frame 
(target) is stable at 86% and 83%, respectively. The 
rate of C. difficile infections is unchanged as are 
the rates of falls and worsening pressure ulcers in 
complex continuing care patients.
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Home  
Care

The Common Quality Agenda 
indicators presented in this 
chapter cover patient satisfaction 
with the home care services and 
coordination they receive and the 
percentage of new and existing 
adult home care patients who 
receive services within five days 
of authorization.
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An increasing need for home  
and community care services
The 14 Community Care Access Centres (CCACs) in Ontario coordinate and provide 
a wide range of home care services, including nursing, case management, personal 
support, physiotherapy, occupational therapy, speech-language therapy,  
social work, nutritional counselling and medical supplies.[71]

Patients receive publicly funded home care services 
either directly from CCAC staff or by provider 
organizations contracted by the CCACs. To help 
home care patients navigate the health system and 
manage transitions from one care setting to another, 
CCACs also work with primary care providers, 
hospitals and community support services.[71] The 
14 CCACs have the same geographical boundaries 
as the 14 LHINs in Ontario and share the same 
geographical names (Figure 1.2).

Home care patients today have greater needs, on 
average, than they did a few years ago. The need 
for home care services is affected by the overall age 
and level of illness of Ontarians, the number of long-
term care home beds in the province, as well as the 
length of time people stay in hospital. 

Ontario was the first jurisdiction in Canada to 
introduce provincial public reporting on the home 
care sector, and Health Quality Ontario has been 
publicly reporting on home care since 2009. 

Ontario was the first 
jurisdiction in Canada to 

introduce provincial 
public reporting on the 

home care sector.

More than nine out of 10 home 
care patients in Ontario report 
being satisfied with the home 
care services they receive

More than 90% of Ontario home 
care patients requiring nursing 
care receive the service within 
five days of it being authorized 

The percentage of home care 
patients with complex needs 
receiving personal support 
services within five days of 
authorization varies substantially 
across Ontario

Key Findings
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Patient satisfaction

More than nine out of 10 Ontario patients 
surveyed say they are satisfied with their 
home care

Higher patient satisfaction scores are usually 
associated with higher quality of care[72], and reflect 
how patients are engaged by providers in their 
health care.[73] 

Home care patients are anonymously surveyed to 
determine their satisfaction with the services they 
receive. In 2012/13, 93% of home care patients 
surveyed in Ontario report being satisfied with the 
services they received from both care coordinators 
and service providers (Figure 6.1). 

There is slight variation in home care services 
satisfaction across the province, ranging from 90% 
in the Central West CCAC region to 95% in the  
South East CCAC region. 

Figure 6.1

Percentage of survey respondents who are satisfied with their home care from both care 
coordinators and service providers, in Ontario, by CCAC region 2012/13   
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Data source: Client and Caregiver Experience Evaluation Survey conducted by National Research Canada Corporation and provided by the Ontario Association of 
Community Care Access Centres. 
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Meet Muhammad
Age: 84, Mississauga

“When can i go home where i belong?” 
Muhammad begged his son Hameed, as he lay 
in the hospital bed that had been his temporary 
home for nearly two months. 

A year earlier, Muhammad had been an active 
81-year-old, despite having Parkinson’s disease 
and an inoperable back condition. He was still 
able to walk, and spent part of the summer touring 
Venice with his family. But when he returned from 
italy, Muhammad suffered several falls and ended 
up in hospital. Hameed says the physical care 
his father received in hospital was amazing, but 
there was no psychological or emotional link. “And 
if your mind and heart is not in there, you know 
you can do better,” Hameed says. “So he wanted 
to go back home, where he can do little things, 
everyday things, in better ways.”

Despite many unwanted weeks in hospital, thanks 
to a home care program from his local community 
care access centre, Muhammad was finally able 
to go back home, rather than stay in hospital or 
be admitted to a long-term care home. His care 
coordinator visited Muhammad at home to help 
arrange the services he needed, including nursing 
care, personal support workers to help with 
bathing and dressing, speech therapy, as well as 
medical equipment.

Muhammad, who is unable to speak, wrote a letter 
of thanks. “Now i am at home,” he wrote. “Special 
thanks to my care coordinator … she is constantly 

following up with my family doctor, physiotherapist, 
occupational therapist and other medical 
professionals. She is trying her best to ensure that 
i can get the best possible medical treatment at 
my home and can get better quality of life for the 
remaining years of my life.”

Hameed is also grateful to have his father at home. 
“it’s a blessing,” he says, “because whatever time 
i spend with him, i’m making good memories. My 
dad is safe and happy at home with his family.”

After more than a year of 
receiving care coordination 
and services, Muhammad 
has not returned  
to hospital.

After more than a year of receiving care 
coordination and services, Muhammad has not 
returned to hospital. He stays in the family’s main 
bedroom, where he can enjoy the company of his 
son, daughter-in-law, two grandchildren and their 
beloved Yorkshire terrier, ronni.

Source with permission: Mississauga Halton Community Care Access Centre

Photo courtesy of Mississauga Halton CCAC
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Wait times

The percentage of home care patients who 
received services within a five-day target

Many people who develop a need for home care 
require the services urgently. In early 2013, the 
Minister of Health and Long-Term Care announced a 
five-day target for wait times for home care nursing 
services and for home care personal support 
services for patients with complex needs.[74]

There are several steps that must occur before a 
patient receives home care in Ontario – typically 
there is a referral, an assessment performed by 
a care coordinator, an authorization for a service 
provider to deliver one or more services, and then 
services can start. The wait time we report here, 
and the ministry target of five days, covers only the 
time from authorization to the start of services for 
new and existing adult home care service patients. 
We look at two situations: all home care patients 
receiving nursing services, and complex home care 
patients receiving personal support services.  

In 2013/14, among home care patients requiring 
nursing services, 93.0% received the service within 
five days. 

There is moderate variation across the province 
in the percentage receiving services within five 
days, ranging from a low of 89.1% in North Simcoe 
Muskoka CCAC region to a high of 97.0% in the 
Central West CCAC region (Figure 6.2). 

Figure 6.2

Percentage of home care patients who received their first nursing visit within five days of 
authorization to receive nursing services, in Ontario, by CCAC region, Q3 2013/14
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Data source: Home Care Database, provided by the Ministry of Health and Long-Term Care.

For patients with complex-needs who received 
personal support services, 84.0% received the 
services within five days of authorization. 

There is substantial variation across Ontario, with 
percentages receiving services within five days 
ranging from a low of 60.5% in the North Simcoe 
Muskoka CCAC region to a high of 94.5% in the  
Erie St. Clair CCAC region (Figure 6.3). 
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Figure 6.3

Percentage of home care patients with complex needs who received their personal 
support visit within five days of authorization to receive personal support services, in 
Ontario, by CCAC region, Q3 2013/14
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Data source: Home Care Database, provided by the Ministry of Health and Long-Term Care. 

In summary

Most Ontario home care patients report a high 
rate of satisfaction with the care they receive. The 
majority of home-care recipients receive their 
nursing services within the five-day target set by 
the ministry, but there is variability across Ontario in 
the wait time for both nursing and personal support 
services. The wait times we report don’t provide 
a comprehensive picture of the total wait time that 
patients experience for home care services. We 
report only the time patients wait for their home care 
service once the service has been authorized. We 
do not report on the time a patient waits to see a 
home care coordinator who assesses their needs 
and authorizes services.

The majority of home 
care recipients receive 
their services within  
the five-day target, 
but there is variability 
across Ontario.
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Long-Term  
Care 

in this chapter, we report on 
Common Quality Agenda indicators 
related to wait times for a bed in 
a long-term care home from the 
hospital and from the community, 
the use of daily physical restraints, 
falls in the last 30 days and new or 
worsening pressure ulcers. 
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For people waiting in the 
community for a long-term 
care bed, the median wait time 
improved by 79 days over four 
years, but is still 111 days 

The use of daily physical  
restraints in Ontario long-term  
care homes has decreased in  
the last three years  

Rates of falls and worsening 
pressure ulcers in Ontario long-
term care home residents have 
remained stable over four years

Ontario’s growing demand  
for long-term care 
More than 600 long-term care homes in Ontario provide accommodation,  
services and specialized health care for more than 112,000 people with  
advanced illnesses or injuries. 

Ontario has the 
largest and longest-
running long-term care 
data collection system  
in the country.

Health Quality Ontario has been publicly reporting 
on long-term care performance since 2010, and 
recently developed and released benchmarks for 
some of the quality indicators that are publicly 
reported on our website. This made Ontario the first 
province to establish benchmarks for long-term care 
home quality indicators.[75] Long-term care homes 
can use benchmarks to compare their data to a 
standard to gauge their performance.

Key Findings
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Waiting for a bed in a long-term  
care home

The median wait time for long-term care is 
111 days for residents waiting at home, and 
65 days for residents waiting in hospital

Delayed access to a long-term care home can result 
in health complications for the patient[76], stress on 
family members and other caregivers, and hospital 
resources being used to provide care to people 
whose needs would be best served by a long-term 
care home.[77] Wait times for admission to a long-
term care home are divided into two groups: people 
waiting in a hospital and those waiting from their 
homes in the community. Since patients waiting in 
hospital are usually designated as having priority, wait 
times from the community are generally much longer. 

This indicator measures the median number of days 
a person waited to be placed in a long-term care 
home from the date of long-term home application to 
the date of placement. It does not include residents 
designated as being in crisis or people prioritized 
for spousal/partner reunification, whose wait times 
tend to be much shorter. The measure also excludes 
transfers from another long-term care home.

Over four years (2008/09 to 2012/13), the median 
wait for people admitted to a long-term care home 
from their homes in the community dropped by 
79 days, improving to 111 days from 190 days 
(Figure 7.1). Looking over 10 years of data, median 
wait times from home were at a low of 68 days in 
2004/05 and have increased over the decade. 

From hospital, median wait times for long-term care 
home beds rose by 16 days to 65 days from 49 
days in the last four years of data, from 2008/09 to 
2012/13 (Figure 7.1), and increased by 41 days over 
the full 10-year period of data.

Figure 7.1

Median number of days to admission to a long-term care home from either hospital or 
home, in Ontario, 2003/04 to 2012/13   

Days

2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13
0

50

100

150

200

250

86

24 18 19
30

68
79

126

159

43

190

49

173

58

157

131

57

111

6561

From home
From hospital

Fiscal Year

Data source: Client Profile Database, provided by the Ministry of Health and Long-Term Care. 

Long-term care home wait times for residents who 
were admitted vary substantially across Ontario. The 
219-day median wait time from home in the Toronto 
Central LHIN region is more than four times longer 
than the 53-day median wait in the South West LHIN 
region. Median wait times from hospital range from 
a high of 152 days in the Missisauga Halton LHIN 
region to a low of 33 days in the South West LHIN 
region (Figure 7.2). 
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Meet Steve
Age: 96, Windsor  

After a four-year wait, Steve says he is relieved and 
grateful to be in a new long-term care home with 
his wife. “This is the best spot we have seen,” says 
Steve, a 96-year-old former automotive worker, 
of the new facility in the Windsor area. “We are 
fortunate to get in here.”

Steve’s 91-year-old wife has dementia and requires 
a lot of care. Home care services from the local 
Community Care Access Centre helped the couple 
stay at home for as long as possible, but eventually 
Steve decided that long-term care was the best 
option. “My wife was getting worse and worse, so 
we had to do something,” he says. 

There were shorter wait lists for other long-term 
care homes, but Steve chose to wait for the specific 
home that he and his wife wanted. The couple also 
needed to be placed in the same home together, 
which added a further complication. 

Now that he and his wife have moved in, Steve says 
he gets all the care he needs. “it’s clean, and the 
meals are good,” he says. Twice a day, he goes 
to the gym to do cardiovascular exercises with a 
hand-cycle machine and lifts weights. “i like it here,” 
he says.

 Steve chose to wait for  
the specific home that  
he and his wife wanted.

“This is the best  
spot we have seen.  
We are very fortunate 
to get in here.”

111 
Number of days 
for the median wait 
time for residents 
admitted to a long-
term care home 
from their homes in 
the community in 
2012/13, down from 
190 days in 2008/09 
but up from 68 days 
in 2004/05

Photo by eleni
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Figure 7.2

Median number of days to admission to a long-term care home from either hospital or 
home, in Ontario, by LHIN region, 2012/13      

Local Health Integration Network (LHIN) region
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Data source: Client Profile Database, provided by the Ministry of Health and Long-Term Care.

Long-term care 
home wait times 
for residents vary 
substantially  
across Ontario.



Health Quality Ontario  |  Measuring Up 2014 75

7  Long-Term Care 

Use of daily physical restraints in  
long-term care homes

The daily use of physical restraints on 
residents in Ontario long-term care homes 
has improved moderately over three years

The Long-Term Care Homes Act (2007) requires 
homes to have policies that minimize restraint use in 
their homes.[78] Long-term care homes sometimes 
use physical devices such as wheelchair safety 
belts and table tops to help residents perform 
their daily activities and to prevent residents from 
falling. In some cases, restraints are used to reduce 
the risk of residents harming themselves, or other 
residents.[79] 

The use of restraints has substantial downsides. In 
addition to the fact that restraints are associated 
with a loss of autonomy and dignity, restraints limit 
a resident’s mobility, increase the risk of pressure 
ulcers and can cause agitation and confusion. In 
rare cases, the use of restraints can indirectly lead to 
a resident’s death.[79] 

The percentage of residents in long-term care 
homes in Ontario in physical restraints on a daily 
basis decreased moderately to 11.0% in 2012/13 
from 16.6% in 2009/10 (Figure 7.3). 

Rates vary substantially across Ontario, from a low 
of 4.8% in the Central West LHIN region to a high 
of 16.6% in the Champlain and South East LHIN 
regions (Figure 7.4).

Figure 7.3

Percentage of long-term care home residents in physical restraints on a daily basis, in 
Ontario, 2009/10 to 2012/13  
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Data source: Continuing Care Reporting System eReports, provided by the Canadian Institute for Health Information.

The percentage of residents in long-term care homes in 
Ontario in physical restraints on a daily basis decreased

11.0%
2012/13

16.6%
2009/10
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Figure 7.4

Percentage of long-term care home residents in physical restraints on a daily basis, in 
Ontario, by LHIN region, 2012/13
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Data source: Continuing Care Reporting System eReports, provided by the Canadian Institute for Health Information.

Although we see a 
decrease in daily 
physical restraint 
use at the provincial 
level in Ontario, 
there is substantial 
variation in use 
across Local  
Health Integration 
Network regions.
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Falls in long-term care homes

The percentage of residents who fell within 
the last 30 days in Ontario long-term care 
homes remains stable at 14% 

Falls are a common cause of injury and death 
among older residents[80] and often lead to 
emergency department visits, hospitalizations and 
hip fractures.[81] In an effort to cut down on the 
number of falls, the Long-Term Care Homes Act 
(2007) requires long-term care homes to implement 
a falls prevention and management program.[82] It 
should be noted that the goal of minimizing falls and 
the goals of maximizing independence, autonomy 
and mobility can sometimes conflict. It is therefore 
not possible to eliminate all falls.

The percentage of Ontario long-term care home 
residents who fell in the 30 days prior to data 
collection remained stable at approximately 14% 
between 2009/10 and 2012/13 (Figure 7.5).

The most recent results (2012/13) show little variation 
across Ontario.[83] 

Figure 7.5

Percentage of long-term care home residents who fell in the last 30 days, in Ontario, 
2009/10 to 2012/13
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Data source: Continuing Care Reporting System eReports, provided by the Canadian Institute for Health Information.
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New or worsening pressure ulcers

The percentage of Ontario long-term care 
residents with new or worsening pressure 
ulcers is stable at 2.9% 

Pressure ulcers, often called bedsores, are injuries to 
the skin and/or underlying tissue. When a long-term 
care resident lies or sits in one place for too long, 
pressure or friction can damage the skin and result  
in a pressure ulcer, which can then worsen as it 
moves deeper into the underlying tissue or bone.[64] 
Pressure ulcers are painful and can become  
infected.[79] Research has shown that pressure 
ulcers can be effectively prevented by frequently 
repositioning residents who have restricted 
movement[84], using pressure redistribution devices 
and maintaining good nutrition and hydration.[85] 

The percentage of long-term care residents with new 
or worsening pressure ulcers remained stable at 
2.9% across the province from 2009/10 to 2012/13 
(Figure 7.6). 

The most recent data (2012/13) show little regional 
variation across Ontario.[86] 

Figure 7.6

Percentage of long-term care home residents with new or worsening pressure ulcers, in 
Ontario, 2009/10 to 2012/13    
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Data source: Continuing Care Reporting System eReports, provided by the Canadian Institute for Health Information.
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How Ontario 
compares:  
within Canada
Ontario has the largest and longest-
running long-term care home data 
collection system in the country. Some 
other provinces and territories are now 
reporting enough data to compare results 
for restraint use, falls and pressure ulcers 
indicators. British Columbia and Alberta 
have 270 and 167 long-term care homes 
reporting in 2012/13, respectively, offering 
the best comparison to Ontario (636 
homes in 2012/13). Overall, Ontario’s 
performance on these indicators is similar 
to these other provinces.

Daily physical restraint use: Ontario 
(11%) has similar results compared to 
Alberta (11%) and British Columbia (12%)

Falls: Ontario (14%) has similar rates 
compared to both Alberta (14%) and  
British Columbia (15%)

New or worsening pressure ulcers: 
Ontario (2.9%) has similar results compared 
to Alberta (3.1%) and British Columbia (2.9%)

In summary

There have been some improvements in long-term 
care in Ontario over the past four years. There has 
been a modest decrease in daily physical restraint 
use in long-term care residents, and the median wait 
for placement in long-term care homes is decreasing 
for residents coming from their own homes. 
However, for long-term care residents waiting in 
their homes, the median wait is longer today than it 
was eight years ago, and for residents coming from 
hospital, the waits have been increasing over the 
past decade. For both daily physical restraint use 
and median wait times, there is substantial variation 
across Ontario. The rates of falls and worsening 
pressure ulcers show no change in performance 
over time, and no variation across the province.  

There have been some 
improvements in long-
term care in Ontario, but 
there is substantial variation 
across the province.
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System 
Integration

in this chapter, we report on 
Common Quality Agenda indicators 
related to hospitalizations for 
conditions that may be better 
managed outside of the hospital, 
physician follow-ups after leaving the 
hospital, readmissions to hospital, 
and alternate level of care.
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Measuring how the individual parts  
of the health system work together
Some patients receive most or all of their health care within a single sector. People who 
have few health care needs, for example, might receive virtually all of their health care 
from a primary care provider.  

Many people, particularly  
those who are chronically ill or 
have complex needs, depend 
on the different sectors of 
the health system to work 
well together.

But many people, particularly those who are 
chronically ill or have complex needs, depend on 
the different sectors of the health system to work 
well together. When a patient is discharged from 
hospital, for example, the primary care provider 
needs to know what happened in hospital so that 
she or he can follow up with the patient accordingly. 
All of the indicators in this chapter are a reflection 
of how well the individual parts of the health system 
work together.

The rate of hospitalizations 
in Ontario for people with 
conditions that can be managed 
in the community improved 
to 246 per 100,000 people in 
2012/13 from 353 per 100,000 
people in 2003/04

About two-thirds of patients with 
mental health conditions do not 
have a follow-up family physician 
or psychiatrist visit within seven 
days of their hospital discharge  

A substantial proportion  
of hospital beds are occupied by 
patients who are waiting for care 
that can be provided elsewhere 

Key Findings
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Hospitalizations for ambulatory care 
sensitive conditions 

The rate of hospitalizations for medical 
conditions that can potentially be managed 
outside the hospital improved substantially to 
246 per 100,000 people in 2012/13 from 353 
per 100,000 in 2003/04

Hospitalization rates for asthma, heart failure, 
chronic obstructive pulmonary disease, epilepsy, 
hypertension, diabetes and angina, which can often 
be managed outside of hospitals, are often viewed 
as markers of how well primary care providers, 
pharmacists, home care providers and specialist 
physicians work together. The rates may also be 
affected by factors such as higher rates of smoking, 
obesity, diabetes or other diseases in a region.

Figure 8.1

Age- and sex-adjusted hospitalization rate for ambulatory care sensitive conditions, in 
Ontario, 2003/04 to 2012/13

Rate per 100,000 people

0

100

200

300

400

500

353 341
325

296
273 270 262 256 249* 246

2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13

Fiscal Year

Data source: Discharge Abstract Database, provided by the Institute for Clinical Evaluative Sciences. *Variation in the Ontario rates reported for ambulatory care sensitive 
conditions for 2011/12 are due to methodological differences between the data sources.

The rate of hospitalizations for 
ambulatory care sensitive  
conditions improved substantially

246
per 100,000 people 

2012/13

353
per 100,000 people 

2003/04

Over 10 years of data, the rate of hospitalizations for 
these “ambulatory care sensitive conditions” improved 
substantially to 246 per 100,000 people in 2012/13 
from 353 per 100,000 in 2003/04 (Figure 8.1). 

There is substantial variation across Ontario, with a 
rate of 159 per 100,000 people in the Central LHIN 
region to a high of 436 per 100,000 in the North East 
LHIN region (Figure 8.2). 
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Figure 8.2

Age- and sex-adjusted hospitalization rate for ambulatory care sensitive conditions, in 
Ontario, by LHIN region, 2012/13
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Data source: Discharge Abstract Database, provided by the Institute for Clinical Evaluative Sciences. 

159 vs.  
436
per 100,000 people  
The rates of 
hospitalizations for 
ambulatory care 
sensitive conditions 
in the Central LHIN 
region and the North 
East LHIN region, 
respectively
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Figure 8.3

Age-adjusted hospitalization rate for ambulatory care sensitive conditions, in Canada, by 
province, 2011/12
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Data source: Discharge Abstract Database eReports, provided by the Canadian Institute for Health Information. *Variation in the Ontario rates reported for ambulatory care 
sensitive conditions for 2011/12 are due to methodological differences between the data sources. 

How Ontario  
compares: 
within Canada
Ontario’s hospitalization rate for 
ambulatory care sensitive conditions is 
the second-lowest among the Canadian 
provinces in 2011/12. At 269 per 100,000 
people, the Ontario rate is below the 
national average of 290 per 100,000 and 
just behind British Columbia’s level of  
254 per 100,000 (Figure 8.3). 
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Physician visit within seven days of 
hospital discharge

More than half of patients discharged from 
hospital for conditions requiring follow-up  
do not see a physician for follow-up within 
seven days of leaving the hospital

Many patients who are discharged from hospital 
should see a physician for a follow-up within a 
few days of discharge. This gives the patient 
an opportunity to ask questions and discuss 
any problems they might be having. Follow-up 
appointments also provide physicians with the 
opportunity to learn about what happened in 
hospital, and to see whether their patients are 
continuing to progress as expected.[87,88] 

We provide information here about physician 
follow-up for patients hospitalized for heart failure, 
chronic obstructive pulmonary disease and mental 
health conditions. These are not the only conditions 
for which early follow-up is important, but they do 
provide measures that show whether hospitals 
and physicians who provide outpatient care – both 
primary care physicians and specialists – are 
working together effectively. The rates reported 
here are based on physician billing data and may 
not capture follow-up visits to care settings such 
as nurse practitioner-led clinics, community health 
centres or community mental health programs. This 
may result in underreporting the actual follow-up 
care a patient receives. 

Despite the importance of early follow-up, most 
patients in Ontario discharged from hospital after 
an admission for heart failure, chronic obstructive 
pulmonary disease or a mental health problem do 
not see a physician within seven days (Figure 8.4). 

Figure 8.4

Percentage of patients discharged from hospital who had a physician visit within  
seven days, by condition, in Ontario, 2006/07 to 2012/13

Percent

Fiscal Year

2006/07 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13
0

10

20

30

40

50 46.4

37.3

31.7 30.8

35.8

44.9 44.4

36.2

30.3

44.7

34.6

30.3 29.9

35.7

46.3 46.0

35.4

29.3 28.3

35.1

44.3

Heart failure

Mental health

Chronic obstructive pulmonary disease

Data sources: Discharge Abstracts Database, Ontario Mental Health Reporting System, Ontario Health Insurance Plan Database, Institute for Clinical Evaluative Sciences 
Physician Database, provided by the Institute for Clinical Evaluative Sciences. 

Only 28.3% of mental health patients, 35.1% of 
chronic obstructive pulmonary disease patients and 
44.3% of heart failure patients see a physician within 
seven days after discharge from hospital. These 
rates are similar to the rates over the past six years 
for all conditions.
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Readmission rates for mental illness 

The 30-day readmission rates for mental 
illness has remained stable near 10 per  
100 patients

When a person is admitted to hospital, discharged 
to their home or to the community but then needs to 
be re-hospitalized within a short period of time, this 
is deemed a readmission to hospital. Readmission to 
a hospital soon after discharge can occur for many 
reasons. Some patients become ill soon after being 
discharged from hospital and that readmission is 
unavoidable.[89] However, readmission rates are 
also considered to be a marker of how well the 
various parts of the health system work together.

The seven-day readmission rates for mental health 
and addiction conditions was stable over six years, 
ranging from 3.0% in 2006/07 to 3.5% in 2012/13. 
Thirty-day readmission rates also remained stable, 
from 8.7% in 2006/07 to 10.1% in 2012/13 (Figure 8.5). 

Figure 8.5

Readmission rates (seven and 30 days) following hospitalization for a mental health and 
addiction condition, in Ontario, 2006/07 to 2012/13
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30-day readmission rates for medical 
and surgical patients

The 30-day readmission rates for medical 
patients remained stable over three years at 
13.5% in 2012/13 from 13.0% in 2009/10

A readmission to hospital describes when a patient 
needs to be hospitalized again shortly after leaving 
the hospital. The indicator we report here measures 
readmissions for any reason within 30 days after 
being in hospital for a medical or surgical diagnosis. 
These readmissions account for 66% and 24% of all 
30-day readmissions, respectively.[95] 

The 30-day readmission rate for medical patients in 
Ontario was stable at 13.5% in 2012/13, compared 
to 13.0% in 2009/10 (Figure 8.6). The readmission 
rate for surgical patients was 7.0% in 2012/13, and 
also stayed stable over the previous three years. 

There is slight variation across Ontario for medical 
and surgical readmissions (Figure 8.7). For medical 
patients, the lowest readmission rates are in the 
Waterloo Wellington and Mississauga Halton LHIN 
regions, both at 12.0%, while for surgical patients 
the lowest readmission rate is in the Central East 
LHIN region (5.8%). The highest readmission rates 
are in the northern LHIN regions, with medical 
readmissions at 14.6% in the North West LHIN 
region and surgical readmissions at 8.0% in the 
North East LHIN region.

Figure 8.6

30-day readmission rates following hospitalization for either medical or surgical 
diagnoses, in Ontario, 2009/10 to 2012/13
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Data source: Discharge Abstracts Database, provided by the Canadian Institute for Health Information upon request.
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Figure 8.7

30-day readmission rates following hospitalization for either medical or surgical 
diagnoses, in Ontario, by LHIN region, 2012/13
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Figure 8.8

30-day readmission rates following hospitalization, in Canada, by province, 2010/11
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Data source: Discharge Abstract Database, provided by the Canadian Institute for Health Information upon request. 

How Ontario  
compares: 
within Canada
For comparisons with the other provinces 
in Canada, we can look at the overall 
readmission rate that combines patients 
readmitted after initial medical, surgical, 
obstetrical or pediatric diagnoses. Ontario’s 
30-day readmission rate of 8.4% for all 
patients is similar to the Canadian average 
of 8.5% for 2010/11, the last period for 
which pan-Canadian data are available. 
Alberta and Nova Scotia have the lowest 
rates of readmissions within 30 days, both 
at 8.2% (Figure 8.8).
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Alternate level of care days 

About one in seven hospital beds is occupied 
by a patient who is well enough to receive 
care outside the hospital

Most patients can leave the hospital when they no 
longer need acute care, but sometimes the type of 
care that a patient needs — such as rehabilitation 
or long-term care — is not immediately available. 
Alternate level of care refers to the situation that 
arises when a health care professional has indicated 
that a hospital patient no longer requires acute care 
services in hospital but cannot yet be sent home.[63] 
Many experts believe that a high percentage of 
alternate level of care days is a marker that the 
health system is not using its resources most 
appropriately.[90]

The percentage of hospital inpatient days 
designated as alternate level of care days improved 
slightly over the past two years of data, decreasing 
to 14.1% in 2012/13 from 16.7% in 2010/11 (Figure 
8.9). However, since 2006/07 there has been a slight 
increase in the percentage of hospital inpatient days 
designated as alternate level of care.  

Moderate variation in the percentage of acute care 
days designated as alternate level of care is evident 
across Ontario, with highs of 23.8% in the North 
East LHIN region and 23.2% in the North Simcoe 
Muskoka LHIN region and a low of 9.9% in the 
South West LHIN region (Figure 8.10).

Figure 8.9

Percentage of acute care days designated as alternate level of care, in Ontario, 2006/07 
to 2012/13
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Data source: Discharge Abstracts Database, provided by Health Analytics Branch, Ministry of Health and Long-Term Care.
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Figure 8.10

Percentage of acute care days designated as alternate level of care, in Ontario, by LHIN 
region, 2012/13
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The number of 
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occupied by patients 
who are well enough 
to receive care 
outside the hospital



Measuring Up 2014  |  Health Quality Ontario92

8  System Integration 

Meet Douglas
Age: 68, Etobicoke  

“Prostate cancer ... watchful waiting and 
surveillance ... aggressive.” Douglas could  
not believe it when he heard the doctor say  
those words. 

But not long after his diagnosis, things got even 
worse for Douglas. “i was getting ready to go 
to work one morning and had a lot of pain in 
my chest,” he says. “i went to the emergency 
at a local hospital, where they did an eCg 
[electrocardiogram] and blood work and they 
found that i had suffered a minor heart attack.” 
Douglas was given nitroglycerin to open up his 

blood vessels, and then taken in an ambulance to 
a hospital in Toronto for an angiogram. Doctors 
told Douglas that because of his heart attack, they 
would have to put off the cancer surgery  
for months. 

After recovering from the heart attack, Douglas 
received a referral to a specialist at another Toronto 
hospital to assess his prostate cancer condition, 
but he had trouble connecting, as his calls kept 
going to voicemail. Finally, he decided to drop by 
the specialist’s office in person and spoke with 
the receptionist. “They said, ‘OK, we realize you’re 
a priority and will schedule something,’” Douglas 
says. “[The specialists] get requests from other 
doctors, but they’re just passed along as papers in 
an in-tray. it took me giving a human touch.”

When the cancer surgery day arrived, doctors told 
Douglas he’d be in hospital for a few days. He ended 
up there for eight weeks. A post-surgery blockage, 
a bladder problem and an infection in his bowel 
caused serious complications. “They hooked 
tubes through my kidney and bladder,” Douglas 
says. “i had about four or six different tubes to 
drain. it was not fun at all!” 

Determined to leave the hospital in time to spend 
Christmas at home with his family, Douglas 
regained enough strength to be discharged just in 
time. The community care access centre arranged 
for a special fridge to keep his food at a particular 
temperature, and for home care to help him set up 
his feeding tube every night. Douglas experienced 
some stressful times when the nurses were 
unfamiliar with the equipment the hospital had sent. 

 The system could do 
better with transitions.

“They need to make it 
seamless so there are 
no roadblocks, and 
have a system in place 
so that people can 
navigate through  
more effectively.”

Although he was generally happy with the care he 
received, Douglas says the system could do better 
with transitions. “They need to make it seamless 
so there are no roadblocks, and have a system 
in place so that people can navigate through 
more effectively,” he says. “if there were simple 
guidelines for if the destination is D, you know that 
you need to go A, B and C.”

Now, Douglas has no trace of cancer and sees a 
couple of specialists every six months. He takes 
medication for his heart condition.

“We have a great health system, there’s no  
doubt about it,” Douglas says, “but we can  
make it better.”

Photo by roger Yip



Health Quality Ontario  |  Measuring Up 2014 93

8  System Integration

In summary

It is not an easy task to determine how well the 
different parts of our health system work together. 
The data presented in this chapter reveal some 
improvements, but also areas where work needs 
to be done. Overall in Ontario, hospitalizations 
for ambulatory care sensitive conditions have 
decreased substantially over the last decade.  
More recently, alternate level of care has decreased 
slightly, while hospital readmission rates have 
remained stable over time.  

However, regional rates for hospitalizations for 
ambulatory care sensitive conditions and alternate 
level of care vary substantially across Ontario. 
Also, over half of patients discharged for certain 
conditions do not have physician follow-up within 
seven days. 

More than two-thirds of 
mental health patients, 
almost two out of three 
chronic obstructive 
pulmonary disease patients 
and more than one out of 
two heart failure patients 
do not receive a follow-
up physician visit within 
seven days of their 
discharge from hospital.
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Health  
Workforce

in this chapter, we report on the 
Common Quality Agenda indicators 
for the supply of nurses and doctors 
in Ontario, and the amount of time 
lost to injury for select health  
care providers.
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Health workers: the backbone  
of the health system
A high-performing health system needs the right mix of healthy,  
knowledgeable and productive health workers who are committed  
to continually improving the care they provide. 

The number of nurse 
practitioners per 100,000 
people has tripled in the last 
seven years

The number of family doctors 
and specialists per 100,000 
people has increased in the 
last seven years  

The number of workplace 
injuries resulting in lost time 
is decreasing 

The people who 
provide health care 
in Ontario form the 
foundation of  
the province’s 
health system.Key Findings
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Nurses 

The number of registered practical nurses 
and nurse practitioners per 100,000 people 
has increased over seven years

Three classes of nurses in Ontario — registered 
nurses, nurse practitioners and registered practical 
nurses — offer different types of care, based on their 
training, education, and scopes of practice.[91,92] 

The number of employed nurse practitioners per 
100,000 people in Ontario nearly tripled over seven 
years to 13.9 per 100,000 people in 2012 from 4.7 
per 100,000 in 2005 (Figure 9.1). The number of 
employed registered practical nurses grew to 243 
per 100,000 people in 2012 from 195 per 100,000 
in 2005, while the number of employed registered 
nurses per 100,000 people decreased slightly to 688 
per 100,000 people from 711 per 100,000 over the 
same time period.

Figure 9.1

Number of employed nurses per 100,000 people, by nursing category, in Ontario,  
2005 to 2012
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Meet Heather
Nurse practitioner, Hamilton  

As a nurse practitioner, Heather sees her role as 
a unifying force to deliver better patient care. “i 
feel like a sort of glue that ties things together,” 
says Heather, who works on the general internal 
medicine team at a Hamilton hospital. “i find when 
you work in the collaborative environment with 
physicians and other health professionals, the 
nurse practitioner role can really flourish.”

A nurse for more than 21 years, Heather became 
interested in pursuing a nurse practitioner 
education in 2011 when provincial legislation 
expanded the roles and responsibilities of the 
profession, which included allowing nurse 
practitioners to prescribe most medications and 
diagnostic tests. Heather had been working as 
a clinical nurse specialist for 12 years before 
returning to school to become a nurse practitioner.

Heather says the staff at her workplace are strong 
advocates for nurse practitioners. “everyone’s just 
very supportive,” she says. “The physicians rotate 
every week or two, so i’m the continuity for the 
patients and family. it’s very helpful to know the 
patient well.”

Since she began work as a nurse practitioner, 
Heather’s role has changed a lot. “it used to be 
that i would assess someone and come up with an 
idea of what was going on, and then refer them to a 

especially in caring for the increasing number 
of older, frail patients with complex conditions. 
“Having personnel with different skills like nurse 
practitioners has really helped solidify the medical 
services and allowed us to maintain a higher 
level of care,” he says. “They have become an 
invaluable part of the infrastructure here at  
our hospital.”

physician,” she says. “Now, as a nurse practitioner, 
i work on a treatment plan and provide medical 
care for the patient. it’s definitely stimulating to me 
and challenges me. Being like a detective, there’s 
gratification when you help the patient.”

The Chief of Medicine at the hospital where 
Heather works says nurse practitioners play 
an important role in the health care team, 

Photo by roger Yip
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Family doctors and specialists

The number of family doctors and specialist 
doctors per 100,000 people has increased 
over seven years in Ontario

The number of family doctors and specialist doctors 
increased steadily over the last seven years. 
Between 2005 and 2012, the number of family 
doctors increased to 91 per 100,000 people from 85 
per 100,000, and the number of specialist doctors 
increased to 104 per 100,000 from 93 per 100,000 
(Figure 9.2). 

Figure 9.2

Number of family doctors and specialist doctors per 100,000 people, in Ontario, 2005  
to 2012
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Data source: Ontario Physician Human Resources Data Centre.
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The number of family 
doctors and specialist 
doctors increased  
steadily over the last  
seven years.

How Ontario  
compares: 
within Canada
The Canadian institute for Health 
information (CiHi) also reports on physician 
supply, and while the methods differ from 
our report, we can still look to the CiHi 
report to compare Ontario to the other 
provinces in Canada. Ontario’s supply of 
100 family doctors per 100,000 people 
is below the national average of 109 per 
100,000 in 2012. Prince edward island has 
the lowest provincial ratio of family doctors 
at 98 per 100,000 people, while Nova 
Scotia has the highest at 127 per 100,000 
people. 

The supply of specialist doctors in Ontario 
is 102 per 100,000 people, slightly lower 
than the Canadian rate of 106 specialist 
doctors per 100,000. Saskatchewan has 
the lowest provincial ratio of specialist 
doctors, at 80 per 100,000 people, while 
Nova Scotia has the highest with 123 
specialist doctors per 100,000 people.[93] 
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Figure 9.3

Lost time injury rates for select health worker groups and the overall lost time injury rate 
for the overall health sector, 2002 to 2012
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Lost time injury rates

The rates of lost time due to injury for health 
workers have declined across all sectors

Ontario’s health workers should work in 
environments that are as safe as possible.[94] When 
a health worker sustains a work-related injury that 
results in time off work, lost wages or a permanent 
disability, these often lead to a “lost time injury” claim. 
These claims are monitored by the Workplace Safety 
Insurance Board. 

The rates for lost time injury claims for nursing care 
homes, hospitals and the health care sector as a 
whole all declined between 2002 and 2012 (Figure 
9.3). The lost time injury rate in hospitals decreased 
to 1.2 injury claims per 100 full-time equivalent health 
workers in 2012 from 1.9 injury claims per 100 full-
time equivalent health workers in 2002. 

At homes for nursing care (e.g., long-term care 
homes), the lost time injury rate was higher than in 
hospitals, but also improved over the 10 years for 
which we have data, declining to 2.8 injury claims 
per 100 full-time equivalent health workers in 2012 
from 4.3 injury claims per full-time equivalent health 
workers in 2002.
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In summary

The people who provide health care in Ontario form 
the foundation of the province’s health system. 
The numbers of registered practical nurses, nurse 
practitioners and doctors per capita are increasing in 
Ontario and there are fewer injury claims being filed 
for health workers.

The numbers of 
registered practical 
nurses, nurse 
practitioners and 
doctors per capita are 
increasing in Ontario.
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The Road  
Ahead 

Measuring Up tells us that although 
we are healthy and our health 
system is improving, there is also 
considerable room for improvement. 
Continually improving the health 
system is a responsibility we all share, 
and we hope this report helps focus 
attention on areas of particular need. 
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In addition to monitoring and reporting on Ontario’s 
health system’s performance, Health Quality Ontario 
also supports those who deliver care and promotes 
the delivery of evidence-based health care. More 
information about this part of our work can be  
found at www.hqontario.ca. 

Health Quality Ontario’s role
At Health Quality Ontario, we are committed to being a trusted, independent resource for 
information about the quality of care in Ontario. As we assembled this report, we were 
encouraged by the overwhelming amount of support we received from Ontarians who 
share our vision to improve the province’s health system. Patients, caregivers, health care 
providers, researchers and leaders within the system all played key roles in helping us 
fulfil our mandate to produce this yearly report on the health status of Ontarians and the 
performance of our health system. We are grateful for their help.

The Common Quality Agenda  
in the future

The framework for Measuring Up is the Common 
Quality Agenda, a set of key performance indicators 
for Ontario’s health system. By using this set of 
indicators we hope to bring focus to measuring 
Ontario’s health system performance by reigning 
in the overwhelming number of indicators currently 
being used. Nevertheless, we also recognize that 
important areas, such as mental health, are currently 
under-represented in the Common Quality Agenda. 
In partnership with patients, health care providers 

Health Quality 
Ontario also 
supports those 
who deliver care 
and promotes 
the delivery of 
evidence-based 
health care. 
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and researchers, we will continue to refine this set 
of indicators. As part of our strategic renewal, we 
are also developing a transparent process that we 
will use to review all of the indicators we report. We 
will begin to implement this process to review the 
Common Quality Agenda set of indicators in 2015. 
We also provide more data on our website with 
analyses to support quality improvement. 

Personalized reports and theme reports

It is not enough to produce a single report each 
year. A new series of theme reports will take a 
more in-depth look at important quality issues in 
our health system and show how performance 
can be improved. The first of these reports will be 
published in 2015. We will also provide more data 
directly to health care providers, in the form of 
personalized reports.

Better information, greater impact

Health Quality Ontario advocates for more 
comprehensive and timely data to help us better 
understand the quality of health care in Ontario and 
the health of Ontarians. 

Although we believe that Measuring Up provides 
a wealth of useful information, there are still major 
challenges in our ability to monitor the quality of 
health care provided in Ontario. In some areas, 
there are minimal or no data. In other areas, the 
data is unreliable. When it comes to wait times, 
for example, the available data often allow us to 
provide information only about one component of 
the time that any given patient waits. We provide 
information about the number of doctors and nurses 
working in Ontario, but not their distribution. We 
provide information about the length of time that 
people wait to get into a long-term care bed, but not 
about whether people’s needs can be adequately 
met at home. We provide information about patient 
satisfaction and experience for some health sectors, 
but we do not have measures yet for patient 
experience in long-term care. 

We need more data, and we also need to make sure 
we are interpreting the data we do have correctly.

We will work in partnership with patients, health care 
providers and others to make sure we are doing 
this, and also bring the data to life in ways that are 
meaningful and helpful.

Evidence-based decisions

Evidence plays an increasingly important role in 
Ontario health policy and decision-making. Health 
Quality Ontario’s Evidence Development and 
Standards branch works with clinical experts, 
scientists, panels and field evaluation partners 
to provide evidence about the effectiveness and 
cost-effectiveness of health technologies and 
services in the province. Using the information, the 
Ontario Health Technology Advisory Committee 
(OHTAC) — a standing advisory subcommittee 
of Health Quality Ontario’s board of directors — 
makes recommendations about the introduction, 
acceptance, distribution or removal of health 
interventions in the province. Using OHTAC’s 
recommendations and advice, Health Quality 
Ontario’s board offers final recommendations to 
the health care system and the Minister of Health 
and Long-Term Care. You can find the OHTAC 
recommendations and other related reports at 
www.hqontario.ca/evidence/publications-and-
ohtac-recommendations.

Our mission: your health

Health Quality Ontario plays a unique role in the 
Ontario health system by bringing together into one 
organization the functions of reporting, promotion 
of scientific evidence and quality improvement. At 
Health Quality Ontario, we share the road ahead with 
all Ontarians. On this road, we will continue to work 
together to strive for a healthier Ontario.   

Health Quality Ontario 
advocates for more 
comprehensive and 
timely data to help us better 
understand the quality of 
health care in Ontario and 
the health of Ontarians.
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