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FOREWORD

Many Ontarians at some time in their lives will require rehabilitation services for themselves or their
families. It is important for them to know that when that time comes, quality rehabilitation care and
treatment will be available when and where they need it.

We are very pleased to release this Rehabilitation report as part of the Hospital Report 2005 series.
The 2005 series will also include reports on Acute Care, Emergency Department Care, and Complex
Continuing Care.

These reports are an important resource for government, health care providers, and the public. They
monitor and report on the performance of hospitals in the province and support continuous quality
improvement efforts throughout the system.

Rehabilitation 2005 focuses on adult inpatient rehabilitation care provided by hospitals and is the first-
ever hospital-specific scorecard on the performance of Ontario hospitals in providing rehabilitation care.
The report describes the status of inpatient rehabilitation performance with respect to quality, efficiency,
accessibility, and financial performance. And, we are also pleased to note that a women's health per-

spective has been integrated into the report to provide a better understanding of issues related to equity.

Overall, the news is good. Hospitals have made gains in each of the areas we are measuring. However,
there is still room for improvement in the areas of preparing patients and families for discharge from
hospital, and helping patients make the transition from hospital to community.

We believe that patients are the core of our health system and that both the Government of Ontario and
health care providers need to be even more accountable to the public we serve.

Together, our thanks go to the researchers from the Hospital Report Research Collaborative based

at the University of Toronto, for their dedication, professionalism, and scientific rigor in development of
the report and to the many other individuals who have contributed to our common goal of improved
Rehabilitation care.

Without the commitment and cooperation by hospitals that voluntarily participate in this project,
the reports would not have expanded to include additional areas of study. This report and the others
in the series are an important tool in building a stronger healthcare system that responds to the

needs of Ontarians.
et
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President and CEO
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SCORECARD OVERVIEW

Hospital Report 2005: Rehabilitation is a hospital-specific report that uses a balanced
scorecard approach to report on the performance of Ontario hospitals that provide
rehabilitation in designated rehabilitation beds.

WHAT DOES THE SCORECARD ILLUSTRATE?

In Ontario, rehabilitation is provided in a variety of settings spanning a continuum of
care from acute care to home care. This report focuses only on publicly-funded desig-
nated adult inpatient rehabilitation beds, thereby excluding portions of the continuum
such as rehabilitation in acute care, outpatient settings, and home-based settings.

e For the System Integration and Change quadrant, most hospitals are performing well
with respect to Organizational Commitment to Staff Development. However, consid-
erable variation exists for indicators of Best Practices, Coordination and Continuity
of Care Across the Continuum, Evidence of Organizational Client-Centredness, and
Healthy Work Environment (freestanding rehabilitation/complex continuing care hos-
pitals) suggesting potential for improvement for many facilities in these areas.

e With respect to the Clinical Utilization and Outcomes quadrant, overall, hospitals are
able to achieve good gains in function among their clients with stroke, hip fracture,
and total joint replacement. There is, however, potential for hospitals to make improve-
ments in Active Rehabilitation Length of Stay and Length of Stay Efficiency for clients
with these same conditions, while still maintaining optimal change in function.

e Hospitals are performing well on all the Client Perspectives indicators. However,
similar to the results of Hospital Report 2003: Rehabilitation, transitions from
hospital to the community and, the involvement of clients and their families in care,
continue to be two key areas where hospitals with designated rehabilitation beds
need to consider improvements. Providing clients with the information that they
need to manage their conditions in the community is significantly related to clients’
perceived quality of care, and is an area that requires improvement in many hospi-
tals. Involving clients and families is also significantly related to clients’ perceived
quality of care. For clients with stroke, involvement of families in rehabilitation pro-
grams is significantly related to greater improvements in functional outcomes.
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e With respect to Financial Performance and Condition, for nurses and therapists
combined, over 85% of the hours worked were spent engaged in client care activities.
Also noteworthy is the fact that actual dollars expended on direct client care has
increased by 42% since 1999/2000.

e The sex disaggregated findings in this Report highlight minimal differences in the
average number of days that women and men wait for admission to rehabilitation, an
important measure of equity in access to care. However, women in inpatient rehabilitation
are significantly more likely than men to have shorter lengths of stay, to live alone
after their discharge from inpatient rehabilitation, and to have less favourable perceptions
of the information provided to them to manage their conditions after discharge.

Next Steps

In future rehabilitation reports, further development is required to broaden the scope to
include rehabilitation occurring in other parts of the continuum such as acute care, outpatient
ambulatory care settings, and home-based settings. Other work for the Financial Performance
and Condition quadrants will include ongoing research regarding NRS data quality, the
grouping methodology, and associated weights.

The 2003/04 year was a particularly challenging year for Ontario hospitals that needed
to respond to the operational challenges presented by SARS. Nurses who held posi-
tions in more than one hospital, or who worked as agency nurses across a number
of facilities, were able to work in only one setting and were restricted from working
in multiple hospitals during SARS. Furthermore, infection control policies often lim-
ited the ability of direct care providers to report for work. It is impossible to deter-
mine the exact impact of these factors on performance values across all quadrants
for 2003/04. From a financial perspective, it is possible that the increase in nursing
benefit hours during 2003/04 was a result of the inability to share nursing resources
across hospitals and the implementation of infection control and isolation measures.

One of the advantages of the balanced scorecard is the ability to present indicators
that reflect multiple dimensions of an organization’s performance and to identify
relationships among these dimensions of performance. For example, the findings

in this Report highlight the importance of effective multidisciplinary teamwork

for optimal functional outcomes in stroke. Interdisciplinary integration of care is

also strongly related to best practices and evidence of client-centred care, suggesting
the importance of hospitals investing in structures and processes that support

these indicators. These inter-quadrant relationships are detailed in a later section

of this Report.

PAGE 3




HoOWw CAN HOSPITALS USE THE RESULTS!

The purpose of hospital-specific results is to enable hospitals to compare their per-
formance with that of other hospitals and to evaluate progress in achieving key strate-
gic priorities in health care. The indicator results should be viewed as screening tests,
identifying potential opportunities for quality improvement. Hospitals must “drill
down” using their own data both to validate the results and to better understand the
specific factors underlying the results. Hospital managers can also use these reports to
identify other hospitals from which they might seek opportunities to learn.

The balanced scorecard framework can assist hospitals to balance the trade-offs that
must often be made between efficiency and quality, within the context of limited
resources. Thus, no single indicator or quadrant should be used to judge a hospital
with designated inpatient rehabilitation. Each aspect of performance is important,
including equity (i.e., sex differences), and looking at just one quadrant such as Client
Perspectives is not advisable. Similarly, ranking of hospitals by any one indicator

or by adding up and averaging indicator scores will create misleading and incorrect
information about relative hospital performance.

There are many factors that can cause indicator values to vary from hospital to
hospital. Some of these factors, such as the type of client treated, are beyond a
hospital’s control. Where possible, commonly accepted statistical techniques were
used to help reduce the impact of these factors on comparability of hospitals. We
examined results with and without risk-adjustment for age, sex, and Functional
Independence Measure (FIM™) admission scores for the Clinical Utilization and
Outcomes quadrant. Since we found no differences, results are presented unad-
justed. Likewise, for the Client Perspectives quadrant, risk adjustment was under-
taken considering age and sex variables. When each of these variables was
considered alone or in combination, they had no significant impact on mean scores
or on the scores of individuals. As a result, Client Perspectives results are also pre-
sented unadjusted. As risk-adjustment did impact comparisons between women and
men, results by sex, and differences between these, were adjusted for such factors
as age (Client Perspectives, Clinical Utilization and Outcomes), FIM™ admission
score (Clinical Utilization and Outcomes), and length of stay (Client Perspectives).

Risk-adjustment techniques are not perfect and do not entirely eliminate the impact
of other factors. For this reason, comparisons of indicator scores, and sex differ-
ences, among hospitals must be made with caution. Hospitals that appear to have
different scores could actually be quite similar in terms of relative performance. It is
also important to exercise caution when examining year-by-year changes in indicator
values for a specific hospital. This is because the methodology used to calculate indi-
cators is reviewed annually by expert panels, and in some cases, changes are made
to improve the methodology over time.
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DO THE SCORECARD RESULTS RELATE TO KEY STRATEGIC PRIORITIES!?

A survey on hospitals’ key strategic priorities, completed by hospital CEOs in the winter of 2004
and validated in the fall of 2004, highlights the following important strategic priorities:

e QOptimizing staff recruitment and retention
e Enhancing client safety
e Implementing decision support systems

* Improving vertical integration.

The scorecard results demonstrate that most hospitals are performing well with respect to invest-
ments and commitments to staff development, factors important to staff retention. Another strategy
relevant to the goal of optimal staff recruitment and retention is creating a healthy workplace.
Adopting strategies to support a healthy workplace was identified in our strategic priorities survey
as an ongoing challenge for hospitals. The scorecard results for the Healthy Work Environment indi-
cator for Rehabilitation/Complex Continuing Care facilities reflects considerable variation across
facilities, reinforcing the need for improvements in this area.

Integrating evidence-based decision-making into an organization’s culture is an important compo-
nent of a decision support system. The strategic priorities survey demonstrated that hospitals con-
tinue to face challenges in terms of implementing desired practices in this area. This challenge is
reinforced by the results in this Report which reflect considerable variation across hospitals in
implementing the best available evidence to make decisions about the care of individual clients.

Successful reintegration of clients into the community following discharge from hospital is one of
the key goals of the rehabilitation process, reinforcing the importance of vertical integration for this
sector. The implementation of strategies to enhance the coordination and continuity of care across
the continuum remains a challenge for a number of hospitals that provide inpatient rehabilitation,
with the transition from hospital to the community being identified as a particularly challenging
area. In addition, the sex disaggregated results that found more women than men living alone
post-discharge, and more women than men reporting unfavourable perceptions of the continuity
of their care, reinforce the need to pay close attention to sex differences in planning targeted and
effective strategies for reintegration of clients into the community. The need for hospitals to focus
improvement efforts in this area is emphasized by hospital managers and clients, through the
results of the system integration and change survey and surveys on client perspectives of care.

To ensure optimal use of the scorecard results, including results by sex, Board members should
identify indicators for which their hospital’s performance is below average and for which sex differ-
ences are significantly different and ensure that sufficient resources are allocated to facilitate qual-
ity improvement in these areas. Within an environment of competing demands, Boards need to
ensure that the organization’s culture supports an enduring commitment to quality. These strategies
will optimize the organization’s likelihood of achieving its goals.
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ARE THERE BENCHMARK HOSPITALS?

For quality improvement purposes, the Hospital Report series identifies benchmark hospitals. Benchmark hospitals are those identified as
high performers in more than one quadrant of the balanced scorecard. For purposes of this Report, the algorithm for high performing hos-
pitals includes those hospitals that performed well in at least two of the following three quadrants of the balanced scorecard: System
Integration and Change (SIC), Clinical Utilization and Outcomes (CUO), and Client Perspectives (CP).* Five hospitals performed notably well
in at least two of either SIC, CUQ, or CP quadrants. These hospitals, which represent a range of locations and size of programs, may be
able to provide useful ideas and practices to other similar rehabilitation facilities. Of the five high performing hospitals, two did not have
any statistically significant sex differences on any indicators in the CP or CUO quadrants. This finding reinforces the notion that in many
cases, hospitals with good performance across multiple quadrants generally also have sex/gender equitable performance, reflecting good
performance in women’s health.

e Penetanguishene General Hospital Incorporated — North Simcoe Hospital Alliance performed above average on five SIC indicators and met
the criteria for a high performing hospital for one RCG category (Total Stroke) in the CUO quadrant. Located in the south-central region of
the province, it has 15 designated rehabilitation beds and no specialized rehabilitation programs.

e Providence Continuing Care Centre performed above average on six SIC indicators and met the criteria for a high performing hospital for
one RCG category (Post Hip Fracture) in the CUO quadrant. As well, Providence Continuing Care Centre did not have any statistically signif-
icant differences between women and men on any indicators in the CP and CUO quadrants across key RCG groups. Located in the east of
the province, it has 51 designated rehabilitation beds. Forty-six beds are located at the St. Mary’s of the Lake site in Kingston, and include
specialized programs for stroke, musculoskeletal, spinal cord injury, amputee, and acquired brain injury. The remaining five beds are
located at the St. Vincent de Paul site in Brockville.

St. John'’s Rehabilitation Hospital performed above average on five SIC indicators and met the criteria for a high performing hospital for
one RCG category (All RCGs) in the CUO quadrant. Located in the Greater-Toronto area (GTA), it has 160 designated rehabilitation beds
with programs for amputees, transplants, neurological conditions, cardiac conditions, medically complex, major multiple trauma, burns,
and orthopaedic conditions.

Trillium Health Centre performed above average on seven SIC indicators and met the criteria for a high performing hospital for three RCG
categories (All RCGs, Total Stroke, Post Hip and Knee Replacement) in the CUO quadrant. Trillium Health Centre operates 74 inpatient reha-
bilitation beds that provide care for short, medium, and long-term rehabilitation clients. Sixty general rehabilitation beds are located at the
Mississauga site with the remaining 14 beds located at the Queensway site. The rehabilitation beds are used to care for many different
populations including orthopaedics, stroke, medicine, neurology, cardiac, and surgery.

West Park Healthcare Centre performed above average on six SIC and six CP indicators. As well, West Park Healthcare Centre did not have
any statistically significant differences between women and men on any indicators in the CP or CUO quadrants, across key RCG groups.
Located in the GTA, it has 133 designated rehabilitation beds with specialized rehabilitation programs for neurorehabilitation, amputees,
musculoskeletal, respiratory conditions, and transition to independent living, plus a tuberculosis and an acquired brain injury behaviour unit.

* High performing hospitals are defined as above average on at least 5 of 7 SIC indicators, excluding the Healthy Work Environment indicator; for the Coordination and Continuity of Care Across the Continuum and Use of Admission and
Discharge Criteria indicators, the best score was considered among all the following Rehabilitation Client Groups (RCGs): All RCGs, Total Stroke, and Total Orthopaedic Conditions; above average on at least 5 of 8 Client Perspectives indica-
tors; and for CUO, a combination of above average on Total Function Change, average or above average on Average Active Rehabilitation Length of Stay and average or above average on Length of Stay Efficiency for at least one of the fol-
lowing RCGs (All RCGs, Total Stroke, Total Orthopaedic Conditions, Post Hip Fracture, Post Hip and Knee Replacement). When hospitals had above average Total Function Change, we considered it acceptable for Active Rehabilitation
Length of Stay and Length of Stay Efficiency to be average. These criteria take into account the complexity of some of the RCG groups, as well as the importance placed on achieving optimal total function change. When considering function
change and LOS combined, a higher priority was placed on achieving gains in total function. For some of the more complex RCG categories, it may be necessary to accept a longer length of stay to achieve optimal change in function.
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BACKGROUND

Hospital Report 2005: Rehabilitation is a hospital-specific report that uses a balanced scorecard to
report on the performance of Ontario hospitals that provide rehabilitation in designated rehabilita-
tion beds. These hospitals vary by size, type of condition seen, and the degree to which their pro-
grams are specialized. Given this variability in characteristics across hospitals, it is very difficult
statistically to group hospitals into meaningful subgroups or peer groups for comparisons.
Indicators are therefore compared across all hospitals with designated rehabilitation beds and are
presented at provincial, regional, and hospital-specific levels.

The wide variety of conditions seen in these designated beds include total brain dysfunction,
arthritis, pain syndromes, neurological conditions, amputations, burns, pulmonary conditions,
congenital deformities, other disabling impairments, major multiple trauma, developmental
disabilities, medically complex, stroke, cardiac conditions, spinal cord injury, and orthopaedic
conditions. It is beyond the scope of this Report to provide information for all of these clinical
conditions. Instead, the Report focuses on the most commonly seen conditions which include
stroke and orthopaedic conditions, particularly total joint replacement and hip fractures.

This Report includes results for 45 of 54 hospital corporations with designated rehabilitation beds
that voluntarily participated in this Report. Health care providers, managers, and researchers
chose 22 different indicators to assess performance. These indicators examine four important
areas of rehabilitation care that form a balanced scorecard. The four areas include: System
Integration and Change (8 indicators),”” Clinical Utilization and Outcomes (3 indicators),”** Client
Perspectives (8 indicators), and Financial Performance and Condition (3 indicators). In addition

to these four quadrants, a women'’s health perspective is integrated into this Report to provide

a better understanding of issues related to equity.

** The Coordination and Continuity of Care Across the Continuum and Use of Admission and Discharge Criteria indicators are reported

for the following RCGs: All RCGs, Total Stroke, and Total Orthopaedic Conditions.

*** Indicators are reported for the following RCGs: All RCGs, Total Stroke, and Total Orthopaedic Conditions.

With whom should the results
be shared?

The objectives of this Report are to
facilitate local quality improvement
programs and to support hospitals’
accountability to the communities
they serve. The primary audiences for
this Report are Boards of Directors
and senior managers. To achieve the
objectives of the Report, these indi-
viduals should identify meaningful
ways to share the results with middle
management, decision support and
quality improvement staff, front line
staff, clients, families, and communi-
ties served.

Where can you find further
information?

Further information is available in the
E-scorecard and technical summaries.
The E-scorecard is a web-based,
password-protected electronic appli-
cation incorporating annual Hospital
Report indicators and underlying
components. The prime objective of
the E-scorecard is to allow interactive
comparative analyses by providing
predefined and customized reports
and graphs.

The E-scorecard and technical sum-
maries can be accessed through the
Hospital Report Research Collabo-
rative website: www.hospitalreport.ca




A BALANCED SCORECARD

FOR ONTARIO’S HOSPITALS WITH DESIGNATED REHABILITATION BEDS

System Integration & Change

This quadrant presents indicators that evaluate hospitals’
clinical performance for clients that are cared for in
designated rehabilitation beds. The indicators describe
changes in function, length of stay, and length of stay
efficiency, as measured by the Functional Independence
Measure (FIVI™) of the National Rehabilitation Reporting
System dataset.

This quadrant describes the ability of hospitals with desig-
nated rehabilitation beds to adapt to a dynamic health care
environment. It describes the structures, processes, and inno-
vations used by hospitals to support quality improvement and
their efforts to integrate systems and processes within reha-
bilitation with care provided elsewhere in the hospital and the
community. These indicators include data on: how information
is used and shared; how services are coordinated within and . . o

outside the organization; how clients’ perspectives are incor- FlnanCIal Performance & Condltlon

porated into the rehabilitation program; and how staff devel-

opment occurs. This quadrant describes selected measures of efficiency

and productivity in hospitals with designated rehabilitation
beds.

Client Perspectives

Women’s Health Perspective

This quadrant describes clients’ perceptions of the care they
received during inpatient rehabilitation. For participating facil-
ities, surveys were mailed to clients following their discharge
from hospital asking them to rate the care they received
related to several components of client-centred rehabilitation
including participation in decision-making and goal-setting,
evaluation of outcomes from the client’s perspective, and
family involvement in care.

The women'’s health perspective reports differences for
women and men on indicators of Clinical Utilization and
Outcomes and Client Perspectives. This perspective
describes the magnitude and significance of these differ-
ences, and explores relationships among these differences,
as well as in relation to performance on other rehabilitation
indicators (e.g., System Integration and Change).
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FOR ONTARIO’S HOSPITALS WITH DESIGNATED REHABILITATION BEDS

INTERPRETING SCORES

The tables in this Report show the numeric scores for indicator values on a hospital-by-hospital basis. Also included is a shaded

background that indicates whether the hospital’s score on that indicator reflected above average performance, average per-
formance, or below average performance. A score of above average performance or below average performance means that
the hospital’s score was statistically different than the average score for all participating hospitals. There is no coloured shading
for the Financial Performance and Condition quadrant because, for financial indicators, a value above the provincial average
may not mean better performance.

Coloured shading for performance is assigned as follows:

NR

RE

the hospital’s score reflected above average performance
the hospital’s score reflected average performance
the hospital’s score reflected below average performance

For some indicators, lower values suggest better performance. In these cases, lower values are labeled as above average.

means non-reportable — some results are not shown because hospitals chose not to report by certain RCGs or because
the number of surveys or domains of surveys was too low to obtain a reliable estimate (<30).

means reported elsewhere — the Healthy Work Environment indicator is a corporate-level indicator. Only freestanding
rehabilitation hospitals’ results are presented in this Report. Healthy Work Environment indicator results for hospitals that
have designated rehabilitation beds within an acute care hospital are reported in Hospital Report 2005: Acute Care.

THE ONTARIO HOSPITAL ASSOCIATION (OHA) REGIONS

Some hospitals have more than one site or serve many communities. In the tables that follow, hospital sites

are not listed and only one community is shown. A complete list can be found in a supplementary document for
Hospital Report 2005: Rehabilitation located on the website (www.hospitalreport.ca). The regional boundaries are
based on OHA Regions. Local Health Integration Networks (LHINs) were still being refined during the development
of this Report. In future reports, regional results will be based on Ontario’s LHINs boundaries.

Region 1 (North) Includes Sudbury, Thunder Bay, and communities from Kenora through to Parry Sound

Region 2 (East) Includes Ottawa, Carleton, Peterborough, and communities from Haliburton through to Stormont
Region 3 (Greater-Toronto Area) Includes Metro Toronto, and communities in Durham, Peel, and York

Region 4 (South-Central) Includes Hamilton-Wentworth, Waterloo, and communities from Simcoe through to Niagara
Region 5 (South-Western) Includes Essex, Oxford, and Grey through to Kent
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System Integration & Change

This quadrant focuses on the changes and investments that hospitals need to make in order to continually
improve delivery of adult inpatient rehabilitation. Data presented for this quadrant are from the System
Integration and Change Survey, completed by hospital managers. Forty-five (45) of 54 hospital corporations
completed the survey.

For each of the indicators, a higher score is desirable, as is an above average performance classification.
The maximum score for each indicator is 100.

Indicator Definitions

Healthy Work Environment”
The extent to which hospitals have mechanisms in place to support and promote a healthy work environment and
thereby contribute to employees’ physical, social, mental, and emotional well-being.

Interdisciplinary Integration of Care
The amount of interdisciplinary integration that is occurring in designated rehabilitation beds in Ontario
hospitals.

Evidence of Client-Centred Care
The extent to which care, at the level of the individual client, is being provided in a client-centred manner.

Best Practices

The extent to which a best practice approach is utilized, involving integrating information from clients and/or fam-
ily members and individual clinical experience/expertise with the best available evidence in making decisions
about the care of individual clients.

Coordination and Continuity of Care Across the Continuum™*
The degree of coordination and continuity evident for clients who are discharged from inpatient rehabilitation set-
tings.

Use of Admission and Discharge Criteria™*
Evaluates the development and utilization of admission and discharge criteria for admission to, and discharge
from, designated rehabilitation beds in Ontario.

Evidence of Organizational Client-Centredness
The extent to which hospitals implement a client-centred approach to service delivery at the system level.

Organizational Commitment to Staff Development
The extent to which there is organizational support for professional development, continuing education activities,
and performance evaluations for staff allocated to designated rehabilitation beds.

The Healthy Work Environment indicator is a corporate-level indicator. Only freestanding rehabilitation hospitals' results are presented in this Report. Healthy Work Environment indicator results
for hospitals that have designated rehabilitation beds within an acute care hospital are reported in Hospital Report 2005: Acute Care.

The Coordination and Continuity of Care Across the Continuum and Use of Admission and Discharge Criteria indicators are reported for the following RCGs: All RCGs, Total Stroke, and Total
Orthopaedic Conditions.

PAGE 10



ProOVINCIAL INDICATOR RESULTS (SIC)

This box and whisker plot displays the distribution of
provincial scores for hospi-tals in Ontario for all indicators in the
Mean System Integration and Change quadrant. The black
line inside the box reflects the median score, indicat-
ing that 50% of hospitals scored higher and 50% of
hospitals scored lower. Similarly, the left and right

Evidence of client-centred care — ) }—-—{ n2 outlines of the box represent the 25th and 75th per-

centile scores, respectively. Excluding the outliers, the

Hospital-Level Average SIC Indicator Scores

Interdisciplinary integration of care — 738

whiskers extending from both ends of the box display
the minimum and maximum hospital scores for the

Coordination and continuity of care indicators. Circles represent the outliers with scores
across the continuum — Al RCGs ] 63.9 greater than one and one-half box lengths from

the edges of the box. To the right of the box plot, the

69.0

Best practices —| }

mean score for each indicator is displayed.

Use of admission and discharge — 67.3

criteria— All RCGs - Means and medians are two measures of central ten-
) o dency. Medians, which are the black lines in the cen-
Evidence of organizational — 60.2 tre of the boxplot h tral val M
client-centredness re of the boxplots, are the central values. Means
which are used in this Report to evaluate and com-

Organizational commitment — ® ® )—-—{ 710 pare hospital performance, are the arithmetic average
to staff development of the hospital values. Unlike medians, means are
| | : : : : influenced by extreme values. Mean values that are
0 2 40 60 80 100 substantially higher or lower than median values for
Score Figure 1 the same indicator, reflect data with a distribution

that is highly skewed.

SUMMARY OF RESULTS

e Most hospitals are performing well with respect to the Organizational Commitment to Staff Development indicator.
This demonstrates an improvement from Hospital Report 2003: Rehabilitation.

e There is considerable variation in performance for indicators of Best Practices, Coordination and Continuity of Care Across
the Continuum, and Evidence of Organizational Client-Centredness suggesting that there is potential for improvement for
many facilities.

e Hospital Report 2003: Rehabilitation identified that the Evidence of Organizational Client-Centredness indicator score
(54.8) was low relative to other indicator scores. Although the average indicator score for the Evidence of Organizational
Client-Centredness has modestly improved this year (60.2), the increase is not statistically significant. This indicates that
there continue to be opportunities for hospitals to focus attention on organizational client-centredness.

e Among the freestanding rehabilitation/complex continuing care hospitals there is considerable variation in performance for
the Healthy Work Environment indicator, illustrating that adopting strategies to support a healthy workplace may continue
to be a strategic priority for some hospitals.
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® As depicted below, hospitals that perform well on the Best Practices indicator are
significantly more likely to also perform well on the Interdisciplinary Integration
of Care, Evidence of Client-Centred Care, and Coordination and Continuity of Care
Across the Continuum indicators. In other words, hospitals that are providing the
infrastructure and support to promote the use of research evidence into practice
are also more likely to have better supports for effective multidisciplinary team-
work; more involvement of families and more education and emotional support
for clients and families throughout their inpatient stay; and more follow-up
with clients after discharge. Further, hospitals that focus their efforts on improv-
ing Best Practices may also see improvement in these other indicators.

Relationships Between System Integration and Change Indicators
Healthy Work Envi r=07—> Best Practi
ealthy Work Environment > est Practices <—|
r=0.61*
Interdisciplinary Evidence of Client-
Integration of Care <+—r1 =077 Centred Care
Use of Admission and Organizational Commitment
Discharge Criteria to Staff Development
Coordination and Continuity o . _ o 6qx] Evidence of Organizational
of Care Across the Continuum ' Client-Centredness
*p<0.0001
Numbers (e.g., r = 0.73) represent the correlation between indicators. Figure 2
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B Above average performance

M Average performance

Below average performance

NR Non-reportable*

RE Reported elsewhere**

All RCGs Total Stroke Total Orthopaedic Fvidence of | Organiza-
Inter- Coordination|  Useof | Coordination |  Use of | Coordination |  Use of Organiza- | tional
OHA | Healthy | disciplinary | Evidence of & Confinvity | Admission | & Confinuity | Admission | & Continuity | Admission tional | Commitment
Hospital Corporation Community | Re- Work Integration |Client-Centred|  Best Across the | & Discharge | Across the | & Discharge | Across the | & Discharge | Client- to Staff
Served | gion | Environment | of Care (are Practices | Continuum | (Criteria | Confinuum | (Criteria | Confinuum (riteria | Centredness |Development
Provindal Average [ 629 [ 8 | m2 | 690 | 39 [ 73 | 619 | 669 | 606 | 658 | 602 | 770 |
Baycrest Centre for Geriatric Care Toronto | 3
Bluewater Health Sarnia 5
The Brantford General Hospital Brantford | 4
Bridgepoint Health Toronto | 3
Chatham-Kent Health Alliance Chatham | 5
Cornwall Community Hospital Cornwall | 2 36.0
Grand River Hospital Kitchener | 4 55.8
Grey Bruce Health Services Owen Sound | 5
Halton Healthcare Ockville | 4
Hamilton Health Sciences Hamilton | 4
Hopital regional de Sudbury Regional Hospital | Sudbury | 1
Hotel-Dieu Grace Hospital Windsor | 5
Huron Perth Healthcare Alliance Stratford | 5
Joseph Brant Memorial Hospital Burlington | 4
Lakeridge Health Oshawa | 3
Leamington District Memorial Hospital Leamington | 5
Niagara Health System Niagara Falls | 4
North York General Hospital Toronto | 3
Pembroke Regional Hospital Pembroke | 2
Penetanguishene General Hospital Inc. (The) |  Penetan-
— North Simcoe Hospital Alliance guishene 4
Peterborough Regional Health Centre Peterborough| 2
Providence Confinuing Care Centre Kingston | 2
Providence Healthcare Toronto | 3
Quinte Health Care Belleville | 2
Rouge Valley Health System Scarborough | 3

* Non-reportable — Some results are not shown because hospitals chose not to report by certain RCGs.

** Reported elsewhere — The Healthy Work Environment Indicator is a corporate-level indicator. Only freestanding rehabilitation hospitals' results are presented in this Report. Healthy Work Environment indicator
results for hospitals that have designated rehabilitation beds within an acute care hospital are reported in Hospital Report 2005: Acute Care.
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B Above average performance M Average performance Below average performance  NR Non-reportable*  RE Reported elsewhere**

All RCGs Total Stroke Total Orthopaedic Evidence of | Organiza-
Inter- Coordination|  Use of | Coordination |  Use of | Coordination |  Use of Organiza- | tional
OHA | Healthy | disciplinary | Evidence of & Continuity | Admission | & Confinuity |  Admission | & Continuity | Admission tional | Commitment
Hospital Corporation Community | Re- | Work | Integration |Client-Centred |  Best Across the | & Discharge | Across the | & Discharge | Across the | & Discharge | Client- to Staff
Served gion |Environment | of Care Care Practices | Confinuum | (Criteria | Confinvum | (riteria | Continuum | (riteria | Ceniredness Development

Sault Area Hospital Sault Ste. Marie | 1 RE 06.8 36.0 475 529 NR NR NR NR

Sisters of Charity of Ottawa (SC0)

Health Service Ottawa 2

Southlake Regional Health Centre Newmarket | 3 “mmm ““mm

St. John's Rehabilitation Hospital Toronto 3

St. Joseph's Care Group Thunder Bay | 1

St. Joseph's Health Care London London 5

St. Joseph's Health Centre Toronto 3

St. Joseph's Healthcare Hamilton Hamilton | 4

St. Mary’s General Hospital Kitchener | 4

St. Thomas-Elgin General Hospital St. Thomas | 5

b s G Tooto | 3

The Credit Valley Hospital Mississauga | 3

The Ottawa Hospital Ottawa 2

Toronto East General Hospital Toronto 3

Toronto Rehabilitation Institute Toronto 3

Trillium Health Centre Mississauga | 3

West Park Healthcare Centre Toronto 3

William Osler Health Centre Brampton | 3

Windsor Regional Hospital Windsor 5 RE

York Central Hospital Richmond Hill | 3 RE
Mean Hospital Results by OHA Region

Region 1 (North) 544 75.6 75.5 69.3 67.5 67.8 65.0 65.1 62.7 64.2 64.7 74.0
Region 2 (East) 59.1 68.1 56.3 56.8 63.3 62.6 63.3 62.6 51.5 59.6 61.0 739
Region 3 (Greater-Toronto Area) 72.1 78.2 75.8 79.3 70.1 734 70.3 74.2 09.2 70.7 64.0 825
Region 4 (South-Central) n.i 76.9 75.0 76.0 554 584 49.8 61.7 498 61.7 435 747
Region 5 (South-Western) A 65.7 64.5 53.0 51.2 66.0 541 64.7 52,0 64.7 62.0 74.5

* Non-reportable — Some results are not shown because hospitals chose not to report by certain RCGs.

**Reported elsewhere — The Healthy Work Environment Indicator is a corporate-level indicator. Only freestanding rehabilitation hospitals' results are presented in this Report. Healthy Work Environment indicator
results for hospitals that have designated rehabilitation beds within an acute care hospital are reported in Hospital Report 2005: Acute Care.
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CLINICAL UTILIZATION & OUTCOMES

Clinical Utilization & Outcomes

This quadrant focuses on measures that provide an understanding of the clinical performance for hospitals with
designated rehabilitation beds in Ontario. Data are from the 2003/04 National Rehabilitation Reporting System
(NRS).These data were mandated for collection for designated rehabilitation beds in October 2002. Data from

all 54 Ontario hospital corporations with designated rehabilitation beds in Ontario that contribute to this data set
were used to calculate provincial and regional means; hospital-specific data are shown for 45 of 54 hospital
corporations that voluntarily agreed to participate in this Report. The primary outcome measure used in the NRS
is the Functional Independence Measure (FIM™ ).

For all of the indicators, an above average performance classification is desirable. For Average Total

Function Change and Length of Stay Efficiency a comparatively higher number is desirable, while for Average
Active Rehabilitation Length of Stay a comparatively lower number is desirable. Indicator scores and perform-
ance classifications are reported for the following Rehabilitation Client Groups (RCGs): All RCGs, Total Stroke, and
Total Orthopaedic Conditions. In the box plots, provincial measures of central tendency are also reported

for Post Hip Fracture and Post Hip and Knee Replacement.

Indicator Definitions

The key indicators in this quadrant are Average Total Function Change, Average Active Rehabilitation Length
of Stay, and Length of Stay Efficiency. Two additional indicators — Average Days Waiting for Admission to
Rehabilitation, and Average Cognitive Function Change — are also reported in the Women’s Health Perspective
section of this Report.

Average Total Function Change
A measure of how much the client’s functional status improved from admission to discharge while in inpatient
rehabilitation.

Average Active Rehabilitation Length of Stay
A measure of the number of days the client required an inpatient rehabilitation stay to become ready for
discharge.

Length of Stay Efficiency
The average change in total function score per day for clients participating in inpatient rehabilitation occurring
in designated rehabilitation beds.

Average Days Waiting for Admission to Rehabilitation

A measure of access to the inpatient rehabilitation system. This indicator can be used as a yardstick for

the length of time clients are waiting for an inpatient rehabilitation bed and can identify whether wait time is
adversely affecting length of stay in acute care.

Average Cognitive Function Change
A measure of the impact of inpatient rehabilitation on cognitive skills.
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ProOvVINCIAL INDICATOR RESULTS (CUQ)

Hospital-Level Average Total Function Change Scores

Provincial
Mean

AllRCGs o }7 4| 18.4
4| 21.0

Total stroke

Total orthopaedic o)
conditions

}7
I

posthip racure [0 o o |—f (I
—

T T T T
0 10 20 30

FIM™ Points Figure 3

Post hip and 00 0
knee replacement

(o]
-
o
o

SUMMARY OF RESULTS

It is important to note that for this quadrant, one outcome measure, the FIM™,
is used across a variety of diagnostic groups, rather than using disease-spe-
cific measures.

e The improvement in function from admission to discharge is, on average,
20 FIM™ points for clients with stroke or orthopaedic conditions. Overall, hos-
pitals are able to achieve good gains in function among their clients with
stroke, hip fracture, and total joint replacement.

These box and whisker plots display the distribu-
tion of hospital scores in Ontario for select indica-
tors in the Clinical Utilization and Outcomes
quadrant. The relative contribution of each hospital
to the distribution is determined by weighting each
hospital by its sample size. The black line inside
the box reflects the median hospital score, indicat-
ing that 50% of hospitals scored higher and 50% of
hospitals scored lower. Similarly, the left and right
outlines of the box represent hospitals with 25th
and 75th percentile scores, respectively. Excluding
the outliers, the whiskers extending from both ends
of the box display the minimum and maximum hos-
pital scores for the indicators. Circles represent the
outliers with scores greater than one and one-half
box lengths from the edges of the box. To the right
of the box plot, the mean hospital score for each
indicator is displayed.

Means and medians are two measures of central
tendency. Medians, which are the black lines in the
centre of the boxplots, are the central values.
Means, which are also listed to the right of each
figure, and are used in this Report to evaluate and
compare hospital performance, are the arithmetic
average of the hospital values. Unlike medians,
means are influenced by extreme values. Mean
values that are substantially higher or lower than
median values for the same indicator, reflect data
with a distribution that is highly skewed.
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Hospital-Level Average Active Rehabilitation Length of Stay Scores

Total stroke

Provincial
Mean

26.4

T

Post hip fracture

Post hip and

knee replacement

Total orthopaedic
conditions

28.1

14.8

Days

Figure 4

e As expected, the more complex clients —
those with stroke or hip fracture — require
a longer length of stay to achieve the
same gain in function as clients undergo-
ing elective joint replacements. There is,
however, potential for hospitals to make
improvements in Active Rehabilitation
Length of Stay and Length of Stay
Efficiency for all of these client groups,
while maintaining optimal change in func-
tion. This recommendation is based on the
variation seen in Active Rehabilitation
Length of Stay indicator scores across
hospitals. Because Length of Stay
Efficiency reflects FIM™ change per day,
even small differences in indicator scores
reflect substantive variation.

AllRCGs

Total stroke

Total orthopaedic
conditions

Post hip fracture

Post hip and
knee replacement

Hospital-Level Average Length of Stay Efficiency Scores

L
B
n i

Change in Total Function (FIM™ Points) per Day

Provincial
Mean

1.2

1.6

1.1

1.9

Figure 5
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Above average performance

Average performance

Below average performance

All RCGs Total Stroke Total Orthopaedic Conditions
Average Average Active Average Average Active Average Average Active
Hospital Corporation Community | OHA | Tofl Function | Rehabilitation | Length of Stay | Total Function | Rehabilitation | Length of Stay | Total Function | Rehabilitation | Length of Stay
Served | Region Change Length of Stay Efficiency Change Length of Stay Efficiency Change Length of Stay Efficiency

18.4 26.4 1.2 21.0 38.6 0.8 19.2 19.1 1.6
Baycrest Centre for Geriatric Care Toronto 3 14.7 47.3 0.3 18.6 54.0 0.4 18.3 50.1 0.4
Bluewater Health Sarnia 5 19.2 24.8 14 174 420 0.5 204 15.3 1.9
The Brantford General Hospital Brantford | 4 19.6 218 1.1 224 29.0 1.0 204 17.1 14
Bridgepoint Health Toronto 3 228 33.6 1.1 16.6 54.8 04 239 29.0 1.3
Chatham-Kent Health Alliance Chatham | 5 19.0 28.2 0.9 214 423 07 17.3 20.1 1.1
Cornwall Community Hospital Cornwall 2 13.6 36.2 04 17.9 46.1 04 12.9 28.8 0.5
Grand River Hospital Kitchener | 4 15.4 443 0.8 19.7 574 07 11.9 17.0 14
Grey Bruce Health Services Owen Sound | 5 12.4 25.1 0.6 10.8 28.2 04 15.9 17.1 1.1
Halton Healthcare Oakville 4 15.7 19.9 1.1 15.7 24.6 0.5 18.0 17.5 1.5
Hamilton Health Sciences Hamilton | 4 18.9 40.5 0.7 19.6 39.7 0.7 208 308 09
Hapital regional de Sudbury Regional Hospital |  Sudbury 1 16.9 39.6 03 17.2 387 04 17.6 326 0.5
Hotel-Dieu Grace Hospital Windsor 5 16.9 8.4 27 12,0 10.0 1.5 19.9 6.6 37
Huron Perth Healthcare Alliance Stratford | 5 23.1 33.2 1.0 20.9 46.4 0.6 26.7 29.5 1.3
Joseph Brant Memorial Hospital Burlington | 4 220 26.9 1.1 244 387 0.8 233 25.6 1.2
Lakeridge Health Oshawa 3 249 317 1.2 21.5 54.9 0.7 24.1 25.3 1.7
Leamington District Memorial Hospital Leamington | 5 15.9 10.2 1.6 16.9 10.5 1.8 16.7 11.0 1.5
Niagara Health System Niagara Falls| 4 26.1 33.6 0.9 29.9 337 1.0 22.6 26.6 1.0
North York General Hospital Toronto 3 17.0 16.3 1.3 18.5 214 1.0 17.0 15.3 1.5
Pembroke Regional Hospital Pembroke | 2 24.3 333 1.1 25.5 414 1.0 24.2 28.3 1.3
E"'ﬁi‘:,’:gs‘::;':gzeHgfgl‘t’;f'A“m"' nc. (hel g"ﬁ:‘s‘l’"::e 4 19.0 23 09 2.9 30 08 175 18, 1
Peterborough Regional Health Centre Peterborough| 2 215 48.3 0.5 241 62.2 04 221 §7 0.6
Providence Continuing Care Centre Kingston 2 20.5 38.0 0.8 20.8 47.3 0.5 249 279 1.2
Providence Healthcare Toronto 3 227 438 0.7 21.0 58.8 0.5 22.8 37.6 0.8
Quinte Health Care Belleville | 2 19.3 354 0.6 239 419 0.6 17.8 234 09
Rouge Valley Health System Scarhorough | 3 17.8 14.6 1.7 225 311 1.0 18.0 115 1.9
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Above average performance

Average performance

Below average performance

All RCGs Total Stroke Total Orthopaedic Conditions
Average Average Active Average Average Active Average Average Active
Hospital Corporation Community | OHA | Total Function | Rehabilitafion | Length of Sty | Total Function | Rehabilitation | Length of Stay | Totl Function | Rehabilitation | Length of Stay
Served Region Change Length of Stay Efficiency Change Length of Stay Efficiency Change Length of Stay Efficiency
Sault Area Hospital Sault Ste. Marie | 1 15.5 258 09 13.1 321 0.6 17.6 274 1.1
;‘::’i;; ‘;Lfvﬁfe"'y of Otawa (SC0) Oflawa | 2 73 545 04 20 623 04 39 506 05
Southlake Regional Health Centre Newmarket 3 15.7 11.0 31 22.6 29.7 1.0 16.4 1.2 38
St. John's Rehabilitation Hospital Toronto 3 225 245 1.2 237 443 0.6 218 19.6 1.3
St. Joseph's Care Group Thunder Bay | 1 12.3 229 14 16.5 51.5 03 154 10.7 21
St. Joseph's Health Care London London 5 20.0 40.7 0.6 21.6 457 0.5 19.8 328 0.7
St. Joseph's Health Centre Toronto 3 14.6 10.3 1.5 13.1 9.6 14 15.3 10.3 1.6
St. Joseph's Healthcare Hamilton Hamilton 4 18.9 211 1.1 19.2 445 0.5 202 205 1.6
St. Mary’s General Hospital Kitchener 4 12.2 10.8 1.4 9.5 9.6 1.0 127 10.5 1.6
St. Thomas-Elgin General Hospital St. Thomas 5 18.9 24.3 1.0 13.6 21.0 0.8 20.1 237 1.1
;‘;’;’I‘t{]bg‘(’;';is“é‘::;:s Collge Toronto 3 1.9 71 1.9 10.6 73 1.5 120 71 19
The Credit Valley Hospital Mississauga 3 17.5 328 07 19.9 398 07 19.7 307 09
The Ottawa Hospital Ottawa 2 154 309 0.8 18.1 43.6 0.5 18.8 17.5 1.3
Toronto East General Hospital Toronto 3 14.6 13.2 1.2 9.5 12,5 0.8 149 13.3 1.2
Toronto Rehabilitation Institute Toronto 3 20.5 431 0.7 245 433 0.6 20.1 29.3 09
Trillium Health Centre Mississauga 3 19.9 16.0 20 249 26.1 1.5 19.7 12.3 24
West Park Healthcare Centre Toronto 3 16.2 38.1 0.6 20.5 39.3 0.5 26.1 28.8 1.0
William Osler Health Centre Brampton 3 239 278 1.1 26.4 374 0.8 25.0 28.9 1.0
Windsor Regional Hospital Windsor 5 209 374 0.6 21.1 39.5 0.6 21.2 332 0.7
York Central Hospital Richmond Hill | 3 15.8 16.1 1.1 17.8 235 0.8 17.1 15.0 1.2
Mean Hospital Results by OHA Region
Region 1 (North) 14.4 274 1.1 18.0 43.2 0.5 159 14.8 1.9
Region 2 (East) 16.8 35.2 0.7 214 49.6 0.5 205 28.8 1.0
Region 3 (Greater-Toronto Area) 18.8 24.0 14 221 35.7 0.9 19.1 18.0 1.7
Region 4 (South-Central) 18.1 253 1.2 214 358 0.8 18.9 18.4 1.7
Region 5 (South-Western) 18.8 28.2 1.2 18.3 35.2 0.7 19.7 20.5 1.6
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CLIENT PERSPECTIVES

Client Perspectives

This quadrant describes clients’ perceptions of the care they received while in designated rehabilitation beds.
The client perspectives survey for rehabilitation, called the Client Perspectives of Rehabilitation Services
Questionnaire (CPRSQ), was sent to 11,464 clients from 35 participating hospitals between April 1, 2003 and
March 31, 2004. The number of returned, usable questionnaires was 5,272, resulting in an overall response
rate of 46%.

For each of the indicators, a higher score is desirable, as is an above average performance classification.
The maximum score for each indicator is 100.

Indicator Definitions
Client Participation in Decision-Making and Goal-Setting
The extent to which clients are included in decision-making and goal-setting.

Client-Centred Education
The extent to which the education and information that clients receive is client-centred.

Evaluation of Outcomes from the Client’s Perspective
The extent to which clients are involved in evaluating the outcomes of treatment.

Family Involvement
The extent to which families are involved in the rehabilitation process.

Emotional Support
The extent to which clients feel they are receiving emotional support from staff.

Physical Comfort
The extent to which clients feel that their physical comfort needs have been addressed.

Continuity and Transition
The extent to which clients feel that there was continuity and transition evident in rehabilitation programs
for clients following discharge from inpatient rehabilitation.

Overall Quality of Care
Ascertains client perceptions of the overall quality of rehabilitation care.
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ProOVINCIAL INDICATOR RESULTS (CP)

This box and whisker plot dis-

Hospital-Level Average Client Perspectives Scores plays the distribution of hospital
Provincial scores in Ontario for all indica-
Mean tors in the Client Perspectives

Client participation in decision-

i ; 11.1 i ibu-
making and goal-setting quadrant. The relative contribu

tion of each hospital to the dis-
Client-centred education 0 743 tribution is determined by
0

. -
.
. weighting each hospital by its
Evaluation of outcomes o . 742 sample size. The black line
from the client's perspective ’ inside the box reflects the
median hospital score, indicating

0}—.—{ 73.9 that 50% of hospitals scored
higher and 50% of hospitals

79.1 scored lower. Similarly, the left
and right outlines of the box rep-

Family involvement

Emotional support

Physical fort resent hospitals with 25th and
ysicalcomio o ° 71 75th percentile scores, respec-
o

tively. Excluding the outliers, the
Continuity and transition }—.—{ 701 whiskers extending from both

ends of the box display the mini-

Overall quality of care 0] }—-—{ 78.3 mum and maximum hospital

scores for the indicators. Circles
represent the outliers with
scores greater than one and one-
half box lengths from the edges
Score Figure 6 of the box. To the right of the box

plot, the mean hospital score for
each indicator is displayed.

50 60 70 80 90 100

SUMMARY OF RESULTS Means and medians are two measures of central
tendency. Medians, which are the black lines in the
e Hospitals are performing well on all of the Client Perspectives indicators. centre of the boxplots, are the central values.
However, the scores on the Continuity and Transition indicator are significantly Means, which are listed to the right of the figure,
lower than for the other indicators. Hospitals could be performing better with and are used in this Report to evaluate and compare
respect to providing clients with the information that they need to manage their hospital performance, are the arithmetic average of
conditions after discharge. the hospital values. Unlike medians, means are

influenced by extreme values. Mean values that are
substantially higher or lower than median values for
the same indicator, reflect data with a distribution
that is highly skewed.
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e As depicted below, Overall Quality of Care is strongly related to Evaluation of
Outcomes from the Client’s Perspective, Physical Comfort, Emotional Support,
and Continuity and Transition indicators. In other words, Overall Quality of Care
for clients is strongly related to:

1) the extent to which clients feel they are involved in determining their
progress in rehabilitation (Evaluation of Outcomes from the Client’s
Perspective);

2) the degree to which clients feel their physical comfort needs are being rec-
ognized and handled by the staff (Physical Comfort);

3) the extent to which clients feel they are treated with respect and dignity
(Emotional Support); and

4) whether clients feel that they have been given the information that they
need to manage their conditions in the community (Continuity and
Transition).

Relationships Between Client Perspectives Indicators

*p<0.0001
Numbers (e.g., r = 0.84) represent the correlation between indicators. Figure 7
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® Above average performance

Average performance

Below average performance

NR Non-reportable*

Client Evaluation
Participation in of Outcomes
Hospital Corporation Community | OHA | Decision-Making |  Client-Centred from the Client's Family Emotional Physical Continuity Overall Quality
Served | Region | & Goal-Setting Education Perspective Involvement Support Comfort & Transition of Care
Provincial Average 777 743 742 73.9 79.1 79. 70.1 78.3
Baycrest Centre for Geriatric Care Toronto 3 78.8 74.6 74.3 73.6 78.5 78.6 67.7 74.1
Bluewater Health Sarnia 5 74.5 74.1 714 68.8 754 711 66.2 711
The Brantford General Hospital Brantford | 4 NR NR NR NR NR NR NR NR
Bridgepoint Health Toronto 3 75.1 68.7 ni 67.8 76.0 779 66.7 74.1
Chatham-Kent Health Alliance Chatham 5 744 734 74 69.2 75.2 76.6 68.9 74.0
Cornwall Community Hospital Cornwall 2 77.8 78.0 _ 76.2 81.1 80.7 707 79.0
Grand River Hospital Kitchener 4 74.6 704 67.6 68.3 75.0 76.5 67.0 67.2
Grey Bruce Health Services Owen Sound | 5 78.2 76.7 70.8 754 79.9 79.6 NR 787
Halton Healthcare Oakville 4 74.9 75.1 72.8 749 775 78.0 66.0 738
Hamilton Health Sciences Hamilton 4 714 74.5 73.0 74.5 78.1 78.1 69.0 75.9
Hopital regional de Sudbury Regional Hospital | Sudbury 1 75.6 745 714 735 75.0 774 73.6 741
North York General Hospital Toronto 3 NR NR NR NR NR NR NR NR
Pembroke Regional Hospital Pembroke | 2 NR NR NR NR NR NR NR NR
ik I N
Peterborough Regional Health Centre Peterhorough | 2 NR NR NR NR NR NR NR 75.8
Providence Confinuing Cae Cenfre Kingsion | 2 B0.1 758 754 w1 [ e [ s00 723 817
Providence Healthcare Toronto 3 754 729 733 721 75.8 774 68.5 755
Quinte Health Care Belleville 2 75.0 71.9 71.1 74.5 111 73.7 NR 75.6

* Non-reportable — Some results are not shown because the number of surveys or domains of surveys was too low to obtain a reliable estimate (<30).
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m Above average performance

' Average performance

Below average performance

NR Non-reportable*

Mean Hospital Results by OHA Region

(lient Evaluation
Participation in of Outcomes
Hospital Corporation Community | OHA | Decision-Making | Client-Centred from the Client's Family Emotional Physical Continuity Overall Quality
Served  |Region | & Goal-Setting Education Perspective Involvement Support Comfort & Transition of Care
Sault Area Hospital Sault Ste. Marie | 1 67.1 735
a:::i:ls] t;i r(yl}::ly of Ottawa (SC0) Ottawa 9
Southlake Regional Health Centre Newmarket | 3
St. John's Rehabilitation Hospital Toronto 3
St. Joseph's Care Group Thunder Bay | 1
St. Joseph's Health Care London London 5
St. Mary’s General Hospital Kitchener 4
St. Thomas-Elgin General Hospital St. Thomas 5
o v foorto | 3
The Credit Valley Hospital Mississauga | 3
The Ottawa Hospital Ottawa 2
Toronto East General Hospital Toronto 3
Toronto Rehabilitation Institute Toronto 3
Trillium Health Centre Mississauga 3
West Park Healthcare Centre Toronto 3
William Osler Health Centre Brampton 3
York Central Hospital Richmond Hill | 3

Region 1 (North) 78.4 74.2 74.2 725 79.0 792 ni 79.6
Region 2 (East) 79.5 76.7 75.7 76.9 81.5 79.9 72.2 81.3
Region 3 (Greater-Toronto Area) 71.3 73.3 74.1 73.1 78.6 79.1 69.5 71.1
Region 4 (South-Central) 76.1 749 725 741 774 78.2 67.9 744
Region 5 (South-Western) 11.1 75.3 73.0 73.6 79.0 787 70.0 7.7

* Non-reportable — Some results are not shown because the number of surveys or domains of surveys was too low to obtain a reliable estimate (<30).

PAGE 24



FiNANCIAL PERFORMANCE & CONDITION

. |

Financial Performance & Condition

This quadrant focuses on indicators of Financial Performance and Condition that are specific to designated
rehabilitation beds. Developing indicators of Financial Performance and Condition for this sector is chal-
lenging largely because of data collection limitations. First, rehabilitation programs are often located in
hospitals that have other service mandates, such as complex continuing care or acute care. This makes it
difficult to isolate revenues and expenditures that relate solely to rehabilitation services. Second, many
performance indicators require a method to classify and group similar clients. These case mix groups usu-
ally have weights that reflect relative differences in resource demands. Methods and systems that can be
used to address these data shortcomings are not yet fully implemented for this sector.

In the absence of isolated cost data, case mix groups and associated weights, only three measures related
to Financial Performance and Condition for rehabilitation services were recommended for use by the advi-
sory panel supporting the research team.

The financial data included in this Report are for the 2003/04 fiscal year, which was the most recent data
available during the research. The data are submitted annually to the Ontario Ministry of Health and Long-
Term Care (MOHLTC) using formats specified by the Ontario Hospital Reporting System (OHRS). Data
from all 54 hospital corporations with designated rehabilitation beds in Ontario were used to calculate
provincial and regional means; hospital-specific data are shown for 45 of 54 hospital corporations that
voluntarily agreed to participate in this Report.

Indicator Definitions

Percent Direct Rehabilitation Cost
Measures the direct costs of providing nursing, diagnostic and therapeutic services, and food services, to
rehabilitation clients as a proportion of the total costs associated with these clients.

Nursing Worked Hours

Measures the proportion of time nurses spend working in the hospital on activities such as direct client
care, charting, and in-service education, as a proportion of the total hours earned. The hours being meas-
ured are for those nurses who normally engage in activities related to client care, and excludes hours
worked by nurses who fill management and administrative roles.

Percent Unit-Producing Personnel (UPP) Nursing and Therapy Worked and Purchased Service Hours
Measures the proportion of time nurses and therapists spend working in the hospital on activities such as
direct client care, charting, and in-service education, as a proportion of the total hours earned. Unit-produc-
ing personnel (UPP) or unit-producing nurses/therapists are nurses/therapists who normally engage in activ-
ities related to client care, and excludes nurses/therapists who fill management and administrative roles.
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PROVINCIAL INDICATOR RESULTS (FINANCE)

Hospital-Level Average Finance Indicator Scores

Provincial
Mean
Percent direct [ | 74.0
rehabilitation cost | [ | ’
Nursing worked hours — 85.3

Percent UPP nursing and
therapy worked and 85.5
purchased service hours

T
60 70 80 90 100

Percent Figure 8

SUMMARY OF RESULTS

This box and whisker plot displays the distribution of scores
for hospitals in Ontario for all indicators in the Financial
Performance and Condition quadrant. The black line inside
the box reflects the median score, indicating that 50% of
hospitals scored higher and 50% of hospitals scored lower.
Similarly, the left and right outlines of the box represent the
25th and 75th percentile scores, respectively. The whiskers
extending from both ends of the box display the minimum
and maximum scores for the indicators. To the right of the
box plot, the mean score for each indicator is displayed.

Means and medians are two measures of central tendency.
Medians, which are the black lines in the centre of the box-
plots, are the central values. Means, which are listed to the
right of the figure, are the arithmetic average of the hospital
values. Unlike medians, means are influenced by extreme
values. Mean values that are substantially higher or lower
than median values for the same indicator, reflect data with
a distribution that is highly skewed.

e Almost three quarters of the expenses incurred by hospitals providing rehabilitation services are related to pro-
viding direct client care. While this proportion has remained relatively steady over the past four years (hovering
closely around an average of 74%), the actual dollars expended on direct client care has increased significantly —

by over $99 million (42%) since 1999/2000.

e Over 85% of the hours worked by nurses were spent engaged in client care activities. The remaining time is
accounted for by vacation time, orientation, and other benefit hours. Similar to the situation noted above,
although the proportion of hours worked by nurses has remained somewhat steady (a slight decline of 1.4% has
occurred over five years), there has been a noticeable increase in the actual number of worked and purchased
service hours in this same period. Worked hours have increased by almost 941,000 hours. The fact that a small
decline in this indicator is observed during this same period suggests that a slight increase in the number of ben-

efit hours (such as sick time) also occurred.

e For nurses and therapists combined, over 85% of the hours worked were spent engaged in client care activities.
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In future years it is hoped that the implementation of a common rehabilitation dataset, case-mix classification
system, and case-mix weights will allow the introduction of additional indicators of the Financial Performance
and Condition of inpatient rehabilitation in Ontario’s hospitals. The Committee advising the Financial
Performance and Condition quadrant has identified a number of potentially valuable indicators that could

be included after the necessary data are routinely collected. Among the recommended indicators that cannot
be reported due to data limitations are Total Cost per FIM™ -FRG Weighted Case, Direct Cost per FIM™ -FRG
Weighted Case, Direct Client Care Hours per FIM™ -FRG Weighted Case, and Total UPP Worked Hours per
FIM™ -FRG Weighted Case.

To move toward a more comprehensive set of financial indicators for rehabilitation, two issues need to be
addressed. These issues are:

¢ A nationally accepted method for grouping clients into case mix groups must be adopted
e A methodology for calculating weighted cases must be adopted.

Future work in the Financial Performance and Condition quadrant includes ongoing research on NRS data
quality, the grouping methodology, and the associated weights. We strongly support Canadian Institute for
Health Information (CIHI) initiatives to develop the grouping methodology for inpatient rehabilitation clients
and the associated weights. Future reports will also benefit from introduction of FIM™ -FRG methods, which
will better adjust for case-mix differences among rehabilitation clients.
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Percent UPP Nursing
Percent Direct and Therapy Worked
Community | OHA Rehabilitation Nursing Worked and Purchased
Hospital Corporation Served | Region Cost (%) Hours (%) Service Hours (%)
| Provincial Average I 74.0 85.3 | 85.5 |
Baycrest Centre for Geriatric Care Toronto 3 70.2 87.7 86.1
Bluewater Health Sarnia 5 78.0 83.8 83.8
The Brantford General Hospital Brantford 4 759 86.6 88.5
Z Bridgepoint Health Toronto 3 718 86.8 86.7
8 Chatham-Kent Health Alliance Chatham 5 64.0 89.7 88.9
; Cornwall Community Hospital Cornwall 2 76.8 86.0 85.8
8 Grand River Hospital Kitchener 4 748 83.2 84.2
J Grey Bruce Health Services Owen Sound | 5 76.2 84.2 843
= Halton Healthcare Oakville 4 79.6 87.9 88.5
<Z: Hamilton Health Sciences Hamilton 4 738 81.8 82.1
E Hapital regional de Sudbury Regional Hospital Sudbury 1 76.4 87.0 86.7
o Hotel-Dieu Grace Hospital Windsor 5 76.5 99.9 9.9
E Huron Perth Healthcare Alliance Stratford 5 76.0 874 86.4
. Joseph Brant Memorial Hospital Burlington 4 80.1 86.1 854
5 Lakeridge Health Oshawa 3 73.8 84.7 84.9
% Leamington District Memorial Hospital Leamington | 5 69.8 93.9 92.9
E Niagara Health System Niagara Falls | 4 749 87.3 87.6
North York General Hospital Toronto 3 703 85.6 85.2
Pembroke Regional Hospital Pembroke 2 713 86.1 85.9
ok e ] w
Peterhorough Regional Health Centre Peterborough | 2 78.1 82.3 83.3
Providence Confinuing Care Centre Kingston 2 70.7 86.9 85.9
Providence Healthcare Toronto 3 73.6 84.8 85.0
Quinte Health Care Belleville 2 737 924 90.7
Rouge Valley Health System Scarborough | 3 72.8 81.8 83.3
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Percent UPP Nursing
Percent Direct and Therapy Worked
Community | OHA Rehabilitation Nursing Worked and Purchased
Hospital Corporation Served Region Cost (%) Hours (%) Service Hours (%)
Sault Area Hospital Sault Ste. Marie | 1 79.2 89.6 89.0
Sisters of Charity of Ottawa (SC0) Health Service Ottawa 2 702 85.9 86.3
Southlake Regional Health Centre Newmarket 3 715 84.6 86.4
St. John's Rehabilitation Hospital Toronto 3 743 793 804
St. Joseph's Care Group Thunder Bay 1 83.2 86.3 86.1
% St. Joseph's Health Care London London 5 79.6 854 85.1
% St. Joseph's Health Centre Toronto 3 78.2 86.5 86.6
% St. Joseph's Healthcare Hamilton Hamilton 4 772 83.8 85.1
@) St. Mary’s General Hospital Kitchener 4 79.1 889 88.9
< St. Thomas-Elgin General Hospital St. Thomas 5 137 837 874
O Sunnybrook & Women's College Health Sciences Centre Toronto 3 734 83.6 84.4
<Z: The Credit Valley Hospital Mississauga 3 79.1 86.1 87.0
% The Ottawa Hospital Ottawa 2 735 87.6 86.0
= Toronto East General Hospital Toronto 3 70.6 859 85.2
E Toronto Rehabilitation Institute Torono 3 71.3 86.1 86.1
= Trillium Health Centre Mississauga 3 743 88.6 89.1
% West Park Healthcare Centre Toronto 3 67.9 85.1 85.0
; William Osler Health Centre Brampton 3 78.1 772 80.5
= Windsor Regional Hospital Windsor 5 722 78.6 81.4
York Central Hospital Richmond Hill | 3 763 88.6 91.3
Mean Hospital Results by OHA Region
Region 1 (North) 80.2 87.2 86.7
Region 2 (East) 721 86.3 86.0
Region 3 (Greater-Toronto Area) 729 85.0 85.4
Region 4 (South-Central) 75.5 84.6 84.9
Region 5 (South-Western) 75.6 85.7 85.5

PAGE 29




Inter-Quadrant Relationships

System Integration and Change

Coordination and Continuity of Evidence of Client-Centred
Care Across the Continuum Care
Best Practices <+
Use of Admission and
Discharge Criteria
Organizational Commitment ¢
to Staff Development 1
r = 0.34 (p<0.04)
r = 0.34 (p<0.02) Interdisciplinary Integration Evidence of Organizational r=0.34(p<0.04)
=0. .02) ——p —> :
P of Care Client-Centredness ——— r=032(p<0.05) ————
r=0.38 (p<0.02)
Clinical Utilization and Outcomes Client Perspectives
Average Total Function Change Average Active Rehabilitation EIISZZZ?;:CI{/FI):E% 0u tE:‘:)anl‘lueastif?'gn:fthe <
= e B s Length of Stay and Goal-Setting Client's Perspective
> : Average Days Waiting for Rehab
BRI O LT ~ Total Ortr_m Conditions —p Overall Quality of Care Client-Centred Education
Change — Post Hip Fracture
— Post Hip and Knee Replacement

Length of Stay Efficiency Average Motor Function

— Post Hip Fracture Change » Emotional Support Continuity and Transition
— Total Ortho Conditions

. Average Total Function Change r=0.34 (p<0.02)
L » e — Post Hip and < P Family Involvement Physical Comfort <
— Total Stroke
Knee Replacement
T r=0.35(p<0.03) T
Note: All identified relationships are statistically significant correlations at p<0.05 Figure 9

When utilizing a balanced scorecard approach to performance measurement, it is valuable to investigate
relationships among indicators across quadrants. These relationships can begin to highlight the impact
on outcomes by investing or focusing on various care processes.
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Figure 9 illustrates the key relationships among indicators within System Integration and Change, Clinical
Utilization and Outcomes, and Client Perspectives quadrants. These relationships were identified by exam-
ining correlation matrices containing the indicators from the three quadrants. In general, the correlations
are low to moderate with significance values less than p=0.05. When interpreting these results, both the
strength of the correlation and the level of statistical significance should be considered. These results rep-
resent trends that could potentially provide direction for hospitals with respect to quality improvement
efforts. Future research exploring more complex statistical modelling will be conducted to further explore
these inter-quadrant relationships.

As was noted in the section describing Financial Performance and Condition, for the years covered by this
Report, case mix groups and associated weight data are not available, nor is it possible to easily separate
costs associated with rehabilitation services from overall hospital operating costs. The result is that the
Advisory Panel recommended using only three measures of Financial Performance and Condition from a
pool of potential indicators. All three of these indicators relate to labour availability, and two of the indica-
tors (Nursing Worked Hours and Percent UPP Nursing and Therapy Worked and Purchased Service Hours)
are highly correlated. Although the indicators provide valuable insights into a narrow dimension of
rehabilitation performance, in themselves they are not sufficient to provide an overall picture of the Finan-
cial Performance and Condition of rehabilitation hospitals. As a result there is limited scientific merit in
identifying relationships between these indicators and the more comprehensive range of indicators pre-
sented for other quadrants in this Report. More meaningful inter-quadrant comparisons will be possible
after the FIM™ -FRG weighted case data become available, which will allow a much broader range of indi-
cators related to Financial Performance and Condition.
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System Integration and Change <—> Client Perspectives

Hospitals that actively involve clients and families within the organization (Evidence of Organizational Client-
Centredness) are perceived by clients to provide higher quality of care (Overall Quality of Care); to involve
clients more in determining their progress in rehabilitation (Evaluation of Outcomes from the Client’s
Perspective); and to recognize and manage clients’ physical comfort needs (Physical Comfort).

Clients in hospitals that support staff development (Organizational Commitment to Staff Development) are
more likely to report that they are treated with respect and dignity by staff and not seen as just another case
(Emotional Support).

Client Perspectives <—> Clinical Utilization and Outcomes

Hospitals that perform well on the Family Involvement indicator are more likely to perform well on the Total
Function Change indicator for stroke.

System Integration and Change <—> Clinical Utilization and Outcomes

Clients undergoing total joint replacement in hospitals with higher scores in Best Practices have greater
overall improvement in function scores. That is, clients undergoing total joint replacement in hospitals with
greater support for integration of research findings into practice demonstrate greater overall improvement
in function.

Clients who have had a stroke and receive rehabilitation in hospitals with higher scores on Interdisciplinary
Integration of Care have greater overall improvement in function scores. That is, clients that receive stroke
rehabilitation in hospitals that provide greater support for multidisciplinary teamwork have greater overall
improvement in function.

These findings highlight the importance of effective multidisciplinary teamwork and best practices for
clinical outcomes.

All of these findings warrant further study to better understand these relationships.
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Women’s Health Perspective

Understanding how women use, benefit from, and perceive the quality of rehabilitation care in Ontario and how
this differs from men, is important. More women than men use inpatient rehabilitation care in Ontario. More
specifically, half of stroke clients in Ontario’s rehabilitation beds are women and 70% of orthopaedic clients are
women. Women in rehabilitation beds across Ontario are also, on average, five years older than men (i.e., 73
years vs. 68 years).

Not only is inpatient rehabilitation care more prevalent for women, and particularly older women, but the quality
of rehabilitation care in Ontario may have different implications for women, given the unique contexts of their
lives. Regaining functional status and ensuring readiness for discharge and adequate follow-up may be particu-
larly important as women often return home to situations in which they are the primary informal caregivers,
and/or live alone.

In addition, for some time, research in other jurisdictions has identified sex inequities in access to and quality of
rehabilitation care.! This work has stimulated opportunities for improvements in equitable rehabilitation care,
including automatic referral systems for (cardiac) rehabilitation.2 Ongoing research on the differential impact of
arthritis in Ontario and care gaps, including in rehabilitation services, is reinforcing the importance of targeted
strategies for women.34

Examining sex differences more closely is an important starting point to understanding the nature and signifi-
cance of these differences, and identifying and defining valuable opportunities for improvement in equitable care.
Systems for collecting, disaggregating, monitoring, and understanding data by sex in the short-term, and by gen-
derT in the long-term, should be part of addressing decision support as a strategic priority for Ontario hospitals.

This section of the Report highlights, at a system level, the nature and significance of the sex differences in reha-
bilitation care across two quadrants: Client Perspectives (CP) and Clinical Utilization and Outcomes (CUQO).

t Gender is made up of multiple dimensions, and reflects the interaction of sex with other economic, cultural, environmental, social characteristics and roles ascribed to and relations
between the sexes (e.g., income, ethnicity, social support).

1 Ades PA, Waldmann ML, Polk DIVI, Coflesky JT. (1992). Referral patterns and exercise response in the rehabilitation of women coronary patients aged greater than or equal to 62 years.
American Journal of Cardiology, 69(17):1422-1425.

2 Grace SL, Evindar A, Kung TN, Scholey PE, Stewart DE. (2004). Increasing access to cardiac rehabilitation: automatic referral to the program nearest home. Journal of Cardiopulmonary
Rehabilitation, 24(3):171-174.

3 Badley E, Glazier R. (2004). Arthritis and related conditions in Ontario. ICES Research Atlas. Available at: www.ices.on.ca
4 Moss P. (1997). Negotiating spaces in home environments: older women living with arthritis. Social Science and Medicine, 45(1):23-33.
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Differences for Women and Men on Client Perspectives

e Women receiving inpatient rehabilitation in Ontario generally have more unfavourable percep-
tions of the quality of care they receive than men. Although these differences appear to be small,
they are statistically significant across six of the eight indicators of Client Perspectives. Within the
Client Perspectives quadrant, sex differences in Overall Quality of Care are most strongly related

to sex differences in Family Involvement and Client-Centred Education.

Client participation in decision-
making and goal-setting

Client-centred education

Evaluation of outcomes
from the client's perspective

Family involvement

Emotional support

Physical comfort

Continuity and transition

Overall quality of care

Hospital-Level Average Client Perspectives Score by Sex

(%) (%)
9
(%)
q
0
(&)
T T T T T T
50 60 70 80 90 100

v = statistical significance at p <0.01

Score

Provincial
Mean

by Sex

F 713
M 785

F 736
M 754

F 736
M 74.9

F 731
M 748

F 785
M 80.0

F 785
M 80.1

F 686
M 721

F 710
M 80.1

Direction and
Significance of
the Difference in
Means by Sex

M>F

M>Fv

M>F

M>F v

M>Fv

M>Fv

M>Fv

M>Fv

Figure 10

These box and whisker plots display
the distribution of hospital scores in
Ontario for select indicators by sex.
The relative contribution of each
hospital to the distribution is deter-
mined by weighting each hospital
by its sample size. The black line
inside the box reflects the median
hospital score, indicating that 50%
of hospitals scored higher and 50%
of hospitals scored lower. Similarly,
the left and right outlines of the box
represent hospitals with 25th and
75th percentile scores, respectively.
Excluding the outliers, the whiskers
extending from both ends of the box
display the minimum and maximum
hospital scores for the indicators.
Circles represent the outliers with
scores greater than one and one-
half box lengths from the edges of
the box. To the right of the box plot,
the mean hospital score for each
indicator is displayed.

Means and medians are two meas-
ures of central tendency. Medians,
which are the black lines in the cen-
tre of the boxplots, are the central
values. Means, which are listed to
the right of the figure, and are used
in this Report to evaluate and com-
pare sex differences, and hospital
performance, are the arithmetic
average of the hospital values.
Unlike medians, means are influ-
enced by extreme values. Mean val-
ues that are substantially higher or
lower than median values for the
same indicator, reflect data with a
distribution that is highly skewed.
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¢ |n addition to listing the overall average means for
women and men, Figure 10 shows the wide variation
in Client Perspectives scores by sex across Ontario
hospitals, particularly for Overall Quality of Care.
Hospital-level Client Perspectives scores for women
and men are adjusted for age and length of stay. Both
women and men report less favourable perceptions
with the continuity of their care, and their care transi-
tion post-rehabilitation; and the differences between
women and men are also greatest on this indicator. In
fact, as shown in Figure 11, regardless of the number
of clients surveyed, in five times more Ontario hospi-
tals with rehabilitation beds, men report more
favourable perceptions of the continuity of their care
and their transition post-discharge than women. This
means that a large proportion of women in Ontario
perceive that they are not getting the information they
need to manage their conditions in the community.

Sex Differences (F-M)

Continuity and Transition

o
107 (F-M)>0
Hospitals in which
0® © Females have higher scores
° for Continuity & Transition
)
0
.o: ° .. ) ®
° .o o © ® (€} ®
o ° (5]
) [6) %) (F-M)<0
° Hospitals in which
-10 7 Males have higher scores
for Continuity & Transition
]
'20 T T T T T T
0 100 200 300 400
Sample Size

All circles in this graph are hospitals with designated rehabilitation beds in Ontario (the size of each circle

is proportional to the number of clients sampled in each hospital for the Client Perspectives Survey).

Figure 11

Hospital-Level Average Active Rehab Length of Stay by Sex (All RCGs)

Provincial Direction and
Mean Significance of
by Sex the Difference in
Means by Sex
F 245 }
M>F v
M 29.2 }
T T T T T
0 10 20 30 50
Days
v = statistical significance at p < 0.01 Figure 12

Differences for Women and Men on Clinical
Utilization and Outcomes

The most notable difference for women and
men on indicators of clinical quality and
access in inpatient rehabilitation is the num-
ber of days required to be ready for discharge
(i.e., Active Rehabilitation Length of Stay). The
active length of stay in inpatient rehabilitation
for men (in the All RCGs group) is, on average,
five days longer than that of women (see
Figure 12). Women receiving inpatient rehabili-
tation for stroke and hip and knee replace-
ment also tend to have shorter stays than
men. Hospital-level values for Clinical
Utilization and Outcomes indicators for
women and men are adjusted for age and
functional status at admission.

PAGE 35



Active Rehabilitation Length of Stay

Hospitals in which
Females have longer
active inpatient
rehabilitation stays

Hospitals in which
Males have longer
active inpatient

rehabilitation stays e As shown in Figure 13, about

twice as many hospitals
(with both small and large
sample sizes) had males with
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All circles in this graph are hospitals with designated rehabilitation beds in Ontario (the size
of each circle is proportional to the number of clients in each hospital’s sample for All RCGs).

longer active rehabilitation

lengths of stay.
Figure 13

Post-Rehabilitation Living Arrangement

e Given that, overall, women have
shorter stays in inpatient rehabilita-
tion, have less favourable percep-
tions of the information they are
provided at discharge for their tran-
sition into the community, and are
more likely than men to live alone
post-rehabilitation (see Figure 14),
targeted strategies for discharge
planning for women are imperative.
Addressing this issue will require
hospitals to improve current and
develop further partnerships, partic-
ularly in the community. These
improvements will help to advance
hospital leaders’ strategic priority of
enhancing vertical integration.

Living with
spouse/partner

Living with
family

Living alone

Other
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Percent of Rehabilitation Patients (By Sex)
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Figure 14
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Hospital-Level Average Total Function Change by Sex (All RCGs)
Provincial Direction and
Mean Significance of
by Sex the Difference in
Means by Sex
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All circles in this graph are hospitals with designated rehabilitation beds in Ontario (the size
of each circle is proportional to the number of clients in each hospital’s sample for All RCGs). Figure 16
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Inter-quadrant Relationships: Differences for Women and Men

System Integration and Change

Coordination and Continuity of > Evidence of Client-Centred
Care Across the Continuum Care

—— r=-0.36— Best Practices
Use of Admission and

— Discharge Criteria

< —Total Ortho Conditions
Organizational Commitment <
to Staff Development <
<
— r=-039 ) o
-+ Interdisciplinary Integration Evidence of Organizational
— r=-0.54—> of Care Client-Centredness
Clinical Utilization and Outcomes (by Sex) Client Perspectives (by Sex)
. Client Participation Evaluation of
A Total Function Ch
veia'lgoiaIOOarthtlJmC((:JrI::iri]tionasnge 4-r=-0.374 in Decision-Making Outcomes from the
and Goal-Setting Client’s Perspective
Average Active Rehabilitation
Length of Stay <4-r=-038 — Overall Quality of Care Client-Centred Education
— Post Hip Fracture
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s -
Length of Stay Efficiency
> — Post Hip Fracture

Figure 17

Note: All identified relationships are statistically significant correlations at p<0.01

¢ |n terms of correlates of differences for women and men on clinical indicators, there are no statistically signifi-
cant correlations between sex differences for Client Perspectives indicator scores and System Integration and
Change indicator scores. However, hospitals with higher scores on Best Practices, Use of Admission and
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Discharge Criteria, Organizational Commitment to Staff Development, Evidence of Client-Centred Care, and
Interdisciplinary Integration of Care (as evaluated by the SIC survey), have smaller sex differences on several
clinical indicators, including Average Total Function Change, Average Days Waiting for Admission to
Rehabilitation, Average Active Rehabilitation Length of Stay, and Length of Stay Efficiency. As shown in

Figure 17, these relationships were supported by statistically significant, low to moderate negative correlations.
This means that hospitals that use strategies to involve clients in decision-making, and to support them emo-
tionally, and that integrate information from clients and/or their families and individual clinical
experience/expertise with the best available evidence to make decisions about care, may be more likely to pro-
vide more sex equitable rehabilitation care. In addition, hospitals that report using standardized admission and
discharge criteria, particularly for their orthopaedic clients, have clients with more equitable total function
change per day (Length of Stay Efficiency), regardless of sex. Furthermore, hospitals with rehabilitation beds
that invest in professional development, engage in continuing education activities, and performance evalua-
tions for their staff, as well as foster the interdisciplinary integration of their staff, may be providing more sex
equitable care to their clients. In fact, hospitals with higher scores on Organizational Commitment to Staff
Development were more likely to have smaller disparities between women and men on all four clinical indica-
tors featured in Figure 17 This finding highlights the opportunity to improve the delivery of equitable care by
advancing the strategic priority of staff recruitment and retention through learning about and implementing
effective human resource practices that are already adopted in some organizations.

These inter-quadrant findings further reinforce the relationship between good performance overall and good
performance in women’s health. They also highlight the importance of paying attention to sex and gender in
the organization and delivery of care for clients in rehabilitation beds.
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