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Executive Summary 

 

Problem Statement: Health systems have an inherent responsibility to design population-level health 
strategies that optimize the health and care priorities of older persons (Araujo de Carvalho et al., 2017; 
CMA, 2016). Along with the rise in population aging, comes a substantial increase in the proportion of 
older persons living with complex health conditions (complex and chronic health and social care 
requirements) (Stats Can, 2018; WHO, 2017). These conditions (e.g. diabetes, cardiovascular disease, 
dementia) encompass interrelated physical, mental, social and environmental components that 
complicate the delivery of services and supports. As a result, these older persons and their care partners 
(family, friends, neighbours, colleagues, community members who provide critical and often ongoing 
personal, social, psychological and physical support, assistance, and care without pay) frequently 
experience gaps in care that lead to poorer overall health and care outcomes (Nuno et al., 2012). Efforts 
must be undertaken to re-design health systems in ways that strengthen connections across the 
continuum of care at system (macro), organizational (meso) and person (micro) levels. It is this whole-
systems approach to integration that is needed to meet the health and social care requirements of this 
priority population and optimize their health and wellbeing (MOH 2019; WHO, 2019).   

Project Description: The PGLO undertook a multi-pronged initiative to develop a Performance 
Implementation and Measurement Framework to guide the design, implementation and measurement 
of a system of integrated care to support older persons and care partners living with complex health and 
social care requirements in Ontario.  

Project Deliverables: The Framework is comprised of the following distinct yet interconnected 
components:  

▪ conceptual model 
▪ systems-level logic model  
▪ set of core indicators  
▪ analysis matrix  
▪ implementation rubric 

 
Each component represents a tool that can be used by multiple stakeholders for a variety of purposes 
relating to design, implementation and measurement. Together, the components form a comprehensive 
toolchest (i.e. conceptual, structural, operational) from which to empirically inform policy, 
administrative and practice decision-making to strengthen a system of integrated care, across the 
continuum of care for this priority population. The various components are described (i.e. how they 
were developed, how they are intended to be used) in the body of this document. 
 
The development of the Framework (and its component parts) is informed by theories and models of 
integrated care, empirical evidence, and the perspectives of multiple stakeholders including the views 
and priorities of older persons and care partners. A whole-systems perspective was applied to this work, 
meaning that the interconnections between multiple levels of support (macro, meso, micro) are 
highlighted and discussed throughout.  
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Key Recommendations:  The following recommendations are made to inform continuing efforts to 
strengthen the validity, applicability and transferability of the Framework within real-world contexts: 
 

▪ Use the Framework as a foundational document to guide the design, implementation and 
measurement of integrated care for older person living with complex health conditions in 
Ontario and care partners. 

▪ Test the useability and applicability of the Framework by drawing on implementation science 
techniques to conduct proof-of-practice pilot projects.  

▪ Employ the Framework to generate evidence of current trends in integrated care for older 
persons living with complex health conditions across the system of care in Ontario.  

▪ Develop coaching, education and training initiatives to build the capacity of regional health 
authorities and individual organizations to design, implement and measure integrated care for 
older persons and care partners living with complex health and social care requirements.  

▪ Form partnerships with existing systems-level interest groups to create tools and products that 
translate the Framework into practice relevant to specific settings and contexts.  

▪ Conduct on-going work to validate the core indicator set and ensure a more fulsome 
representation across all elements of integrated care.  

▪ Make use of the findings from proof-of-practice pilot projects and related activities to 
progressively revise and further refine the Framework and its component parts.  

▪ Continue to innovate ways of engaging older persons and care partners living with complex 
health conditions in this work.  
 

Final Thoughts & Next Steps: This work provides a starting point, a comprehensive base from which to 
begin to strengthen a system of integrated care for older persons and care partners living with complex 
health and social care requirements. Its application in practice will help us better understand the 
synergistic nature of integrated care and how this feature impacts the design, implementation and 
measurement of integrated care initiatives. Given that health systems are in a state of transition, this is 
an ideal time to identify what ought to be put in place in coming years to meet the health and social 
care priorities of this population (Harnett et al. 2020; Flaherty & Bartels, 2019; De Bruin et al. 2018; 
WHO, 2016). This framework can guide us as we move forward, toward what ought to be. 
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1.0   Background  
 

 

The growing number of older persons living with complex health conditions (complex and/or chronic 
health and social care needs), necessitates new ways of designing and delivering health services (WHO, 
2017). As the health concerns of these individuals and their family/friend care partners (care partners) 
encompass interrelated physical, mental, social and environmental components, integrated (or joined 
up) care is considered optimal for meeting their health and social care requirements. Accordingly, the 
development of an integrated system of care represents an important component of Ontario’s health 
system transformation effort (CMA 2016; MOH, 2019).  

Integrated care is a collaborative approach to service delivery that aims to merge knowledge, resources 
and practice across sectors (e.g. health, community and social services, public and private sector 
organizations and groups), layers (e.g. primary, secondary, tertiary), types (e.g. early intervention, 
outpatient, residential/inpatient) and disciplines (e.g. nursing, medicine, physiotherapy) of care, to 
address interrelated physical, mental and social health conditions and concerns (Baxter et al. 2018; Ling 
& McGann, 2017). By building an integrated system of care (i.e. across the continuum of care), Ontario 
will be better positioned to deliver holistic, comprehensive, seamless and accessible health and social 
care to improve the overall health and wellness of this priority population (MOH, 2019). Advancing an 
integrated system of care, will require substantial change in how we organize, resource and carry out 
services (Clarke et al. 2017; Busetto, 2016). Significant modifications will also be needed in how we 
measure the impact of services on people (i.e. older persons, care partners, health and social care 
professionals), organizations (i.e. health and social care initiatives, programs, institutions) and systems 
(i.e. Ministries of health and social care and other governing bodies) (Kumpunen et al. 2020). Moreover, 
it is critical that these efforts be guided by evidence-informed ways of designing, implementing and 
evaluating integrated care as it applies to these health users (Flaherty & Bartels, 2019).  

For these reasons, the PGLO undertook a multi-pronged initiative to develop a Performance 
Implementation and Measurement Framework intended to guide the design, implementation and 
measurement of a system of integrated care to support older persons and care partners living with 
complex health and social care requirements in Ontario.  

1.1 Key Principles & Assumptions                                                                                                                          

This work is broadly informed by the following values and assumptions applicable to the design, 
implementation and measurement of integrated care for older persons: 

Integrated Health and Social Care  
A focus is placed on the integration of health and social care systems, organizations and disciplines to 
address interrelated medical, functional, social, environmental and prevention issues that affect the 
quality of health and social care for older persons and care partners.   
 
Design Elements of Integrated Care   
The Framework and its component parts are informed by design elements of importance for the 
implementation and evaluation of integrated care for older persons and care partners living with 
complex health conditions. These elements were generated from the findings of a scoping review 
conducted by the PGLO (Horgan et al. 2020; 2021).  
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Population Health Lens  
A population-health lens is applied. This lens assumes that integrated care services and supports ought 
to be designed with the intention of benefiting all older persons and care partners living with complex 
health conditions, as a group. This contrasts with an acute care lens in which services are organized to 
support individuals who fit into specific illnesses and service delivery categories.  
 
Socio-ecological Theory of Change  
Socio-ecological change theory recognises the interrelated connections between various layers of care 
(i.e. health and social systems, health and social service organizations, healthcare professionals 
[clinicians, administrators, policy decision-makers] and healthcare users [patients/clients]). Changes that 
take place in one layer of the health ecosystem (e.g. systems, organizational levels) are assumed to 
impact possibilities for change in other parts of the system of care (e.g. health professional and person 
level).  
 
Developmental Approach  
It is assumed that the Framework and its various components will undergo on-going modifications and 
improvements to adapt to emerging and challenging contexts that impact broader system change as it 
relates to older persons and care partners living with complex health conditions.  

 
1.2 Whole-Systems Perspective 
  
To be relevant with respect to today’s healthcare realities, a whole-systems perspective was used to 
frame and guide this work (Leischow and Milstein, 2006). In doing so, a broader understanding of how 
integrated care initiatives interrelate with each other and connect to broader systems-level conditions is 
enabled (Midgley, 2000). This contrasts with a traditional linear perspective which can only enable a 
view of integrated care in fragments (e.g., specific interactions between healthcare professionals and 
healthcare users in specific settings). It is our contention that consideration of the system as a whole 
enables a better understanding of the actions and interactions at and across system, organizational and 
practice levels, needed to overcome complex service delivery challenges and improve overall population 
health. The systems and population health lens depicted in this Framework aligns with other 
contemporary frameworks of integrated care relevant to older adults and their care partners (Billings et 
al. 2020, Harnett et al. 2020; Leijten et al. 2018; Nuno et al. 2012; WHO, 2019). 
 
1.3 Diversity & Equity Lens 
 
It is well documented that older persons experience interconnected health and social system barriers 
that negatively impact their access to quality care and equitable health outcomes (Beard et al. 2016). 
This literature highlights the myriad ways in which formalized structures and processes ultimately 
subvert the voices of older persons in shaping the design, implementation and measurement of 
healthcare services intended to meet their health and care requirements (Pratt, 2019). To address this 
shortcoming, we employed a number of strategies in an effort to operationalize an equity and diversity 
lens. These strategies included: (a) actively engaging older persons and care partners in the design, 
implementation and measurement of project components, (b) analyzing the data of older persons and 
care partners separately from those of healthcare professionals, (c) providing additional resources to 
prepare older persons and care partners to participate equitably in project activities, and (d) making a 
conscientious effort to incorporate language, knowledge and priorities of relevance to older persons. 
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Finally, we incorporated structured opportunities for verification of results across a variety of 
stakeholders including older persons, care partners, healthcare professionals, and program evaluators.  
 
1.4 Engaging Key Stakeholders:  
 
Project Committee  
A project committee was established to inform the development of the Framework. The 16-member 
project committee was comprised of older persons, healthcare professionals, decision makers, and 
researchers/evaluators (Appendix A). Members were selected because they either were or had 
experience caring for an older person, or they had relevant knowledge and/or expertise. This group 
informed the development, implementation and dissemination of all aspects of this work. All project 
components were continually revised in response to feedback from the project committee.  
 
Older Adult and Care Partner Advisory Council  
To ensure a more fulsome representation of the perspectives of older persons living with complex 
health conditions and care partners, a separate older person’s care advisory committee was also 
convened. This committee was comprised of older persons and care partners (Appendix B). Members of 
the advisory committee provided valuable insights, based on lived experience, to inform project 
activities and knowledge dissemination. 

1.5 Building on Previous Work:   

The Framework aligns with and builds on 
related work conducted by the PGLO. In 
particular, the findings of a scoping review 
conducted between Jan–Sept, 2020 
significantly inform the conceptualization of 
integrated care reflected in this report 
(Horgan et al. 2020; 2021). The purpose of 
this review was to highlight contemporary 
ways of thinking about and operationalizing 
integrated care for older persons and care 
partners living with complex health 
conditions. The findings provide an in-depth 
understanding of how integrated care is 
currently conceptualised, and how this 
contemporary lens can be operationalized 
with respect to the integrated care for this 
population of health users. Critical design 
elements of importance for the 
implementation and evaluation of 
integrated care were identified. These 
design elements are illustrated in Figure 1a 
(definitions are provided in Appendix C).  

Figure 1a: Core design elements of importance in the implementation and evaluation of integrated care for older persons 
and care partners living with complex health conditions 
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1.6 Making Connections to Prominent Work in the Field 

This work considers and aligns with the following prominent provincial, national, and international-level 
frameworks and initiatives:                                                                                                        

• Global strategy and plan of action on ageing and health (WHO, 2017)                                                           

• Integrated care for older people (ICOPE) implementation framework: guidance for systems and services 
(WHO, 2019)                                                                                                                                                           

• Senior’s Friendly Hospital Care (Tran, 2019)                                                                                                        

• Senior Friendly Care Framework (RGP, 2017)  

• Program Logic Model for a Seniors Care System (SCN, 2019) 

• Position paper on The Need for Expert Clinical Geriatric Care in Ontario Health Teams (RGP, 2019)  

• Choosing Improvement Indicators for Older Adults with Frailty/Complexity in Ontario Health Teams 
(HSPN) 

• Older Adult Trajectories of Health and Social Care in two Canadian Provinces (MOHSSR) 

 

 

2.0   Performance Measurement Framework  
 

The Performance Measurement Framework is a systems-level tool chest designed to inform the design, 
implementation and measurement of a system of integrated care for older persons and care partners 
living with complex and chronic health and social care requirements in Ontario. The Framework is 
comprised of the following distinct yet interconnected components:  
 

▪ conceptual model 
▪ systems-level logic model  
▪ set of core indicators  
▪ analysis matrix  
▪ implementation rubric 

 
Each component represents a tool that can be used by multiple stakeholders for a variety of purposes 
relating to design, implementation and measurement. Together, the components form a comprehensive 
toolchest (i.e. conceptual, structural, operational) from which to empirically inform policy, 
administrative and practice decision-making to strengthen a system of integrated care, across the 
continuum of care for this priority population. The various components are described (i.e. how they 
were developed, how they are intended to be used) in the body of this document. 
 
The development of the Framework (and its component parts) is informed by theories and models of 
integrated care, empirical evidence, and the perspectives of multiple stakeholders including the views 
and priorities of older persons and care partners. A whole-systems perspective was applied to this work, 
meaning that the interconnections between multiple levels of support (macro, meso, micro) are 
highlighted and discussed throughout.  
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2.1 Conceptual Model   

2.1.1 Description 
 
The conceptual model serves as the theoretical foundation of the Framework.  The model illustrates the 
interconnected relationships between abstract concepts, organizing structures, and desired courses of 
action at macro, meso and micro levels of support that bring about quality integrated care across the 
continuum of care for older persons and care partners living with complex health conditions. The model 
illustrates the necessary (and evolving) connectivity between these elements that ought to underscore 
design, implementation and evaluation efforts to meet the health and social care requirements of this 
population of health users.  
 
2.1.2 Method 
 
An iterative process (Arksey & O’Mally, 2005) informed the development of the conceptual model: (1) 
scoping review; (2) stakeholder engagement; (3) construction of the conceptual model based on steps 1 
& 2; and (4) verification.  
 
Step 1: Scoping review   
A scoping review was conducted as part of a previous project to answer the question "What is known in 
the academic and grey literature about the conceptual and operational elements underlying 
contemporary approaches to integrated care for older persons living with chronic and complex health 
and social care needs?”  A total of 29 documents were included in the review. The documents were 
separated into two groups for analysis purposes: frameworks (n=10) and practice models (n=19). The 
findings informed the development of 13 conceptual design elements of importance in the 
implementation and evaluation of integrated care for older persons and care partners living with 
complex health conditions (see Figure 1a). 
 
Step 2: Stakeholder engagement  
Members of the Project Committee and Older Adult and Care Partner Advisory Council informed the 
development of the conceptual model by providing input on the following: organization of components, 
descriptive wording, and visual depiction.  
 
Step 3: Construction of the conceptual model  
A conceptual model of integrated care for older persons and care partners living with complex health 
and social care requirements was developed based on the knowledge obtained in steps 1 and 2.  
 
Step 4: Verification of the conceptual model  
The model was further refined through a strategic feedback and revision process with selected key 
informants. These individuals were asked to reflect on the relevance of the various components, the 
relationships between components, key questions, and potential aspects for improvement.  
 
2.1.3 Results 
 
The model (depicted in Figure 2.1a) is organized according to three focus areas which represent 
discrete, yet interconnected, levels of support (macro, meso, micro). Each area consists of a distinct 
theoretical pathway that interconnects with specific processes designed to foster integration at that 
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level and between it and other levels of support. The macro to micro trajectory is presented 
intentionally to depict a trickle-down effect of actions and interactions. It is assumed that policy and 
decision-making actions that occur at the systems level, trickle down to impact program and practice 
standards at the organizational level, which in turn influence the way that practice is carried out at the 
point-of-care. Accordingly, the ways in which practice is carried out is assumed to affect the health 
outcomes and care experiences of older persons and care partners living with complex health conditions 
as a population. Older persons and care partners are situated centrally, at the heart of the circle of care. 
This represents the intention to establish a platform from which older persons and care partners can 
accesses a broad range of flexible services and supports across the continuum of care to meet their 
health and social care requirements. Finally, the circle is enclosed by a larger ring that portrays the 
broader quest to improve overall population health for these health users.  
 
The features of the model are described in detail below. First, the focus areas (and their 
interconnections) are described and explained. Each focus area contains a series of questions to guide 
analytical thinking with respect to the design, implementation and measurement of integrated care. 
Next, the connection to population health (and interrelated implications for evaluation) are described.  
 
Focus Areas 

macro level: This layer of the model depicts the umbrella architecture that enables integration 
at all other levels of support (i.e. meso, micro). Put simply, the ability of health and social care 
organizations (meso) to support the provision of integrated care (micro) depends on whether 
(or not) macro-level infrastructures incentivize and enable the integration of resources across 
health and social systems. Macro level integration efforts involve establishing policies (fiscal, 
material, human) that stimulate the integration of physical, financial, human and regulatory 
resources between and within health and social care systems. It also involves building a platform 
from which to support integrated data collection and analysis between and across the 
continuum of health and social care systems.  
 
The following are important questions to inform the design, implementation and measurement 
of macro-level infrastructures.  
 
Which macro-level enablers: 

▪ stimulate the integration of physical, financial, human and regulatory resources 
between and within health and social care systems?  

▪ support partnerships and interoperability between and within health and social 
care systems?  

▪ facilitate data collection and analysis between and within health and social care 
systems?  

 
meso level: Organizations are the deliverers of macro level policy. That is to say that the ability 
of healthcare professionals to engage in integrated care at the point-of-care (micro) depends on 
strategic partnership agreements (meso) that enable them to consistently work in collaboration 
with healthcare professionals across the continuum of care. It is important therefore, that 
organizations plan and activate interoperational procedures with other health and social care 
organizations across the continuum of care to foster and encourage integrated practice at the 
point-of-care. 

 



 11 

Meso level integration efforts involve enacting operational strategies that enable the integration 
of knowledge, practice and resources between and across health and social care organizations. 
This must be accompanied by active efforts to collect, analyze and interpret data between and 
across health and social care organizations. The following are important questions that should 
inform the design, implementation and measurement of meso level operations. 

  
Which meso-level enablers: 

▪ stimulate the integration of knowledge and practice between and across health and social 
care organizations?  

▪ operationalize the joining up of knowledge, resources and practice between and across 
health and social care organizations?  

▪ facilitate data collection and analysis between and across health and social care 
organizations? 

 
micro level: The micro level depicts the provision of integrated health and social care at the point-
of-care. Health and social care professionals are the agents that transmit and distribute care. The 
breadth and quality of care received by older persons and care partners (and associated outcomes) 
depends on the extent of coproduction (knowledge and skill sharing) that occurs at the point-of-
care (micro). This in turn, is made possible by the standards of normative practice enabled and 
affirmed by organizational operations (meso) and broader policies and guidelines (macro).  

 
Integration efforts at the micro-level involve the co-production of integrated care by a broad range 
of health and social care professionals, older persons and care partners, at the point-of-care. This 
must be accompanied by active efforts to collect, analyze and interpret data between and across 
health and social care professionals, older persons and care partners. The following are important 
questions that should inform the design, implementation and measurement of integrated care at 
the point-of-care.  
 
Which micro-level enablers: 

▪ stimulate the integration of health and social care healthcare professionals, older persons 
and care partners at the point-of-care?  

▪ support the co-design and co-production (i.e. across health and social care healthcare 
professionals, older persons and care partners) of integrated care interventions at the 
point-of-care?  

▪ facilitate data collection and analysis between and across health and social care healthcare 
professionals, older persons and care partners?  

 
Population Health 
The aim of a whole-systems approach is to realize improvements in the patterns of healthcare utilization 
and overall health for populations of health users (Alderwick et al. 2014). This has several implications 
with respect to data collection and analysis (Kindig & Stoddart, 2003). First, performance measurement 
frameworks and strategies must enable the collection and analysis of data across sectors, layers, types 
and disciplines of care (Kindig & Stoddart, 2003). Second, indicators are needed that provide evidence of 
changes in integration across the system of care (Threapleton et al. 2017). Third, it must be possible to 
connect this evidence to related changes in population-level patterns of health service use and health 
outcomes for older persons (Kindig & Stoddart, 2003). Forth, findings must be interpreted within the 
context of the broader health and social care goals of older persons and care partners living with 
complex health conditions (Threapleton et al. 2017).  
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Examples of desirable patterns in healthcare utilization include an increase in the proportion of older 
persons living with complex health conditions who: 

▪ receive care at home 
▪ receive social support services  
▪ receive rehabilitation following discharge from acute or community hospital stays  

 
Examples of desirable health and wellness outcomes include an increase in the proportion of older 
persons and care partners who: 
 

▪ report increased health-related quality of life  
▪ experience sustained community living  
▪ exhibit decreased levels of care partner distress   

 
Accordingly, important questions that ought to inform the interpretation of quality integrated care as it 
pertains to these health users include:  

▪ What evidence suggests an upward trend in the proportion of older persons and care partners 
living with complex health conditions who are able to access integrated health and social care 
across the continuum of care? 

▪ What evidence suggests an upward trend in the proportion of older persons living with complex 
health conditions who experience health outcomes that reflect their care goals and needs?  

▪ What evidence suggests an upward trend in the proportion of care partners who experience 
health outcomes that reflect their care goals and needs?  
 

The adoption of a population-health lens also has important implications for the design and delivery of 
integrated care initiatives (Farmanova, 2019). For one, the focus of care goes beyond disease and 
service-specific client rosters. Health and social care organizations must recognize, plan and take 
responsibility for providing care that navigates across transitions in care (WHO, 2016b). Moreover, care 
interventions must extend beyond those individuals who are experiencing complex and chronic health 
issues to those who are at-risk of incurring illness (this includes care partners as well as the population 
of older persons more generally).  

 
 

Figure 2.1a: Conceptual model of a system of integrated care for older persons and 
care partners living with complex health and social care requirements 
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 Implications 

 
The conceptual model is intended as an analytical tool to align abstract concepts, organizing structures, 
and desired courses of action at macro, meso and micro levels of support that bring about quality 
integrated care across the continuum of care for older persons and care partners living with complex 
health conditions. The model encourages continuity, regularity and interrelatedness across macro, meso 
and micro levels of support, and across the continuum of care. It can be used by a variety of 
stakeholders (i.e. policy decision-makers, administrators, healthcare professionals, and others) to inform 
design, implementation and evaluation activities to meet the health and social care requirements of this 
population. 
 
 

2.2 Systems Level Logic Model   
 
2.2.1 Description 
 
A systems level logic model was developed to provide a road map of the theory-to-practice relationships 
important for implementing a sustainable integrated system of care for older persons and care partners 
living with complex health and social care requirements. The model explicates the prerequisite systems-
level infrastructures (macro), organizational-level operations (meso), and their role in evolving 
integrated care at the point-of-care (micro).  
 
2.2.2 Method 
                                                                                                                                                                                        
An iterative process informed the development of the logic model: (1) scoping review; (2) stakeholder 
consultation; (3) conceptual model, (4) construction of the logic model based on knowledge obtained in 
steps 1-3; and (5) verification.  
 
Step 1 - 3: Scoping review, Stakeholder consultation, Conceptual model  
A description of steps 1-3 is presented in section 2.1.2.  
 
Step 4: Construction of the logic model   
A draft logic model was developed based on the findings of the scoping review, consultation with 
stakeholders, and conceptual model.  
 
Step 5: Verification of the logic model  
The model was further refined through a strategic feedback and revision process with key informants 
who possessed expertise in program evaluation and specialized geriatric services. These individuals 
reviewed a final draft of the logic model and were asked to reflect on the relevance of the various 
components, the relationships between components, and potential aspects for improvement.  
 
2.2.3 Results 
  
The resulting logic model (Figure 2.2a) displays a step-wise design that emphasizes the role of systems 
infrastructures (macro) and organizational operations (meso) in shaping the conditions that give rise to 
integrated care at the point-of-care (micro).  
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What follows is a description of the complex associations and linkages that form the basis of the 
proposed model. Relevant enablers, inputs, activities, outputs, and outcomes are portrayed across 
macro, meso and micro levels of support. Associated impacts are considered within the broader context 
of population health. Finally, connections between the proposed model and the objectives of the 
quadruple aim of health care are explored. It is important to note that because the model illustrates a 
whole-systems approach, it resists categorization into segmented disease-specific care groups. Rather, 
the model advances the view that health services across the continuum of care, ought to work together 
to produce desirable outcomes for all older persons and care partners living with complex health 
conditions (population health and wellness approach) (Bodenheimer et al. 2014). 
 
Enablers 
The enablers of a system of integrated care for older persons living with complex health conditions are 
both conceptual and structural. The core elements (e.g. multi-disciplinary teams, collaboration, older 
person-centred care, self-management supports) provide a conceptual lens to guide our thinking 
regarding the design, implementation and measurement of older person care across the continuum of 
care. Concurrently, structural enablers (e.g. implementation and evaluation frameworks, performance 
measurement indicators, and tailored coaching and training supports) build the capacity to 
operationalization these elements within macro, meso, and micro-level contexts. Systems level enablers 
can help ensure consistent alignment in the design, implementation and measurement of integrated 
care across the continuum of care. 

 
Inputs: macro-level infrastructure 
Inputs are expanded to encompass the systems-level physical, financial, human and regulatory 
infrastructures that create and support sustainable inter-operational connections across the continuum 
of care. It is this systems infrastructure that enables, prioritizes and incentivizes integration at other 
levels of support. Examples of macro-level inputs include financial frameworks, practice standards and 
performance measures that enable integrated health and social care across the continuum of care.  
 
Activities: meso-level organizational operations  
Activities are recast as organizational operations (strategic, tactical, operational planning and resource 
allocation) that enable the joining-up of care between and across health and social care organizations. 
Deliberate planning (i.e. strategic, tactical, operational) is required on the part of organizations to put 
tangible strategies in place that make it possible for providers to integrate knowledge and skills with 
others across the continuum of care. Examples of meso-level operations include planning, resourcing, 
funding and championing joint skills training initiatives, inter-organizational care teams, and joint service 
interventions. Without active and strategic planning on the part of organizations, health and social care 
providers become impeded in their ability to consistently operationalize integrated health and social 
care at the point-of-care.  
 
Outputs: micro-level provision of integrated care  
Outputs are reformulated as the products of the integration of knowledge and skills between and across 
health and social care healthcare professionals, older persons and care partners at the point-of-care. It is 
the active process of sharing knowledge and skills across individuals with diverse health backgrounds 
and experiences that contributes to the realization of desirable health and care outcomes. Examples of 
micro-level integrated care include participation in collaborative assessment processes and shared 
health and social care plans that enable and reflect the integrated care at the point-of-care. 
 



 15 

 
Outcomes: improved integration across the continuum of care  
Outcomes reflect integration in the provision of health and social care across the continuum of care for 
older persons living with complex health conditions and care partners. A system of integrated care 
should improve integration within and between sectors (macro integration), between and across 
organizations (meso integration), and across providers, older persons and their care partners (micro 
integration).  
 

macro-level outcomes: improved integration across systems. Macro-level outcomes reflect the 
prioritization and incentivization of integration within and between health and social care 
systems. Examples include systems-level policies, financial frameworks, and performance 
measures that lay the foundation for integrating care across the system of care. 

 
meso-level outcomes: improved integration across organizations. Meso-level outcomes reflect 
the formal integration of resources between and across health and social care organizations. 
Examples include inter-organizational cooperation/service agreements, shared governance 
models, and flexible, multi-organization care team protocols. 

 
micro-level outcomes: improved integration across individuals. Micro-level outcomes reflect the 
synthesis of knowledge and practice between and across health and social care healthcare 
professionals, older persons and care partners. Examples include joint collaborative assessment 
processes, and integrated point-of care interventions. 

 
Impacts: Improved population-level health and care  
The aim of a system of integrated care is to realize long-term improvements in the population-level 
patterns of healthcare utilization and overall health of older persons and care partners living with 
complex health conditions. 
 

improved healthcare utilization. Examples of desirable population-level impacts in healthcare 
utilization include an increase in the proportion of older persons who receive care at home; or 
care partners who receive social support services; or older persons who are offered 
rehabilitation following discharge from acute or community hospital stays.  
 
improved health outcomes. Examples of desirable population-level impacts in health include an 
increased in the proportion of older persons and care partners who report improved health-
related quality of life; or sustained community living; or care decreased caregiver distress.   

 
Quadruple Aim: optimizing health system performance  
The logic model aligns with the quadruple aim of healthcare, an internationally recognised framework 
for the design and delivery of effective healthcare systems (Bodenheimer et al. 2014). This framework 
identifies the four aims of quality healthcare: enhanced health user experience, improved population 
health, reduced healthcare costs and improved health provider experiences. The alignment across 
macro, meso and micro levels illustrated in the proposed model helps improve efficiencies in the 
delivery of care and lower costs. The integration of knowledge, skills and resources across healthcare 
professionals, older persons and care partners helps to improve the distribution of expertise across the 
system of care, aligning with the aim to improve provider and health user experiences. The improved 
alignment of care with the needs, capacities and goals of older persons and care partners, undoubtedly 
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leads to better care experiences. Finally, the enhancement in the overall continuity of care that results 
from an integrated approach to care inevitably leads to population-level health outcomes.    
 
2.2.4 Implications 
 
The logic model is intended to function as a tool to guide systemic change. For example, the model can 
be used as a communication tool to draw attention to the interrelationships between systems-level 
infrastructures (macro-level) that support the implementation of integrated care services across the 
continuum of health and social care organizations (meso level) to realize desirable health and social care 
outcomes for older persons and care partners (micro level). It can be used by policy decision-makers, 
administrators and others to inform decision-making at system, organizational and practice levels. 
Further research is needed to validate the model and identify relevant indicators to assess ongoing 
improvements in integrated care performance as it applies to this population.
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Figure 2.2a: Logic model of a system of integrated care for older persons and care partners living with complex health & social care requirements 
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2.3 Set of Core Indicators 
 
2.3.1 Description 
 
 A consensus-building exercise was conducted to achieve consensus across relevant stakeholder groups 
(i.e. older persons, care partners, healthcare professionals) on a core set of indicators from which to 
evaluate the quality and impact of integrated care for older persons and care partners living with 
complex health and social care requirements. A key aim, and a departure from similar indicator ranking 
exercises, was to identify indicators informed by the perceptions of older persons and care partners, as 
well as healthcare professionals. The resulting set of indicators can be applied across settings and levels 
of support to enable comprehensive assessment of integrated care across the continuum of care for this 
population. 
 
2.3.2 Method 
  
A Delphi process was carried out which included the following steps: (1) selecting relevant data sets, (2) 
selecting relevant indicators, (3) identifying & eliminating duplicate and non-relevant indicators, (4) 
developing an inventory of included indicators, (5) identifying & proposing novel indicators, (6) finalizing 
an inventory of indicators for review, and (7) establishing consensus on a core set of indicators. This 
process is aligned with accepted methods for achieving consensus on performance indicators (Bond et 
al. 2016; Bunch et al. 2018; Eubank et al. 2016; Orpana et al. 2016). 
 
Step1: Selection of relevant datasets  
The following criteria informed the selection of relevant data sets: (a) relevance to older persons living 
with complex health conditions and care partners, and (b) relevance across the continuum of care. 
Relevant provincial, national and international health-related data sets were identified from which to 
select applicable micro (older person, care partner, health and social care provider), meso (health and 
social care organization) and macro (health and social care system, population health) level process and 
outcome indicators. The initial scan of datasets was conducted by a member of the research team with 
significant expertise in the selection of health services indicators for this population (Reviewer 1). The 
list of data sets identified by Reviewer 1 was subsequently reviewed by another member of the research 
team with significant population-specific clinical/policy decision-making expertise (Reviewer 2) for 
consensus on inclusion. The list of included datasets was presented to members of the project 
committee, who were asked to identify any additional data sets not appearing on the list. The final total 
of data sets identified for inclusion was 61. 
 
Step 2: Selection of relevant Indicators 
Reviewer 1 initially identified and selected relevant indicators from each of the 61 data sets. The same 
criteria used to identify relevant data sets was also used to inform the selection of relevant indicators, 
along with the following exclusion criteria: (a) too vague, (b) inclusion of too many elements in a single 
indicator, (c) not specific to integrated care, (d) only relevant to a single organization, (e) highly 
program-specific, (f) not specific to population a 65+. A total of 1900 indicators were initially identified 
and brought forward for consideration.  
 
Step 3: Identification & elimination of duplicate and non-relevant indicators  
Reviewer 1 scanned the full indicator set flagging for potential duplicates. 751 duplicates were identified 
through this process, leaving a total of 528 unique indicators. Reviewer 2 performed a subsequent, 
independent review of the list of excluded and duplicate indicators. This review resulted in the 
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identification of 112 additional indicators for exclusion (as they did not meet inclusion criteria) and 46 
additional duplicate indicators. In the final tally, 779 indicators were excluded (excluded + duplicates) 
leaving a total of 418 unique indicators.   
 
The list of excluded indicators was presented to members of the project committee for final approval. 
Committee members received an electronic Excel Workbook containing a list of indicators meeting 
exclusion criteria. They were asked to review the list and identify any indicators for which they had 
concerns regarding exclusion. This step was taken to ensure the research team did not exclude any 
indicators of interest prematurely. Three previously excluded indicators were retained and two novel 
indicators were identified after this review and were returned to the inclusion list based on the input of 
the project committee. To ensure a fulsome review and ensure there was no further identification or 
omission of duplicate indicators, the final list of excluded indicators was vetted by all members of the 
research team. Any disagreements were resolved via consensus discussion.  
 
Step 4: Development of an inventory of included indicators  
The list of included indicators underwent a final review by all members of the research team. This 
review resulted in the removal of another 214 Indicators that were deemed to meet exclusion criteria, 
leaving a total of 287 indicators. At this point, 5 novel indicators were developed by the project team for 
inclusion in the final list (the rationale for the development of novel indicators is described in more 
detail in the next section) based on suggestions from committee members. This brought the total 
number of indicators for inclusion in the ranking exercise to 292. Definitions were then identified (as 
contained in original source) or written (based on team consensus) for each remaining indicator.  
 
Step 5: Identification & proposition of novel indicators  
Given that the goal of this initiative was to identify what ought to be measured to inform the 
implementation and evaluation of integrated care for older persons and care partners living with 
complex health and social care requirements, the identification of novel indicators was important for 
meeting the project mandate. Novel indicators are defined as indicators that meet the criteria of a 
quality indicator but for which data is currently not systematically collected within the system of care. 
An example of a novel indicator relevant to the current initiative could be “the percentage of eligible 
older persons who do not receive their full complement of allocated home care services.” A member of 
the research team grouped the final indicator set according to the conceptual design elements identified 
in a scoping review of the literature (Figure 1a) to identify gaps in the distribution of indicators across 
these elements of importance. This exercise revealed gaps in the indicator set in the following three 
domain areas: integrated care at the point-of-care, integrated technologies, multi-tiered evaluation. 
Accordingly, a total of 5 novel indicators were included to align with these domain areas.  
 
The inclusion of novel indicators at this point in the process meant they could be included in the 
consensus exercise and ranked in terms of their relevance, along with other existing indicators. Novel 
indicators were approved by all members of the project team and added to the final indicator set. In 
addition, participants had the opportunity to propose novel indicators in Round 1 of the ranking 
exercise. Any new indicators proposed at this point in the process were reviewed by all members of the 
research team and if identified as meeting inclusion criteria (and if no other similar existing indicators 
could be identified) were included in the list of indicators to be ranked in Round 2.  
 
Step 6: Finalization of an inventory of indicators  
The final approved list contained a total of 292 indicators. Members of the research team then compiled 
definitions for each indicator. In some cases, a selection was made based on existing definitions, in cases 
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where no definition existed members of the research team reviewed the literature to generate 
definitions, using a consensus process. The final list of indicators and definitions was categorized and 
entered into an Excel Workbook for ranking by participants in the consensus-building exercise (see 
Appendix D for final inventory of indicators). 
 
Step 7: Establishing consensus on a core set of indicators  
Forty-five participants (31 healthcare professionals, 14 older persons and care partners) were recruited 
to engage in the consensus-building exercise. Approval for this phase of the initiative was received from 
the Queen’s University Health Sciences Research Ethics Board.  The design of the exercise was based on 
the Delphi method for establishing consensus amongst diverse stakeholder groups (Eubank et al. 2016). 
Delphi is a common and appropriate method used to achieve consensus on indicator sets (Bunch et al. 
2018; Freitas et al. 2018). The modified Delphi process employed in this study was based on the original 
method described by Dalkey & Helmer (1963) and comprised of the following steps: selecting criteria for 
ranking quality indicators, defining criteria for ranking and achieving consensus, recruiting participants, 
familiarizing participants with the Delphi process, and iterative voting rounds and analysis.  
 

selecting criteria for ranking quality indicators: Members of the research team scanned the 
literature to identify criteria commonly used to select indicators considered to be of high quality 
(HQO, 2015). Based on this review the following nine criteria were identified as relevant to the 
purpose and goals of the initiative: ‘important/relevant’, ‘actionable’, ‘broadly applicable to 
people living with multi-morbidity’, ‘interpretable’, ‘applicable across the continuum of care’, 
‘feasible’, ‘measurable’, ‘facilitates health equity’, ‘impact on population health’. As this is a key 
decision in the overall consensus-building process, the voice of older persons' and care partners 
needed to be weighted equitably with other voices. Therefore, an ad hoc criteria ranking panel 
was convened to review and prioritize these criteria. Survey monkey software was used to 
design and disseminate the survey electronically to members of the panel, who had 1 week to 
rank the criteria. The results of this process are shown in Table 1.  

 
Table 2.3a: Ranking of Criteria  

 
 

Round Criteria Source

1
Relevant and Meaningful (1)
The indicator reflects an issue that is important to diverse populations across Ontario and to stakeholders in the 
health system. 

Ontario Health Quality Indicator 
Selection Criteria

2

Measurable

There are data sources that can be used to measure the indicator.
Actionable
The indicator is likely to inform and influence public policy or funding, alter behaviour of health care providers, 

and/or increase general understanding by the public in order to improve quality of care and population health.
Feasible

The indicator is calculable; data is timely.
Interpretable
The indicator is clear and can be easily interpreted by a range of audiences; the results of the indicator are 

comparable and easy to understand, including what constitutes improved performance, such as clear 
directionality (i.e. a lower number is better).

Ontario Health Quality Indicator 

Selection Criteria

Broadly applicable to people living with multimorbidity
The indicator reflects a measure that may apply to a broad range of individuals living with complex health and 
social care needs and their caregivers. 
Applicability across the continuum of care/different settings

The indicator is relevant across locations of care.
Impact on population health
The indicator should potentially inform population health broadly and social inequalities (e.g. related to gender, 
ethnicity, sexuality, etc.) specifically in population health.
Health Equity

The indicator can represent the health outcomes of diverse populations and traditionally-underrepresented 
groups in health care planning (e.g. gender, ethnicity, sexuality).

Scoping Review (Horgan, Kay & 
Morrison, 2020)
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The criteria were ranked in the order in which they appear in Table 2.3a. The criteria 
‘important/relevant’ was the criteria most highly ranked by the panel. It was determined that 
the criteria ‘important/relevant’ would be used to rank the indicators in Round 1 and that the 
remaining criteria would be used to rank indicators in Round 2.   

 defining criteria for ranking and achieving consensus:  For each round of voting, consensus was 
defined in the following way: Round 1 – indicators for which greater than or equal to 51% or 
more of respondents agreed that it was ‘highly relevant/meaningful’ (score of 7 to 9) within a 
specified inter-quartile range (interquartile range below 2.5, standard deviation below 1.5) are 
accepted without edits. Indicators receiving greater than or equal to 51% agreement that the 
indicator was  ‘not relevant/meaningful’ (score of 1 to 3) within a specified inter-quartile range 
(interquartile range below 2.5, standard deviation below 1.5) are discarded from the indictor 
list. Any indicators not meeting the criteria for accept or discard are retained for future review. 
Round 2 – using the eight ranked criteria, indicators for which greater than or equal to 70% of 
respondents scored the indicator 231/297 or higher are accepted without edits. Indictors for 
which greater than or equal to 70% of respondents scored the indicator 99/297 or lower are 
discarded from the indictor list. Any indicators not meeting the criteria for accept or discard are 
marked as retain for future review. Round 3 - indicators for which greater than or equal to 51% 
or more of respondents agreed was ‘highly relevant and meaningful’ within a specified inter-
quartile range (interquartile range below 2.5, standard deviation below 1.5) are accepted 
without edits. All remaining indicators are discarded.  
 

 
*Criterion 3 ‘measurable’ was removed from the analysis and this is discussed in the limitations. 
 
Figure 2.3b: Approach to consensus  

 
recruiting participants:  An invitation letter was sent (via e-mail) by the PGLO to their network 
which consists of a broad community of older persons living with complex health conditions, 
care partners, healthcare professionals, researchers and other knowledge users across Ontario. 
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The letter invited individuals to participate in an exercise to achieve consensus on a set of core 
indicators from which to measure the quality and impact of integrated care for older persons 
living with complex health conditions and their care partners. After reading, electronically 
signing and submitting their consent, participants were provided with another link enabling 
them to register for an informational webinar. A pre-session was held with older person and 
care partner participants to prepare them to participate equitably in the webinar. In total 45 
participants (31 healthcare professionals and 14 older persons and care partners) agreed to 
participate in the consensus exercise.  

 

iterative voting rounds and analysis: A total of 2 rounds of voting were conducted to achieve 
final consensus on an initial set of indicators. This is in contrast to the more typical 3 rounds of 
voting characteristic of the Delphi process (Dalkey & Helmer, 1963). The modification in the 
number of voting rounds came as a result of an environmental scan which served as a 
preliminary round (a common condition for limiting the number of rounds performed in a Delphi 
process) (Hsu & Sanford, 2007), and participant fatigue (this issue is described in greater detail 
in the limitations section of this report). At the start of the first round, participants received an 
email with an attached encrypted/password-protected Excel Workbook containing the initial set 
of indicators and criteria from which to score each indicator. Participants were asked to review 
the metadata (title and definition) of the entire list of indicators based on the criterion relevant 
& meaningful (i.e. the most highly ranked criteria by the project committee). During this round, 
participants were also invited to suggest areas for novel indicators. Participants were given two 
weeks to score the indicators. Once voting closed, the results were tabulated and analyzed by 
members of the research team. The indicators meeting inclusion criteria for in Round 2 (based 
on apriori cut-offs) were identified. No indicators met the criteria for discard in Round 1. In fact, 
a significant number of indicators were identified as meeting neither the criteria for Round 2, 
nor for discarding.  These indicators have been identified and held for future review as indicator 
development continues. 

 

Figure 2.3c: Results of consensus process 
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2.3.3 Results  

 A total of 2 rounds of voting were conducted to achieve final consensus.                                                                                                                          

Round 1  
A total of 292 indicators were sent to participants to be scored. Reviewers 1 & 2 analyzed the indicators 
scored by older persons/care partners and healthcare professionals separately. The reviewers compared 
the results between groups to determine if there were significant differences in the selection of 
indicators between types of respondents. The reviewers then proceeded to extract indicators identified 
as ‘accept without edits’, review indicators categorized as ‘retain and revise’, and identify novel 
indicators for inclusion in Round 2. 
 
An analysis of the rankings between the older persons/care partners and health professionals groups 
revealed that older persons/care partners group were more liberal in accepting indicators compared to 
the healthcare professionals. Only indicators that were coded as ‘relevant and meaningful’ by both 
groups were retained. In Round 1 participants were invited to suggest potential novel indicators of 
importance, for ranking in Round 2. A total of 34 novel indicators were identified for consideration in 
Round 2. 
 
Round 2 
A total of 69 indicators meeting the criteria for acceptance in Round 1 and 34 novel indicators were 
compiled and sent back to participants to be scored. Reviewers 1 & 2 separately analyzed the data for 
each stakeholder group (older persons and care partners; healthcare professionals). The reviewers 
compared the results between these groups to determine if there were significant differences in the 
selection of indicators between groups. The reviewers then proceeded to i) extract indicators identified 
as ‘accept without edits’ ii) review indicators categorized as ‘retain and revise’, and iii) identify indicators 
to be discarded. An analysis of the rankings between the older person/care partner and health 
professional groups again showed that older persons/care partners group were more liberal in accepting 
indicators compared to the healthcare professionals.  
 

Core indicator set 
The above exercise resulted in a set of 16 initial indicators. This core set represents the indicators 
endorsed by older persons, care partners and health professionals for determining the quality of 
integrated care for older persons and care partners living with complex health and social care 
requirements. An analysis matrix was developed to further categorize and assess the final indicator set 
and is reported on in section 2.4. 
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Table 2.3d: Initial indicator set 

 

 

2.3.4 Implications 
 
The initial indicator set identified through the Delphi process can be used by systems and organizations 
across the continuum of care. For instance, regional health and social care systems may use the 
indicator set to inform resource and care priorities. While health and social care organizations may use 
these indicators to guide program-level planning and decision-making activities. The indicators can also 
be used either at a systems or organizational level to evaluate the degree of integration across the 
continuum of care. 
 
 

2.4 Matrix for Analysis  
 

2.4.1 Description 
  
An analysis matrix was developed to further categorize and assess the core indicator set that emerged 
out of the consensus-building exercise (reported on in section 2.3). The matrix provides a way of 
assessing associations between the final indicator set selected in the consensus-building process, the 
design elements of integrated care for this population (identified as part of an earlier scoping review), 
and the multiple (and interconnected) levels of support that impact the implementation and evaluation 
of integrated care. 
 
2.4.2 Method 
  
The following steps were involved in developing the matrix and conducting the analysis: (1) the final 
selected indicators were listed in rows in a table, (2) design elements of integrated care were listed in 
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columns, (3) each option/factor combination was scored in terms of the degree of representation 
(conceptual alignment) for each design element, (4) each option/factor combination was then coded 
according to its corresponding level of support (macro, meso and micro). 
 
Step 1 &2: Listing indicators and design elements  
A matrix table (see Figure 2.4a: Analysis Matrix) was created by listing initial indicators in rows and 
design elements in columns. 
 
Step 3: Scoring degree of representation  
Each indicator was scored according to the extent of alignment across design elements (based on 
element description). Each indicator was colour-coded to identify its affiliation with a particular level of 
support. 
 
Step 4: Coding levels of support  
Design elements determined to align with 3 or more indicators were coded in dark blue as having ‘high 
representation’ across the core indicator set. Elements determined to align with 3 or less indicators 
were coded in teal as having ‘moderate representation’ across the core indicator set. Elements that did 
not align with any indicators were coded white as having ‘no representation’ across the initial indicator 
set. An example of a design element coded as having ‘high representation’ was the element ‘older 
person-centred care’ which aligned with 9 indicators. The design element ‘self-management support’ 
aligned with 2 indicators and was coded as having ‘moderate representation’. The design element 
‘integrated technologies’ did not align with any indicators and was coded as having ‘no representation’.  
 
Indicators were then coded according to corresponding levels of support. For example, the indicator 
‘percent of patients reporting inability to follow-through with recommended interventions due to cost’ 
would generate data corresponding with a micro (individual) level of support. While the indicator  
‘number of days acute care hospital stay extended until home care services or supports ready’ would 
generate data corresponding with a macro (systems) level of support.  
 
To determine interrater reliability, Reviewer 1 scanned the full initial indicator set and attempted to 
match each indicator with corresponding elements of importance (this process was based on a careful 
review of element definitions and comparison between this and the corresponding data that could be 
produced by the indicator). This same reviewer conducted a second scan and attempted to match each 
indicator with a corresponding level of support (this process was based on a careful review of relevant 
definitions of each level of support and the corresponding data that could be produced by the indicator). 
Reviewers 2 & 3 then performed subsequent, independent reviews attempting to match indicators with 
design elements and levels of support based on a careful review of definitions. To ensure a fulsome 
review the final matrix was vetted by all three reviewers. Any disagreements were resolved via 
consensus discussion. 
  
2.4.3 Results 
 
The following is a description of the degree of association between the initial indicator set, design 
elements, and levels of support. The analysis revealed that a majority of the design elements are 
represented in the initial set of indicators that emerged out of the consensus-building exercise. The 
design elements most highly reflected in this set include: ‘cross-sector partnerships’, ‘integrated 
community and home-based interventions’, ‘older -person-centred care’, ‘shared responsibility for 
integrated care’, and ‘comprehensive assessment and care planning’. Elements such as ‘multi-
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disciplinary teams’, ‘engaged older persons and care partners’, ‘self-management support’, and 
‘integrated SGS’ are only moderately reflected. While ‘collaboration’, ‘integrated technologies’, and 
‘multi-tiered evaluation’ are not represented in the final set of indicators. Finally, the indicators 
contained in the initial set represent multiple levels of support (micro, meso, macro).  Six indicators 
reflect integration at the macro (system) level. While the remaining indicators provide evidence of 
integrated care at meso (organizational) (5 indicators) and micro (individual) (5 indicators) levels of 
support. It is important to note that no indicators represent the experiences of care professionals.  

In summary, it can be concluded that the initial indicator set derived from the consensus-building 
exercise does align with the health goals and care priorities of older persons and care partners. The 
initial set is also well distributed across levels of support and can therefore be used to generate evidence 
of a holistic, systems-approach to integrated care. There is an overall broad representation across design 
elements which suggests that the set can contribute to a comprehensive assessment of quality 
integrated care for this population. However, the design elements that are only moderately represented 
(or not represented at all), represent potential gaps in the indicator set and provide a direction for 
future research and development. In conclusion, the initial indicator set provides an important (though 
not exhaustive) set of indicators from which to assess the impact of integrated care for older persons 
and care partners living with complex health and social care requirements. Moreover, the indicator set 
enables macro, meso and micro levels of analysis.  

2.4.4  Implications 

The matrix analysis highlights where it is possible to draw on existing indicators to assess the quality of 
integrated care for older persons and care partners living with complex health and social care 
requirements. It also indicates where attention is needed in terms of further indicator development. The 
matrix can be used as a tool for visualizing complex (many-to-many) relationships across indicators, 
elements of importance, and levels of support. It can be used to heighten evidence-informed decision-
making regarding ongoing improvements to the data set. 
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       Figure 2.4a: Analysis Matrix 
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2.5 Implementation Rubric  

 
2.5.1 Description 
  
The final component of the Framework is an implementation rubric that can be used by health 
authorities and organizations to strengthen consistency in the operationalization of integrated care for 
older persons and care partners living with complex health and social care requirements. The rubric is a 
knowledge translation tool designed to facilitate moving evidence into practice. The rubric describes 
varying levels in the operationalization of integrated care specific to this population. As organizations 
will differ in terms of readiness, resources and opportunities for implementing integrated care, this 
formative self-assessment tool can help to determine current levels of integration, and identify target 
goals and priority areas for program development.  
 
2.5.2 Method 
 
The rubric was developed based on the following process: (1) identifying key concepts in contemporary 
frameworks of integrated care relevant to older persons and care partners living with complex health 
conditions; (2) identifying exemplars of the operationalization of key concepts in practice; (3) grouping 
and labelling operational criteria for each design element; (4) applying criteria across weighted 
categories (informed by evaluation results associated with best evidence models). This process is in 
keeping with the key stages for constructing rubrics proposed by Stevens and Levi (2005). 
 
Step 1 & 2: Identification of key concepts and practice exemplars  
A description of steps 1 & 2 is presented in section 2.1.2.  
 
Step 3: Grouping and labelling operational criteria  
Various ways of operationalizing an element in practice were identified and written out. 
 
Step 4: Application of criteria across weighted categories  
The different ways of operationalizing elements in practice were assigned to a corresponding level of 
implementation. This process informed by evaluation results associated with best evidence models. 
 
2.5.3 Results 
  
The rubric enables formative assessment of the achievement of integration (implementation of design 
elements) based on assessment criteria corresponding with distinct levels of integration (basic, mid, 
high). The vertical (side) axis of the rubric lists the design elements (i.e. assessment criteria), while the 
horizontal (top) axis identifies weightings (i.e. low, mid, high) associated with different approaches to 
operationalizing a particular element in practice. The centre rows define the different levels of 
implementation. The rubric generates both individual (per design element) and overall (across 
elements) implementation scores.  
 
2.5.4 Implications 
 
The structured feedback from the rubric can be used to inform operational strategies including: setting 
specific implementation objectives; clarifying implementation criteria; designing implementation tasks; 
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and tracking implementation progress. The rubric is intended to inform a continuous learning process 
regarding the design, implementation and measurement of integrated care for older persons living with 
complex health and social care requirements and their care partners. Organizations and broader health 
authorities can use the rubric to develop their ability to direct local learning, implementation and 
evaluation processes.
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Figure 2.5a: Implementation rubric  
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3.0 Limitations 
 
The Performance and Measurement Framework particularly fits the context of health services in 
Ontario, as it has been developed with the input of older persons, care partners, health professionals, 
researchers, and decision-makers in this province. Although the Framework is not generalizable, it is 
anticipated that it is still applicable to other contexts and settings attempting to develop a whole-
systems approach to integrated care for older persons and care partners living with complex health and 
social care requirements.  
 
This Framework represents what ought to be in place to strengthen a system of integrated care to 
improve healthcare utilization and overall health for this population of health care users. As we are in a 
time of transition with respect to healthcare priorities, approaches and resource distribution, much of 
the macro-level infrastructure and meso-level operations required to support a whole-systems approach 
to integrated care does not yet exist. Accordingly, the various components that comprise this 
Framework are best used as formative tools to help guide the development of needed infrastructure at 
macro, meso and micro levels of support.   
 
There is always the concern that this type of initiative will be conducted in ways most aligned with the 
language, knowledge and priorities of healthcare professionals. This diminishes the ability of older 
persons and care partners to engage meaningfully and provide quality input. To guard against this, a 
purposeful process was undertaken to highlight the voices and priorities of older persons and care 
partners.  The following steps were taken to ensure the equitable contribution of older persons and care 
partners in the development of the Framework including: establishing an Older Adult and Care Partner 
Advisory Council; sampling older persons in the consensus exercise; conducting separate group analyses; 
hosting preparatory meetings with older persons and care partners; and being cognizant of 
incorporating language, knowledge and priorities of relevance through all stages of the project. 
However, despite these strategies it became evident that there remained challenges which impacted 
the equitable participation of older persons and care partners. An illustrative example occurred in the 
consensus-building exercise. Many older persons expressed difficulty the ranking indicators according to 
the criteria of ‘measurability’. This criteria is commonly employed by researchers and health 
professionals, but is less familiar to those who operate outside of formal healthcare and research 
domains. Many older persons and care partners expressed their concern that they did not feel qualified 
to rank indicators according to the criteria of ‘measurability’. Unfortunately, several older persons and 
care partners withdrew from the ranking exercises for this reason. Had the research team been more 
aware of this perceived barrier we could have been more proactive in preparing older persons to rank 
indicators according to this particular criteria. As it was, we inadvertently created a scenario in which 
several older persons and care partners felt less engaged with the consensus-building process. To 
mitigate the impact of this criterion on the overall ranking process, it was removed from the analysis 
and scoring, and responses will be re-introduced during indicator development to assist with identifying 
existing data sets and processes that can aid measurement in the short term. 
 

 

4.0 Discussion 
 
The Framework is intended to be used as a comprehensive set of tools to advance the conceptual, 
structural and practice relationships required to foster quality integrated care for older persons and care 
partners living with complex health and social care requirements. Healthcare systems are comprised of a 
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parent structure (macro) in which sub-components of care (meso, micro) are embedded. The 
assumptions, values and intentions that constitute the broader systems infrastructure, are reflected in 
the patterns of relations that occur within and between all levels of support (Alderwick, 2014). Put 
differently, macro-level infrastructures reinforce ways of thinking and doing that come to prevail across 
the system as a whole (across organizations), producing normative approaches to service delivery at the 
point-of-care (Araujo de Carvalho et al. 2017; Leijten et al. 2018; Nugus et al. 2010).  
 
The Framework offered here intentionally applies a whole-systems perspective to encourage continuity, 
regularity and interrelatedness across macro, meso and micro levels of support to achieve wide-spread 
integration across the continuum of care. It is a multi-functional tool chest that can be applied in many 
different ways, by multiple stakeholders. The goal is to achieve consistency and alignment in the design, 
implementation and measurement of integrated care for this and other populations. For instance, the 
Framework can be used to foster consistency in the description of integrated care across types and 
layers of care. It can also be applied to pro-actively identify and monitor desired changes in structural 
and organizational integration across the continuum of care. It can inform higher-level analysis to 
determine critical linkages between macro-level infrastructures, meso-level operational processes and 
patterns in population-level healthcare utilization and health status. Furthermore, regional health 
authorities and individual organizations can use the Framework to inform program planning and 
development activities. Finally, the Framework can inform a variety of research activities including 
implementation science research, lived experience research, program evaluation, and continuous 
quality improvement and monitoring.   
 
This work provides a starting point, a comprehensive base from which to begin to strengthen a system 
of integrated care for older persons and care partners living with complex health and social care 
requirements. Its application in practice will help us better understand the synergistic nature of 
integrated care and how this feature impacts issues of design, implementation and measurement. Given 
that health systems are in a state of transition, this is an ideal time to identify what ought to be put in 
place in coming years to meet the health and social care requirements of this population (Harnett et al. 
2020; Flaherty & Bartels, 2019; De Bruin et al. 2018; WHO, 2016). Ultimately, this framework can guide 
us as we move forward, toward what ought to be. 
 

5.0 Lessons Learned   
 
More than ever, it is now recognized that greater effort is needed to engage health service users in 
meaningful co-design and partnership processes to ensure excellence in care (Beard et al. 2016; Pratt, 
2019). Consequently, a fundamental goal of this project was to reflect the health goals and priorities of 
older persons and care partners. We put forth the argument that to catalyze change, healthcare 
professionals and health researchers must be willing to challenge long-standing beliefs about what 
constitutes valuable knowledge and the best way(s) to obtain and apply knowledge to inform practice 
improvement (Pratt, 2019). Consequently, we made a conscious effort to embrace innovative processes 
and procedures meant to foster the active input of older persons and care partners. For instance, we 
modified the Delphi process (described in section 2.3) to heighten the equitable participation and 
contribution of older persons and care partners. This had several implications. First, we decided not to 
pre-categorize the data set (according to pre-established design elements). The process of grouping 
indicators according to a pre-defined set of values is a common technique employed in indicator ranking 
exercises. This is done to help organize and hasten the consensus-building process. However, we were 
concerned that a top-down process such as this, would invite inequities that could negatively impact the 
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meaningful participation of older persons. As there is clearly an element of subjectivity involved in pre-
categorizing indicators according to conceptual categories, we worried that indicators considered to be 
a priority by older persons and care partners may not be readily identifiable using an extrapolative 
approach. To illustrate, once indicators are placed into categories, the ranking process is designed to 
identify the most highly selected indicators in each category. Indicators with lower scores within each 
category are systematically eliminated. This means that an indicator that was not selected in a particular 
category would not be considered a viable indicator in another category. Therefore, had the research 
team decided to categorize indicators apriori, the initial organization (and by extension all subsequent 
steps in the process) would be underlined by the cognitions of members of the research team and 
project committee. This example reflects the common and subtle ways research processes ultimately 
subvert the voices of older persons in health service measurement.  
 
As our purpose was not only to achieve consensus on a core set of indicators but to also ensure that 
selected indicators reflected the health needs and priorities of older persons, we decided to take an 
alternate approach. We adopted a ground-up approach to achieving consensus on a core set of 
indicators. This involved a conscious decision not to pre-categorize the indicator set. Instead, we 
provided all participants (health professionals, older persons, care partners) with the entire indicator set 
and asked them to score indicators as ‘relevant and meaningful’ (Round 1) from their perspective. Our 
decision to implement a ground-up approach brought forth certain tensions. As stated throughout this 
document, our desire was to ensure theoretical alignment across all parts of the Framework. This 
includes the selection of performance indicators and their alignment with design elements of 
importance. The use of a ground-up approach meant we had to relinquish control over whether or not 
each design element would be reflected in the initial indicator set. To reconcile this tension, it was 
determined that a post hoc analysis would be applied to determine the association between the 
indicator set, design elements, and levels of support (described in section 2.4). It should be noted that 
seen through a more traditional lens, our approach could be viewed negatively and raise questions 
about the validity of the process used to derive the initial indicator set. This judgement would be 
erroneously based merely on the fact that the process deviated from a normative research process. 
However, we view this step away from the status quo as a necessary procedure to ensure that the 
experiences, values and goals of older persons are not thwarted by hegemonic research approaches 
(Beard et al. 2016; Pratt, 2019). We readily acknowledge that the process we performed produced 
challenges we did not anticipate. Our recording of these challenges can be used to inform future work in 
this area.  

 
6.0 Recommendations   
 

The following recommendations are intended to inform continuing efforts to strengthen the validity, 
applicability and transferability of the Framework within a real-world context: 
 

▪ Use the Framework as a foundational document to guide the description, development, 
implementation, and evaluation of integrated care for older person living with complex health 
conditions in Ontario and care partners. The components of the Framework can serve as a 
systems-level toolchest to inform broad policy development and action strategies. 

 
▪ Test the useability and applicability of the Framework by drawing on implementation science 

techniques to conduct proof-of-practice pilot projects. Pilot projects will enable the application 
of the Framework within specific health and social care contexts (e.g. long-term care, home 



 34 

and community care, primary care) and across varying levels of support (e.g. Ontario Health 
Teams, inter-organizational partnerships, individual health and social care organizations). Case 
study and participatory methods ought to be employed to account for site-specific differences 
in integrated care configurations and contexts. The generation of empirical evidence from 
these projects can be used to hasten the integration of the Framework into policy and practice. 
The findings from these studies can also increase scalability to provincial, national and 
international contexts.  

 
▪ Employ the Framework to generate evidence of current trends in integrated care for older 

persons living with complex health conditions across the system of care in Ontario. Pro-actively 
monitor changes in levels of integration at macro, meso and micro levels of support. Trace 
linkages between these and related changes in patterns of population-level healthcare 
utilization and health status outcomes.  

 
▪ Develop coaching, education and training initiatives to build the capacity of regional health 

authorities and individual organizations to design, implement and measure integrated care for 
older persons and care partners living with complex health and social care requirements. Align 
coaching activities, tools and resources with the components of the Framework.  

 
▪ Form partnerships with existing systems-level interest groups (i.e. EQUIPM, NICE) to create 

tools and products that translate the Framework into practice relevant to specific settings and 
contexts. A multi-pronged knowledge translation plan is recommended. This would entail 
developing tailored resources to inform macro-level systems planning, meso-level organization 
operations, and micro-level point-of-care practice across the continuum of care.  

 
▪ Conduct on-going work to validate the initial indicator set and ensure a more fulsome 

representation across the elements of integrated care. This could be achieved through the 
following process: pilot test the initial initial indicator set in proof-of-practice case studies, 
invite key informants to engage in iterative consensus-building processes that aim to identify 
preferred indicators (existing or novel) in gap areas, and establish both a smaller set of 
indicators as well as an extended indicator set (with greater representation across all design 
elements) to accommodate different monitoring, evaluation, and research purposes.  

 
▪ Make use of the findings from proof-of-practice pilot projects and related activities to 

progressively revise and further refine the Framework and its component parts. Empirical 
findings can stimulate further learning, update evidence and inform on-going theory building. 
As evidence in the field of integrated care for older persons is moving rapidly, it is 
recommended that the Framework be updated in 3-5 years.  

 
▪ Continue to innovate ways of engaging older persons and care partners living with complex 

health conditions in this work. Continue to incorporate novel communication, research and 
knowledge translation processes to ensure their priorities, needs and goals do not become 
undermined by traditional healthcare language, processes and priorities. 
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Ontario Health – North Region Dr. Paul Preston Vice President (VP), Clinical, Ontario Health North  

Ontario Health Quality Gail Dobell Director, Evaluation, Ontario Health Quality  

Rehabilitative Care Alliance Charissa Levy Executive Director  

Seniors Mental Health/ Behavioural Supports Jane McKinnon Wilson SGS Coordinator, Waterloo Wellington  

Seniors Mental Health/ Behavioural Supports Dr. Lisa vanBussel Geriatric Psychiatrist, St. Joseph’s Healthcare London  

SGS Representative – Quality/Admin Rhonda Schwartz Executive Director, Seniors Care Network  

SGS Representative - Evaluation Ronaye Gilsenen Evaluation Lead, Regional Geriatric Program of Eastern Ontario  

SGS Representative - Evaluation Dr. Jacobi Elliott Evaluation Lead, Specialized Geriatric Services (South West)  

SGS Representative - Clinical Dr. Barbara Liu Geriatrician, Executive Director, Regional Geriatric Program of Toronto  

SGS Representative - Clinical Dr. Amina Jabbar Geriatrician, Seniors' Health Services, Trillium Health Partners  

SGS Representative – Admin/Policy Sandra Easson- Bruno Executive Director, North Simcoe Muskoka SGS  

  
Dr. Sophiya Benjamin Medical Director – Geriatric Psychiatry  
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Appendix C: Definitions of core elements of importance in the design of integrated care for 
older persons living with complex health and social care requirements 

Core Elements of 
Importance 

Description   

Multi-disciplinary 
teams  

Care teams are formed that include representation across a variety of health disciplines, types, layers and 
sectors of care to address the health concerns of older persons and care partners. Team membership is 
diverse and flexible based on the dynamic needs of older persons.  

Collaboration  
The delivery of care is organized in ways that enable health practitioners to move beyond discipline and 
organization-specific approaches by working cooperatively and interdependently with each other and with 
older persons and care partners, to meet an individual’s health goals.  

Cross-sector 
partnerships  

Formal interorganizational partnerships are established to enable the integration of knowledge, skills and 
resources across a variety of health areas (disciplines, types, layers and sectors of care) to address the 
health concerns of older persons as a population.  

Comprehensive 
assessment & care 
planning  

Multifaceted assessment approaches identify medical, functional, mental, social and environmental issues 
and goal-based plans for health optimization that build on the older person’s intrinsic capacity and personal 
goals.  

Integrated care at 
the point-of-care  

Direct treatment and support interventions are carried out jointly and seamlessly by health practitioners 
from a variety of health areas to address interrelated medical, functional, mental, social and environmental 
issues. 

Shared 
responsibility for 
continuity of care  

Responsibility for the coordination, implementation and communication of care for older persons is shared 
across all members of the expanded care team (across organizations and systems). This contrasts with a 
traditional consultation model.  

Integrated 
specialized geriatric 
expertise  

Specialists with expertise in the care of older persons are included as essential collaborative partners on the 
care team. Roles of specialists can include direct care and/or training for practitioners without core 
expertise in geriatrics, to ensure quality care for older persons across the continuum of care.  

Integrated 
community & home-
based interventions  

Interventions are delivered in collaboration with community service partners in the community-based and 
home-based settings of preference to older persons.  
 

Older person-
centred care  

Plans of care are centred on the goals of older persons and enabled through shared decision-making with 
older persons and care partners.   

Engaged older 
persons & care 
partners  

Older persons and care partners are included as an integral part of the care team. Opportunities are actively 
identified to draw upon and expand their roles within the care context.  
  

Self-management 
support  

Information, skills and resources/tools are provided to older persons and care partners to build their 
capacity to actively manage health conditions and prevent health complications. Self-management support 
is provided on a formal and ongoing basis.   

Integrated 
technologies  

Electronic health (e-health) technologies (e.g., cloud-based electronic health record systems, smartphone 
systems, data analytics, virtual wards) are built into service delivery processes to support information 
sharing, communication, and coordination across members of the extended care team. Mobile health (m-
health) technologies (e.g., smartphone applications, GPS devices) are integrated into treatment/support 
processes to support older persons to maintain functional abilities and live independently in the 
community.  

Multi-tiered evaluation  
Multi-tiered evaluation protocols collect, measure, and analyze systems (macro) (e.g., integrated health and 
social care EMR solutions, integrated health and social care funding envelopes), organizational (meso) (e.g., 
team membership, collaborative care planning meetings) and person (micro) (e.g., intrinsic capacity, 
functional ability, and quality of life) level data to holistically assess the impact of integrated care on the 
health and care of older persons.   
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Appendix D: Environmental scan of indicators 
 
 

Indicator Set Source/Creator Indicators 

ICHOM Standard Set for 
Older Persons 

International Consortium for 
Health Outcomes Measurement 

Disutility of care:  

• Polypharmacy 

• Falls 

Symptoms, Functioning, Quality of life:  

• Loneliness and Isolation 

• ADLs 

• Pain 

• Mood and Emotional Health  

• Autonomy and Control 

Care 

• Carer Burden 

Healthcare Responsiveness 

• Participation and Decision-Making 

Clinical Status:  

• Frailty 

• Time spent in hospital  

• Overall and cause-specific survival 

Quality of death 

• Place of death 

ICHOM Standard Set for 
Dementia 

International Consortium for 
Health Outcomes Measurement 

Symptoms, Functioning, Quality of life:  

• Neuropsychiatric 

• Cognitive 

• Social  

• Daily living 

• Overall quality of life and wellbeing 

Carer  
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• Carer quality of life 

Sustainability 

• Time to full-time care 

Safety 

• Falls 

Clinical Status 

• Disease progression 

• Hospital admissions 

• Overall survival 

Integrated Care for Older 
Persons (ICOPE) Framework 

WHO Engage and empower people and communities 

• Actively engage older people, their families and caregivers and civil 
society in service delivery 

• Offer caregivers support and training 

Support the coordination of services delivered by multidisciplinary providers 

• Actively seek and identify older people in need of care in the 
community 

• Undertake comprehensive assessments when older people enter 
health or social care services and a decline in intrinsic capacity is 
suspected or observed 

• Support appropriately trained health and social care workers to 
develop comprehensive care plans for older people that are feasible, 
practical and target intrinsic capacity and functional ability 

• Establish networks of health and social care providers to enable timely 
referral and service provision 

Orient services towards community-based care 

• Deliver care through a community-based workforce, supported by 
community-based services 

• Make available the infrastructure (e.g. physical space, transport, 
telecommunications) that is needed to support safe and effective care 
delivery in the community 

• Deliver care (with assistive products when needed) that is acceptable 
to older people, effective and targets functional ability 

Strengthen governance and accountability systems 
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• Support the active engagement of older people and their families or 
caregivers, civil society and local service providers in policy and service 
development 

• Create or update policy and regulatory frameworks to support 
integrated care and to protect against elder abuse 

• Implement quality assurance and improvement processes for health 
and social care services 

• Regularly review the capacity to deliver care equitably 

Enable system-level strengthening 

• Develop capacity in the current and emerging workforce (paid and 
unpaid) to deliver integrated care 

• Structure financing mechanisms to support integrated health and 
social care for older people 

• Establish equitable human resource management processes to 
support the paid and unpaid workforce 

• Use health information and communication technologies to facilitate 
communication and information exchange 

• Collect and report data on the intrinsic capacity and functional ability 
of older adults within existing health information systems 

• Use digital technologies to support older people’s self-management 

Country Assessment 
Framework for the 
integrated care delivery of 
long term care 

WHO • Reported or estimated number of people receiving long-term care 
services (e.g. actual number and percentage over total people 65 or 
older) 

• Access barriers to care (e.g. waiting times, financial barriers to 
services, services skipped due to costs) 

• Hospitalization rates including readmissions and length of stay, 
preventable hospitalizations, day surgeries, inpatient stays and 
discharge 

• Unintended injuries or harm (e.g. pressure ulcers, slips and falls, 
amendable mortality, patient satisfaction with care 

• Medication-related incidents (e.g. overmedication and medication 
errors) 

• Preventive care (e.g. annual checkups, influenza vaccination, mental 
health risk assessment, counselling services for lifestyle, diet, tobacco 
use, risk assessment for cardiovascular diseases, eye exams, hearing 
tests, dental cleaning, population-based screening such as 
breast/cervical/colon cancer screening) 

• Follow-up services (e.g. services post hospital discharge, medicines 
reconciliation, nursing (home) care services, secondary prevention) 
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• Rehabilitation (e.g. physiotherapy for back pain, mobility problems, 
circulation, occupational therapy to support activities of daily living, 
speech language therapy, stroke recovery) 

• End-of-life services (e.g. hospice services, pain management, advanced 
care planning, living wills) 

• Support for personal care (e.g. personal hygiene, daily routines) 

• Fitness/strength training (e.g. balance exercises like Tai Chi, yoga, 
fitness classes and strength training) 

• Driving and transportation (e.g. delivery of meals, delivery of 
medicines, accessible parking permits, drop in/out services) 

• Support and social integration (e.g. community clubs/groups, cultural 
programmes, leisure activities) 

• Social support services (e.g. stress management, conflict resolution, 
detection of older people abuse) 

• Training programmes for carers for providing care, personal assistance 
programmes, respite care 

• Social support services for carers (e.g. programmes to prevent 
overburdening and burn-out) 

• Self-management and health literacy enhancing services (e.g. online 
services, patient portals) 

• Mentoring services (e.g. therapeutic patient education) 

• Publicly available information on services for older people 

• Legislation protecting user choice (e.g. in relation to care setting, 
preferred course of treatment/care) 

• Involvement of users and carers in decisions about their care plan (e.g. 
participatory decision-making procedures, supported decision-making 
tools for people with impaired capacity) 

• Care pathways (e.g. existing care pathways in the health and social 
sectors) 

• Joint delivery of health and social services (e.g. co-location of health 
and social services practitioners, sharing of information, sharing of 
medical records, electronic medical records); regular contact between 
general practitioners and home care teams 

• Multidisciplinary work (e.g. providing space and time for 
multidisciplinary work; reducing hierarchies between different 
professional groups across health and social sectors) 

• Harmonization of the provision of services (e.g. implementation of 
clinical guidelines and protocols, inclusion of carers in needs 
assessments and in the development of care plans) 

• Guidance and protocols to address comorbidities (e.g. protocols for 
assessing condition interactions and management of comorbid 
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patients (e.g. review of medical records), best care practices when 
comorbid conditions may alter a patient’s clinical course) 

• Measures in place to manage transitions between services and 
providers (e.g. between primary health care and hospitals) 

• Availability of case managers 
• Integrated health and social discharge care plan (e.g. protocols, 

templates, checklists) 

• Follow-up services in primary care (e.g. referral feedback to primary 
care, follow-up assessment in primary care, follow-up calls) 

• Existence of care coordinators (e.g. care manager, liaison nurse or 
pharmacist) 

• Mechanisms for users and carers to receive information on services 
(e.g. upon discharge) 

• Number of formal and informal long-term care workers (headcount) 

• Types of health practitioners delivering long-term care services (e.g. 
generalist medical practitioner, nurses, social workers, psychologists, 
geriatricians, gerontologists, occupational therapists, physiotherapists, 
podiatrists, others such as social workers, community nurse/carers) 

• Practitioners working at the interfaces (e.g. nurses as discharge 
managers, nurses/ social workers as case managers) 

• Recognition of new professional categories and roles (e.g. nursing 
home doctor, dementia nurses, social and health care workers, 
community nurses/carers, care and case managers or care 
coordinators) 

• Role of unpaid carers; potential issues of quality in care provided, 
deskilling (e.g. when nurses of migrant background are employed 
below their skill level) and potential discrimination of carers of migrant 
background; informal carers may conciliate care and employment 

• Processes for improving the delivery of health and/or social services 
(e.g. learning loops/feedback on quality in facilities, assessment of 
partnerships between health and social services providers) 

• Long-term care strategy or framework 

• Governance structure of long-term care and roles of different 
governing stakeholders (e.g. national, regional or municipal 
government) 

• Performance monitoring including monitoring for new programmes, 
services and procedures (e.g. impact assessment) 

• Continuous assessment of outcomes from the perspective of users 
/carers Health and social workforce organizations in decision-making 
bodies 

• Alignment of policy goals and allocation of resources across sectors 
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• Representation of health and social services in resource allocation 

• Flexibility of regulations to respond to emerging long-term care needs 

• Alignment of provider incentives across sectors (e.g. reducing 
incentives to shift the care burden to another care level – hospital 
bed-blocking, early discharge) 

• Mutual/joint-learning opportunities across sectors, as well as between 
formal and informal care providers 

• Information transfer between health and social services (e.g. shared 
medical records) 

WHO PHC-IMPACT WHO • Self-management and health literacy in primary care 

• Referral protocol from primary care to higher levels of care 

• Reply and discharge protocol from higher levels of care to primary 
care 

• Shared care pathways 

• Developing shared care plans 

• Shared practices in primary care 

• Existence of care coordinator 

• Coordination with primary care 

• Cooperation with specialist medical professionals 

• Coordination across sectors 

• Patient experience measures 
• Quality of care processes 

• Generalist-specialist medical practitioner communication 

• Referral feedback to primary care 

• Patient satisfaction 

• Care and treatment shared decision-making 

• Hospital admissions for chronic conditions 

• Avoidable complications 

• Access to palliative care 

• Unnecessary duplication of medical tests 

• Morbidity 

• Premature mortality 

WHO Metrics on Healthy 
Aging 

WHO Consortium on Metrics and 
Evidence for Healthy Ageing  

• Report was to be released October 2020; does not appear available 
yet; WHO contacted and indicated report will be released in December 
2020 

Share Health Priorities 
Indicators 

CIHI Indicators for Access to Home and Community Care 

• Hospital Stay Extended Until Home Care Services or Supports Ready 

• Caregiver Distress 
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• New Long-Term Care Residents Who Potentially Could Have Been 
Cared for at Home 

• Wait Times for Home Care Services 

• Home Care Services Helped the Recipient Stay at Home 

• Death at Home/Not in Hospital 

CIHI Indicator Library 

(Relevant indicators pulled) 

CIHI • Potentially inappropriate medication prescribed to seniors 

• Falls in last 30 days in long term care 

• Restraint use in long term care 

• Avoidable deaths 

Aligning Outcomes and 
Spending 

CFHI • Patient recruitment and retention 

• Reduction in emergency room visits 

• Reduction in hospital readmissions 

• Growth in the use of digital health solutions for e-booking, patient 
access to health information, clinical synoptic reporting, and 
medication reconciliation;  

• Improved use of, and quality of, digital solutions that enabled health 
care providers to connect digitally with their patients and each other 
through e-visits, e-requests for prescription renewals and refills, e-
requests for services, and e-reports on services 

• Increasing the number of home care visits 

• Having less variation in home care programs 
• Shorter waits to access home care services 

• Improved clinical outcomes 

• Patient flow 

• Patient satisfaction 

• Staff satisfaction, retention, and recruitment 

Health System Use by Frail 
Ontario Seniors 

ICES • ADL Hierarchy Scale 

• Changes in Health, End-stage Disease and Signs and Symptoms 
(CHESS) Scale 

• Cognitive Performance Scale 

• Depression Rating Scale 

• IADL Involvement Scale 

• MAPLe 

• Emergency Department Visits 

• Acute hospitalizations 

• Physician visits 
• Home care services 

• LTC  use (applications and placements) 
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• Drug use 

Healthy Canadians 2006 Auditor General of Canada Timely Access 

• Self-reported difficulty obtaining routine or ongoing health care 
services 

• Self-reported difficulty obtaining health information or advice 

• Self-reported difficulty obtaining immediate care 

• Self-reported prescription drug spending as a percentage of income 

• Self-reported wait times for diagnostic services 

Quality 

• Hospitalization rate for ambulatory care sensitive conditions 

• Self-reported patient satisfaction with overall health care services 

• Self-reported patient satisfaction with community-based care 
• Self-reported patient satisfaction with telephone health line or tele-

health services 

• Self-reported patient satisfaction with physician care 

• Self-reported patient satisfaction with hospital care 

Health Status and Wellness 

• Health adjusted life expectancy (HALE) 

• Prevalence of diabetes 

• Self-reported health 

• Self-reported teenage smoking rates 
• Self-reported physical activity 

• Self-reported body mass index 

• Self-reported immunization for influenza, aged 65 plus (flu shot) 

• Self-rated mental health 

• Self-perceived stress 

• Self-reported fruit and vegetable consumption 

Ontario Health Quality 
Standards Sets – Delirium 

Health Quality Ontario In development 

Ontario Health Quality 
Standards Sets – Heart 
Failure 

Health Quality Ontario Process indicators:  

• Percentage of people age 40 and older with newly diagnosed heart 
failure who receive an echocardiogram between 18 months prior to 30 
days after heart failure diagnosis, 2015/16 to 2017/18  

• Percentage of people age 40 and older with newly diagnosed heart 
failure who receive an electrocardiogram (ECG) and a chest X-ray 
within 3 months prior to 30 days after heart failure diagnosis and 
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within 6 months prior to 30 days after heart failure diagnosis, 2015/16 
to 2017/18  

• Percentage of people age 65 and older with newly diagnosed heart 
failure who are dispensed triple therapy at 90 days and 180 days after 
heart failure diagnosis, 2015/16 to 2017/18  

• Percentage of people age 40 and older who were hospitalized or 
treated in the emergency department (ED) for heart failure who are 
seen by a primary care physician, cardiologist, or internal medicine 
physician within 7 days of leaving the hospital, 2015/16 to 2017/18 

Outcome indicators:  

• Percentage of people age 40 and older with newly diagnosed heart 
failure who die within 30 days and 1 year of heart failure diagnosis 
from any cause of death, 2014/15 to 2016/17  

• Rate of non-elective hospitalizations and emergency department (ED) 
visits for heart failure-specific reason(s), cardiovascular disease (CVD)-
specific reason(s), and for any reason(s) per 1,000 person days for 
people age 40 and older with heart failure, 2015/16 to 2017/18  

• Percentage of people age 40 and over who were hospitalized or 
treated in the emergency department (ED) for heart failure who are 
readmitted for any non-elective hospital or emergency department 
(ED) visit within 30 days of discharge, for heart failure-specific 
reason(s), cardiovascular disease (CVD)-specific reason(s), and for any 
reason(s), 2015/16 to 2017/18 

Ontario Health Quality 
Standards Sets – Hip 
Fracture 

Health Quality Ontario Outcome indicators:  

• Percentage of patients who undergo surgery for hip fracture who die 
within 30 days or within 90 days of surgery  

• Percentage of patients who undergo surgery for hip fracture who 
return to prefracture functional status within 90 days or by 6 months 
after surgery  

• Percentage of patients who undergo surgery for hip fracture who 
achieve weight bearing as tolerated within 24 hours of surgery  

• Percentage of patients who undergo surgery for hip fracture who are 
readmitted to hospital within 30 days or within 90 days of surgery  

• Percentage of previously community-dwelling patients who undergo 
surgery for hip fracture who return to the community 

Ontario Health Quality 
Standards Sets – Pressure 
Injuries 

Health Quality Ontario • Percentage of patients with a new pressure injury in a 6-month period 
(incidence)  

• Percentage of patients with a pressure injury in a 6-month period 
(prevalence) 



 51 

• Percentage of patients with a closed pressure injury in a 12-week 
period 

• Percentage of patients with a healed pressure injury who were 
diagnosed with a secondary pressure injury within 1 year (recurrence) 

• Percentage of patients with a pressure injury who had a diagnosed 
wound infection in a 6-month period  

• Percentage of patients with a pressure injury in a 12-month period 
who reported high satisfaction with the care provided 

Ontario Health Quality 
Standards Sets – Palliative 
Care 

Health Quality Ontario • Percentage of people who receive care in their last 12 months, 3 
months, and 1 month of life:  
o Home care services (any home care and palliative-specific home 
care) o Health care provider home visits (currently only physician 
home visits are measurable) o Hospice care (locally measurable)  

• Percentage of people who had 1 or more unplanned emergency 
department visits in their last 12 months, 3 months, and 1 month of 
life 

• Percentage of deaths that occurred in:  
o Hospitals  

 In-patient care  

 Emergency department  

 Complex continuing care  

 Palliative care beds (locally measurable)  
o Long-term care homes  
o The community (may include home, hospice residence, retirement 
home, or assisted-living home) 

• Percentage of people who receive palliative care (or their caregivers) 
who rated overall care received in their last 12 months, 3 months, and 
1 month of life as excellent 

Ontario Health Quality 
Standards Sets – 
Osteoarthritis 

Health Quality Ontario • Percentage of people with osteoarthritis who report the long-term 
control of their pain as acceptable 

• Percentage of people with osteoarthritis who report a high level of 
success in coping with and self-managing their condition  

• Percentage of people with osteoarthritis who have timely access to 
appropriate rehabilitation management strategies (such as education, 
exercise, and weight management)  

• Median wait time to first appointment with a health care professional 
with additional skills in osteoarthritis management (i.e., additional 
skills in rheumatology, orthopaedic surgery, sport and exercise 
medicine, or pain management) 
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• Percentage of people with osteoarthritis referred to a health care 
professional with additional skills in osteoarthritis management (i.e., 
additional skills in rheumatology, orthopaedic surgery, sport and 
exercise medicine, or pain management) who have their first 
appointment in a timely manner 

Ontario Health Quality 
Standards Sets – Palliative 
Care 

Health Quality Ontario Process indicators: 

• Percentage of people with COPD whose diagnosis is confirmed by 
spirometry  

• Percentage of people hospitalized for COPD who had an in-person 
follow-up assessment with a physician within 7 days of discharge 

• Percentage of people with moderate to severe COPD who have access 
to a pulmonary rehabilitation program (stratification: community-
based and inpatient rehabilitation)  

Outcome indicators:  

• Percentage of people with COPD with one or more urgent acute-care 
visits for COPD in the past year: o Emergency department visits o 
Nonelective hospitalizations 

• Percentage of people with COPD who smoke cigarettes daily  
• Percentage of people with COPD whose disease has a low or medium 

impact on their life (stratification: low, medium, high, and very high 
impact) 

Ontario Health Quality 
Standards Sets – Dementia 

Health Quality Ontario • Rate of emergency department visits for people living with dementia 
in the community  

• Rate of hospitalizations for people living with dementia in the 
community  

• Average length of stay in hospital for people living with dementia in 
the community  

• Alternate-level-of-care days for people living with dementia in the 
community  

• Average length of stay in the community for people living with 
dementia  

• Percentage of people living with dementia in the community and their 
caregivers who each have optimized quality of life  

• Percentage of people living with dementia in the community who are 
confident with selfcare  

• Percentage of caregivers of people living with dementia in the 
community who are confident with their ability to work collaboratively 
with people living with dementia to provide care based on their needs 
and preferences  
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• Percentage of people living with dementia in the community and their 
caregivers who reported being 

Overarching goals for quality standard: 

• Rate of emergency department visits for people living with dementia 
in the community 

• Rate of hospitalizations for people living with dementia in the 
community 

• Average length of stay in hospital for people living with dementia in 
the community 

• Alternate-level-of-care days for people living with dementia in the 
community 

• Average length of stay in the community for people living with 
dementia 

Ontario Health Quality 
Standards Sets – 
Behavioural Symptoms of 
Dementia 

Health Quality Ontario • Percentage of people living with dementia and symptoms of agitation 
or aggression who experience fewer or less frequent behavioural 
symptoms—long-term care home residents 

• Percentage of people living with dementia and symptoms of agitation 
or aggression who experience fewer or less frequent behavioural 
symptoms—patients in hospital 

• Percentage of people living with dementia and symptoms of agitation 
or aggression who are admitted to mental health beds in hospital 
under the Mental Health Act (Form 1) 

• Percentage of long-term care home placement applications that are 
rejected by a long-term care home owing to an inability to meet client 
care needs 

• Percentage of people living with dementia and symptoms of agitation 
or aggression who are readmitted within 30 days of hospital discharge 

• Rate of emergency room use by people living with dementia and 
symptoms of agitation or aggression, per 1,000 population 

• Number of incidents in hospitals and long-term care homes related to 
symptoms of aggression in dementia: patient-on-patient or patient-
on-staff incidents 

Ontario Health Quality 
Standards Sets – 
Transitions between 
hospital and home 

Health Quality Ontario • Percentage of people discharged from hospital to home who report 
feeling that they were involved in decisions about their care and 
treatment as much as they wanted to be 

• Percentage of people discharged from hospital to home who report 
that the doctors or staff at the place where they usually get medical 
care seem informed and up to date about the care they received in the 
hospital 
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• Percentage of people discharged from hospital to home who received 
home care who report that their home care started when they needed 
it to 

• Median and mean wait time from hospital discharge to first home care 
service date for people newly approved for home care services 

• Percentage of people discharged from hospital whose primary 
informal caregiver reports feeling prepared for the role of caregiving 

• Percentage of people discharged from hospital to home who visit the 
emergency department within 7 days and 30 after discharge 

• Percentage of people discharged from hospital to home who were 
readmitted to hospital within 7 days and 30 after discharge 

• Percentage of people discharged from hospital for whom discharge 
summaries are delivered to primary care providers within 48 hours 
after discharge from hospital 

Logic Model – Older Adult 
Care System  

Ontario Health East Region Better Patient and Population Health Outcomes 

 % increase in high-risk seniors receiving intensive case management1  

 % decrease in CTAS IV – V visits to the Emergency Department  

 % decrease in ED visits for Ambulatory Sensitive Conditions 
(presenting problem) 

 % decrease in 30-day inpatient readmission  

 % of persons assessed with responsive behaviours whose responsive 
behaviours have decreased in severity/frequency (tool/self-
report/caregiver report???)  

 % of persons receiving Comprehensive Geriatric Assessment who have 
a goal-oriented care plan 

 % of persons receiving a frailty assessment in the ED who are then 
connected to appropriate services (e.g. specialized geriatric services, 
home-care, primary care)   

 Decrease in institutionalization rate (per 100) for persons receiving 
intensive case management  

 Decrease in institutionalization rate (per 1000) for persons living in the 
community 

Better Patient and Caregiver Experience 

 
1 Intensive Case Management (or equivalent) refers to an enhanced level of service provision (potentially time-bound) for a subset of a service population, due 
to increased frailty/complexity. This is enhanced service provision beyond what is considered usual care, as defined by the service or program. 
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 % increase of home-bound persons receiving home-based primary 
care 

 % of persons reporting high patient experience/satisfaction (survey 
tool) 

 % of care partners (i.e. family, friends, and etc.) reporting high care 
partner experience/satisfaction (survey tool) 

 % increase in persons  who report they felt that they supported with 
care coordination or system navigation (survey tool) 

 % increase that have access to their own digital health record 

 Low caregiver stress (follow-up scores)  

 #/% of caregivers that received training/education on sf7 Sf7 domains 
(or provided reliable relevant educational resources)  

 Decreased wait-times (days) for home and community care services 
(such as, PSW, ADP, etc.) 

 % of deaths in location of choice 

Better Provider Experience 

 Provider Feedback scores 

 Clinician turn-over rates 

 $ of primary care clinicians receiving capacity building/raining supports 

Better Value 

• % of seniors with virtual healthcare encounter in the last 12 months 

Integration Scale Toronto Central LHIN Administration: 

• Teams are co-located within the hospital. 

• Funding for geriatric programs is pooled/shared. 

• Teams collaborate on service development planning. 

• A common set of service metrics are used (eg. performance indicators, 
activity volumes, etc.) 

Leadership & Quality Improvement 

• Program leaders articulate clearly the sytem goals and objectives  

• Staff understand their role in furthering the system objectives. 

• Staff work together toward achieving the system objectives.  

• Teams engage in collective quality improvement, including: 

• → Joint QI initiatives 

• → Issues concerning both teams are addressed 
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• → Sharing of QI results   

Service Cooperation: 

• Individual staff members cooperate across teams. 

• Individual staff know who to call when they need assistance from the 
other team. 

• Members from the others are willing to help when assistance is 
needed.  

• Staff members across teams share the same standards. 

• Teams problem-solve together. 

• Staff coordinate administrative and support efforts across teams. 

 

Service Delivery: 

• Patient data is shared between teams in a timely way.  
• Assessments by individual teams are shared and used to avoid 

redundancy.  

• Patient care is delivered through interprofessional teamwork.  

• Teams participate in joint care-planning for patients.  

• Communication with primary care is done through a single 
communication channel.  

• Staff from both teams participate in joint training to increase cross-
training of team members.  

• A centralized system and processes are used to manage:  
• → Information 

• → Referral & intake 

• → Triage 

• → Scheduling  

LHIN Provincial Logic Model LHIN – Health System Priorities 
for Ontario 
 
 

• MLAA/ HSAA - 90th Percentile ED Length of Stay for Complex (CTAS I-
III) Patients 

• MLAA/ HSAA - 90th Percentile ED Length of Stay for Non-Admitted 
Minor Uncomplicated (CTAS IV-V) Patients 

• MLAA – Readmissions Within 30 Days for Selected HBAM Inpatient 
Grouper (HIG) Conditions 

• MLAA – Hospitalization Rate for Ambulatory Care Sensitive Conditions 

• HSAA – Readmissions to Own Facility Within 30 Days for 

• Selected HBAM Inpatient Grouper (HIG) Conditions 

• MSAA CHC - Inter-professional Diabetes Care Rate 

• MLAA/ MSAA - CHC - Percent of Patients who visited the ED for 
conditions best managed elsewhere 
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• MLAA - Percent of Acute Care Patients who have had a follow-up with 
a physician within 7 days of discharge 

• MSAA - CHC - Number of new patients 

• MSAA - CHC - Access to Primary Care 
• MSAA - CHC - Third Next Available Appointment 

• MLAA - Percent of Palliative Care Patients discharged from hospital 
with home support 

• MLAA/MSAA/ HSAA - ALC Rate 

• MLAA/MSAA – CCAC - Percentage of Home Care Patients with 
Complex Needs who received their first Personal Support Visit within 5 
Days of the date that they were authorized for Personal Support 
Services 

• MLAA/MSAA – CCAC - Percentage of Home Care Patients who received 
their first nursing visit within 5 days of the date they were authorized 
for Nursing Services 

• MLAA/MSAA – CCAC* - 90th ( * & 50th ) Percentile Wait Time from 
community for CCAC In-Home Services: Application from Community 
Setting to First CCAC Service (excluding case management) 

• MSAA - CCAC - Wait time from Hospital Discharge to Service Initiation 
(Hospital Clients) (90th and 50th percentile) 

• MSAA - CCAC - Wait Time From Hospital Discharge to Service 

• initiation (short stay acute clients, short stay rehab clients, long stay 
complex clients) 

• MSAA - CCAC - Wait Time for Home Care Services – Application to First 
Service (Community Setting) (short stay acute clients, *short stay 
rehab clients, long stay complex clients) 

• MSAA - CCAC - Clients with MAPLe scores high and very high living in 
the community supported by CCAC 

• MSAA - CCAC - Clients with MAPLe scores high and very high as a 
proportion of total clients placed 

• MSAA - CSS - # Persons waiting for service (by functional centre) 

• LSAA – Wait Time from CCAC Determination of Eligibility to LTC Home 
Response 

• LSAA – Long-Term Care Home Refusal Rate 

• MLAA - Wait Time from when CCAC receives application to LTC Home 
to when Assessment for Eligibility is Completed (from community 
setting, from acute-care setting) 

• LSAA – Percentage of Residents Whose Pressure Ulcer Worsened 

• LSAA – Percentage of Residents on Antipsychotics Without a Diagnosis 
of Psychosis 

• LSAA – Percentage of Residents in Daily Physical Restraints 
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• LSAA – Percentage of Residents Who Fell in the Last 30 Days 

• MSAA CHC - Influenza Vaccination rate 

• HSAA - Hospital Standardized Mortality Ratio (HSMR) 
• MLAA - Overall Satisfaction and Confidence with Health Care in the 

Community 

• MSAA - Client Experience 

• MSAA - CHC - Client Satisfaction – Access 

• MSAA - CCAC - Average monthly cost per Episode (adult short stay 
acute, adult long stay complex, end of life, end of life clients in the 
three months immediately preceding death, long stay medically fragile 
children) 

• MSAA - Number of Individuals Served 

• MSAA - Service Activity by Functional Centre 
• MSAA - Variance Forecast to Actual Units of Service 

• MSAA – CHC - Retention Rate (for NPs and GPs) 

• MSAA - CHC - Number of Registered Clients 

• MSAA - CHC - Non-Primary Care Activities 

• MSAA - CHC - Specialized Care 

• LSAA - Average Long-Stay Occupancy / Average Long-Stay Utilization 

Senior Friendly Hospitals 
Indicators 

RGP of Toronto Delirium Indicators 

• Rate of baseline delirium screening 

• Rate of hospital acquired delirium 

Functional Decline Indicators 

• Rate of ADL function assessment at admission and discharge 

• Rate of no decline in ADL function 

RGP of Toronto SGS 
Performance Framework 
Report 

RGP of Toronto • Inquiries/Referrals 

• Attendance/visits 

• Admissions 
• Wait Times 

• Assessments 

• Active Clients 

• Patient Days 

• LOS 

• Occupancy % 

• ALC 

• Place of Admission / Discharge (%) 

• Referral Response Time 

• CAM Completion 
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• Falls with Injury 

•  ISAR Completion 

•  Restraint Usage 
• Foley Usage 

•  Mobilization 

• FIM Score 

• Nosocomial Pressure Ulcers 

• Urinary Tract Infections 

• Patient Satisfaction: Pain 

• Patient Satisfaction: Discussions 

• Patient Satisfaction: Helped when needed 

SGS Performance Indicator 
Framework 

RGP of Toronto • Health equity demographic data 

• Mobility (gait speed) 

• Patient quality of life 

• Subjective health status 

• Patient experience: engagement in care and satisfaction 

• Caregivers: preparedness for caregiving 

• Medication reconciliation and appropriateness 
• Wait time 

• Partner engagement 

• Utilization: Cases (referrals/visits, admissions, assessments, clients, in-
person/virtual) 

• Utilization: Episodes of Care (Pt days, LOS, Occupancy) 

• ALC (SGS/Organization) 

Performance Monitoring & 
Evaluation Framework 
System Scorecard 

North Simcoe Muskoka 
Specialized Geriatric Services 

Population Health 

• Clinical Trend (ED Visits): ED visits for age 65+ per 1,000 population 
age 65+ 

• Clinical Trend (# Hip): Fractured Hip admissions for age 65+ per 1,000 
population age 65+ 

• Clinical Trend (Depression in LTC): % NSM LTCH residents with 
worsened symptoms of depression 

• Clinical Change (Func. Status): % Older adults discharged from a SGS 
team with improved functional status using a standardized tool 

 

• Clinical Change (Caregiver Distress): % Caregivers of older adults 
discharged from a SGS team with an improved caregiver burden score 
using a standardized tool. 
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Patient and Caregiver Experience 

• Patient Experience: % Discharged older adults/caregivers who report 
their needs were met by the SGS service 

• Wait Time to See a Specialist Team (original = Specialist): Avg. wait 
time in days from referral receipt (at intake) to completion of initial 
assessment by a SGS team 

• Virtual Care: % Older adults served by a SGS team with a virtual 
encounter (video or telephone) over the last 12 months 

System Sustainability 

• ALC 65+: # of discharged ALC WLE's for individuals aged 65+ 

• ALC 65+: # of ALC days accrued upon discharge for WLE's age 65+ 

• ALC 65+ (Responsive Behaviours): # of discharged Wait List Entries 
(WLE's) for individuals aged 65+ designated ALC with behaviours as a 
barrier or need 

• ALC 65+ (Responsive Behaviours): # of ALC days accrued upon 
discharge for WLE's age 65+ with behaviours as a barrier or need  

• Project Indicator (Local SGS Teams): % NSM OHTs with active planning 
underway (or completed) to establish a local integrated SGS team 

• Project Indicator (sfCare): % NSM hospitals tracking at least 2/4 
provincially recommended Senior Friendly (sfCare) indicators 

Provider Experience 

• Access to Education: # Attendees at SGS-delivered and SGS funded 
education events 

• Provider Experience (Knowledge): % SGS staff who agree or strongly 
agree the knowledge, skills and abilities of the team related to caring 
for frail older adults/caregivers is greater now than it was 12 months 
ago 

• Provider Volumes: Rate of SGS-specific providers per 1000 population 
age 65+ 

• Provider Experience (Retention): % SGS staff agree or strongly agree 
that if they were working 5 yrs. from now they hope to still be working 
in the SGS program 

Senior Friendly Care Erie St Claire LHIN • High risk screening 

• Delirium 

• Falls 

• Continence 
• Pressure Ulcers 

• Restraint Use 
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• Prevention of deconditioning 

• Adverse drug reactions 

• Hydration and nutritional status 
• Pain management 

• Sleep management 

• Dementia/behaviours 

• Elder abuse 

AGE SPECIFIC INDICATORS OF UTILIZATION AND QUALITY OF CARE 

Admissions Rates 

• Patient days by age 

• Readmissions 

• ED visits 

Demographics of ED, Inpatient, and Mental Health patients 

Patient Safety Indicators 

• Falls, Hospital Acquired Infections, Urinary Tract Infections (UTIs), 
Pneumonia, Pressure Ulcers 
Software stratifies by age (e.g. Chronic Care Reporting System, 
National Rehabilitation Reporting System) 

Specific Inpatient Units 

• Assess and Restore Unit utilization by age 

• Activation program – % patients admitted from home discharged 
home 

GEM indicators 

• # screened (using Triage Risk Screening Tool) 
• # assessed (including: total, on weekends, patients without family 

physician/primary care provider, from LTC home, from rest/retirement 
residence, patients with CCAC supports, patients with falls history) 

• # of ED GEM referrals who left without receiving treatment 

• Wait times for GEM patients from triage to ED discharge 

• # admitted to inpatient unit 

• # of admission avoidance 

• # referred to CCAC 
• Repeat visit rates, # of repeat visits from seniors seen by GEM in last 7 

days and in last 30 days 
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POTENTIAL INDICATORS FOR HOSPITAL SERVICE ACCOUNTABILITY 
AGREEEMENTS 

Align with Quality of Care and Excellent Care for All Indicators 

• Falls, Poly-pharmacy, Wandering/Elopement, UTIs, Pressure Ulcers, 
Pneumonia, Deconditioning 

Admission and Discharge Rates 

• Admission avoidance rates because of GEM and CCAC in ED 

• Readmission rates for ages 70+ 

• Rate of patients aged 70+ from home discharged back home 

• Rate of Assess and Restore program patients discharged to 
home/community 

Physical Environment Indicators 

• Require Senior Friendly principles for upgrades/ new facilities project 
funding 

• 2-3 physical indicators 

Systematic Review: 
Indicators for monitoring 
and evaluating integrated 
care: what we measure in 
practice 

Authors: Marine Guezennec , 
Juan Eduardo Tello, Erica 
Stukator Barbazza, Viktoria Stein 

• Systematic review identifying 261 indicators of integrated care 

• Conference abstract published; authors contacted for full report 

 

Examining the Impacts of 
Accountable Care 
Organizations on Patient 
Experience, Population 
Health and Costs: 

Rapid Synthesis Review 

 

ACO Quality Measures 

 

Guta A, Wilson MG, Lavis JN 
Rapid Synthesis: Examining the 
Impacts of Accountable Care 
Organizations on Patient 
Experience, Population Health 
and Costs. Hamilton, Canada: 
McMaster 
Health Forum, 28 March 2016. 

Patient and Caregiver Experience 

Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey data 
for:  

• getting timely care, appointments, and information (ACO-1: CAHPS for 
ACOs);  

• how well your providers communicate (ACO-2: CAHPS for ACOs);  

• patient rating of provider (ACO-3: CAHPS for ACOs);  

• access to specialist (ACO-4: CAHPS for ACOs);  
• health promotion and education (ACO-5: CAHPS for ACOs);  

• shared decision-making (ACO-6: CAHPS for ACOs);  

• health status/functional status (ACO-7: CAHPS for ACOs); and  

• stewardship of patient resources (ACO-34: CAHPS for ACOs). 

Care coordination and patient safety 
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Claims-based and administrative data for the domain care coordination/patient 
safety are collected from routine billing activities and include:  

• ACO-8: risk standardized all condition readmission;  

• ACO-35: skilled nursing facility 30-day all-cause readmission measures 
(SNFRM);  

• ACO-36: all-cause unplanned admissions for patients with diabetes;  

• ACO-37: all-cause unplanned admissions for patients with heart 
failure;  

• ACO-38: all-cause unplanned admissions for patients with multiple 
chronic conditions;  

• ACO-9: ambulatory sensitive conditions admissions for chronic 
obstructive pulmonary disease (COPD) or asthma in older adults;  

• ACO-10: ambulatory sensitive conditions admissions for heart failure 
(HF);  

• ACO-11: per cent of primary care physicians who successfully meet 
meaningful use requirements;  

• ACO-39 (CARE-3): documentation of current medications in the 
medical record; and  

• ACO-13 (CARE-2): falls: screening for future fall risk. 

Preventive Health 

Items for the preventive health domain are collected from the Group Practice 
Reporting Option (GPRO) Web Interface (WI) and include:  

• ACO-14 (PREV-7) preventive care and screening: influenza 
immunization;  

• ACO-15 (PREV-8) pneumonia vaccination status for older adults;  
• ACO-16 (PREV-9) preventive care and screening: body mass index 

(BMI) screening and follow-up;  

• ACO-17 (PREV-10) preventive care and screening: tobacco use: 
screening and cessation intervention;  

• ACO-18 (PREV-12) preventive care and screening: screening for clinical 
depression and follow-up plan;  

• ACO19 (PREV-6) colorectal cancer screening;  

• ACO-20 (PREV-5) breast cancer screening;  

• ACO-21 (PREV-11) preventive care and screening: screening for high 
blood pressure and follow-up documented; and  

• ACO-42 (PREV-13) statin therapy for the prevention and treatment of 
cardiovascular disease 

Clinical care for at-risk populations 
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Measures for at-risk populations are collected through GPRO WI and include:  

• coronary artery disease measures: o CAD-7: Coronary artery disease 
(CAD): angiotensin-converting enzyme inhibitor or angiotensin 
receptor blocker therapy; diabetes or left ventricular systolic 
dysfunction (LVEF < 40%) 

• diabetes measures: o DM-2 (NQF 0059): Diabetes: hemoglobin A1c 
poor control o DM-7 (NQF 0055): diabetes: eye exam (scored together 
as a composite measure)  

• heart failure measures: o HF-6: heart failure (HF): beta-blocker therapy 
for left ventricular systolic dysfunction (LVSD)  

• hypertension measures: o HTN-2: controlling high blood pressure  

• ischemic vascular disease measures: o IVD-2: ischemic vascular disease 
(IVD): use of aspirin or another antithrombotic  

• mental health: o MH-1: depression remission at twelve months 

Performance Measures for 
Multiple Chronic Conditions 
(MCC) management in the 
literature 

Mery G, Wodchis WP, Bierman A, 
Laberge M. Caring for People 
with Multiple Chronic Conditions: 
A Necessary Intervention in 
Ontario. Working Paper Series. 
Vol 2. Toronto: Health System 
Performance Research Network; 
2013. 

GRACE Model  

• ACOVE quality indicators.  

• SF-36 medical outcomes: physical functioning, role-physical, bodily 
pain, general health, vitality, social functioning, role-emotional and 
mental health.  

• Functional index score created from 7 instrumental and 6 basic ADLs.  

• ED visits, acute care hospitalizations and mortality rates. 

PACE 

• Risk-adjusted outcomes at 3 and 12 months post PACE enrolment:  

• - Self-assessed health status.  

• - Functional status (ability to perform ADLs)  

• - Mortality at 12 months. 

Guided Care Model 

• PACIC (at 0 & 6 months) PCAT (PCP satisfaction, time allocation, 
knowledge, and care coordination; at 0 & 12 months)  

• Nurses’ job satisfaction instrument (at 12 months) 

• Physician satisfaction with chronic care, time allocation, and PCAT 
questions on knowledge and care coordination (at 0 & 12 months).  

• Practice characteristics (physician panel size) 

• PACIC adapted to caregivers (quality of chronic illness care), caregiver 
depression, strain, and productivity loss (at 0 & 18 months) 
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• PCAS (physician-patient communication, interpersonal treatment, 
knowledge of patient, integration of care, and trust in physician; at 0 & 
6 months) 

• Insurance expenditures (6 months, for all fee-for-service care)  
• Services utilization (hospital admissions, hospital days, and ED visits; 6 

months) 

SIPA 

• Admission, service utilization and public cost of care for: Inpatient 
acute care, ALC days, nursing homes, home health care, home social 
care  

• Health status Satisfaction with care Out-of-pocket expenses  

• Caregiver burden 

PRISMA 

• Disability, functional decline and unmet needs using the SMAF [French 
acronym for Functional Autonomy Measurement System]  

• ED visits and hospitalization  

• Utilization of community health and social services  

• Health care satisfaction and empowerment questionnaires  

• Caregiver’s burden and desire to institutionalize 

Guide to the Advanced 
Health Links Model 

 

MOHLTC • Number of patients with a coordinated care plan developed through 
the Health Link;  

• Number of patients with regular and timely access to a primary care 
provider 

• Reduction of 30-day readmissions to hospital;  
• Reduction in home care visits referral time;  

• Reduction in the number of ED visits for conditions best managed 
elsewhere. 

Use of hospital-related 
health care among Health 
Links enrollees in the 
Central Ontario health 
region: a propensity-
matched difference-in-
differences study 

CMAJ Open 2017. 
DOI:10.9778/cmajo.20170054 

• Acute hospitalizations 

• Emergency department visits 

• Days in acute care 

• 30-day readmissions 

• 7-day primary care follow-up 
 

Evaluation of Health Links 
in South East LHIN 

Cathexis Consulting • Increase in the number of complex and senior patients with regular 
and timely access to a primary care provider; 

• Development of coordinated care plans for all complex patients;  



 66 

• Reduction in the time from primary care referral to specialist 
consultation for complex patient;  

• Reduction in the number of 30-day readmissions to hospital;  

• Reduction in the number of avoidable Emergency Department visits 
for patients with conditions best managed elsewhere;  

• Reduction in the time from referral to home care visits for patients;  

• Reduction in unnecessary admissions to hospital;  

• Primary care follow-up within seven days of discharge from an acute 
care setting;  

• Reduction in the average cost of delivering health services to patients 
without compromising the quality of care;  

• ALC rate of nine per cent or less; and  

• Enhancement of health system experience for patients with the 
greatest health care needs. 

OHT Central Evaluation – 
Formative Evaluation: 
Document Analysis 

HSPRN • Avoidable emergency department visit rate 

• Time to ED physician initial assessment  

• Median time to long-term care placement  

• % who digitally accessed their health information in the last year  

• Total health care expenditures  

• Hospital stay extended because right home care not ready  

• Time to inpatient bed  
• % of Ontarians with virtual health care encounter in the last year  

• # of people in hallway health care beds  

• Timely access to primary care  

• Ambulatory care sensitive conditions hospitalization rate  

• % of Frequent ED visits (≥4/y) for mental health and addictions  

• Caregiver distress  

• 7-day physician follow up after acute hospitalization  

• Alternate level of care (ALC rate)  

• Community home care wait time for first home care visit  

• 30-day inpatient readmission rate  

• PREMs, Provider REMs, and PROMs  

Assessing Value in Ontario 
Health Links: Part 3  

Measures of System 
Performance in Ontario’s 
Health Links 

HSPRN Lower Growth in Healthcare Costs 

• Average government costs per year (age-sex standardized)  

• Average government costs per month alive (age-sex standardized)  

• Percent change in cost 

Better Care for Individuals 

• Acute hospitalization rate (age-sex standardized)  



 67 

• Acute hospitalization days (risk-adjusted)  

• Avoidable ED visits for patients with conditions best managed 
elsewhere (age-sex standardized)  

• All ED visits  
• High acuity/urgent ED visits  

• Low acuity ED visits  

• Readmissions within 30 days for selected CMGs (risk adjusted)  

• Alternative Level of Care (ALC) days  

• Home Care Clients  

• Long-Term Care Clients  

• Proportion of individuals rostered to a primary care physician (age-sex 
standardized)  

• All individuals  

• Rostered individuals  

• Ambulatory Care Sensitive Conditions (ACSC) hospitalization rate (age-
sex standardized)  

• ACSC hospital days (risk-adjusted)  

• Mental health & addictions hospitalization rate (age-sex standardized)  

• Long-term care admissions with a High/Very High MAPLe Score (risk-
adjusted)  

• Medication reconciliation within 14 days of hospital discharge 
(MedsCheck)  

• Appropriate care for diabetes (HbA1c, LDL, eye exam) 

Assessing Value in Ontario 
Health Links Part 4: 
Measures of Palliative Care 
and End-of-Life Care 

HSPRN Palliative Care Indicators 

• Home support for palliative patients 

• ED visits within 30 days for discharged palliative patients 

• Palliative hospital readmission rate 

End-of-life Care Indicators 

• Unscheduled ED visits in the last 2 weeks preceding death 
• Total cost as the end of life 

• Proportion of deaths in hospital 

• Days in hospital at the end of life 
 

Assessing Value in Ontario 
Health Links Part 5: Health 
System Performance 
Trends in Health Links 
Populations 2012-2014 

HSPRN • Health care expenditures ($ cost per month alive) 

• Acute (all-cause) hsopitalizations (per 100 000 population) 

• Emergency department visits – Low Acuity (per 100 000 population) 

• Emergency department visits – All CTAS levels (per 100 000 
population) 
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• Case-mix group (CMG) 30-day readmission rate (%) 

• Case-mix group primary care 7 day follow-up (%) 

• Patients enrolled in a primary care model (%) 

Evaluating Health Links in 
Ontario 

HSPRN • Total annual government costs (age-sex standardized) 

• Average per capita monthly costs  

• (age-sex standardized) 

• Control growth in cost (age-sex standardized) 

• Emergency Department Visits (age-sex standardized): 
All ED visits; Urgent ED visits Low acuity ED visits 

• Avoidable ED visits for patients with conditions best managed 
elsewhere (age-sex standardized) 

• Acute hospitalizations (age-sex standardized) 

• Acute hospitalization length of stay/days  

• (age-sex standardized) 

• Unnecessary acute hospitalizations (age-sex standardized) 

• Mental health & addictions admissions to acute care 

• LTC admissions (age-sex standardized) 

• Total ALC days (age-sex standardized) 

• 30-day all-cause readmissions 
• Primary care follow-up within 7 days of acute care discharge (for all 

individuals) 

• Primary care follow-up within 7 days of acute care discharge (for those 
rostered to a primary care MD) 

• Medication reconciliation 

• Proportion of individuals rostered to primary care physician 

• Time from referral to first home care visit 

• Diabetes care indicators 

• Health related quality of life (Home care and LTC clients) 

Charting a new PATH: Part 
2: Creating meaningful 
partnerships in care:  
lessons from West 
Northumberland 

The Change Foundation  
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Provincial Evaluation of 
Primary Care Collaborative 
Memory Clinics 

Prepared by Health Innovations 
Group 

• See framework pasted below table 
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Appendix E: Table of indicators for future study (retain & revise)   
 

Number INDICATOR TITLE INDICATOR DEFINITION SOURCE 

1 Polypharmacy  Total number of prescribed medications, adverse drug events and whether 
medications make the patient unwell  

ICHOM Standard Set for Older Persons  

3 Medication-related incidents  
(e.g. overmedication and medication 
errors) 

Number of adverse drug events (e.g. an injury due to a medication) in 
individuals aged 65 and older 

WHO Country Assessment Framework for the 
integrated care delivery of long term care 

4 Sedative/hypnotic use among long-
term care residents 

Percent of long term care residents prescribed and receiving anti-anxiety 
drugs or sedative/hypnotic medications 

 
5 Documentation of current medications 

in the medical record 
Percent of older adults (65 years and older) with a current medication list in 
their medical record  

Guta A, Wilson MG, Lavis JN Rapid Synthesis: 
Examining the Impacts of Accountable Care 
Organizations on Patient Experience, Population 
Health and Costs. Hamilton, Canada: McMaster 
Health Forum, 28 March 2016. 

6 Falls with injury in past 12 months  Percent of falls experienced by older adult (65 years and older) in the last 12 
months resulting in a fracture or need for any professional medical 
attention and hospitalization  

An Environmental Scan of Older Adult Fall 
Prevention Indicators.  Ontario Fall Prevention 
Collaborative 

7 Fall (total)  Number of falls over specified period  An Environmental Scan of Older Adult Fall 
Prevention Indicators.  Ontario Fall Prevention 
Collaborative 

8 Emergency department (ED) visits for 
fall-related injuries 

Number of ED visits for fall related injuries for older adults (65 years and 
older)  

An Environmental Scan of Older Adult Fall 
Prevention Indicators.  Ontario Fall Prevention 
Collaborative 

9 Hospitalization rate due to fall-related 
injury 

Age-adjusted rate per 100 000  An Environmental Scan of Older Adult Fall 
Prevention Indicators.  Ontario Fall Prevention 
Collaborative 

13 Rate of no decline in ADL function  Percent of hospitalized older adults  (aged 65 and older) with no decline in 
ADL function (e.g. worsening) from hospital admission to hospital discharge 
as measured by a validated tool  

Senior Friendly Hospitals Indicators. RGP of 
Toronto 
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14 Functional status  Limitations in an older adult's (aged 65 years and older) instrumental 
activities of daily living (IADLs) and/or activities of daily living (ADLs) as 
measured by a validated tool.  

Mery G, Wodchis WP, Bierman A, Laberge M. 
Caring for People with Multiple Chronic 
Conditions: A Necessary Intervention in Ontario. 
Working Paper Series. Vol 2. Toronto: Health 
System Performance Research Network; 2013. 

15 Pain  Tracking of pain using a validated tool ICHOM Standard Set for Older Persons 

16 Pain Management  Use of best practice guidelines for pain management  Senior Friendly Care. St. Erie LHIN 

17 Mood and Emotional Health  Tracking of mood and emotional health using a validated tool ICHOM Standard Set for Older Persons 

18 Stress Percent of older adults (65 years and older) reporting stress using a 
validated scale   

Healthy Canadians 2006. Auditor General of 
Canada 

19 Autonomy and Control  Number of older adults (aged 65 years and older) who report they can 
choose what to do and when to do it, having control over his/her daily life 
and activities 

ICHOM Standard Set for Older Persons 

20 Participation and Decision-Making Percent of population reporting the health care practitioner involved them 
as much as they wanted to be in decisions about their care and treatment  

Ontario Health Quality Standards Sets – 
Transitions between hospital and home 

21 Participation and Decision-Making  Percent of older adults (65 years and older) reporting confidence in ability 
to cope with own heallth 

ICHOM Standard Set for Older Persons 

22 Participation and Decision-Making  Percent of older adults (65 years and older) who report being treated with 
dignity and respect 

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A rapid review and jurisdictional scan of existing 
surveys.  HSPN 

25  Staff took their and their family 
caregiver’s preferences into account 
when determining their post-discharge 
health care needs 

Percent of older adults (aged 65 years and older) reporting that all their 
needs were taken into account  

Integrated Funding Models Patient Experience 
Survey. HSPN 

26 Carer (i.e. caregiver) burden  Carer (caregiver) reported burden tracked via a validated tool ICHOM Standard Set for Older Persons 

27 Carer quality of life  Carer (caregiver) reported health related quality of life, tracked using a 
validated tool 

ICHOM Standard Set for Dementia 

28 Caregivers: preparedness for caregiving Number of caregivers reporting they are given adequate information about 
how to care for their loved one including: education on navigating the 
healthcare system (what to expect with homecare, different levels of care 
and where to look for additional resources, etc.), proper training on how to 
use equipment (i.e. mobility aids), 

SGS Performance Indicator Framework. RGP of 
Toronto 
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30 Caregiver support  Number of caregivers receiving direct support through support networks, 
education and training, etc.  

Integrated Funding Models Caregiver Experience 
Survey. HSPN 

31 Social support services for carers (e.g. 
programmes to prevent overburdening 
and burn-out) 

Number of caregivers that received reliable relevant training/education  WHO Country Assessment Framework for the 
integrated care delivery of long term care 

32 Social support services for carers (e.g. 
programmes to prevent overburdening 
and burn-out) 

Number of caregivers utilizing caregiver support programs WHO Country Assessment Framework for the 
integrated care delivery of long term care 

33 Caregivers able or willing to help with 
the patient’s care 

Percent of caregivers who were asked by organizational staff if they were 
able or willing to help with the patient’s care 

Integrated Funding Models Caregiver Experience 
Survey. HSPN 

35 Caregivers who were given enough 
information on the patient’s condition 
or treatment before leaving hospital 

Percent of patients whose caregivers report they were given enough 
information on the patient's condition or treatment before leaving hospital 

Integrated Funding Models Caregiver Experience 
Survey. HSPN 

37 Frailty  Tracked via the Canadian Study on Health & Aging Clinical Frailty Scale (CFS) CFN FOCUS Project 

38 Failty assessment in the Emergency 
Department (ED) and referral 

Percent of persons receiving a frailty assessment in the ED who are then 
connected to appropriate services (e.g. specialized geriatric services, home-
care, primary care)   

Logic Model – Older Adult Care System. Ontario 
Health East Region.  

41 Health system use by frail seniors  All hospital records within the period of interest were extracted from the 
CIHI-DAD, and unique episodes were counted. The length of stay of a 
particular hospitalization was calculated as the number of days between the 
hospital admission and discharge dates; the total annual length of stay was 
calculated by summing up the length of stay for each hospitalization in that 
year. Same-day surgery records were extracted from the NACRS database 
(as same-day surgery can be considered a hospital-based outpatient service) 
and counted.  

 
42 Unnecessary acute hospitalizations 

(age-sex standardized) 
Hospitalization rate for older adults (aged 65 years and older) for conditions 
that can be managed outside hospital  

Evaluating Health Links in Ontario. HSPN 

46 Inpatient days accounted for by 
Alternate Level of Care (ALC) 

Number of days people spent in hospital when they are ready to be 
discharged, per 1000 population 

Performance Monitoring & Evaluation 
Framework System Scorecard. North Simcoe 
Muskoka Specialized Geriatric Services 

47 Percent of people who are discharged 
from hospital within 72 hours of being 
ready 

Percent of older adults (aged 65 years and older) who are discharged from 
hospital within 72 hours of being ready 

 
48 Alternate level of care (ALC rate) Number of older adults (aged 65 years and older) designated ALC in acute 

care by OH Region/OHT  
OHT Central Evaluation – Formative Evaluation: 
Document Analysis. HSPN 
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51 Alternative Level of Care (ALC) days  Proportion of ALC days to total length of stay in acute care  RGP of Toronto SGS Performance Framework 
Report; Performance Monitoring & Evaluation 
Framework System Scorecard. North Simcoe 
Muskoka SGS;  

52 Emergency Department Visits post 
rehabilitation/restorative care  

Percent of older adults receiving rehabilitative or restorative interventions 
who have an unplanned, less urgent, ED visit within the first 30 days of 
discharge   

53 Emergency re-admissions  Percent of older adults (aged 65 years and older) discharged from hospital  
emergency depatrment to home who visit the emergency department 
within 7 days and 30 after discharge  

54 Potentially preventable emergency 
department visits 

Number of ED visits for older adults (aged 65 years and above) for 
conditions best managed elsewhere 

Assess and Restore Guideline. MOHLTC 

55 Hospital beds occupied by patients who 
could have been receiving care 
elsewhere 

Percent of inpatient days that beds were occupied by older patients (aged 
65 years and older) who could have been receiving care elsewhere 

 
56  Health system use by frail seniors: 

Physician visits 
All physician visits by older adults (aged 65 years and above) with frailty in a 
period 

Health System Use by Frail Ontario Seniors. ICES 

57 Healthcare utilization Number of cases (referrals/visits, admissions, assessments, clients, in-
person/virtual) 

 
60 Long Term Care (LTC) Home admission Number of LTC home admissions by sex (age-sex standardized) Evaluating Health Links in Ontario. HSPN 

61 Overall survival  Number of older adults (aged 65 years and above) who have died in the 
period by cause 

ICHOM Standard Set for Dementia 

62 Cause-specific survival The length of time from either the date of diagnosis or the start of 
treatment for a disease, such as dementia or cancer, to the date of death 
from the disease.  

ICHOM Standard Set for Older Persons 

63 Place of death  Number of older adults (aged 65 years and older) who die in their preferred 
place of death  

ICHOM Standard Set for Older Persons 

64 Duration of palliative care until death Number of days to death following initiation of palliative care 

 
65 Hospitalization prior to death  Number of days spent in hospital immediately prior to death Assessing Value in Ontario Health Links Part 4: 

Measures of Palliative Care and End-of-Life Care. 
HSPN 

66 Cognitive functioning  Results of cognitive assessment using validated tools and clinical acumen ICHOM Standard Set for Dementia 
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67 Social functioning Results of screening for social functioning in older adults (aged 65 years and 
older), using a validated tool. 

ICHOM Standard Set for Dementia 

68 Rate of baseline delirium screening Percent of patients (65 and older) receiving delirium screening using a 
validated tool upon admission to hospital 

Senior Friendly Hospitals Indicators. RGP of 
Toronto 

69 Hospital acquired delirium Incidence rate of delirium in patients (65 and older) acquired over the 
course of hospital admission  

Senior Friendly Hospitals Indicators. RGP of 
Toronto 

70  Overall quality of life and well-being  Older adult reported related quality of life (QOL) using a validated tool that 
includes enjoyment of activities, pain, financial resource and side effects of 
medications.   

ICHOM Standard Set for Dementia 

71 Support for self management Percent of older persons/caregivers with self-management training  

 
72 Reply and discharge protocol from 

higher levels of care to primary care 
Percent of people discharged from hospital for whom discharge summaries 
are delivered to primary care providers within 48 hours after discharge from 
hospital 

Ontario Health Quality Standards Sets – 
Transitions between hospital and home. Health 
Quality Ontario 

73 Caregiver experience of post hospital 
communication 

The proportion of caregivers who reported that the doctors or staff at the 
place where the patient usually gets medical care seemed informed and up-
to-date about the care the patient received in the hospital 

Ontario Health Quality Standards Sets – 
Transitions between hospital and home. Health 
Quality Ontario 

74 Developing shared care plans Percent of primary care health professionals who engage with relevant 
specialists in the development of care plans for persons with multiple 
chronic conditions and receive care from more than one provider  

WHO PHC-IMPACT 

75 Existence of care coordinator Percent of primary care providers that use a care coordinator (nurses or 
case managers) to monitor and manage care for individuals with chronic 
conditions that need regular follow-up care  

WHO PHC-IMPACT 

76 Know care coordinator Yes or no.  Does respondent know their care coordinator  A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel. HSPN 

77 Ease of contacting care coordinator Percent of older adults (aged 65 years and above) with an assigned care 
coordinator who report it is easy to contact their care coordinator 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel. HSPN 

78 Care coordinator understood what was 
most important 

Percent of older adults (aged 65 years and above) with an assigned care 
coordinator who report that their care coordinator understood what was 
most important to them  

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel. HSPN 
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79 Care coordinator helped me get 
needed services 

Percent of older adults (aged 65 years and above) with an assigned care 
coordinator who report that their care coordinator helped them to get 
needed services. 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel. HSPN 

83 Primary Health Care (PHC) programs for 
chronic conditions 

Percent of PHC teams that report having resources for self-management of 
chronic conditions 

WHO - PHC IMPACT 

85 Cooperation with specialist medical 
professionals - embedded specialist 
care 

Percent of generalist medical practitioners who arrange to have specialist 
medical practitioners visit a primary care practice to provide outpatient 
consultations/visits normally provided in hospital (replaced specialist care)  

WHO - PHC IMPACT 

86 Cooperation with specialist medical 
professionals - joint outpatient 
consultations 

Percent of specialist medical practitioners who visit a primary care practice 
to provide joint outpatient consultations/visits with generalist medical 
practitioners 

WHO - PHC IMPACT 

87 Cooperation with specialist medical 
professionals - clinical training 

Percent of generalist medical practitioners receive clinical lessons/training 
from specialist medical practitioners  

WHO - PHC IMPACT 

89 Support by care coordination Percent increase in persons who report they felt that they feel supported 
with care coordination or system navigation  

Logic Model – Older Adult Care System . Ontario 
Health East Region 

90 Presence of key co-ordination activities  Percent of PHC teams reporting that they coordinate patient care with other 
health care organizations using protocols.  

 
92 Attendance at Multi-Disciplinary Team 

meetings  
Percent of providers by health discipline attending Multidisciplinary Team 
meetings regarding older adults (aged 65 years and older) with complex and 
chronic conditions on a weekly/monthly basis. 

 
93 Multi Disciplinary Team (MDT) 

operation  
Number of case managed patients who are older persons with complex 
health needs who are discussed at MDT meetings and for whom follow up 
actions took place.  

94 Degree of joint working : Attendance 
rates at joint meetings  

Percent of providers by health discipline attending joint working meetings 
to plan care for older persons with complex health needs.  

96 PHC Family Physicians/General 
Practitioners/Nurse Practitioners 
working in interdisciplinary teams 

Percent of providers reporting that they work in interdisciplinary teams, 
including health and social service professionals representing  three or more 
disciplines, where care is integrated at point of care.  

Pan-Canadian Primary Health Care Indicators 

97 PHC Family Physicians/General 
Practitioners/Nurse Practitioners 
working in interdisciplinary networks 

Percent of providers reporting that they work in interdisciplinary networks 
including health and social service professionals representing three or more 
disciplines, where care is integrated through cross-sector or multiagency 
partnership. 

Pan-Canadian Primary Health Care Indicators 
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98 PHC team effectiveness score Percent of providers reporting high team effectiveness scores using a 
validated tool. 

Pan-Canadian Primary Health Care Indicators 

100 Measures in place to manage 
transitions between services and 
providers (e.g. between primary health 
care and hospitals) - transmission 

Percent of providers reporting the transmission of transition record for 
older persons with complex health conditions. 

 
102 Advance knowledge of care transitions 

and next steps in care  
Percent of older persons / caregivers reporting that they were aware of  the 
plan for transition. 

 
103 Delayed transfers of care from hospital  Percent of  patients that are medically optimised, to the point at which care 

and assessment could be continued at home or in a non-acute setting or the 
patient is ready to go home, yet they remain in an acute care hospital, by 
discharge destination (e.g. home, LTC, rehabilitation, Complex Continuing 
Care etc.).  

 
104 Availability of case managers Percent of older persons and caregivers reporting that their case manager 

was available when they needed them. 
WHO Country Assessment Framework for the 
integrated care delivery of long term care 

105 Service cooperation - coordination Percent of organizations reporting that they coordinate administrative and 
support efforts with teams from other organizations. 

Integration Scale - Toronto Central LHIN 

106 Service cooperation  - assistance Percent of organizations reporting that cross-sector partners  are willing to 
help when assistance is needed.  

Integration Scale - Toronto Central LHIN 

107 Service cooperation - standards Percent of organizations reporting that staff members utilize standards 
shared by teams in other cross-sector partners. 

Integration Scale - Toronto Central LHIN 

108 Service cooperation - problem solving Percent of organizations reporting that their teams problem-solve together 
with teams from other cross-sector partners. 

Integration Scale - Toronto Central LHIN 

109 Quality of care Percent of organizations that have adopted measures relevant to high 
quality integrated care for older adults. 

WHO - PHC IMPACT 

110 Generalist-specialist medical 
practitioner communication - 
frequency 

The frequency of timely feedback from various providers to a referring GP 
on the results of medical intervention or rehabilitative services.  

WHO - PHC IMPACT 

111 Generalist-specialist medical 
practitioner communication - 
administrative communication 

Percent of patients transferred to another healthcare facility whose medical 
documentation indicated that administrative information was 
communicated prior to departure.  

WHO - PHC IMPACT 
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112 Generalist-specialist medical 
practitioner communication - 
frequency 

Percent of generalist medical practitioners who always receive a 
report/reply letter back from specialist medical practitioner with all relevant 
health information.  

WHO - PHC IMPACT 

113 Information transfer between health 
and social services (e.g. shared medical 
records) 

Percent of patients transferred to a social service whose medical 
documentation indicates that patient information was communicated.  

WHO Country Assessment Framework for the 
integrated care delivery of long term care 

114 Communication - Receipt of conflicting 
information 

Percent of older adults (aged 65 years and older) who report that in the last 
2 months, they have received conflicting or different information from 
different home support workers. 

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey. HSPN 

115 Communication - Frequency of 
receiving conflicting information 

Number of times older adults (aged 65 years and older report, in the last 2 
month, they have received conflicting or different information from 
different home support workers. 

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey. HSPN 

116 Communication - Transparency of 
service allocation 

Percent of older adults (aged 65 years and older) who report that when they 
first started getting home health care from this agency, someone from the 
agency told them what care and services they would get.  

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey. HSPN 

117 Communication - Information Percent of older adults (aged 65 years and older) who report that 
professionals provide sufficient information about care (e.g., options for 
home care, available services).  

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey. HSPN 

120 Have access to written information in 
preferred language 

Percent of older adults reporting that they had access to written 
information in their own language. 

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey. HSPN 

121 Patient experience: receiving enough 
information about one's medical 
condition 

Percent of older adults reporting that they received enough information 
from their care workers about what to do if they became worried about 
their medical condition.  

Integrated Funding Models Patient Experience 
Survey. HSPN 

122 Health care team were available when 
needed 

Percent of patients (aged 65 years and older) who reported that members 
of their health care team were available when needed. 

Integrated Funding Models Patient Experience 
Survey. HSPN 
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124 Care team unaware of the changes in 
treatment recommended by another 
care team member 

Percent of patients (aged 65 years and older) who reported that a member 
of their care team was unaware of the changes in treatment recommended 
by another care team member. 

Integrated Funding Models Patient Experience 
Survey. HSPN 

125 Roles of different service providers Percent of patients (aged 65 years and older) who were confused about the 
roles of different service providers. 

Integrated Funding Models Patient Experience 
Survey. HSPN 

128 High-risk seniors receiving intensive 
case management 

Percent of older adults (aged 65 years and older) receiving Intensive Case 
Management (or equivalent) (e.g. this is enhanced service provision beyond 
what is considered usual care, as defined by the service or program). 

Logic Model – Older Adult Care System. Ontario 
Health East Region  

129 Older adult experience measures Percent of older adults (aged 65 years and older) reporting positive 
experiences of the care provided by their health care provider or team. 

 
130 Caregiver rating of in-hospital care 

experience 
Percent of older adults (aged 65 years and older) whose caregiver reported 
positive experiences with their in hospital care.  

Integrated Funding Models Caregiver Experience 
Survey. HSPN 

131 Caregiver rating of post-discharge 
home or community care experience 

Percent of older adults (aged 65 years and older) whose caregiver reported 
positive experiences with their community care experience 

Integrated Funding Models Caregiver Experience 
Survey. HSPN 

132 Would recommend service provider 
agency to family/friends 

Percent of older adults (aged 65 years and older) who would recommend 
program to family/friends who might need it 

Older Adult Experience Survey. RGPs of Ontario 

133 Care partner experience/satisfaction 
(survey tool) 

Percent of care partners (i.e. family, friends, and etc.) reporting high care 
partner experience/satisfaction. 

Logic Model – Older Adult Care System. Ontario 
Health East Region  

135 Access to palliative care Percent of older adults (aged 65 and older) with a life limiting illness who 
received care from identified palliative care services. 

WHO - PHC IMPACT 

136 End-of-life services (e.g. hospice 
services, pain management, advanced 
care planning, living wills) 

Percent of older adults (aged 65 years and older) with a life limiting illness 
who received care specific to their end-of-life needs (e.g. hospice, pain 
management).  

WHO Country Assessment Framework for the 
integrated care delivery of long term care 

139 Percent of people who receive care in 
their last 12 months, 3 months, and 1 
month of life:  

Percent of older people (aged 65 years and above) who lived in the 
community during their last 30 days of life and who received at least one:  
· Home care (any home care and palliative-specific home care) 
· Physician home visits 
· Any health care provider home visits 
· Hospice care 

Ontario Health Quality Standards Sets – Palliative 
Care 
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140 Percent of people who had 1 or more 
unplanned emergency department 
visits in their last 12 months, 3 months, 
and 1 month of life 

Percent of older people (aged 65 years and above), among those who died, 
who had one or more unplanned emergency department visits in their last 
30 days of life.  

Ontario Health Quality Standards Sets – Palliative 
Care 

141 Quality of overall care received in the 
last 12 months, 3 months, and 1 month 
of life 

Percent of caregivers, and taking all services in all settings into account, 
rating a decedent's care in the last 12, 3 and 1 month(s) of life as Excellent 
or Very good. 

Ontario Health Quality Standards Sets – Palliative 
Care 

142 Palliative hospital readmission rate Percent of older patients (aged 65 years and above) identified as palliative 
in hospital and discharged to home that were readmitted to acute care 
within 30 days of discharge.  

Assessing Value in Ontario Health Links Part 4: 
Measures of Palliative Care and End-of-Life Care. 
HSPN 

143 Total cost as the end of life Average total government costs in the last year of life among older 
decedents (aged 65 years and above), adjusted for inflation and reported in 
Canadian dollars.  

Assessing Value in Ontario Health Links Part 4: 
Measures of Palliative Care and End-of-Life Care. 
HSPN 

144 Deaths in hospital Percent of older decedents (aged 65 years and above) that died in hospital.  Assessing Value in Ontario Health Links Part 4: 
Measures of Palliative Care and End-of-Life Care. 
HSPN 

145 Last 6 months of life spent at home or 
in a community setting 

Proportion of last 6 months of life spent at home or in a community setting 
among older decedents (aged 65 years and above). 

 
146 Days in hospital at the end of life Mean number of days in hospital in the last 30 days of life among decedents 

(aged 65 years and above) by fiscal year. 
Assessing Value in Ontario Health Links Part 4: 
Measures of Palliative Care and End-of-Life Care. 
HSPN 

147 Early identification: Documented 
assessment of needs for palliative care 
patients 

Percent of older adults (aged 65 years and older) with a life limiting illness 
with a documented assessment of needs for palliative care. 

 
148 Changes in Health, End-stage Disease 

and Signs and Symptoms (CHESS) Scale 
CHESS Score for older adults (aged 65 years and older).  Health System Use by Frail Ontario Seniors. ICES 

149 Unnecessary duplication of medical 
tests 

Percent of primary care providers who repeated medical tests because 
previous results were unavailable, by age cohort.  

WHO - PHC IMPACT 

150 Patients report unnecessary care (e.g. 
tests, procedures, ER visits and 
hospitalizations) 

Percent of older adults (aged 65 years and older) who report receiving 
unnecessary care (e.g. tests, procedures, ER visits and hospitalizations). 

Evaluating Health Links in Ontario. HSPN 
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151 Prevalence of comorbidity (multiple 
chronic conditions/Multi-Morbidity) 

Percent of older adults (aged 65 years and older) with two or more 
diagnosed conditions from a reference list of medical conditions. 

Mery G, Wodchis WP, Bierman A, Laberge M. 
Caring for People with Multiple Chronic 
Conditions: A Necessary Intervention in Ontario. 
Working Paper Series. Vol 2. Toronto: Health 
System Performance Research Network; 2013. 

152  Potential Years of Life Lost Difference in years between age at death and average life expectancy by sex 
and country (e.g. in Canada for males this is 80 and for females this is 84). 

WHO - PHC IMPACT 

153 Mortality rates  Percent of older adults (aged 65 years and older) who died within 12 
months of hospital admission. 

Mery G, Wodchis WP, Bierman A, Laberge M. 
Caring for People with Multiple Chronic 
Conditions: A Necessary Intervention in Ontario. 
Working Paper Series. Vol 2. Toronto: Health 
System Performance Research Network; 2013. 

154 Health adjusted life expectancy (HALE) 
Calculation of health adjusted life expectancy. 

Healthy Canadians 2006. Auditor General of 
Canada 

155  New Long-Term Care Residents Who 
Potentially Could Have Been Cared for 
at Home 

Perent of LTC placements where home care client could have stayed home / 
in the community. 

Share Health Priorities Indicators. CIHI 

156 Percent of adults with intensive care 
needs receiving care at home  

Percent of adults with intensive care needs receiving care at home.  

 
160 Use of home care services  Number of home care visits to older adults (aged 65 years and older) who 

were eligible for home care services by type (e.g. nursing, personal support, 
therapy, respite etc.). 

 
162 Greater flexibility in service offerings 

and timing of visits/programs 
Percent of older adults (aged 65 years and older) who report that services 
were aligned with their personal needs and preferences.  

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 

164 Convenience of homecare for 
caregivers 

Proportion of caregivers who reported that home care visits were arranged 
in a manner that was convenient for them. 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 

165 Home care team informed about 
hospital care 

Proportion of caregivers who reported that the home care team seemed 
informed and up-to-date about the care the patient received in the hospital. A mixed methods analysis of the existing Client 

and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 
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167 Information provided by home care 
team on caregiver support services 
(e.g. respite, caregiver support groups, 
educational seminars) or on how to 
care for themselves 

Proportion of caregivers who reported that somebody from the homecare 
team gave them information on caregiver support services (e.g. respite, 
caregiver support groups, educational seminars) or on how to care for 
themselves. 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 

168 End of service communication                 Percent of older adults (aged 65 years and older) who report they were 
given enough notice about when services would end. 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 

169 

End of service preparation 

Percent of older adults (aged 65 years and older ) who report that service 
workers prepared them for services to end. 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 

171 Method of Assigning Priority Levels 
(MAPLe) 

MAPLe score by age cohort. Aging in Ontario: An ICES Chartbook of Health 
Service Use by Older Adults 

172 Restraint Usage Use of physical or pharmacological restraints in older adults (aged 65 years 
and older) by setting of care. 

RGP of Toronto SGS Performance Framework 
Report 

173 Growth in the use of digital health 
solutions for e-booking, patient access 
to health information, clinical synoptic 
reporting, and medication 
reconciliation  

Percent of older adults (aged 65 years and older) that have access to and 
utilize their own digital health record. 

Logic Model – Older Adult Care System. Ontario 
Health East Region 

174 Access to Geriatric Education Percent of health professionals who have attended training or education 
specific to geriatric care in the past 12 months. 

Performance Monitoring & Evaluation 
Framework System Scorecard. North Simcoe 
Muskoka Specialized Geriatric Services 

175 Capacity                     Percent of health professionals that report they have the training to meet 
specialised needs (e.g., managing behaviors associated with dementia, etc.). 

Performance Monitoring & Evaluation 
Framework System Scorecard. North Simcoe 
Muskoka Specialized Geriatric Services 

176 Self-reported difficulty obtaining 
routine or ongoing health care services 

Number of older adults (aged 65 years and older) who report difficulty 
obtaining routine or ongoing health care services in the past 12 months. 

Healthy Canadians 2006. Auditor General of 
Canada 

177 Self-reported difficulty obtaining health 
information or advice 

Number of older adults (aged 65 years and older) who report difficulty 
obtaining health information or advice in the past 12 months. 

Healthy Canadians 2006. Auditor General of 
Canada 

178 Self-reported difficulty obtaining 
immediate care 

Number of older adults (aged 65 years and older) who report difficulty 
obtaining immediate care in the past 12 months. 

Healthy Canadians 2006. Auditor General of 
Canada 

179 Self-reported prescription drug 
spending as a Percent of income 

Amount of prescription drug spending as a Percent of income among older 
adults in the past 12 months. 

Healthy Canadians 2006. Auditor General of 
Canada 
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181 Self-reported health Older adults report of their own health using a validated tool. Healthy Canadians 2006. Auditor General of 
Canada 

183 Common performance measurement Number of programs and services focused on older adults utilizing a 
common set of service metrics (eg. performance indicators, activity 
volumes, etc.). 

 
185 Rehabilitation Offered (e.g. 

physiotherapy for back pain, mobility 
problems, circulation, occupational 
therapy to support activities of daily 
living, speech language therapy, stroke 
recovery) 

Proportion of older people (65 and over) who were offered rehabilitation 
following discharge from acute or community hospital.  

Rehabilitative Care Alliance System Evaluation 
Performance Report Technical Manual  

186 Rehabilitation Effect Proportion of older people (65 and over) who were still at home 91 days 
after discharge from hospital into reablement/rehabilitation services.   

187 Support for personal care (e.g. personal 
hygiene, daily routines) 

Number of older adults (aged 65 years and older) who receive assistance for 
personal care. 

WHO Country Assessment Framework for the 
integrated care delivery of long term care 

189 Unintended injuries or harm (e.g. 
pressure ulcers, slips and falls, 
amendable mortality, patient 
satisfaction with care) 

Percent of long-stay home care clients who experience injury (e.g. pressure 
ulcers, slips and falls, amendable mortality, patient satisfaction with care). 

WHO Country Assessment Framework for the 
integrated care delivery of long term care 

190 Prevention of deconditioning Percent of older adults (age 65 years and older) who demonstrate 
deconditioning.  

Senior Friendly Care. Erie St. Clair LHIN 

192 Self-reported immunization for 
influenza, aged 65 plus (flu shot) 

Percent of older adults (aged 65 years and older) who report receiving 
immunization for influenza (flu shot). 

Healthy Canadians 2006. Auditor General of 
Canada 

194 Access to information Percent of older adults who receive health and social care services who 
report that  "My family or friends who help with my care were given the 
information that they wanted when they needed it".  

 
195 Information related to care planning Percent of older adults who receive health and social care services who 

report that "My [care team] follows through with the care plan it creates 
with me".  

 
196 Follow-up care  Percent of older adults who receive health and social care services who 

report that "the health care professional arranged for follow-up care or 
provided me with clear instructions regarding next steps". 

 
197 Follow-up care plans Number of older adults with a scheduled appointment for follow-up. 
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198 Lower annual household income Number older adults below the low income cut-off. Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey 

199 Health behaviours that increase the risk 
of chronic disease  

Number older adults demonstrating physical inactivity, inadequate fruit and 
vegetable intake, being overweight or obese and/or smoking. 

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey 

200 Did not visit a dentist in the past year Number of older adults who did not visit a dentist in the past 12 months. Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A quantitative and qualitative analysis of the 
pilot Client and Caregiver Experience Evaluation 
survey 

201 Hydration and nutritional status Number of older adults with inadequate hydration and nutritional status. Senior Friendly Care. Erie St. Clair LHIN 

202 Sleep management Number of older adults with inadequate sleep. Senior Friendly Care. Erie St. Clair LHIN 

203 Foley Usage Number of older adults with an indwelling urinary catheter. RGP of Toronto SGS Performance Framework 
Report 

204 Mobilization Length of time  (in minutes0 spend mobilizing per day. RGP of Toronto SGS Performance Framework 
Report 

205 Functional Independence Measure 
(FIM) Score 

Functional Independence Measure (value). RGP of Toronto SGS Performance Framework 
Report 

206 Urinary Tract Infections Number of urinary tract infections per older adult per year. RGP of Toronto SGS Performance Framework 
Report 

207 Health equity demographic data Number of older adults for whom health equity demographic data is 
collected in the health record. 

SGS Performance Indicator Framework 

209 Sexual orientation and identity Number of older adults for whom sexual orientation and identity is 
collected in the health record. 

 
213 Age Age in years. 

 
214 Sex/Gender Sex/gender. 

 
215 Availability of someone to talk with 

older adult 
Percent of older adults (aged 65 years and older) who report they have 
someone to talk to as much as they would like. 

Older Adult Experience Survey 

216 Concerns addressed Percent of older adults (aged 65 years and older) who report their concerns 
were addressed. 

Older Adult Experience Survey 
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217 Information presented in 
understandable way 

Percent of older adults (aged 65 years and older) who report information 
was presented in an understandable way. 

Older Adult Experience Survey 

218 Time was taken to learn about older 
adult as a person 

Percent of older adults (aged 65 years and older) who report  time was 
taken to learn about them. 

Older Adult Experience Survey 

219 Older adult had confidence in the 
people he/she saw 

Percent of older adults (aged 65 years and older) who report they have 
confidence in the health and social care providers they saw. 

Older Adult Experience Survey 

220 Older adults felt able to use the advice 
given 

Percent of older adults (aged 65 years and older) who report they felt able 
to use the health and social care advice they were given. 

Older Adult Experience Survey 

221 Timeliness Percent of older adults (aged 65 years and older) who report they received 
timely care (by service). 

Older Adult Experience Survey 

222 Informed of next clinic appointment Percent of older adults (aged 65 years and older) who report they were 
informed of their next appointment. 

Older Adult Experience Survey 

223 Service worker provided agreed to 
services 

Percent of older adults (aged 65 years and older) who report that a service 
worker agreed to provide requested services. 

Older Adult Experience Survey 

224 Patience Percent of older adults (aged 65 years and older) who reported that staff 
listened carefully to what they had to say.  

Older Adult Experience Survey 

225 knowledge of patient Percent of older adults (aged 65 and older) who report that new service 
providers knew details of person and their preferences and circumstances.  

Integrated Funding Models Patient Experience 
Survey 

226 Older adults referred to other 
programs/service needed 

Percent of older adults (aged 65 and older) who report that they were 
referred to other programs/service needed. 

Older Adult Experience Survey 

227 Older adult clear on who would receive 
information about their care 

Percent of older adults (aged 65 and older) who report that they were clear 
on who would receive information about their care. 

Older Adult Experience Survey 

229 Geriatric emergency indicators - 
targeted assessment in the emergency 
department 

Percent of older adults (aged 65 and older) who received a targeted 
comprehensive geriatric assessment in the emergency department. 

 
230 Geriatric emergency indicators - 

admission after targeted assessment 
Percent of patients who received a targeted comprehensive geriatric 
assessment in the emergency department who were admitted.  

231 Geriatric emergency indicators - 
discharge after targeted assessment 

Percent of patients who received a targeted comprehensive geriatric 
assessment in the emergency department who were discharged from the 
emergency department. 

 
232 Geriatric emergency indicators - 

readmission  
Percent of patients who received a targetted comprehensive geriatric 
assessment in the emergency departmentwho returned to the Emergency 
department within 7 and 30 days. 
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235 Access to specialist  Avg. wait time in days from referral receipt (at intake) to completion of 
initial assessment by service. 

Guta A, Wilson MG, Lavis JN Rapid Synthesis: 
Examining the Impacts of Accountable Care 
Organizations on Patient Experience, Population 
Health and Costs. Hamilton, Canada: McMaster 
Health Forum, 28 March 2016. 

236 Health promotion and education  Number of older adults (aged 65 years and older) who received health 
promotion and education services. 

Guta A, Wilson MG, Lavis JN Rapid Synthesis: 
Examining the Impacts of Accountable Care 
Organizations on Patient Experience, Population 
Health and Costs. Hamilton, Canada: McMaster 
Health Forum, 28 March 2016. 

237 Health status/functional status  Baseline functional status score (using a validated tool). Guta A, Wilson MG, Lavis JN Rapid Synthesis: 
Examining the Impacts of Accountable Care 
Organizations on Patient Experience, Population 
Health and Costs. Hamilton, Canada: McMaster 
Health Forum, 28 March 2016. 

238 Comprehensive assessment (SF-36 
medical outcomes: physical 
functioning, role-physical, bodily pain, 
general health, vitality, social 
functioning, role-emotional and mental 
health) 

Number of older adults (aged 65 years and older) who receive a 
comprehensive geriatric assessment. Mery G, Wodchis WP, Bierman A, Laberge M. 

Caring for People with Multiple Chronic 
Conditions: A Necessary Intervention in Ontario. 
Working Paper Series. Vol 2. Toronto: Health 
System Performance Research Network; 2013. 

239 Joint development of patient 
management plans by a general 
practitioner and specialists  

Number of older adults (aged 65 years and older) who have care plans that 
are jointly developed by a general practitioner and specialist(s).  

WHO PHC-IMPACT 

240 PCH reports percent of active patients 
assigned a personal clinician and team.  

Percent of primary care teams that meet a benchmark or demonstrate 
improvement in older adult patients (aged 65 years and older) assigned to a 
personal clinician and team.  

WHO PHC-IMPACT 

241 Occurrence of recommended care 
activities  

Percent of older adults (aged 65 years and older) living with 2 or more 
chronic conditions with demonstrated progress toward goals identified in a 
coordinated care plan. 

Evaluation of Health Links in South East LHIN 

242 Numbers receiving long-term social 
care as a proportion of the sum of 
numbers receiving emergency hospital 
care and numbers receiving long-term 
social care (by age group, or just for 
65+ group)  

Percent of LTC eligible older adults (aged 65 years and older) who utilized 
the emergency department in the past 12 months. 
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243 Participation of families in care plans Percent of care plans created for individuals aged 65 years and older in 
which families participated.  

 
244 In person access to services Number of appointments offered to older adults (65 years of age and older) 

that are offered in-person. 
 

245 Follow-up  Number of older adults (65 years of age and older) receiving health and 
social care services with plans for follow-up;  

WHO Country Assessment Framework for the 
integrated care delivery of long term care 

246 Needs assessment for housing / living 
assistance  

Percent of older adults (aged 65 years and older) who received systematic 
needs assessment in the field of housing / living assistance  

 
247 Clarity of responsibility The proportion of older adults receiving health and social care services who 

knew what their responsibilities were for managing their health. 
Integrated Funding Models Patient Experience 
Survey. HSPN 

248 Coping with grief and loss              Number of education events for older adults that specifically and primarily 
address topics of loss (e.g., loss of mobility/driving, vision or hearing; grief 
management; mental status changes; incontinence).  

 
249 Safety - Falls related Percent of participants reporting they feel safe in the context of fall 

prevention.  
An Environmental Scan of Older Adult Fall 
Prevention Indicators.  Ontario Fall Prevention 
Collaborative 

250 Social contact Proportion of people who use (social care) services and their carers who 
reported that they have had as much social contact as they would like.  

 
253 Common understanding of care 

activities and goals  
Percent of patients and caregivers who agreed they have a common 
understanding of care activities and goals. 

 
254 Healthcare professionals listened to 

concerns 
Proportion of caregivers who reported that healthcare professionals 
listened to their concerns about the patient. 

Integrated Funding Models – A Central 
Evaluation 
Integrated Funding Models Caregiver Experience 
Survey. HSPN 

255 Communication - sharing of health 
information  

Percent of older adults (aged 65 years and older) who feel that they had to 
repeat their health condition and information unnecessarily. 

Integrated Funding Models – A Central 
Evaluation 
Integrated Funding Models Caregiver Experience 
Survey. HSPN 

256 Care Transitions Patient score on the Care Transitions Measure. 
Integrated Funding Models Patient Experience 
Survey. HSPN 

257 Service Delivery – Access Percent of older adults (aged 65 years and older) who report suitability of 
scheduled days and hours of visits.  

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A rapid review and jurisdictional scan of existing 
surveys. HSPN 
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258 Service Delivery – Reliability Percent of older adults (aged 65 years and older) who report they were able 
to reach their [home care provider] when they needed him/her.  

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A rapid review and jurisdictional scan of existing 
surveys. HSPN 

259 Service Delivery – Availability Percent of older adults (aged 65 years and older) who report that 
professional Home Care services met their needs with [remaining at home].  

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A rapid review and jurisdictional scan of existing 
surveys. HSPN 

261 Service Delivery - Harm Percent of older adults (aged 65 years and older) who report that they or 
their family members believe that they were harmed because of an error or 
mistake as a result of home care services. 

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A rapid review and jurisdictional scan of existing 
surveys. HSPN 

264 Discuss Safety Issues Percent of older adults/caregivers who report they received support from 
the case manager/agency to address safety concerns at home. 

Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A rapid review and jurisdictional scan of existing 
surveys. HSPN 

265 Service Delivery – Continuity Help is provided by the same care worker each time.  Client and Caregiver Experience Evaluation of 
Home and Community Care Services 
A rapid review and jurisdictional scan of existing 
surveys. HSPN 

267 Overall quality of services Percent of respondents who were highly satisfied with the overall quality of 
services from provider agency.  

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel. HSPN 

268 Care needs were understood and 
addressed (KPI 4) 

Percent of older adults (aged 65 years and older) who thought their care 
needs were understood and addressed. 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 

269 Knowing who to contact when 
questions arise 

Number of older adults who report they know who to contact if questions 
arise. 

A mixed methods analysis of the existing Client 
and Caregiver Experience Evaluation survey 
A Report to the LHIN Home and Community Care 
Experience Survey Expert Panel 

270 Wait time for inpatient rehabilitative 
care:  

Time from most recent discharge destination determined date from acute 
care to discharge date, where the discharge destination is inpatient 
rehabilitative care. 

Rehabilitative Care Alliance System Evaluation 
Performance Report Technical Manual  

271 Wait time for in-home rehabilitative 
care:  

Patient availability date to date of first therapy visit. Rehabilitative Care Alliance System Evaluation 
Performance Report Technical Manual  
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272 Active rehabilitation length of stay 
(LOS) efficiency 

Average change in Total Function Score per day of client participating in a 
National Rehabilitation Reporting System (NRS) inpatient rehabilitation 
program.  

Rehabilitative Care Alliance System Evaluation 
Performance Report Technical Manual  

276 Continuity of care – patients managed 
within primary care setting  

Rate of referral of older adults with complex and chronic health issues from 
Primary Health Care to specialists.  

Performance Monitoring & Evaluation 
Framework System Scorecard 

279 Health related quality of life Measurement of Health related quality of life among older adults (>65) 
using HRQOL – InterRAI-HC MDS-HIS. 

Evaluating Health Links in Ontario. HSPN 

280 Unplanned hospital admissions Number of older adults (>65) experiencing unplanned hospital admissions. 

 
281 Total hospital visits Total hospital visits among older adults (>65). 

 
282 ED visits for a fall-related injury Number of older adults (>65) experiencing 2+ ED visits for a fall-related 

injury. 
An Environmental Scan of Older Adult Fall 
Prevention Indicators 

283 Long term care admission Long term care admission among older adults (>65).  

 
284 Index of social engagement Degree of social engagement among older adults (>65) as measured using a 

validated tool. 
 

286 Potentially inappropriate 
prescribing/polypharmacy 

Potentially inappropriate prescribing/polypharmacy.  ICHOM Standard Set for Older Persons 

287 Caregiver distress Percent of long stay home care patients whose caregiver is unable to 
continue in caring activities or primary caregiver expresses feelings of 
distress, anger or depression. 

Share Health Priorities Indicators. CIHI 

289 

Follow-up care 

Percent of older adults with follow-up appointments that missed 
appointments as a result of: a) Not having transportation to the 
appointment b) Not having help at home to get ready for the appointment. 

WHO Country Assessment Framework for the 
integrated care delivery of long term care 

290 Hospitalization rate for ambulatory 
care sensitive conditions 

Number of hospitalizations among older adults (aged 65 years and older) for 
ambulatory care sensitive conditions.  

Healthy Canadians 2006. Auditor General of 
Canada 

292 

Tracking of missed home care services 

Percent of older adults (aged 65 years and older) who were eligible for 
home and community care services who did not receive all of their allocated 
hours of service.  

 


