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Cataract Surgery Wait Time Trend
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Cataract Surgery Wait Times –
LHIN Variation

Cataract Surgery 90th Percentile Wait Times - LHIN variation
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Knee Replacement Wait Time Trend

Priority 4 Target 182
days
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Progress to Date – Province Surgical and
DI Wait Times (Mar 09)

Source: WTIS
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Progress to Date – Province Surgical and DI Wait Times
Percent Completed within Target (Mar 09)

Source: WTIS
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Progress to Date
South East LHIN Surgical and DI Wait Time (Mar 09)

Source:WTIS

Service 90% completed within target

Baseline
1 Current

(Mar 09) Net change % change

General surgery 179 144 182 92% -35 -19.6

Cancer surgery 70 57 84 94% -13 -18.6

Angiography 2 59 NV -  - NA NA

Angioplasty
2 20 NV -  - NA NA

Bypass surgery
2 57 109 182 100% 52 90.4

Ophthalmic surgery 3 142 99 84 - 182 96% -43 -30.3

Cataract surgery 325 94 182 97% -231 -71.1

Other ophthalmic surgery 216 122 84 - 182 83% -94 -43.5

Orthopaedic surgery 208 148 182 92% -60 -28.8

Hip replacement 315 135 182 92% -180 -57.1

Knee replacement 393 180 182 90% -213 -54.2

Other orthopaedic surgery 149 133 182 94% -16 -10.7

MRI NA 110 28 52% NA NA

CT NA 29 28 90% NA NA

Current vs. Baseline% completed 

within PL4 

access target

Priority Level 4 

(PL4) access 

target (days)
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The infrastructure and resources to reduce demand and increase supply cannot be put in place overnight,
therefore, efforts must start early and will take time to show results

The ER Strategy calls for
System-wide Improvements
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Reducing ER Wait Times and Improving Public Satisfaction can only be achieved by
making improvements across the entire system

Therefore, accountability for improvement must rest with Hospital
Boards and CEOs, LHIN Boards and CEOs and community partners

such as CCACs

¥ Aging at Home
¥ Family Health Care for All
¥ Chronic Disease Prevention and

Management (Diabetes)
¥ Mental Health and Addiction

¥ Aging at Home (ALC)
¥ High Growth Hospital Funding

¥ Emergency Room Strategy
• HHR - Emergency Department

Coverage
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ER Targets Announced February 19, 2009

TOTAL TIME SPENT IN THE ER
• Time BEGINS: When a patient registers in the ER or initially sees

a triage nurse (who assesses the level of urgency for treatment)
• Time ENDS: When the patient leaves the ER either by going home

after treatment or admitted to a hospital bed
• It is expected that patients are receiving treatment during their time

in the ER
TARGETS
• 4 hours for patients with minor or uncomplicated conditions that

require less time for diagnosis, treatment and observations
• 8 hours for patients with complex conditions that require more time

for diagnosis, treatment or hospital bed admission
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ER-Related Initiatives Launched

• Pay for Results Program: Launched 08/09 (to be continued)
• ED Process Improvement Program (ED PIP): Three waves

– 1st Wave March 23-27, 2009 (Waterloo Wellington LHIN Hospitals)
– LHINs to ask hospitals for their interest in Wave 2 to begin October 2009
– Process Improvement Tool Kit for Emergency Department and General Internal

Medicine is available at: http://www.patientflowtoolkit.ca/home.aspx
• Ambulance Offload: Launched 08/09 (14 municipalities funded to flow money to

local EMS for dedicated nursing services to help ambulance patients in selected
hospital ERs)

– Significant decreases in paramedic wait times in hospitals, and improved
availability of ambulances and land ambulance response times

• Nurse-led Long-Term Care Outreach: Launched 08/09 (LHINs funded to create 14
teams to provide on-site care in LTC homes: 3 FTEs per LHIN)

– University Health Network (Toronto Western) diverted 77% of nursing home
patients from ER; program about 21% less costly than providing care in the ER

– Most LHINs have not yet put these teams in place because of recruitment
issues
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ER-Related Initiatives Launched

• Your Health Care Options: Launched Feb 12/09
– To help Ontarians make informed decisions about where to go

in the community for immediate care
(www.ontario.ca/healthcareoptions)

• Patient Satisfaction with Emergency Care: Required
in Ontario

– Hospitals began submitting required data in April 2009
– Patient satisfaction with ERs will be publicly reported quarterly

on the Wait Times website beginning in the Fall of 2009
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Progress to Date - Province – ER Length of Stay
(Dec 2008)

Source: EDRS
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Progress to Date – South East LHIN
ER Length of Stay (Dec 2008)

Source: EDRS
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90th Percentile of EDLOS in High Acuity Patients
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Source: EDRS
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Hospital-

Significant outlier
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ER Length of Stay (hours) by LHIN – Admitted and (Non-Admitted)
December 08

EDLOS Colour Legend:

Green – LHIN (s) with shortest  ED LOS; Red – LHIN with longest ED LOSSource: EDRS
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Number of Patients in Emergency Waiting
for an In-patient Bed

 Nov. 2007-Apr. 2009 (at any given point in time)
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16% increase in one year (Nov. 2007-Nov. 2008)

November 2007 to April 2009 ALC Survey Results  

19% decrease in one year (Apr. 08-Apr. 09)
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Number of Patients in Emergency Waiting
for an In-patient Bed

By LHIN (at any given point in time)
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ALC Patients in Acute Care, Ontario
November 2007 to April 2009
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ER/ALC Information Strategy
Approved Oct 08

1. Emergency Department Reporting System (EDRS) is being
expanded

2. Wait Time Information System (WTIS) is being expanded to
capture ALC patients in near real-time

3. Client Profile Database (CPRO) will be used to analyze and
report on people waiting for long-term care placement in the
community

4. e-Referral and Resource Matching Solutions is being developed
5. ALC Definition and Adoption Working Group  has developed a

comprehensive, standard, provincial definition of ALC
6. ED-CCAC Notification System  is being expanded to high

volume ERs in Ontario to reduce unnecessary inpatient
admissions through the ER
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Provincial ALC Definition  
 

The healthcare system aspires to deliver care in a setting that is 
congruent with the clinical needs of a patient as defined by the 
patientÕs health status, treatment plan and goals.   

The definition appli es to all patient populations waiting in all 
patient care beds in an acute or post acute care hospital in 
Ontario.    

 
 

 

Note 1 
The patientÕs care goals have been met or 
Ð progress has reached a plateau  or  
Ð the patient has reached her/ his potential in that p rogram/ level of care or  
Ð an admission occurs for supportive care because the services are not  
     accessible in the community (e.g. Òsocial admissionÓ).  
 
This will be determined by a physician/ delegate, in collaboration with an 
interprofessional team, when av ailable.  
 

Note 2  
Discharge/ transfer destinations may include, but are not limited to : 
Ð home (with/ without services/ programs),  
Ð rehabilitation (facility/ bed, internal or external),  
Ð complex continuing care (facility/ bed, internal or external),  
Ð transitional c are bed (internal or external),  
Ð long term care home,  
Ð group home,  
Ð convalescent care beds,  
Ð palliative care beds,  
Ð retirement home,  
Ð shelter,  
Ð supportive housing.   
 
This will be determined by a physician/ delegate, in collaboration with an 
interprofessional te am, when available.   

      

    Final Note  
     The definition does not  apply to  patients : 

Ð waiting at home,   
Ð waiting in an acute care bed  / service  for another acute care bed/ service  
     (e.g.,  surgical bed to a medical bed),  
Ð waiting in a tertiary  acute care hospital bed for transfer to a non tertiary   
     acute care hospital bed (e.g., repatriation to community hospital) . 

 

 

Definition :

When a patient is occupying a bed in a hospital and does not 

require the intensity of resources/services provided in this car e 

setting (Acute, Complex Continuing Care, Mental Health or 

Rehabilitation), the patient must be designated Alternate Level 

of Care (ALC) 1at that time by the physician or her/his delegate. 

The ALC wait period starts at the time of designation and ends a t 

the time of discharge/ transfer to a discharge destination 2 

(or when the patient Õs needs or condition changes and the 

designation of ALC no longer applies).
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ER-CCAC Notification System
(Provincial)

The Provincial System will identify ER patients who:
• Should receive a CCAC assessment (using established clinical

criteria)
• Are receiving CCAC services or waiting for long-term care

placement.
• In both instances, the CCAC case manager will be notified.  The

system will also track and report performance.
• By June 1, 2009: the plan to implement the provincial  ER-

CCAC Notification System will be finished and communicated.
• By April 1, 2010: the system will target 40% of ER visits
• By January 1, 2011: the system will target 70% of ER visits
• Any local or LHIN-based ER-CCAC notification systems will be

required to align and comply with the provincial functions and
standards.
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Transitional Bed Capacity

• Provincial ALC Lead, Dr. Kevin Smith, recommended transitional
bed  capacity to help address ALC

• Ontario does not have a common standard definition of
“transitional bed”

• A provincial definition of “transitional bed” is being finalized:
– Directly linked to the Ministry’s agenda to reduce ER times
– Purpose of a transitional bed to transfer ALC patients from

acute care, rehabilitation, complex continuing care, mental
health and addictions or the ER.

– Conditions being considered for a transitional bed include:
specific criteria for admission, a specified length of stay target,
and restorative, functional, curative or reactivation programs to
support patients to achieve optimal functioning.

– Time spent in transitional beds will be tracked by WTIS.
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Performance Management
Initiatives

• Assistant Deputy Minister, Ken Deane, is working with
the LHINs to implement a Performance Management
Framework

• On March 30-31, 2009, Ken and Bill MacLeod (CEO,
Mississauga Halton LHIN) hosted a LHINs and
Consistency workshop attended by over 60 people.  A
survey administered prior to the workshop highlighted
different perspectives on consistency and helped
identify areas that will be addressed in the Performance
Management Framework.
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eHealth
Ontario

Smart Systems
for Health

eHealth
(Ministry)

eHealth Ontario: A New Organisation
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eHealth

• Vision
• Finance
• Board
• Priority deliverables
• Strategy – E.H.R.
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Vision
   Achieving excellence in healthcare

by harnessing the power of
information
Mission

Deliver a comprehensive, patient-
focused, secure and private
electronic system  that will

improve the way patients receive
care
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www.ontariowaittimes.com


