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Disclaimer 
 
The Emergency Department (ED) Leading Practices Toolkit (‘Toolkit’) is evidence-informed and contains the consensus opinions from a group 
of Ontario ED health care professionals. The information contained in this document pertains to patient flow processes and is not intended to 
substitute any accountability associated with the Public Hospitals Act, constitute a standard of care, nor is it intended to substitute the 
professional judgment of health care professionals. Processes associated with the flow of patients in Ontario EDs may vary due to a variety of 
factors. Health care professionals may encounter circumstances where the practices within this Toolkit may require adjustments, are not 
appropriate, or do not apply. 
 
Ontario Health expressly disclaims any responsibility or liability for damages, loss, injury, or liability resulting from reliance on information 
within the Toolkit. Ontario Health retains all copyright, trademark, and all other rights in the Toolkit, including all text and graphic images. This 
Toolkit is intended solely as a guideline for use within hospitals and other health care settings, as appropriate, as distributed by Ontario 
Health. It is for informational and reference purposes only for authorized health care personnel. It is not intended for public distribution, 
external use, or as a substitute for professional medical advice, diagnosis, or treatment. Any reproduction, redistribution, or use outside of its 
intended context is strictly prohibited without prior written consent. Ontario Health assumes no liability for misuse or unauthorized 
application of the information contained herein.  
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Introduction  
 

 
Emergency department (ED) overcrowding has become a critical 
issue in health care, driven by several factors including a rising 
volume of patients presenting to EDs and increasing acuity levels of 
these patients over the last number of years (1). More individuals 
are seeking emergency care due to factors such as an aging 
population, disparities in access to primary care and a growing 
burden of chronic disease (1). As a result, EDs are struggling to 
accommodate the influx of patients, leading to prolonged wait 
times to see a physician, increases in length of stay (LOS) in the ED 
and a higher proportion of patients leaving without being seen 
(LWBS) by a physician (1). In many cases, EDs have become the 
default destination for patients who are unable to receive care 
from the right provider in the right place at the right time, 
regardless of the fact that emergency care providers may not have 
the necessary expertise or resources (2).  

The resultant issue of ED overcrowding contributes to a 
deteriorating standard of care, avoidable patient morbidity and 
mortality and increases in health care provider and staff burnout, 
which places increased pressure on an already burdened health 
care system (1). ED overcrowding is a complex health care issue 
that extends beyond the ED as patient flow is interconnected with 
the broader health care system (1). 

The avoidable patient morbidity and mortality associated with 
crowded EDs is complicated and impacted by several factors, 
including long wait times for assessment and treatment and a 
chaotic environment ripe for preventable errors and omissions. 
These factors, in turn, alter the threshold for admission and further 
exacerbate the problem (3).  

The input-throughput-output model of ED overcrowding (see 
Figure 1) has widely been used in health care settings for several 
years to categorize the causes of ED overcrowding (1). Input refers 
to the factors that contribute to patients arriving to the ED. 
Throughput refers to the activities that happen within the walls of 
the ED, and output refers to the factors that contribute to patients 
leaving the ED – back to their home, to an inpatient unit, or 
alternative care settings such as rehabilitative care or long-term 
care (LTC).  

 
 
Evidence shows that improving ED overcrowding will result in 
fewer admitted patients remaining in the ED, shorter ED wait times 
and LOS, reduced ambulance offload delays, better response times, 
less moral injury/burnout in health care providers, less patient and 
family frustration and violence in ED and, finally, better 
coordination, access and flow across the health care system (2).  

Figure 1. Input-throughput-output model of ED overcrowding 
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Ontario Context 
ED overcrowding first emerged as an issue in Ontario in the mid 
1990’s due to population growth exacerbated by fiscal constraints 
and subsequent hospital restructuring, which resulted in fewer 
beds and resources to care for more patients. In the 1990’s, the 
number of hospital beds was cut by almost 40%, rural hospitals, 
psychiatric hospitals and extended care facilities closed, which 
further contributing to the current alternate level of care (ALC) 
issues we face today (2). The cuts put in place during the 1990’s 
were reversed in the early 2000’s. In 2006, the Ministry of Health 
and Long-Term Care (at the time) established a task group to make 
recommendations on how to address ED overcrowding. The 
resulting report, Improving Access to Emergency Care: Addressing 
System Issues, called for systemic changes in EDs and the health 
care system at large for sustainable improvement in ED flow. 
 
In 2008, the Ministry of Health and Long-Term Care launched the 
Emergency Room (ER) Information Strategy (later renamed to the 
ER/Alternate Level of Care Strategy) as part of Ontario’s broader 
Wait Times Strategy to reduce time spent in the ED and improve 
patient satisfaction. As part of this strategy, the Pay-for-Results 
(P4R) Program was initially launched in 25 hospitals to address ED 
overcrowding at large volume sites. The program was (and 
continues to be) a key provincial incentive-based funding initiative 
designed specifically to: 
• Monitor and strive to improve ED performance 
• Achieve provincial wait time goals; and 
• Improve patient experience and working conditions in Ontario 

EDs 

In 2023, the P4R Program expanded to all 163 EDs to provide 
funding stability and remains a critical program to support 

improvements in provincial ED performance. P4R funding 
investment was, and continues to be, leveraged by large-volume 
EDs (≥ 30,000 annual ED visits) to support several strategies that 
improve wait time performance, quality of care and patient 
experience, including skill and capacity building; health human 
resources; technology, information systems, medical devices and 
clinical tools; physical infrastructure, as well as process 
improvement initiatives.  
 
Small-volume EDs (< 30,000 annual ED visits) continue to focus on 
strategies that stabilize staffing to maintain access to EDs 24 hours 
a day, 7 days a week and support staff recruitment and retention to 
reduce dependency on the ED Locum Program and nurse agency 
staffing.  
 
The province’s continued focus on quality also saw the 
development of the Emergency Department Return Visit Quality 
Program, which provides an opportunity for clinicians, ED and 
hospital teams to identify, audit and investigate underlying causes 
of return visits and take steps to address these causes, prevent 
harm and future adverse events and quality issues.  
 
Despite these investments, as well as other provincial initiatives 
such as the Home First Operational Direction and development of 
the ALC Leading Practice Guide, ED performance issues remain. 
Stemming from longstanding systemic problems, many issues 
extend beyond the ED system and have been exacerbated by the 
COVID-19 pandemic. These include staffing shortages, the bulge of 
the baby-boomer demographic (coupled with increased patient 
complexity), rise in substance-induced mental health disorders and 
addictions, along with insufficient levels of publicly funded mental 
health care, long-term care shortages and inadequate 

https://www.hqontario.ca/Quality-Improvement/Quality-Improvement-in-Action/Emergency-Department-Return-Visit-Quality-Program
https://www.hqontario.ca/Quality-Improvement/Quality-Improvement-in-Action/Emergency-Department-Return-Visit-Quality-Program
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infrastructure in acute care. As a result, boarded ED patients and 
inpatient units are often operating at exceeded capacity (2). 

As the demand for emergency services continues to rise, there is a 
need to share successful strategies and innovations more broadly 
across the province to drive performance improvement. By 
leveraging the expertise and experience of peer hospitals, EDs can 
continue to assess and develop effective strategies that will drive 
better access to timely and safe emergency care. 
 

ED Leading Practices Toolkit 
The Toolkit was developed as an evidence-informed resource for all 
health care organization leaders, ED leaders, ED teams and front-
line staff looking to improve ED flow and performance. The 
information, strategies, resources and tools found in the Toolkit 
and accompanying Self-Assessment Guide can assist end users to 
evaluate and identify actionable opportunities to improve ED 
patient flow within their organizations. The Toolkit was built in 
collaboration with EDs across Ontario with a commitment to share 
learnings, cultivate innovation and foster collaboration in an effort 
to continue to drive improved ED performance and enhance 
patient and provider experience. 

The Toolkit includes practical information summarizing:  
• International, national and provincial research evidence on 

leading practices in ED patient flow 
• Successful strategies used by Ontario EDs to help address 

patient flow more effectively  
• Case examples, templates and links to helpful resources  

The accompanied Self-Assessment Guide is designed to help 
organizations determine what strategies they have in place, where 

are the opportunities for improvement and support action planning 
to address performance gaps. 

It is recognized that there are factors impacting ED patient flow 
that reside outside of the ED and often require system-level 
strategies. However, the Toolkit examines key organizational 
leading practices to support EDs to improve patient flow, with a 
focus on factors that are within the ED’s control. In addition, some 
of the strategies included are output strategies that have shown 
evidence in providing a direct, positive impact on ED throughput. 

The Toolkit is aligned to the Home First Operational Direction and 
Alternate Level of Care (ALC) Leading Practices Guide. It is also 
aligned to priorities within the Required Organizational Practices 
(ROP) in the 2024 Emergency Department Accreditation Canada 
Standards. 
 

Toolkit Development  
The leading practices and strategies presented in the Toolkit are 
informed by peer-reviewed and grey literature from provincial, 
national and international sources. Findings were summarized and 
thematically organized. 
 
In addition, a total of 25 interviews were conducted with a group of 
Ontario hospital organizations and their ED teams, including senior 
leaders, managers and front-line staff. The interviews were 
conducted to gather insight into site-level strategies proven to 
have improved ED patient flow and key performance indicators and 
collect tools and resources to be shared with other organizations. 
To validate initial findings, a group of expert Ontario ED health care 
professionals was consulted to finalize the leading practices and 
strategies and design of the final toolkit.  
 

https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf
https://quorum.hqontario.ca/Portals/0/Indicators-and-change-ideas/ALC%20Leading%20Practices%20Guide%20v1%202021%20(2).pdf?ver=2022-03-30-133617-273
https://accreditation.ca/standards/
https://accreditation.ca/standards/
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The Leading Practices  
 
The leading practices and the associated strategies defined within the Toolkit are organized into two categories:  

Section 1:  
Foundational Leading Practices across the organization enable improvements in ED flow.   
Themes include: Organizational Culture and Leadership, Building a High-Performing Culture in the ED, Data Driven Decision-Making and 
Continuous Quality Improvement 
 
Section 2: 
Functional Leading Practices enable key process improvement along the ED patient journey.   
Themes include: Optimizing Physical Space Design and Queuing Systems, Enhanced Staffing, Resource Allocation and Models of Care, 
Leveraging Technology and Using Standardized Policies, Processes and Procedures 

 
The key points and processes discussed as they relate to the ED patient journey (see Figure 2) include:   
1. Ambulance Arrival and Ambulance Offload Time (AOT) 
2. Triage and Registration Processes 
3. Physician Initial Assessment (PIA) 
4. Laboratory Testing, Diagnostic Imaging and Consult Services 
5. Time Spent in the ED (or LOS) 
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Successful strategies that are driving ED flow and improved performance identified through hospital consultations and rooted in evidence-
based literature are embedded within each section. Since no two hospitals are alike, a wide range of strategies are included providing options 
for organizations to consider and refine for local circumstances. Organized along the ED patient journey, most strategies aim to address ED 
throughput; however, some output strategies such as overcapacity protocols and inpatient bedding practices are also included.  
 
Each strategy has been categorized to help organizations understand which strategies are universally applicable across all Ontario EDs and 
which, based on the identified need, will add value to their organization based on the resources they have available. An additional icon and 
highlighted notes can be found throughout the Toolkit to draw attention to specific alignment with Accreditation Canada Standards (Table 1 
below). 
 
  

Figure 2. The patient journey through the ED 
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Table 1: Categorization of Strategies 

Symbol Description 

U Universal: Strategies for assessment and application at every ED in Ontario. 

I Intermediate: Strategies for implementation consideration, in addition to universal strategies. 
 

A Advanced:  Strategies for implementation consideration when universal strategies are in place, intermediate strategies have 
been considered, and further innovation is being sought. 

 

Leading practices that are aligned to the 2024 Emergency Department Accreditation Canada Standards – specific standards 
are identified by a * throughout the document. 
Example: (*2.1.1) means this Toolkit strategy aligns with Accreditation Canada Standard 2.1.1. 

 
All leading practices are discussed in the context of EDs as a function of the broader hospital and health care system in the current, post-
COVID pandemic, overburdened landscape. Appreciating that some strategies may not be appropriate for implementation within every 
organization or in an ideal state, patient safety is the highest priority and should always take precedence when considering the 
implementation of any change. 
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Glossary 
 

Term  Definition  Reference  

Ambulance Offload Time 
(AOT)  

Total time elapsed from Ambulance Arrival Date and Time to Ambulance Transfer of Care 
(TOC) Process Date and Time. 

P4R Manual 

Daily average number of 
patients waiting for an 
inpatient bed at 8AM 

Admitted patients who at 8:00 am had been waiting at least 2 hours since their disposition 
decision was made and who left the ED after 8:00 am. Sometimes, this term is also known as 
No Bed Admits. 

PM&M 
Overview 
Document 

ED Length of Stay (LOS) 
for Admitted Patients 

Total time elapsed from triage or registration (whichever is earlier) to patient left ED (for 
admitted patients only). 

P4R Manual 

ED LOS for Non-Admitted, 
High-Acuity Patients 

Total time elapsed from triage or registration (whichever is earlier) to patient left ED for non-
admitted high acuity (Canadian Triage and Acuity Scale (CTAS) I-III) patients. 

P4R Manual 

ED LOS for Non-Admitted, 
Low-Acuity Patients 

Total time elapsed from triage or registration (whichever is earlier) to patient left ED for non-
admitted low acuity (CTAS IV-V) patients. 

P4R Manual 

Leading Practice “A Leading Practice is an innovative, people-centered, evidence-informed practice that has 
been implemented by teams in an organization; has demonstrated a positive change related 
to safe and reliable care/service, accessible and appropriate care/service, and/or integrated 
care/service” (4). 

References 

Strategy For the purposes of this document, a strategy is a practical description of an approach 
identified through evidence and/or by Ontario health care professional experts and has 
demonstrated impact on ED patient flow. Evidence-informed approaches are identified 
throughout the Toolkit with a reference. 

 

Time to inpatient bed 
(IPB) 

Total time elapsed from disposition decision to patient left ED (for admitted patients only). P4R Manual 

Time to Physician Initial 
Assessment (PIA)/Non-
Physician Initial 
Assessment (NPIA) 

Total time elapsed from triage or registration (whichever is earlier) to physician or non-
physician initial assessment (whichever is earlier) for all patients.  

Non-physician clinicians assessing the patient may be a Nurse Practitioner (NP), Physician 
Assistant (PA), or Dentist. 

P4R Manual 

https://hsihelp.ontariohealth.ca/hsi/assets/misc_doc/HospitalEmergency%20Department%20PM&M.pdf
https://hsihelp.ontariohealth.ca/hsi/assets/misc_doc/HospitalEmergency%20Department%20PM&M.pdf
https://hsihelp.ontariohealth.ca/hsi/assets/misc_doc/HospitalEmergency%20Department%20PM&M.pdf
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Section 1. Foundational Leading Practices Across the 
Organization  

 
 

This section of the Toolkit focuses on leading practices and strategies under four key foundational themes. They are considered essential for 
every organization and set the stage for the implementation of other initiatives to drive positive change in ED patient flow:  

THEME 1: Organizational Culture and Leadership 
THEME 2: Building a High-Performing Culture in the ED 
THEME 3: Data-Driven Decision-Making 
THEME 4: Continuous Quality Improvement  
 

THEME 1. Organizational Culture and Leadership 
Ensuring all levels of leadership, especially the Chief Executive Officer (CEO), prioritize and visibly support quality improvement and patient 
flow is necessary to garner hospital-wide support for change (5). Although the Toolkit focuses on ED patient flow, improvement and 
sustainable change can only be achieved through an organization-wide understanding of the importance of patient flow. Accountability 
frameworks can be used to articulate ED performance as the responsibility of the organization as a whole, where it clearly identifies shared 
roles, responsibilities and expectations across the organization, 24 hours a day, 7 days a week, from leadership through to the bedside level 
(1). True cultural transformation needs to encompass a significant portion of the organization, not just the ED, to see significant results (5). 

Resourcing onsite support that has the advanced skills and necessary experience to lead change within an organization should be a priority in 
order to build a culture of accountability and continuous improvement (5, 6).  
 
Strong organizational leadership and a senior team culture focused on supporting patient flow are crucial for several reasons, including: 
 
• Managing Overcrowding: As strain on EDs grows across the province, strong leadership is essential in managing demand for services that 

often exceeds capacity (7). Overcrowding and wait times are also cited as factors influencing patient experience, which can impede efforts 
to create a positive, patient-centered culture (8). 

• Improving Patient Outcomes and Experience: The quality of care provided to patients is directly impacted by leaders who hold 
accountability for their team being well-prepared to make rapid decisions and handle complex and urgent situations (9). A culture that 
prioritizes a patient-centered approach and factors like privacy and effective communication can positively impact patient experience (8). 
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• Staff Support and Retention: Accessible and engaged leaders and a positive culture in the ED both play a role in staff engagement, morale 
and retention (10, 11). 

Improving ED patient flow should be a foundational goal and requires a clear accountability structure that encompasses all levels of hospital 
leadership within the organization and emphasizes removing barriers around competing priorities (such as timing of shifts or physician 
coverage hours) (5). Optimizing patient flow should be treated as a program with a governance structure, including, at a minimum, a vice 
president acting as executive sponsor, hospital directors providing support to the quality improvement teams and physician sponsors acting as 
liaisons with physicians in the ED (5).  
 
Leading Practice Strategies 
1.0 
 

 
*2.1 

Prioritize optimal patient flow across all levels 
of leadership 
• Transparent accountability frameworks, 

identifying clear roles, responsibilities and 
reporting relationships with a commitment 
to act on data to improve performance 

• An organizational culture that values high ED 
performance and continuous improvement 
of patient flow 

• The organizational governance structure defines the authority, 
responsibilities and accountabilities at all levels of leadership and front-line 
staff as it relates to ED performance and flow 

• Accountabilities and responsibilities related to ED performance and patient 
flow are documented for every member of the senior organizational 
leadership team and anyone else responsible for ED flow (e.g., in a policy, 
corporate strategy documents, etc.) and these documents are readily 
available and routinely reviewed (*2.1.1) 

• Senior organizational leaders regularly access Ontario Health’s Hospital/ED 
Performance Scorecard and use the data to inform performance discussions 
and develop improvement strategies 

• Senior organizational leaders use additional available data related to ED flow 
performance daily/weekly/monthly to measure, monitor and inform decision 
making (*2.1.1) 

• Senior organizational leadership commits to being present and visible in the 
ED and makes effort to do regular walk-throughs of the ED to liaise with ED 
leadership and front-line staff 

• Senior organizational leadership establishes and chairs regular forums with 
leadership across the organization to discuss hospital performance through 
the lens of ED throughput  

1.1 Foster a culture of continuous quality 
improvement and innovation 

• Organizational leadership across all levels are provided the opportunity and 
protected time to participate in learning and development and/or 
educational seminars that relate to ED performance and flow and quality 
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Leading Practice Strategies 
• Quality improvement education for all levels 

of staff 
• Provide leadership with the tools/resources 

needed to lead change and provide positive 
reinforcement to staff resistant to change 

improvement (e.g., Ontario Health Emergency Services Program Community 
of Practice) 

• Organizational and ED leadership provides forums for ED teams to regularly 
socialize and review performance data, measure changes over time and share 
the impact of initiatives that enhance performance and ensure the team has 
an opportunity to provide feedback, share ideas and highlight risks 

• Develop a clear change management framework for performance 
improvement and ensure that it supports all hospital/ED leadership and ED 
staff to be engaged in change, manage resistance and promote success 
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THEME 2. Building a High-Performing Culture in ED  
Fostering a cohesive and high-performing culture in the ED is essential for timely, safe and effective patient care (12). In the ED, operational 
efficiency and clinical excellence are linked to the culture cultivated among the interdisciplinary team. When all members of the ED team 
(including physicians, nurses, allied health, administrative and support services) share a sense of responsibility for patient flow and ED 
performance, the ED can function as a coordinated system focused on performance and quality improvement. 
 
Health care providers are often inherently motivated to provide meaningful and impactful care and want to feel confident that their efforts 
are contributing to good outcomes for their patients. Creating an environment in which staff can perform to the best of their ability and 
experience minimal moral distress will improve provider satisfaction, which is crucial to an effective ED (12). Establishing a high-performing ED 
culture is a shared responsibility across the organization; however, involvement of ED leadership in building the ED culture can drive impactful 
changes for front-line providers. 
 
Leading Practice Strategies 
2.0  ED leaders create and inspire a shared vision 

for ED performance and flow and 
continuously promote this vision 

• A shared vision amongst team 
members is essential in aligning 
individual team members’ interests 
with those of the organization (12) 

• A shared vision creates a common 
understanding of organizational goals 
and strategies to achieve those goals 
(12) 

• A shared vision can guide team 
members’ actions and decision and 
motivate them towards the 
organizational goals (13) 

• Develop a forum for the front-line interdisciplinary team members to 
collaborate on defining the shared vision and/or goals related to ED 
performance (e.g., daily huddles, staff meetings) 

• Develop communication and key messages that link the vision to intrinsic 
motivators to improve commitment to the vision (e.g., reducing Time to PIA 
means the patient will get the right care faster) 

• Share and celebrate positive patient feedback and team successes that 
illustrate the shared vision in action (e.g., through team huddle, internal 
newsletters, bulletin boards) 

• Use bulletin boards in the ED to share information and data on ED flow and 
performance with front-line staff 

• Use daily huddles in the ED to reinforce the shared vision, review data on ED 
performance and flow, identify challenges and collaborate with the front-line 
staff on developing and implementing solutions 

• Use internal newsletters distributed to front-line staff to communicate ED 
performance and flow 

• Celebrate and highlight progress made towards the goals of the shared vision  
• Establish a unit-based council to provide a forum for front-line engagement 

and support opportunities for continuous learning and decision-making 
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Leading Practice Strategies 
• Include information and messaging related to the importance of ED flow and 

performance and the role staff plays in performance improvement as part of 
onboarding and orientation programs for new ED staff and interdisciplinary 
team members  

2.1 
 
 
 
 
 
 
 
 

 
 

ED leaders build a culture of psychological 
safety in the ED 

• Psychological safety refers to the 
extent to which individuals feel their 
work environment supports taking 
interpersonal risks. This is critical to 
support quality improvement work as 
it often involves taking interpersonal 
risks (14) 

• Team members who feel 
psychologically safe are more likely to 
speak up, admit mistakes and/or offer 
new ideas 

• ED leaders are visible and present on the frontlines, where they actively 
support staff, learn about real-time challenges and demonstrate a shared 
commitment to patient care and team success 

• ED leaders have the opportunity to receive training in building psychological 
safety to equip them with skills to support dialogue 

• A leadership open-door policy is in place for staff 
• Team members have the opportunities to provide input and feedback related 

to ED performance and flow and a regular forum is available to review and 
address those input and feedback 
 

2.2 Foster a culture of continuous quality 
improvement and innovation 

• Quality improvement education 
available for all levels of staff 

• Provide leadership with the 
tools/resources and protected time 
needed to lead change and provide 
positive reinforcement to staff who 
are resistant to change 

• ED staff are provided with the opportunity and protected time to attend 
learning and development sessions and educational programs related to 
quality improvement, such as Lean methodology 

• Front-line ED staff are included in quality improvement events (e.g., value 
stream mapping, Kaizen) from planning, through participation and evaluation 

• Forums exist for staff to share quality improvement ideas 
• Change management frameworks and personnel are in place to support 

front-line staff through all changes as a result of quality improvement 
initiatives  

 
Tools and Resources 
Peterborough Regional Health Centre LWBS/Waiting Room Committee Presentation  
Mount Sinai ED Unit-Based Council Terms of Reference  

  



 

 
ONTARIO HEALTH, February 2026  17 

THEME 3. Data-Driven Decision-Making 
To design a solution, the problem must first be defined and understood. In the case of improving ED performance, thorough review and 
appreciation of data on key performance metrics is the first step to finding a solution. Monitoring ED performance is a crucial activity to 
ensure standards in patient safety and quality are upheld, optimal resource management are designed, systemic issues are identified and 
understood, and an improvement plan is developed. 
 
Using common-sourced ED performance data “[grounds] conversations about the hospital’s performance in facts and helps to avoid 
speculation regarding the magnitude and causes of problems.” (5) This allows the organization to focus on solutions that are aligned to a 
specific performance challenge (6). For example, data may be used to demonstrate that ED overcrowding is not just an ED problem, but one 
that requires hospital-wide solutions (15). 
 
There should be clear organizational processes around ongoing data review, data quality analysis and dissemination, with all levels of staff, to 
inform and track process improvements. Data should be used to establish baseline performance, identify specific flow problems, inform the 
progress of improvement projects and select tests of change (16). Sharing performance data from process improvement initiatives regularly 
both internally and externally provides opportunity to sustain efforts and spread impactful initiatives to other organizations. Widely reporting 
results of department initiatives helps to create a culture of transparency and openness and will often foster an attitude of healthy 
competition to drive improvement (15). 
 
Leading Practice Strategies 
3.0 A balanced scorecard to provide continuous 

feedback to senior management on 
outcomes 

• Once implemented, leverage the organizations balanced scorecard to support 
regular review and performance discussions with relevant partners around ED 
key performance indicators (*3.1.1) 

• If possible, measure flow in real time and use dashboards to share live data to 
ensure decisions are made based on relevant data for immediate action 

3.1 

*3.1 

Processes around ongoing data review, data 
quality analysis and data sharing to inform 
process improvements 
• Providers are knowledgeable in the data 

elements and their definitions they are 
responsible for, and how to record and 
report them 

• Data is validated on a regular cadence 

• Ensure clinical providers and staff responsible for documenting ED data 
understand definitions, their relevance, how they are measured and how 
their daily work impacts it. Ongoing refresher training should be available to 
minimize variation in quality and deviation from standard process. 

• Ensure the organizational process for data validation is in place, which should 
include a regular cadence for review (including spot checks) to ensure data is 
being reported accurately, used appropriately for decision making and that 
feedback related to data capture is provided to individual providers (15) 
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Leading Practice Strategies 
• Organizational team shares any data 

collection issues with relevant partners 
for accountability, transparency and 
solution-finding 

 

- This may include ensuring time stamps are appropriately and accurately 
captured within the health record, outlier data is assessed and analyzed 
and strategies to improve, if needed, are identified 

• Review data to explore variation in performance amongst individual providers 
and based on this review, develop and implement improvement strategies 
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THEME 4. Continuous Quality Improvement  
Fostering a culture of continuous quality improvement and encouraging it as part of daily work is crucial for evaluating and improving ED flow 
and performance. The importance of a common framework for improvement and a shared approach to training, with standardized training 
materials across all departments, is an important part of building quality improvement at all levels and in all areas of the organization (16). 
Ontario Health’s Integrated Quality Framework is designed to support the Ontario health care system in improving performance as it relates 
to the six domains of quality (see Figure 3; 17). EDs are encouraged to develop their own quality frameworks that outline data and evidence-
driven strategic objectives to improve performance (17).  

  

    
 
Quality improvement can be broken down into three basic steps (see Figure 4), each step being iterative and designed to build on knowledge 
gained from the previous step:  

Figure 3. Six Domains of Health Care Quality. Image adapted, with permission, from the Quality Improvement Primer: Guide to the Science of 
Quality Improvement, 2024 (17) 

https://quorum.hqontario.ca/Portals/0/QI-Tools-and-Resources/QI-Science-Guide.pdf
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Planning for Change includes:  

• Assembling a team including those directly 
involved in the delivery and receipt of care 

• Understanding the problem using data analysis 
and Lean methodologies such as value stream 
mapping 

• Mapping the process, both current and future 
state 

• Measuring current performance and setting goals 
for future performance 

Implement change by testing change ideas to address the problem and using tools like the Heirarchy of Intervention Effectiveness or a Plan-
Do-Study-Act cycle.  

Sustain change by identifying initiatives with positive outcomes and then formalize and standardize the changes by documenting the new 
process and communicating widely.  

Examples of process improvements within the ED include initiatives like bedside registration and point-of-care testing, which can reduce 
turnaround times and increase efficiency (6). Rapid Assessment Zone (RAZ) is another example of a Lean process called single-piece flow, in 
which early assessment and investigation of patients, along with prompt treatment, often reduces the amount of time patients wait in 
between these steps (cycle time) as compared to a more traditional care model (18).  
 
To implement any quality improvement, all levels of staff across the organization should be engaged in the process. Prioritizing staff education 
(and re-education) on quality improvement is also important. However, simply teaching senior leaders and front-line management about the 
concepts of continuous improvement is not sufficient. A teach-and-show methodology is essential to success, making the implementation of 
leaders dedicated to quality improvement paramount. Moreover, time and resources need to be dedicated for quality and process 
improvement; it cannot be made off the side of a desk (5). Site visits is another valuable tool to inform the design of ED flow solutions and 
foster networks across the province. Including Team Leads and other team members in site visits provides exposure to the workings of other 
hospitals, often encouraging creative solutions to develop (5).  
 

Figure 4. Quality Improvement Steps. Image from the Quality Improvement Primer (17) 
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Leading Practice Strategies 
4.0 Utilize Lean principles, tools and 

processes to support quality and 
process improvement 

• Value stream mapping can be 
used to identify what 
patients value and highlight 
unnecessary steps and waste  

• Create flow across the 
organization ensures patients 
are placed in the most 
appropriate care area 

• Pull patients to the most 
appropriate care area 

• Strive for perfection 

• Ensure protected time is available to ED leadership and staff to assess key processes in 
the patient journey using Lean methodology 

• Review data to identify bottlenecks in patient flow, or instances where patient arrivals 
and staffing or resources are mismatched and share findings with staff  

• Engage the clinical staff and provide information and feedback to create awareness and 
build insight on how their performance and behaviour impact ED flow  

• Use Lean principles to drive improvement 
- Host Kaizen events to address specific issues that have been identified 
- Use value stream mapping to identify patient-specific processes, using data to 

inform decisions where applicable 
- Consider a real-time study where patients are followed from triage to disposition 

to understand the patient experience and identify gaps, challenges and successes 
within the process 

- Value stream map key processes that may impact ED LOS such as turnaround time 
of diagnostic imaging, lab results and time to consultation 

- Identify any waste in these processes and determine steps to reduce or eliminate 
waste where possible (e.g., documentation processes that do not add value and 
delay Time to PIA) and provide feedback to teams 

4.1 Educate all levels of the 
organization on quality 
improvement 

• Prioritize training staff in quality improvement to ensure quality improvement is built 
into the organizational culture and create common language amongst teams (5) 

• Develop team members within the organization to lead quality improvement projects 
or oversee multiple projects (16) 

• Ensure appropriate resources and tools are available to conduct quality improvement 
initiatives 

• Include Quality and Risk Managers and teams in ED change management events 
 

Tools and Resources 
Institute for Healthcare Improvement Quality Improvement Essentials Toolkit  
Ontario Health Planning for Change 
Brightshores Health System Patient Access and Flow Improvement Project  
Ross Memorial Hospital Process Mapping 

https://www.ihi.org/resources/tools/quality-improvement-essentials-toolkit
https://quorum.hqontario.ca/en/Home/QI-Tools-Resources/Step-1-Planning-for-Change#resourceContent
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Section 2. Functional Leading Practices to Improve ED 
Patient Flow 

 
 
This section of the Toolkit provides details on leading practices under four key functional themes. These themes have been identified as core 
building blocks throughout the patient journey to support effective patient flow and safety.  
 

THEME 5: Optimizing Physical Space Design and Queuing Systems 
THEME 6: Enhanced Staffing, Resource Allocation and Models of Care 
THEME 7: Leveraging Technology  
THEME 8. Using Standardized Policies, Processes and Procedures 
 

THEME 5. Optimizing Physical Space Design and Queuing Systems 
The physical infrastructure of EDs across Ontario varies widely, but the importance of optimizing space design remains imperative for several 
reasons. They include to increase workflow efficiency, enhance patient and staff safety and security, improve patient privacy and experience, 
staff satisfaction and retention and optimize patient flow. In addition, queuing theory can be used to optimize triage by determining the ideal 
number of nurses and beds to manage patient flow and reduce wait times. By analyzing patient arrival rates and service times, an organization 
can establish optimal staffing levels and allocate resources effectively for EDs, as well as the supporting services such as diagnostic imaging, 
labs, and consultative services. The following are overarching strategies related to optimizing physical space design and queuing systems. 
 

• Workflow Efficiency: Strategically positioned equipment and optimal room layouts to enable faster patient care, specifically in 
emergency situations where every second counts. This can help minimize unnecessary movement and delays and increase both staff 
and patient satisfaction and safety (19).  

• Enhanced Safety and Security: Controlled entrances, unobstructed views in triage areas and effective wayfinding (e.g., signage) can 
increase security and satisfaction for both patients and staff and are particularly important in spaces where violence may occur (19).  

(*2.2.1) 
• Patient Privacy, Experience and Staff Satisfaction: Privacy is essential for patient comfort, dignity, and confidentiality during their care 

journey.  
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• Staff Satisfaction: Staff satisfaction can be improved by designing spaces to minimize physical strain, enhancing communication 
through high visibility and increasing access to essential supplies (19). 

• Optimizing Patient Flow: Designing spaces that are dedicated to care for mid- to low-acuity patients (e.g., RAZ or Fast Track Zone) can 
help expediate their care and decrease wait time. Using internal waiting rooms to situate patients waiting for testing, treatments and 
reassessment can increase the availability of care spaces. Optimizing spaces outside of the ED that are not in use (e.g., using the 
fracture clinic in off-hours) can provide additional capacity as well. 

 

 
Use this icon throughout the document to identify specific strategies along the patient journey related to this leading practice 
theme. Detailed strategies are found in Section 3. 

 

THEME 6. Enhanced Staffing, Resource Allocation and Models of Care 
The ability to implement dynamic staffing structures and innovative models of care increases in an organization’s flexibility to redistribute 
resources to where it is most needed. With continued health human resource (HHR) constraints and an increasingly complex population 
seeking care in EDs, the need to be flexible and adaptable is paramount. The following are strategies related to enhanced staffing, resource 
allocation and models of care: 
 

• Dynamic Staffing: Decision support teams can review flow-related data, such as volume of patients based on arrival times, CTAS-
specific arrivals and LWBS rates, to support the implementation of dynamic staffing. Predictive technology can be used to forecast 
patient volumes based on a multitude of factors, enabling organizations to adapt staff and physician schedules based on patient 
volume. This can help increase staff satisfaction and cost efficiency (6).  

• Models of Care: The use of advanced triage protocols and fast-track units to streamline care for lower acuity patients and employing 
advanced care providers such as NPs can not only improve patient outcomes but also increases provider satisfaction (6). Access to 
Ontario Health’s ED Peer-to-Peer Program at sites with single physician coverage can provide needed assistance with problem solving, 
clinical assessment, decision making and support.  

• Optimize Clinical Team Make-Up: Including more alternate providers, such as NPs and PAs, as part of the ED team can improve ED 
flow, especially when all team members are working at their full scope of practice and capacity. These alternate providers can be 
assigned to specific areas in the ED to see and treat a subset of the ED patients (e.g., low acuity patients), which can help reduce wait 
times overall. 

• Utilize Non-Clinical Roles: Non-clinical work can be delegated to non-clinical staff (e.g., clerks) to allow clinical staff to focus on patient 
care. For example, physician scribes can assist with documentation or non-clinical staff can assist with patient flow, wayfinding and 
stocking of supplies. 
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• Include Allied Health: In accordance with the Ontario Health ALC/Home First Operational Direction, ED-specific Multidisciplinary Case 
Managers or Discharge Planners can be dedicated within the ED to support admission avoidance. Additionally, population-specific 
clinical and non-clinical ED staff such as Geriatric Emergency Management (GEM) Nurses for older adults or Child Life Specialists for 
pediatric patients can be integrated into the team to provided targeted assessments and care to these patient populations. 

• Surge planning: Surge plans with appropriate staffing resource allocation and models of care should be in place to ensure a timely 
response to sudden or unexpected variations in patient volumes.  

(*1.1.5) 
 

 
Use this icon throughout the document to identify specific strategies along the patient journey related to this leading practice 
theme. Detailed strategies are found in Section 3. 

 

THEME 7. Leveraging Technology 
Technology has been vital to providing safe and effective emergency care for the past several decades. Appropriate integration of 
technological advances can be especially useful when implementing changes to improve patient flow as it can help address challenges like 
overcrowding and long wait times and improve provider and patient experience. The benefits of implementing new technology must be 
accompanied by appropriate investment in robust implementation and change management strategies, training and customization to ensure 
optimum productivity. The following are overarching strategies related to leveraging technology: 
 

• Streamlined Administrative Tasks: Technologies such as voice-to-text scribing can decrease the time it takes for providers to complete 
administrative tasks, allowing for more time for direct patient care.  

• Real-Time Decision Making: Systems that offer hospital-wide dashboards to monitor patient activity in real time can help staff to 
identify bottlenecks and barriers to bed access for admitted patients waiting in the ED. 

• Artificial Intelligence (AI)-Enhanced Efficiency: AI tools can be used to predict patient volumes and admissions, identify bottlenecks to 
flow and redistribute resources. This type of technology can also be used to manage staff and provider schedules to adjust for high-
volume patient hours and assign patients to providers based on predicted outcomes to optimize flow.  

• Virtual Care Resources: Ontario’s ED Peer-to-Peer Program can be leveraged to support decision-making, and remote consultations 
can be facilitated via CritiCall. These resources are particularly useful for northern, rural and remote EDs with limited physician 
coverage and support. 

• Optimizing Electronic Health Records (EHR): EHRs have a wide range of functionality, which can be leveraged to improve ED flow and 
performance. Flags can be added into EHRs to alert providers for status changes or next steps (e.g., when test results are available, 
when a patient needs to be reassessed, or when an inpatient bed is ready).  
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Use this icon throughout the document to identify specific strategies along the patient journey related to this leading practice 
theme. Detailed strategies are found in Section 3. 

 

THEME 8. Using Standardized Policies, Processes and Procedures 
Standardization is a cornerstone of providing high-quality patient care. Standardizing procedures reduces variability, while minimizing errors 
and increasing efficiency. Having well-established hospital and ED processes also allows for the identification of bottlenecks and potential 
areas for continuous quality improvement. Clear processes and communication that set clear expectations about an ED visit can also increase 
patient satisfaction and decrease complaints (20). Standard policies and procedures can support performance measurement and monitoring 
and accountability. The following are strategies related to using standardized policies, processes and procedures: 
 

• Demand-Driven Overcapacity Protocols: These protocols are implemented to direct actions when patient demand exceeds available 
resources. They include clear criteria on when to activate the protocol, levels of escalation and specific roles, responsibilities and 
activities required by identified personnel.  

(*2.1.10, 2.1.11, 2.1.13) 
• Standardize Admission and Discharge Processes: Using standard procedures for patient admission and discharge to create 

consistency, reduce variability and improve safety and efficiency across the patient journey.  
(*2.1.9, 2.7.18) 

• Pre-Printed Order Sets, Care Protocols and Pathways: Streamlining clinical decision-making through these tools and processes can 
reduce variability, ensure patients are receiving up-to-date care and improves efficiency and consistency in care. 

• Standard Patient-Facing Information: Patients should receive standard information about what they can expect in the ED, including 
information about length of stay and events that may occur in the care process (e.g., diagnostic imaging) 

• Medical Directives: Used in the correct context and setting, medical directives can be a vital tool in enhancing both the patient 
experience and ED throughput. Medical directives can support earlier pain control and comfort for patients, faster diagnostics and 
reduce ED length of stay. 

 

 
Use this icon throughout the document to identify specific strategies along the patient journey related to this leading practice 
theme. Detailed strategies are found in Section 3. 
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Section 3. Strategies Along the ED Patient Journey 
 

 
The strategies outlined in this section follow the patient journey, beginning with arrival to the ED (see Figure 2). For each point along the 
patient journey, strategies are organized in a table according to the overarching strategies described in the previous section (Theme 5: 
Optimizing Design, Space and Queuing Systems; Theme 6: Enhancing Staffing, Resource Allocation and Models of Care; Theme 7: Leveraging 
Technology; and Theme 8: Using Standardized Policies, Processes and Procedures). In addition, the table will also indicate which category the 
strategies belong (i.e., universal, intermediate, advanced) and highlight any existing tools or case examples that may be helpful when 
considering the implementation of those strategies. Clicking on each tool or case example will redirect you to the appendix where details 
about the tool or case example are outlined. 
 
Recognizing that each hospital and ED operates within unique context, these strategies can be adapted to meet local needs, though some may 
require greater capacity and resources to implement and may not be feasible for all sites. However, the layout of the strategies is designed 
with an appreciation of the distinct challenges faced by both large urban centers and small rural facilities.  

 

1. Ambulance Arrival and Offload 
 
Delays in offloading patients from ambulance stretchers and transferring care result in longer wait times, which can increase the risk of 
morbidity and mortality (2). Additionally, paramedics who are not able to complete transfer of care are unavailable to attend to other 
emergency calls, reducing ambulance capacity and service and increasing risk to community safety (21). In addition, patients requesting 9-1-1 
services may experience longer waits for 911 emergency response. Reducing AOT will improve patient outcomes and paramedic response 
time to emergencies.  
 
Ambulance arrival is defined as the date and time when the ambulance/emergency medical services 
(EMS) pull into the hospital driveway and arrives at the hospital. If arrival is by air, it is defined as the date 
and time when the aircraft lands on the facility’s heliport. Ambulance Transfer of Care (TOC) Process 
refers to the date and time when the ambulance/EMS personnel turn over care of the patient to the ED 
or hospital staff and no longer has responsibility for the patient. This can occur when the patient is 
transferred to a stretcher, bed, chair or any other care space in the ED, with the consent of the ED staff or 
when care of the patient has been assumed by other ambulatory care staff (e.g., day surgery, clinic).  
 

  

  
 

  
 

 

AOT Provincial Target:  
< 30 minutes* 
*As of May 16, 2025 

Case Example 
The Ottawa Hospital 
Reducing Ambulance 
Offload to Improve 

Community Access to 
Emergency Services 
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The relevant ED key performance indicator is Ambulance Offload Time (AOT), which is the total time between ambulance arrival (date and 
time) and transfer of care (date and time). As of 2025, the performance target for AOT in Ontario is 30 minutes or less. When AOT exceeds the 
performance target of 30 minutes, it is referred to as ambulance offload delay. 
 

Category # Strategies Tools  

 
Theme 5: Optimizing Design, Space and Queuing Systems 

Universal 

1.1 Optimize the physical layout of the ED to enhance visibility of ambulance arrival to 
ED staff (e.g., triage/charge nurse) to minimize the time to triage upon arrival 

 

1.2 Dedicate an area of the ED (i.e., dedicated offload area) with stretchers and/or 
other care spaces (e.g., reclining chair) to receive patients arriving via ambulance to 
support offloading  

 

1.3 Use non-stretcher care spaces in addition to the dedicated offload area in the ED to 
offload patients, where appropriate (e.g., waiting room, internal/sub-waiting room 
or reclining chair) 

 

 
Theme 6: Enhancing Staffing, Resource Allocation and Models of Care 

 
 
 
 
 
 

Universal 
 
 
 
 
 
 
 

1.4 Use data to understand ambulance arrival patterns and support staffing for 
ambulance triage and ambulance offload areas accordingly (i.e., match staffing to 
peak ambulance arrival times) 

 

1.5 Assign a nurse(s) or eligible alternate care providers to be primarily responsibility 
for: 

• Ambulance triage  
• Offload of patients arriving by ambulance (22) 
• Nursing care of patients who have been offloaded 

Standard work for this role to include: 
• Expected time to triage patients 
• Expected time to offload patients (target 30 minute or less) 
• Considerations for patients requiring advanced monitoring (e.g., cardiac 

monitoring) 
• Communication pathways 

EMS Offload Nurse Role 
Description- Mount Sinai  
 
Ambulance Offload Nurse – 
Peterborough Regional 
Health Sciences Centre 
 
Paramedic Triage Nurse – 
Lakeridge Health 
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Category # Strategies Tools  
 
 

Universal 
 

This role may be assigned to a dedicated offload nurse (or alternate care providers) 
at certain sites. 

1.6 Protect the nurse(s) with primary responsibility for ambulance offload in the shift 
assignment (i.e., this nurse is not reassigned if the department is short-staffed) 

 

1.7 Develop an escalation policy with a trigger and process to reallocate staffing to 
respond to surges in patients arriving via ambulance (e.g., additional nurse assigned 
to triage ambulance arrivals) (22) 

Toronto Ambulance Offload 
Toolkit 

 
Theme 7: Leveraging Technology 

Universal 1.8 Optimize EHR to ensure accurate capture of key data elements related to 
ambulance offload, including arrival date/time and transfer of care date/time 

 

Intermediate 

1.9 Optimize EHR to flag users when ambulance offload time is approaching or 
exceeding the offload target (i.e., offload delays) 

Using EHR flags for offload 
delays – Lakeridge 

1.10 Consider working with local ambulance service to share real-time data and 
technology, where available 

 

Advanced 

1.11 Use the Patient Distribution System (PDS) to monitor and prepare for incoming 
ambulances (i.e., prepare a bed in advance for an incoming high acuity patient to 
allow for the immediate offload of the patient) (22) 

 

1.12 Use technology to streamline the transfer of the ambulance call reports to the ED  

 
Theme 8: Using Standardized Policies, Processes and Procedures 

 
 
 

Universal 
 
 
 
 

1.13 Develop a standard operating procedure that outlines the triage process and 
ensures consistency in the assessment and process for all patients, regardless of 
mode of arrival (i.e., the decision to offload patients to the waiting room should not 
prioritize patients arriving by ambulance) (22) 

(*2.3.3) 

 

1.14 Develop and implement a process to ensure that offloading of patients prioritized 
within the ED 

ED Flow and Offload 
Playbook – Peterborough 
Regional Health Centre 
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Category # Strategies Tools  
 
 
 
 
 
 
 
 
 
 
 

Universal 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1.15 Develop and implement a process to ensure that registration of patients is not a 
bottleneck to offload (i.e., paramedics should not be required to wait for 
registration of patients or charts) (22) 

 

1.16 Provide standardized messaging and communication to staff regarding the 
importance of offloading patients arriving by ambulance and reducing AOT 

 

1.17 
Develop and implement a process where patients are continuously flowed from the 
designated offload space to the next available care space in the ED to ensure 
ongoing availability of offload spaces 

 

1.18 Establish and communicate a 30-minute target for transfer of care from paramedics 
to ED staff and implement a corporate escalation policy, when this target is not met 
(22) and the policy should include, at minimum: 

• Stages of escalation 
• Escalation criteria and triggers 
• Communication pathways 
• Accountabilities for each partner in the process (e.g., triage nurse, charge 

nurse, ED Manager, etc.) 
(*2.2.3, 2.2.4, 3.1.2) 

 

Toolkit to Support Optimizing 
Ambulance Offload - Toronto 
AOT Toolkit 
 
Ambulance Hold Escalation 
Process in the Emergency 
Department - London Health 
Sciences Centre 
 
Offload Delay Escalation 
Pathway – Peterborough 
Regional Health Centre 

1.19 Develop a process with local paramedic services where patients, as appropriate, 
will be moved from a stretcher to wheelchair upon arrival at the hospital, and 
patient movement will be facilitated by ED staff (22) 

 

1.20 Streamline the transfer of care process and consider standardized handover (i.e., 
using a structured handover tool) between paramedics and ED staff to minimize the 
need for secondary reports, where appropriate, and reduce duration of handover 
(23) 

 

1.21 Establish a structured table and process for hospital/ED and EMS leadership to hold 
regular touchpoints that focus on reviewing the current state of AOT, identifying 
gaps and challenges and collaboratively developing solutions to improve related 
workflows 
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Category # Strategies Tools  
1.22 Collaborate with EMS to establish an agreed upon process to document Transfer of 

Care time to ensure the same data is documented by hospital and EMS 
 

1.23 Collaborate with EMS to develop an escalation policy/process when paramedic 
services are approaching Code Zero and have limited ambulances available in the 
community 

 

 
Intermediate 

1.24 Collaborate with local paramedic services to develop and implement a Fit-to-Sit 
program where patients meeting Fit-to-Sit criteria will be offloaded to the waiting 
room following a brief verbal report from paramedic staff with additional triage 
information provided by written documentation on a Fit-to-Sit Report (22) 

Fit-2-Sit Criteria – 
Peterborough Regional 
Health Centre 
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2. Triage and Registration  
 
Triage is a fundamental process in the ED. It is often the first point-of-contact for patients presenting to the ED and begins their patient 
journey. Triage is essential for identifying patients who must be attended to immediately (24); however, “triage is often a bottleneck that can 
aggravate emergency access block” (2). Specifically, availability and capacity of triage nurses and inefficient workflows can cause delays in the 
triage process, resulting in a backlog of patients waiting to be triaged upon arrival to the ED. By assessing and optimizing this part of the 
patient journey, less time would be spent waiting for patients to be assigned to the right place at the right time and see a physician sooner, 
thus improving patient satisfaction, promoting efficiency of care and decrease the overall ED LOS (25). 

Registration is also important to consider along with triage as these processes often occur in close 
succession. Registration is the process that officially registers the patient to emergency (or ambulatory 
care) services. Depending on the ED, registration may occur before, concurrently or after the triage 
process. 

Triage date and time and registration date and time are both data elements that are captured during a 
patient’s ED visit and are used when measuring key performance indicators including Time to PIA and ED 
LOS. 

Category # Strategies Tools 

 
Theme 5: Optimizing Design, Space and Queuing Systems 

Universal 

2.1 Optimize the physical layout of the triage space to enhance visibility of walk-ins and 
ambulance arrival to triage nurse to minimize the time to triage upon arrival 

 

2.2 Optimize the triage and registration spaces so the processes can occur concurrently 
or as close as possible to one another 

 

2.3 Centralize storage for all material required for triage and registration and ensure 
they are stocked and readily available to minimize the time and movement of staff 
to gather resources 

 

2.4 Use queuing theory to understand daily patient arrival patterns and ensure walk-ins 
and ambulance arrival triage stations are staffed accordingly (26)  

Queuing Theory 
 
Daily Visit Pattern Heat Map 
– Oak Valley Health 

Case Example 
Hamilton Health 

Sciences, Juravinski 
Triage Assessment Team 

https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.physicianleaders.org%2Farticles%2Fqueuing-theory-reducing-wait-stay&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414267022%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=rscZCzrbKwckebops2%2BX31a5ypOb786eLC3oldBGMYI%3D&reserved=0
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Category # Strategies Tools 

 
Theme 6: Enhancing Staffing, Resource Allocation and Models of Care 

Universal 

2.5 Ensure nurses who are assigned to triage have completed initial CTAS participant 
course and receive regular re-education 

 

2.6 Train all nurses assigned to triage on site-specific education with respect to the 
triage process in relation to ED flow in the local context  

(*1.1.1) 

 

2.7 Develop a process to reallocate staffing to respond to surges in patients arriving to 
the ED (e.g., providing additional triage nurses)   

(*1.1.5) 

 

Intermediate 

2.8 Implement a “nurse first” approach, where patients are greeted by nursing staff 
immediately upon arrival (prior to waiting for triage) to identify potential high-
acuity patients that should be prioritized for triage and/or to streamline patients to 
a specific care area in the ED (e.g., RAZ or Fast Track Zone) 

Patient Allocation Nurse – 
Joseph Brant Hospital 
 
Pre-Triage – Peterborough 
Regional Health Centre 

2.9 Implement volunteers or waiting room attendants to provide information and 
comfort services (e.g., warm blankets) in the waiting room to offload non-clinical 
work from triage nurses, minimize interruptions at triage and improve patient 
experience (25) 

 

2.10 Designate a staff member (e.g., non-triage nurse, phlebotomist), other than the 
triage nurse, to complete orders that have been implemented with medical 
directives to ensure continuous availability of triage nurses for patient arrival 

 

2.11 Use other regulated health professionals (e.g., Registered Respiratory Therapists) in 
the ED who can support the initiation and performance of medical directives 

Registered Respiratory 
Therapy Scope of Practice in 
the ED – Oak Valley Health 

 
Theme 7: Leveraging Technology 

Universal 2.12 Use the electronic Canadian Triage and Acuity Scale (eCTAS) tool to triage patients 
upon arrival to ED 
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Category # Strategies Tools 
2.13 Ensure triage nurses have been provided education on the use of the eCTAS tool 

and leadership endorses the need for optimal use of eCTAS as a decision support 
tool 

 

Advanced 

2.14 Consider the use a self-check-in kiosk for walk-in patients arriving at the ED to enter 
demographic information and presenting complaint (e.g., using a pre-populated list 
or free text) to support identification and prioritization of patients for triage (27) 

Emergency Department Kiosk 
– Health Standards 
Organization 
 
RAPP - SickKids 

 
Theme 8: Using Standardized Policies, Processes and Procedures 

 
 
 
 
 
 
 
 
 
 
 
 

Universal 
 

 
 
 
 
 
 

2.15 Develop and implement a standard operating procedure outlining the triage 
process in the ED, including:  

(*2.2.2) 
• Target audience of the procedure (i.e., triage trained nurses) 
• Processes to triage patients upon arrival at the ED 
• Considerations for the placement of patients within the department 
• Reassessments of patients 
• Standard work for triage nurses 
• Role and responsibilities of triage nurses 

Standard Operating 
Procedure for Triage Process 
in the ED - London Health 
Sciences Centre 
 
Triage Nurse Roles and 
Responsibilities - North Bay 
Regional Health Centre 

2.16 Use the Canadian Triage and Acuity Scale (CTAS) guidelines to triage patients 
arriving to the ED  

(*2.3.1) 

 

2.17 Develop and implement medical directives that can be initiated and performed 
following the triage assessment and prior to physician/non-physician initial 
assessment  

Medical Directive Examples 

2.18 Balance the mandatory information and data required to determine a CTAS level 
(e.g., demographics, Canadian Emergency Department Information System (CEDIS) 
complaint) with additional screening and or/documentation (e.g., IPAC screening, 
medication reconciliation, domestic violence screening) and streamline the process 
where possible (28) 

 

https://healthstandards.org/leading-practice/emergency-department-kiosk/
https://healthstandards.org/leading-practice/emergency-department-kiosk/
https://healthstandards.org/leading-practice/emergency-department-kiosk/
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Category # Strategies Tools 
 
 
 
 

Universal 
 
 
 
 

2.19 Ensure clinical reference tools and materials related to the triage process are 
available at the triage desk including: 

• Vital signs ranges 
• Commonly used screening tools (e.g., Pediatric Respiratory Assessment 

Measure) 

 

2.20 Develop a process for triage to occur in conjunction with registration to optimize 
flow (29) 

(*2.3.5)  

 

2.21 Provide the patient and/or caregiver with general information regarding the ED 
visit, including key processes that may occur during the visit, normal wait times for 
tests and results, information regarding lengths of stay and who to contact if their 
condition changes (25) 

(*2.3.6) 
 

Emergency Department 
Patient Education - North 
York General Hospital  
 
Video: Emergency Care - 
North York General Hospital 

  

https://www.nygh.on.ca/care-service/emergency-care/
https://www.nygh.on.ca/care-service/emergency-care/
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3. Physician Initial Assessment 
 
In the ED, “prolonged wait times can frustrate patients, negatively affect their perception of care, 
contribute to high morbidity and mortality rates…[and] reduce staff retention and satisfaction (18)”. Strategies to reduce the wait time for 
patients to see a physician can improve patient care and outcomes and lead to a better patient experience. Time to PIA is a key performance 
indicator for ED performance, and the data is publicly reported in Ontario and available through Health Quality Ontario. 
 
In Ontario, Time to PIA refers to the total time elapsed between triage or registration (whichever is 
earliest) and when the patient is first assessed by a physician in the ED. Assessment refers to a medical 
assessment that involves a direct interaction between the physician and the patient resulting in a doctor-
patient relationship. The assessment must be a face-to-face encounter.  Initial assessments that are 
conducted by a non-physician provider who has the capacity and authority to make treatment decisions 
independent of the physician is called non-physician initial assessment (NPIA). NPIA that are conducted 
by a NP, PA or a dentist can also be used towards the calculation of Time to PIA. When both PIA and NPIA 
have taken place, whichever assessment was initiated first would be used in the calculation of Time to 
PIA. 
 

Category # Strategies Tools 

 
Theme 5: Optimizing Design, Space and Queuing Systems 

Universal 

3.1 Optimize all spaces in the ED (including stretchers and chairs) to create capacity for 
patient assessment and ensure patients are placed in the appropriate assessment 
space based on acuity and resources that may be required (e.g., patients who 
require an assessment in supine position are placed in a stretcher, patients who 
require an eye exam are placed in room with eye exam equipment)  

 

3.2 Streamline patients to designated areas of the ED (e.g., fast track zone, RAZ) based 
on acuity and/or presentation, if available (20, 30) 

 

Intermediate 
3.3 Establish a dedicated area within the waiting room that can be used and is 

appropriate for patient assessments (e.g., ensure screens or physical barriers can 
be used to provide privacy) when space within the ED is limited 

 

Case Example 
Lakeridge Health 
Using a systems 

approach to improve PIA 
and AOT 

Time to PIA Provincial Target:  
< 3.4 hours* 
*As of May 16, 2025 

 

https://www.hqontario.ca/System-Performance/Time-Spent-in-Emergency-Departments
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Category # Strategies Tools 
3.4 Implement transitional spaces and discharge lounges for patients who have been 

discharged from the ED and awaiting transport to next destination (e.g., home) to 
increase availability of assessment spaces for new patients  

 

 
Theme 6: Enhancing Staffing, Resource Allocation and Models of Care 

Universal 

3.5 Use queuing theory to understand daily patient arrival patterns and match 
physician staffing accordingly 

 

3.6 Establish a structured framework for physician assignment in the ED, which clearly 
outlines: 

• Zone of coverage within the department 
• Hours of coverage in each zone 
• Specific responsibilities (e.g., call-backs, code response) 

Emergency Physician 
Schedule - NYGH 

 
 
 
 
 
 
 
 
Intermediate 

 
 
 
 
 
 
 
 
 

3.7 Develop criteria and processes for activation of the on-call physician for sites that 
use an on-call model to ensure physician coverage 

Emergency Physician Back Up 
Call In – Joseph Brant 
Hospital 

3.8 Place a provider (e.g., Physician, NP, PA) at triage with triage nurse 24/7 (or 
according to daily peak volumes if unable to staff 24/7) to promptly assess 
undifferentiated patients, order diagnostic procedures, diagnose, treat and even 
discharge directly from the waiting room and ensure workflow is documented, 
including: 

• Hours of coverage 
• Roles and responsibilities of provider, triage staff, charge nurse 

Provider in Triage Workflow 
– Erie Shores Health Care 
 

3.9 Use a triage assessment team model, composed of a provider (e.g., MD, NP, PA) 
and a nurse, where the provider will assess the patient after triage and place 
orders, and nursing staff will complete orders and ensure workflow is documented 
including: 

• Standard work of provider 
• Standard work of nurse 
• Process for patient assessments 
• Communication pathways for escalation  

Standard Work (Nursing) – 
HHS  
 
Standard Work (Physician) – 
HHS 
 
Triage Assessment Team – 
HHS 
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Category # Strategies Tools 
 
 
 
Intermediate 

3.10 Consider the implementation NPs and/or PAs and develop organizational policies to 
ensure these providers have the opportunity to practice to their full scope as part 
of the ED team for the assessment and treatment of low acuity patients (30, 31) 

 

3.11 Use a physician navigator to flow patients into the department to support physician 
assessment and offload non-clinical work from physicians 

Physician Navigator Roles 
and Responsibilities – Mount 
Sinai 

3.12 Consider the use of scribes to offload clerical work from physicians (25)  

Advanced 

3.13 Use available data to understand individual physician efficiency and capacity and 
use this data to optimize the physician schedule 

(*3.1.3) 

Physician Scorecard – 
Humber River Health  
 
Physician Scorecard – 
Thunder Bay Regional Health 
Sciences Centre 

 
Theme 7: Leveraging Technology 

Advanced 

3.14 Use preference- and performance-based scheduling software and/or statistical 
modelling to align physician capacity with patient arrivals (32) 

 

3.15 Integrate AI such as AI scribes into workflows to reduce the time spent by 
physicians on documentation (33, 34) 

 

3.16 Use voice-to-text or speech recognition software to reduce the time spent by 
physicians on documentation 

 

 
Theme 8: Using Standardized Policies, Processes and Procedures 

 
 
 
 

Universal 
 
 
 

3.17 Establish and implement a process to define how patients are assigned to ED 
physicians for care to maximize physician availability and capacity to assess new 
patients and provide necessary training for physicians on the process 

 

 

3.18 Establish a standardized process for turning over assessment spaces to ensure 
ongoing availability 

 

3.19 Implement the process of direct bedding where patients are placed into the next 
available bed immediately following triage (31) 
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Category # Strategies Tools 
 
 
 
 

Universal 

3.20 When direct bedding is not feasible, ensure there is a process in place to outline 
how and by whom patients are moved into available care spaces for physician 
initial assessment 

 

3.21 Reduce and/or streamline documentation practices for physicians (e.g., through 
EMR optimization) to ensure ideal efficiency in clinical documentation and 
maximize time spent with patients  

 

3.22 Use pre-printed order sets for select clinical conditions (e.g., hip fractures, STEMI) 
to increase standardization of care and reduce time spent by physicians writing 
orders 
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4. Laboratory Testing, Diagnostic Imaging and Consult Services 
 
Many patients visiting the ED will require laboratory testing, diagnostic imaging and/or consultation services to guide their care. For those 
who are more acutely ill or have complex conditions, these tests and assessments become more extensive (35). These key processes play a 
crucial role in determining a patient’s disposition, yet research shows that ordering diagnostics or referring patients to in-house specialist 
consultations contribute to prolonged ED LOS (2). 
 
While these key processes are essential and sometimes unavoidable, there are strategies that can be implemented in the ED and in 
collaboration with the respective services to reduce ED LOS within these workflows. For example, providers should consider whether 
consultations or advanced imaging is necessary in the ED or if they can be managed on an outpatient basis (2). Utilizing decision-support tools, 
guidelines and recommendations can help select the most appropriate imaging (36). Additionally, efforts to reduce turnaround times for 
laboratory tests and diagnostic imaging, as minimizing delays in specialist consultations, can significantly improve patient flow and overall 
efficiency in the ED (35, 37, 38). 
 
Virtual care options such as Ontario Health’s ED Peer-to-Peer Program provide opportunities to connect rural clinicians with experienced 
emergency medicine peers through a 24/7 virtual platform. Specifically, the Peer-to- Peer Program helps bridge gaps in resources, enhance 
decision-making and improved patient care in critical moments by reducing processional isolation and giving providers confidence in the care 
they are providing. This program empowers ED physicians and NPs to engage in conversations and develop a collaborative network across 
isolated communities to ensure equitable, high-quality care is available to patients across the province.  
 

 # Strategies Tools 

 
Theme 5: Optimizing Design, Space and Queuing Systems 

 
 
 

Universal 
 
 
 
 

 4.1 Optimize the layout and location of resources within the ED related to laboratory 
testing (e.g., blood tubes, blood draw equipment) to ensure resources are readily 
available in the areas where blood draws occur (e.g., at the patient’s bedside, 
designated blood draw station) 

 

4.2 Optimize wayfinding in the ED to ensure ambulatory patients can self-porter to 
diagnostic imaging services, where appropriate 

 

4.3 Dedicate space in the ED for consulting services to review charts, document and 
complete order-entry 
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 # Strategies Tools 

 
Theme 6: Enhancing Staffing, Resource Allocation and Models of Care 

 
Universal 

4.4 Provide education to medicine trainees who are responsible for consults in the ED 
on the rationale for reducing ED wait times and the related concerns for patient 
safety due to ED overcrowding in order to encourage prioritization of consult 
completion (39) 

 

Intermediate 

4.5 Implement dedicated phlebotomists in the ED to reduce the time from lab order to 
draw, thereby decreasing result turnaround time 

 

4.6 Optimize ED radiologist hours to match patterns in diagnostic imaging requests (29)  
4.7 Optimize laboratory service hours (for sites without 24/7 laboratory capacity) to 

match peak volumes and reduce delays in laboratory result turnaround times  
(*2.5.12) 

 

4.8 Collaborate with diagnostic imaging to optimize availability and hours to match 
availability to patterns in diagnostic imaging requests and reduce delays in access 
to imaging 

 

Advanced 

4.9 Implement a dedicated radiologist for ED studies to decrease delays in results and 
reduce time to disposition (29) 

 

4.10 For sites that are able, consider dedicated consultation staffing in the ED for 
services with high rates of consultation requests (e.g., general medicine) to 
decrease response times (38) 

 

 
Theme 7: Leveraging Technology 

Universal 4.11 Use virtual services for clinical consultations and support when services are 
unavailable in-house (e.g., Ontario Health’s ED Peer-to-Peer Program) 

 

Intermediate 

4.12 Consider the implementation of point-of-care testing to decrease turnaround time 
for selected tests and reduce the time to disposition (29) 

 

4.13 Consider the use of secure short messaging service (SMS) technology to liaise with 
consulting services (38) 
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 # Strategies Tools 

 
Theme 8: Using Standardized Policies, Processes and Procedures 

 
 

 
 
 
 
 
 
 
 
 
 

Universal 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

4.14 For all lab and diagnostic imaging processes: 
• Conduct value stream mapping from the point of order entry to results 

available to identify bottlenecks within the processes that are impacting 
turnaround times 

• Collaborate with all involved partners to reduce bottlenecks, where possible 

 

4.15 Develop and implement standard work for dedicated ED phlebotomists outlining 
roles and responsibilities in the ED related to laboratory testing and reduction of 
turnaround time 

 

4.16 Develop a protocol detailing the procedures for accessing laboratory services at 
sites without 24/7 or on-site lab availability and consider including direction for: 

• Point-of-care testing 
• When to contact/call in laboratory services 
• When and how to facilitate transport of labs to external location 

Markdale Laboratory Guide – 
Brightshores Health System 

4.17 Use clinical decision support tools and other guidance/recommendations (e.g., 
Choosing Wisely), where appropriate, to determine the need for diagnostic imaging 
and select the most applicable imaging  

 

4.18 Develop and implement a protocol with diagnostic imaging services to streamline 
the process from imaging request to imaging completion 

• Consider surge protocols to address rapid influxes of imaging requests 
• Consider huddles at pre-determined times throughout the day for ED and 

diagnostic imaging to discuss current state (e.g., ED census, number of 
requests in queue, barriers to imaging completion) (30) 

 

4.19 Establish a target time for consultation request and admission order entry and 
provide personalized performance feedback for individuals with respect to the 
target (39) 

 

4.20 Establish a policy related to consultation services, which includes: 
(*1.1.4, 2.5.15) 

• Information required to initiate a consultation 
• Criteria for who can initiate a consult 

Inpatient and Emergency 
Department Consultation – 
SickKids 
 

https://choosingwiselycanada.org/
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 # Strategies Tools 
 
 
 
 
 
 
 
 
 
 
 
 

Universal 
 
 
 

 

• Steps related to initiating the consult (e.g., who needs to be notified) 
• Expected response times 
• Consultants’ role in disposition 
• Assuming responsibility for the patient 
• Conflict resolution/escalation pathways 

 

Standard Work: Acute 
Medicine and Academic 
Hospitalists - HHS 
 
Standard Work: 
Multispecialty Service 
Hospitalists - HHS 
 
Standard Work: Nocturnist - 
HHS 

4.21 Develop and implement standard admission order sets for selected diagnoses to 
reduce the time consultants spend writing admission orders 

 

4.22 Evaluate the time to admission decisions at sites where residents are responsible 
for admission decisions in the ED and implement targeted processes and strategies 
to reduce delays 

• Involvement of residents and medical trainees in the admission process has 
been associated with longer ED LOS and delayed admission decisions 
compared to attending-only workflows (40, 41) 

• Data should be used to evaluate the impact of residents and medical 
trainees on time to admission decisions, guiding the development of 
streamlined processes that reduce delays, while preserving educational 
opportunities 

• An example of a process may be protocols where attending providers 
directly admit clearly eligible patients to expedite ED flow and avoid delays 
from resident and medical trainee evaluations 
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5. Time Spent in ED 
For Non-Admitted Patients 
 
Time spent in the ED for patients who are not admitted to the hospital is an important indicator for patient experience, and it is a 
performance measure that is publicly reported in Ontario. It reflects many key processes that are occurring throughout the patient journey. 
Improvements in those processes, with strategies discussed in earlier sections above, will result in overall reductions in ED LOS for non-
admitted patients. The strategies outlined below are those that may have a more direct impact on ED LOS as a key performance indicator.  
 
Key processes that are measured in EDs in Ontario are ED LOS for non-admitted high acuity patients (CTAS 1-3) and ED LOS for non-admitted 
low acuity patients (CTAS 4-5). Both metrics are defined by the total time elapsed from triage or registration (whichever is earlier) to the time 
the patient left the ED. 
 

Category # Strategies Tools 

 
Theme 5: Optimizing Physical Space Design and Queuing Systems 

 
 
 
 
 
 

Universal 
 
 
 
 
 
 

5.1 Use non-stretcher care spaces (e.g., reclining chairs) to provide care for patients, 
where appropriate  

 

5.2 Designate a zone in the ED for lower acuity patients who are likely to remain 
ambulatory and are unlikely to require more acute care in the ED, inpatient or 
other health care services (e.g., RAZ or Fast Track Systems) and ensure that this 
zone has: 

• Dedicated provider(s) to staff the zone and exclusively attend to patients 
within the zone 

• Dedicated nursing staff to provide care and ensure continuous flow of 
patients through the zone  

• Dedicated non-clinical staff to assist with non-clinical duties and flow 
• Internal waiting rooms for patients to wait for initial assessment, testing 

and reassessments 

ED Fast Track Area Guideline 
– Humber River Health 
 
ED Rapid Assessment Zone 
Guidelines – Humber River 
Health 

 
ED Ambulatory Zone: 
Standard Work (Secretary) – 
Mackenzie Health 

ED LOS for Non-Admitted Patients 
Target: < 6 hours* 
*Includes High- and Low-Acuity, as of May 16, 2025 
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Category # Strategies Tools 
 
 
 
 
 
 
 
 
 
 
 

Universal 

• Shared stretcher spaces (i.e., patients are placed in a stretcher for 
assessment and moved out once assessment is complete so the next patient 
can be placed for assessment; no patient “owns” a stretcher) 

• Chairs used for patient care and treatments, as appropriate 
• Clear pathways/protocols and standard work exclusive to the zone 

outlining, at minimum: 
- Appropriate patients to be cared for in the zone (e.g., based on CTAS 

level, patient presentation, etc.)  
- Documented processes that describe how staff move patients through 

the zone 
- Roles and responsibilities for each team member in the zone  

5.3 Use spaces in the ED as internal waiting rooms where patients can wait for results 
and/or reassessment as opposed to waiting in a designated care space 

 

5.4 Organize care spaces and workspaces with appropriate stock and ergonomic 
structures to minimize time spent between steps for patient care, including: 

• Stock all commonly required supplies in patient rooms/care spaces as 
opposed to central equipment stations (42) 

• Organize stock carts with most commonly used items 
• Footprint or mark the ED floor with designated locations for necessary 

equipment so that equipment can always be located easily 
• Anticipate necessary equipment for certain procedures and aim to have 

equipment prepared in advance, where possible 

 

Intermediate 

5.5 Implement transitional spaces and discharge lounges for patients discharged from 
the ED awaiting transport to their next destination (e.g., home), to increase 
availability of assessment and care spaces for new patients 
 

 

5.6 Utilize areas outside and/or adjacent to the ED for patient care when those spaces 
are not being used for their intended purpose (e.g., use fracture clinic space in off-
hours to care for ED patients) 
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Category # Strategies Tools 

 
Theme 6: Enhancing Staffing, Resource Allocation and Models of Care 

Universal 

5.7 Use patient arrival and volume data to match all staffing levels (e.g., providers, 
nursing, registration) to reduce staff-related bottlenecks at all possible points 
during the time the patient spends in the ED 

 

5.8 Develop team skills and capacity to function in all areas of the ED to ensure as 
patient volume and acuity fluctuates, staffing resources can be reallocated 
seamlessly to support continuous flow and reduce wait times 

 

5.9 Designate a staff member per shift to act as resource person/team lead/charge 
nurse and document: 

• Standard work  
• Roles and responsibilities 
• ED flow-related duties 
• Competencies related to the role 
• Communication pathways 
• Escalation protocols 

Task Checklist: Emergency 
Department Resource 
Person/Team Leader 
Duties – Humber River 
Health 

Emergency Department 
Team Leader Competencies 
– Joseph Brant Hospital 
 
Charge Nurse Duties – 
Peterborough Regional 
Health Centre 

5.10 Designate a staff member on the ED team to be responsible for ensuring the 
continuous flow of patients through the ED (this may be team leader/charge nurse 
or another dedicated staff member) 

• Develop standard work for this role including key responsibilities such as: 
- Follow up on laboratory and diagnostic imaging results 
- Identify and address bottlenecks and challenges with flow in the 

moment 
- Maintain flow through the ED 
- Escalating through the appropriate pathways when challenges with 

flow cannot be resolved 
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Category # Strategies Tools 

Intermediate 
 
 
 
 
 
 
 

Intermediate 

5.11 Implement a dedicated porter for ED patients to move patients through and out of 
the ED 

 

5.12 Implement dedicated facilities services to prepare care spaces in the ED for 
incoming patients 

 

5.13 Integrate allied health providers in the ED to support discharges home and into the 
community, where appropriate (e.g., GEM nurse, home and community care, 
Hospital at Home coordinator, crisis support workers) 

(*2.8.5) 
• Consider processes and pathways for allied health providers to be consulted 

early in the patient journey through the ED (e.g., medical directives for 
nursing to initiate consult) 

EFORT- Emergency 
Facilitated Outreach Team – 
Joseph Brant Hospital 

 
Social Worker Mental Health 
Navigator – Muskoka 
Algonquin Healthcare 
 
ED Mobility Team – Health 
Sciences North 
 
Geriatric Emergency 
Management Nurse 
Practitioner Standard Work – 
Lakeridge Health 
 
Transition to Home – 
Lakeridge Health 

 
Theme 7: Leveraging Technology 

Intermediate 

5.14 Implement an ED tracking board to monitor in real-time: 
• Number of patients in the department 
• Status of each patient (e.g., waiting to be seen, admitted, etc.) 
• Outstanding tests/orders to be completed 
• Number of patients awaiting reassessment 
• Number of patients awaiting discharge  

Status Dashboard – 
Lakeridge Health 
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Category # Strategies Tools 
 

Advanced 
 

5.15 Use technology that monitors, in real-time, flow through the ED and notifies staff of 
bottlenecks to flow  

Hero AI - SickKids 

 
Theme 8: Using Standardized Policies, Processes and Procedures 

 
 
 
 
 
 
 
 
 
 
 

 
 
 

Universal 
 
 
 
 
 
 
 
 
 

5.16 Develop an ED-specific surge policy that outlines the processes to efficiently 
manage and support patient care and safety and throughput in the ED 

• This is different than a hospital-wide surge policy in that all aspects of the 
policy are related to processes within the ED 

 (*2.1.12, 2.1.13) 

Emergency Department 
Surge Plan for Mental Health 
Patients – Humber River 
Health 
 
Emergency Internal Surge 
Guidelines – Lakeridge 
Health 

5.17 Establish a hospital-wide surge policy to be activated in the event of ED surge, 
overcrowding and/or gridlock, which includes: 

(*2.1.4, 2.1.5, 2.1.6) 
• Processes to initiate the escalation 
• Hospital personnel to be notified 
• Roles and responsibilities for key personnel 
• Communication pathways  
• Escalation triggers (e.g., ED occupancy projection, number of beds blocked 

by admissions and/or consults, ambulance offload, etc.) 
• Levels of escalation  
• Actions for each level of escalation (which may include notifying external 

partners such as local Ontario Health Teams) 
• Recovery from surge/overcrowding/gridlock 

Escalation and Code Gridlock 
– London Health Sciences 
Centre 
 
Bed Management Surge 
Alert Guideline – Humber 
River Health 
 
Patient Flow Escalation 
Protocol - SickKids 

5.18 Reduce and/or streamline documentation practices to ensure ideal efficiency in the 
time it takes to complete clinical documentation and maximize time spent with 
patients 
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Category # Strategies Tools 
 
 
 
 
 
 
 

Universal 
 

5.19 Develop a process to alert providers of patients that have had all tests completed, 
results are available and are ready for reassessment (e.g., a flag on the patient’s 
chart or within the EHR) 

 

5.20 Use standard discharge checklists to streamline the discharge process  
5.21 Ensure the team has a standard process to continuously reassess stable patients 

and reallocate space and staffing resources to maintain continuous flow through 
the department 

Flexing Standards - SickKids 

5.22 Develop a policy and/or process in collaboration with paramedic services for 
interfacility transport of patients requiring urgent/emergent transportation to 
reduce the time patients spend waiting for transport and optimize the use of 
nursing staff who are required for escort in these processes 

 (*2.1.7, 2.1.8) 

 

Intermediate 

5.23 Develop processes where specific patient populations with a defined presentation 
are streamlined to specialist consultations within the hospital (e.g., patients 
presenting with early pregnancy complications) 

Obstetrical Patient Triage 
and Assessment – 
Peterborough RHC 
 
ED Oncology Pathway – 
Peterborough RHC 

5.24 Develop a process to rapidly refer patients to a rapid access clinic and/or outpatient 
specialist consultation to reduce the amount of time waiting to see in-house 
specialists and avoid admissions for appropriate clinical presentations (43) 

Ambulatory Care Referral 
Forms – North York General 
Hospital 

5.25 Establish partnerships with non-urgent transportation services to streamline the 
transport of patients who are returning home/community/long-term care etc. to 
reduce the time patients spend waiting for transport services  
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For Admitted Patients, Time to Inpatient Bed 
and No Bed Admits 
 
Often, after the decision is made to admit a patient to an inpatient bed, the patient remains in the ED until an inpatient bed becomes 
available. Unfortunately, patients can end up waiting for their inpatient bed for hours or even days. These patients endure long waits in the ED 
with limited privacy and inadvertently occupy stretchers that are often needed for acute ED patients (2). This results in a lack of physical space 
in the ED, less capacity for providers to care for incoming ED patients and, ultimately, diminishes the ability of the ED to provide emergency 
care (2).  
 
Although there are many factors that contribute to long stays for admitted ED patients, the solution to these problems is often not within 
direct control the ED and requires collaboration across services within the hospital, the broader community and at the greater health care 
system level. Outlined below are strategies that require communication, teamwork and collaboration across the hospital to support the flow 
of admitted patients out of the ED. 
 

Category # Strategies Tools 

 
Theme 5: Optimizing Physical Space Design and Queuing Systems 

Intermediate 

5.26 Implement transitional spaces and discharge lounges for patients that are 
discharged from inpatient units and awaiting transport to next destination (e.g., 
home), to increase availability of assessment spaces for new patients  

 

5.27 Use short-stay units to transfer admitted patients to until a traditional inpatient 
bed becomes available  

 

 
Theme 6: Enhancing Staffing, Resource Allocation and Models of Care 

 
 
 
 
 

Universal 

5.28 Implement a hospital patient flow team that consists, at a minimum, of (15): 
• Team Leader (day-to-day lead) 
• Senior Hospital Leader 
• Technical leader or an expert in quality improvement 
• Physician(s) 
• Nurse(s) 

 

NBA Target: 25% reduction from 
FY24/25 baseline* 
*As of May 16, 2025 

 



 

 
ONTARIO HEALTH, February 2026  50 

Category # Strategies Tools 
 

 
 
 

Universal 

• Support Staff (e.g., clerks) 
• Coding and data experts 

The hospital patient flow team should have: 
• Defined roles and responsibilities of each member 
• Accountabilities related to hospital and ED flow 
• Standard work as it relates to monitoring and addressing hospital and ED 

flow 
5.29 Designate a member of the ED team to be the point-of-contact with the hospital 

patient flow team to liaise with the team 24/7 
 

Intermediate 

5.30 Implement dedicated portering services whose responsibility is transporting 
admitted patients in the ED to inpatient units 

 

5.31 Implement dedicated facilities services whose responsibility is preparing inpatient 
rooms for the next admission 

 

 
Theme 7: Leveraging Technology 

Universal 
5.32 Develop a hospital-wide bed management dashboard to ensure constant 

awareness and up-to-date information of current and upcoming available beds 
within the hospital 

 

 
Theme 8: Using Standardized Policies, Processes and Procedures 

 
 

 
 

Universal 
 
 

 
 

5.33 Establish a process for hospital-wide bed meeting, which should: 
• Include the following members: 

- Hospital patient flow team 
- Senior-level leadership (e.g., VP, CEO) 
- Director-level leaders from each clinical program  
- Front-line leaders from ED and inpatient units (44) 

• Occur at least daily (16) and ad hoc 
• Use real-time data to support discussion and decision-making 
• Review current state in ED and inpatient units related to capacity and flow 
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Category # Strategies Tools 
 
 
 
 
 
 
 
 
 

Universal 

• Conclude with individual action items to address discharging of patients, 
bottlenecks to flow and volume surges (44)  

5.34 Establish a patient flow standard operating procedure for the ED to ensure that 
bottlenecks are identified and flow through and out of the ED is being measured, 
monitored and escalated in real-time 

 

5.35 Ensure clear pathways and processes for escalation are in place to address 
situations in which hospital and ED flow is impacted in the moment 

Internal Flow and Triggers – 
Lakeridge Health 

5.36 Establish a clear and timely process where ED and/or admitting providers notify 
central bed management of a new admission in the ED (44) 

 

5.37 Establish processes and standard work for the transfer of care (e.g., nurse-to-nurse 
report) and transport for patients from the ED to inpatient units 

(*2.5.22) 

Patient Transfer from ED to 
Inpatient Unit Procedure – 
Humber River Health 

5.38 Develop service-related surge protocols (e.g., a specific surge protocol each for 
medicine admissions, surgical admissions, pediatric admissions, etc.) to address 
surge in defined areas of the hospital 

Over-Capacity Protocol – 
Lakeridge Health 

5.39 Use screening tools (e.g., I-SAR) in the ED to identify patients at risk of prolonged 
hospitalization, functional decline, etc. for early intervention 

ISAR Tool – Health Sciences 
North 

Intermediate 

5.40 Develop admission pathways for patients with selected diagnoses, whereby ED 
physicians can make the disposition decisions and admit the patient without the 
need for a consult service (29, 38) 

 

5.41 Develop admission pathways, where patients can be admitted prior to completion 
of ED investigations and/or where admitting providers can complete patient 
consults on the inpatient units (29) 
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Section 4. Medical Directives 
 

 
Medical directives are orders written by physicians to other health care providers that may be implemented prior to the direct assessment of 
the patient for a number of patients when certain conditions and circumstances are met (45). Medical directives may authorize a health care 
provider (an implementer) to implement or activate the order and an additional health care provider (a co-implementer) to carry out the 
order. In the ED, medical directives are designed to be implemented by nursing or other non-physician staff to initiate certain treatments and  
diagnostic tests in advance of the physician assessment to expedite care, improve flow and enhance the patient experience through  
symptom management. 
 
Medical directives are grounded in evidence and should reflect current best practices in emergency care. With that, a number of key partners  
must be involved in the development and subsequent implementation of medical directives. At a minimum, those involved should include: 

• All the physicians whose patients would receive the treatment or testing outlined in the directive (e.g., ED physicians) (46) 
• Representatives from those who would implement the directive (e.g., nursing staff) (46) 
• Those with administrative responsibility for ED practice (e.g., Manager and/or Director of ED, Chief of ED) (46) 
• Representatives from those who would be affected by the implementation of the medical directive (e.g., laboratory and diagnostic 

imaging staff) (46) 
• Local corporate committees, as applicable (e.g., Professional Practice, Medical Advisory Committee, Pharmacy and Therapeutics) (46) 

 
A medical directive must also contain a number of specific components, including (46): 

• The authorizing prescriber(s) 
• Provisions for consent 
• Those to which the medical directive is authorized (i.e., the implementers and relevant co-implementers) 
• The name and description of the procedure, treatment, drug or intervention that is being ordered 
• The specific indications (i.e., clinical condition of the patient) and the circumstances that must be met for the directive to be 

implemented 
• The specific contraindications for which the medical directive can not be implemented 
• The names, dates and signatures of the authorizer prescriber(s) and those with administrative authority for approving the directive 

(e.g., Medical Advisory Committee) 
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Organizational policies should also be in place to outline and support the use of medical directives in the ED. These policies should include: 
• The types of procedures that may be ordered through a medical directive (47) 
• Identification of whom may implement a medical directive and any specific educational requirements, designations or competencies 

(47) 
• Clearly stated documentation requirements for the health care professionals implementing the directive (47) 
• Frequency of routine review and renewal of medical directives (46) 
• Education and training requirements for those who will be implementing the medical directive, including documented signoffs and a 

process for continuous education (e.g., re-sign off every 2 years) 
 

Medical directives, used in the correct context and setting, can be a vital tool in enhancing both patient experience and ED throughput. They 
can support earlier pain control and comfort care for patients, faster diagnostics and reduce ED LOS. When implemented with proper training, 
oversight and policies, medical directives can support safe, timely and patient-centred care. 

While it is understood that every ED operates within unique workflows and staffing models and there are variations in how medical directives 
are implemented at the organizational level, through hospital ED interviews it was learned that there are a core set of medical directives that 
have proven to enhance the patient experience and improve ED flow. The following links will provide examples of both symptom-based 
medical directives and test-/procedure-based medical directives. 

Please note that the medical directives below are examples that are kindly provided to Ontario Health by health service partners. These are 
intended to provide an overview of the standard information in a particular symptom- or test/procedure-based medical directive; the specific 
images below may not contain all the details necessary to constitute a fulsome medical directive. Click here to view the following medical 
directives: Medical Directive Examples. 

Symptom-Based Medical Directives Test- and Procedure-Based Medical Directives 
• Chest Pain 
• Abdominal Pain 
• Sepsis (Adults) 
• Early Pregnancy Complications/Obstetrical Emergencies/Vaginal Bleeding 
• Extremity X-Rays 
• Inhalation Therapy (Adult and Pediatric) 
• Pain and Fever Management (Adult and Pediatric) 
• Oral Rehydration Therapy 
• Acutely Presenting Older Adult 

• Laboratory Testing 
- Blood and Urine 

• Capillary Blood Glucose Testing 
• Electrocardiogram 
• Vascular Access 
• Oxygen Administration 
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Left Without Being Seen 
In Ontario, the volume of patients leaving the ED without being seen (LWBS) by a physician remains a persistent challenge and is often 
considered to be an indicator of ED overcrowding (48) and long wait times (49). Patients who leave without being seen are at risk of becoming 
increasingly ill and may experience adverse outcomes due to delayed or missed treatments (50). In fact, between 2020 to 2022, for patients 
that initially left without being seen and then returned to the ED within 72 hours, 50% more visits were triaged higher (CTAS level 1 or 2) 
during the return visit, indicating that patients who leave without being seen are returning sicker and require more urgent care than if they 
were seen during their first visit (51). 

Ideally, the strategies described in the Toolkit will drive ED flow and performance, reducing the impact of overcrowding on the ED, decrease 
wait times, and subsequently, reduce the rates of patients who leave without being seen. However, organizations must remain cognizant of 
the current state in the department with respect to patients who leave without being seen by utilizing data to track, benchmark and improve 
upon (accreditation standards). Additionally, organizations should have a policy in place to address situations in which a patient does leave 
without been seen by a physician. This is particularly important for patients that have received treatment, diagnostic/laboratory testing 
through medical directives as it is essential that these results, especially abnormal findings, are reviewed with the patient and addressed 
accordingly. Policies related to patients who leave without being seen should include: 

• Language to support the staff to actively discourage patients from leaving without being seen 
• Responsibilities of the physician on shift related to LWBS 
• Guidance for notification of results to the patient (e.g., what warrants notification) 
• Identify roles, responsibility and accountabilities for staff that may be involved (e.g., triage nurse) including: 

- Contacting the physician and providing the physician with test results 
- Participate in notifying the patient, as required 

• Documentation requirements 
• Additional personnel that may require notification of the event within the organization (e.g., ED Manager) 
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Section 5. Sustainability 
 

 
Sustainability is often discussed at the end of a change initiative but is one of the most important considerations of any project or change (52). 
Sustainability is defined as “when new ways of working and improved outcomes become the norm,” meaning the implemented change that 
ultimately led to improved performance is now embedded in the culture and workflow and no longer requires ongoing support to continue 
(52). Quality improvement experts believe that as difficult as improving outcomes is, sustaining improvements is even harder, and in fact, one 
of the most notable learnings from the Ontario ED Process Improvement Program (PIP) (2008 to 2012) was the inability of organizations to 
sustain any changes made after the “coach” assigned to the organization had left (5, 52).  
 
Some reasons identified as challenges in sustainability are: “the waning enthusiasm or turnover of front-line providers as newer, more exciting 
projects are rolled out; the competing personal or professional interests of managers; the shifting priorities of leaders who support the project 
through their time and resources; and the tendency of [quality improvement] teams to declare victory too soon that leads to a shift in focus 
away from an improvement that may not have been as stable and ingrained as was thought” (52). 
 
Methods for Increasing Sustainability Tools and Resources 
Ensure the change is ready to be sustained: 
• Evaluations demonstrate improved performance that has 

been maintained for a reasonable period of time 
• The change has been tested with various combinations of 

staff, at different times and in different locations (if 
applicable) 

• There is infrastructure in place to support the change in 
the long run; not in dedicated project resources, but rather 
in equipment, supplies and personnel 

• There is a mechanism in place to continue monitoring the 
performance 

Ensure the change offers: 
• A clear advantage when compared to previous work 
• Compatibility with the system and with providers values 
• Simple and easy steps 

IHI Video and 
Sustainability white paper 

https://www.ihi.org/resources/white-
papers/sustaining-improvement 
 

IHI white paper - spread https://www.ihi.org/resources/white-
papers/framework-spread-local-improvements-
system-wide-change 

NHS sustainability guide 
for leaders 

https://www.england.nhs.uk/improvement-
hub/wp-content/uploads/sites/44/2017/11/ILG-
1.7-Sustainability-and-its-Relationship-with-
Spread-and-Adoption.pdf 

IHI sustainability planning 
worksheet 

https://www.ihi.org/resources/tools/sustainabil
ity-planning-worksheet#downloads 

https://www.ihi.org/resources/white-papers/sustaining-improvement
https://www.ihi.org/resources/white-papers/sustaining-improvement
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ihi.org%2Fresources%2Fwhite-papers%2Fframework-spread-local-improvements-system-wide-change&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414168424%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dhXXjqVEUUQ25VHuT4vDFZf6aY3A2Mv%2F6fn5R3Ah77c%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ihi.org%2Fresources%2Fwhite-papers%2Fframework-spread-local-improvements-system-wide-change&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414168424%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dhXXjqVEUUQ25VHuT4vDFZf6aY3A2Mv%2F6fn5R3Ah77c%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ihi.org%2Fresources%2Fwhite-papers%2Fframework-spread-local-improvements-system-wide-change&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414168424%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dhXXjqVEUUQ25VHuT4vDFZf6aY3A2Mv%2F6fn5R3Ah77c%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fimprovement-hub%2Fwp-content%2Fuploads%2Fsites%2F44%2F2017%2F11%2FILG-1.7-Sustainability-and-its-Relationship-with-Spread-and-Adoption.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414191252%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=v12uQcJ4k4JkGj5wZgx9LX3qene2pXXhORCJGzh%2F7kw%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fimprovement-hub%2Fwp-content%2Fuploads%2Fsites%2F44%2F2017%2F11%2FILG-1.7-Sustainability-and-its-Relationship-with-Spread-and-Adoption.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414191252%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=v12uQcJ4k4JkGj5wZgx9LX3qene2pXXhORCJGzh%2F7kw%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fimprovement-hub%2Fwp-content%2Fuploads%2Fsites%2F44%2F2017%2F11%2FILG-1.7-Sustainability-and-its-Relationship-with-Spread-and-Adoption.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414191252%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=v12uQcJ4k4JkGj5wZgx9LX3qene2pXXhORCJGzh%2F7kw%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fimprovement-hub%2Fwp-content%2Fuploads%2Fsites%2F44%2F2017%2F11%2FILG-1.7-Sustainability-and-its-Relationship-with-Spread-and-Adoption.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414191252%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=v12uQcJ4k4JkGj5wZgx9LX3qene2pXXhORCJGzh%2F7kw%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ihi.org%2Fresources%2Ftools%2Fsustainability-planning-worksheet%23downloads&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414210872%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=%2BIECw4q54TrwHjbioDJptxm%2Bt52mHbXORHPGX7Pm79Y%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.ihi.org%2Fresources%2Ftools%2Fsustainability-planning-worksheet%23downloads&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414210872%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=%2BIECw4q54TrwHjbioDJptxm%2Bt52mHbXORHPGX7Pm79Y%3D&reserved=0
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Methods for Increasing Sustainability Tools and Resources 
• Demonstratable and observable positive impact on staff 

Ensure the change can be practically and easily maintained 
by: 
• Using visual management tools like a performance board 
• Creating standard work documents that are simple and 

easy to follow 
• Reviewing improvements at regular huddles 

Ontario Health 
sustainability primer 

https://quorum.hqontario.ca/Portals/0/QI-
Tools-and-Resources/Implementing-and-
Sustaining-Change-Guide.pdf 

Ontario Health 
sustainability tool 

https://quorum.hqontario.ca/Portals/0/QI-
Tools-and-Resources/Sustainability-Planner-
Tool.pdf 

 
  

https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fquorum.hqontario.ca%2FPortals%2F0%2FQI-Tools-and-Resources%2FImplementing-and-Sustaining-Change-Guide.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414230184%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dDNZY%2BX5lNS0HhPOADnEZ8tzPn0BerQxM7E0cxV3AQ4%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fquorum.hqontario.ca%2FPortals%2F0%2FQI-Tools-and-Resources%2FImplementing-and-Sustaining-Change-Guide.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414230184%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dDNZY%2BX5lNS0HhPOADnEZ8tzPn0BerQxM7E0cxV3AQ4%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fquorum.hqontario.ca%2FPortals%2F0%2FQI-Tools-and-Resources%2FImplementing-and-Sustaining-Change-Guide.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414230184%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=dDNZY%2BX5lNS0HhPOADnEZ8tzPn0BerQxM7E0cxV3AQ4%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fquorum.hqontario.ca%2FPortals%2F0%2FQI-Tools-and-Resources%2FSustainability-Planner-Tool.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414249215%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=mT8w%2FCdo2Los7mRNkIRj0k4ncRkoW8Izhg8sbg8%2Fy9U%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fquorum.hqontario.ca%2FPortals%2F0%2FQI-Tools-and-Resources%2FSustainability-Planner-Tool.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414249215%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=mT8w%2FCdo2Los7mRNkIRj0k4ncRkoW8Izhg8sbg8%2Fy9U%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fquorum.hqontario.ca%2FPortals%2F0%2FQI-Tools-and-Resources%2FSustainability-Planner-Tool.pdf&data=05%7C02%7Clacey.embacher%40ontariohealth.ca%7Cce9a3dc5ea0444d6928408dd721706a5%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638792165414249215%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=mT8w%2FCdo2Los7mRNkIRj0k4ncRkoW8Izhg8sbg8%2Fy9U%3D&reserved=0
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Section 6. Specialized Populations  
 

 
There are certain cohorts of the population that require special consideration, specifically in the context of ED patient flow. Some of these 
specialized populations include frail and older adults, paediatric patients and patients experiencing mental health and substance use 
disorders. Below are resources related to the flow of ED patients from these specialized populations, as certain considerations may be needed 
to ensure patient safety is prioritized and patient experience is considered. Specific clinical education as it relates to the populations below 
should be maintained by care providers, as determined by their professional bodies, which may lead to better outcomes.  

Older Adults 
The Alternate Level of Care (ALC) Leading Practices Guide: Preventing Hospitalization and Extended Stays for Older Adults. September 2021. 
ALC Leading Practices Guide v1 2021 (2).pdf 
 
Ontario Health Operational Direction: Home First. August 14, 2024. Ontario Health Home First Operational Direction 
 
Please see the appendix for a detailed crosswalk of the Leading Practices indicated in the Toolkit and those identified in the ALC Leading 
Practices Guide and Home First Operational Direction. 
 

Tools and Resources 
Regional Geriatric Programs of Ontario A Competency Framework for Interprofessional Comprehensive Geriatric 

Assessment 
Health Sciences North Clinical Frailty Scale 
St. Joseph’s Healthcare London Self Reliance Indicator 
North East Specialized Geriatric Centre Geriatric Care Pathways 
North East Specialised Geriatric Centre Implementation Playbook 
Lakeridge Health Medical Directive: Acutely Presenting Older Adult 
Lakeridge Health ALC Quality Improvement Project 

 
 

https://quorum.hqontario.ca/Portals/0/Indicators-and-change-ideas/ALC%20Leading%20Practices%20Guide%20v1%202021%20(2).pdf?ver=2022-03-30-133617-273
https://www.ontariohealth.ca/sites/ontariohealth/files/Ontario_Health_Home_First_Operational_Direction.pdf
https://www.nesgc.ca/Portals/16/Documents/Playbook/NESGC-Implementation-Playbook.pdf?ver=p-bVDaF4IWVuIcOuN904DA%3d%3d
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Paediatrics 
(* 1.1.3, 2.3.2) 
Official Journal of the American Academy of Pediatrics. Best Practices for Improving Flow and Care of Pediatric Patients in the Emergency 
Department. Best Practices for Improving Flow and Care of Pediatric Patients in the Emergency Department | Pediatrics | American Academy 
of Pediatrics 

 
Case Example: Hamilton health Sciences, McMaster Children’s Hospital - Role of the Child Life Specialist in Improving Flow in a 
Pediatric Emergency Department 

 
Case Example: Hamilton Health Sciences, McMaster Children’s Hospital - Pediatric Emergency Department Low Acuity Diversion - 
Rapid Assessment Service 
 

Tools and Resources 
SickKids Inpatient & Emergency Department Consultations – Medical and Dental 
SickKids Patient Flow Escalation Protocol 
SickKids Who can be flexed? 
Children’s Hospital of Eastern Ontario Overnight Psychiatry Admissions Process 
Children’s Hospital of Eastern Ontario Pathway for Mental Health Patients in the CHEO ED 
Children’s Hospital of Eastern Ontario ED MH Model of Care 

 

Mental Health and Addictions 
(*1.1.2) 
Canadian Mental Health Association: Addressing Emergency Department Wait Times and Enhancing Access to Community Mental Health and 
Addictions Services and Supports. https://ontario.cmha.ca/documents/addressing-emergency-department-wait-times-and-enhancing-access-
to-community-mental-health-and-addictions-services-and-supports/ 
 

Tools and Resources 
Humber River Health Surge Plan for Mental Health Patients 
Humber River Health Notifying Toronto Policy Dispatch regarding Mental Health capacity within 

the ED 

https://publications.aap.org/pediatrics/article/135/1/e273/52902/Best-Practices-for-Improving-Flow-and-Care-of?autologincheck=redirected
https://publications.aap.org/pediatrics/article/135/1/e273/52902/Best-Practices-for-Improving-Flow-and-Care-of?autologincheck=redirected
https://ontario.cmha.ca/documents/addressing-emergency-department-wait-times-and-enhancing-access-to-community-mental-health-and-addictions-services-and-supports/
https://ontario.cmha.ca/documents/addressing-emergency-department-wait-times-and-enhancing-access-to-community-mental-health-and-addictions-services-and-supports/
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Section 7. Case Examples  
 

 

Thank you to our health system partners for providing the following case examples to illustrate 
successful initiatives from their organizations. 

Hamilton Health Sciences, McMaster Children’s Hospital - Role of the Child Life 
Specialist in Improving Flow in a Pediatric Emergency Department 
 

Hospital  

McMaster Children’s Hospital is a tertiary care pediatric hospital, specializing in pediatric trauma 
and mental health, with an annual ED volume of approximately 50,000 patients. 

Description  

The role of the Child Life Specialist (CLS) in the pediatric emergency department (ED) traditionally 
revolves around emotional support for children and families. However, the initiative sought to 
expand this role by addressing patient flow management. The main benefit was reducing the wait 
time for patients by ensuring that available rooms in the ED were consistently filled as soon as 
possible, even during busy periods. By engaging Child Life Specialists in maintaining room 
availability, we aimed to avoid unnecessary delays in patient care and improve overall ED efficiency. 
This project aimed to address the efficiency and timeliness of patient care, as well as improving 
patient experience through management of the ED flow.  
Introduction and context – what was the aim?  

The rationale for this initiative was to improve ED flow and reduce waiting room times, especially 
during periods of high patient volume. One of the major challenges identified was that rooms often 
remained empty while patients waited in the ED waiting room. Nursing staff were often unavailable 
to immediately manage the flow of patients in and out of rooms due to other responsibilities. This 
led to inefficiency and prolonged wait times for incoming patients.  
 
Aims and Objectives: 

- Streamline patient flow by ensuring that rooms are filled promptly. 
- Move stable patients out of rooms to waiting spaces while awaiting results, enabling new 

patients to be assessed in available spaces. 
- Utilize the Child Life role to assist in maintaining room occupancy and ensuring rooms are 

filled as quickly as possible. 
Method – what did you do?  

Child Life Specialists were trained and given the responsibility to monitor available patient 
rooms and advocate for filling those rooms promptly. 

Child Life Specialists communicated with nursing and triage staff to coordinate the timing of 
room usage, making sure the ED was operating at full capacity. 
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Outcomes – what difference did you make?  

While this role has been in place for several years, the main impact has been on improving ED staff 
visibility and providing a point of contact for families. The inclusion of Child Life Specialists in the 
room management process has helped maintain better flow in the ED, reducing unnecessary delays 
and improving overall patient care. 
 
P4R Metrics Rankings Dec 2024 changes from previous P4R year 

• Overall P4R ranking improved by 4  

• Time to PIA improved by 11 

• ED LOS Admitted improved by 5 

• ED LOS non admit CTAS 1-3 improved by 6 

• ED LOS non admit CTAS 4 &5 improved by 8 
• Ambulance offload improved by 2  

Key learnings  

The key takeaway from this initiative is that Child Life Specialists can contribute significantly to 
operational flow, not only by offering emotional support but also by optimizing room 
management. 

What worked well: The collaboration between Child Life Specialists, nursing, and triage staff 
enabled smoother room transitions, enhancing overall efficiency. 

Subjective feedback from families through patient experience surveys about ED experience 
validate the benefit of the child life specialist role in supporting them and their child  

 
Contact Information Yelena Potts/Siobhan McEwen   

McMaster Children’s Hospital  
Phone  905-521-2100  
Email  pottsye@hhsc.ca 

 
  

mailto:pottsye@hhsc.ca
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The Ottawa Hospital – Reducing Ambulance Offload to Improve Community Access to 
Emergency Services 
 

Hospital  

The Ottawa Hospital is a multi site quaternary academic hospital. We have an adult emergency 
department at two of our main sites, the Civic and General that see a combined annual volume of 
approx. 180,000 ED visits (250-275 daily per site and 60-80 ambulances daily per site). The Civic site 
is also the regional trauma center as well as the regional site for neurosurgery, vascular Surgery and 
stroke. The General site is the regional cancer center as well as the main site for nephrology, 
thoracis and ENT. 
Description  

The focus of our initiative was to reduce ambulance offload times to ensure there was adequate 
EMS coverage for our community. AOT is an identified area of focus from Ontario Health and aligns 
with P4R and our internal QI programs focus on improved access.  
Introduction and context – what was the aim?  

In summer 2024, both of our EDs were struggling with AOT times often >200mins and our EMS 
partners were facing regular level zero as a result. The primary objective was to reduce our AOT 
and return paramedics back to the community. At the same time, we were challenged with high 
volumes of boarded patients in our departments making it challenging to offload patients into the 
appropriate beds in the ED. Our goal was to reprioritize our ED beds for ED patients and shift our 
teams focus to caring for the ED patients in the appropriate spaces.  
Method – what did you do?  

We started the initiative by looking at our peers across the province, specifically at peers who had 
made recent sustained improvement in AOT. Once we had identified these peers, we reached out 
and arranged site visits to learn from their progress. We strategically selected members of our team 
at all levels to participate in the visits to ensure role specific knowledge translation and generate 
buy in across all levels and roles within our team. Following the site visits, we formed internal 
working groups that included members who participated in the site visits as well as unit change 
champions to develop an action plan for change implementation. Beyond the unit level working 
groups, there was discussion at the organizational level to ensure awareness and commitment 
beyond the ED to support the improvement initiatives.  
 
We then implemented process and physical space changes unique to both sites including 

- Creating unconventional space within the ED to move boarded patients out of ED beds 

- Reallocation of existing clinical resources to support horizontal waiting space for patients 
who could not be offloaded to the main waiting room (key was to maintain the same 
standard of care for both waiting areas) 

- Proactive flow initiatives to push admitted patients to inpatient units when a bed was 
known rather than ready 
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- Focused flow role to ensure patients who could be moved out of the care area to maintain 
internal ED capacity 

Engagement with key stakeholders within the ED and the organization was key as well as continued 
communication with community partners (EMS, other Eds in the city).  
 
We did not increase our resources in order to support these changes, they were accomplished 
through reallocation of our existing staffing and improved role clarity.  
Outcomes – what difference did you make?  

We have achieved a significant and sustained reduction in AOT at both sites since implementation 
in Oct 2024. Both campuses have sustained monthly AOT below 30mins (see visual) 
 

 
 
 
Anecdotal feedback from EMS partners that level zero has significantly reduced and ability to 
respond in a timely way to all call categories has improved.  
 
Key learnings  

The key learning for us has been the importance of engagement from team members at all levels. 
Additionally, for these changes to be sustainable, there needs to be organizational engagement, 
and singular solutions within the ED in isolation will not sustain in the same way. Certainly, we 
faced barriers initially with building engagement outside of ED as on the surface ambulance offload 
can be perceived as an ED only challenge. Communication and education around the challenge 
beyond the ED was key to working through those barriers. Going forward, we are paying more 
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attention to early signal data on balancing measures to respond early to unintended downstream 
impacts.  
 
As far as advice, we would say early engagement with the whole team is key. Be clear on what the 
goal is and then allow the people who do the work every day to generate ideas and develop the 
change. Pay attention to the data and communicate the outcomes regularly.  
Tools & Resources 

Our most important tool was the relationships and communication with our peers across the 
province.  

 
Contact Information Kolan Gilmour   

The Ottawa Hospital  
Email  kogilmour@toh.ca  
 
  

mailto:kogilmour@toh.ca
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Hamilton Health Sciences Juravinski Site – Triage Assessment Team to rapidly assess 
patients on ED presentation and initiate early tailored patient care 
 

Hospital 

Juravinski Hospital and Cancer Centre- Hamilton Health Sciences, is a 400-bed urban tertiary acute 
care hospital located within the city of Hamilton, with a population of 600,000 people. The hospital 
particularly specialises in cancer care, geriatric care and joint arthroplasty. Annual ED census is 
approx. 40,000 visits.  
Description  

A multidisciplinary team- termed the Triage Assessment Team (TAT), composed of Advanced Care 
Providers (Nurse Practitioner and Physician Assistants) and a Registered Nurse was formed to 
provide expedited patient initial assessments and care at the Juravinski Hospital Emergency 
Department. This aligned well with Ontario Health related priorities of reducing Provider Initial 
Assessment (PIA) time, reducing Left Without Being Seen (LWBS) rates and improving overall 
patient safety. 
Introduction and context – what was the aim?  

Prolonged patient wait times result in increased morbidity and even mortality. Nursing medical 
directives are one strategy to initiate early investigations for ED patients but generally have strict 
criteria on included patients. These also generally exclude advanced investigations such as 
advanced imaging, and various therapies. 
As a result, patients presenting to the ED would often have to wait for a physician to assess them to 
enact patient tailored investigations and therapies. As such, in a vast proportion of ED visits, care 
was generally not tailored to their individual injury/illness until seen by the ED physician, resulting 
in unaddressed symptom and illness management for prolonged periods, and further prolonged ED 
length of stay as that care and investigations were being completed. 
A opportunity existed in the period between patient arrival and ED physician assessment which 
could be better utilised to better address symptoms, treat illness and initiate advanced 
investigations. 
Method – what did you do? 

The TAT team provided early assessment and treatment for patients soon after triage and 
registration for all patient arrivals (ambulatory and ambulance arrivals). Patients were assessed and 
patient tailored investigation and therapy was initiated. The patient would then wait (waiting room 
or ambulance offload area) until their assessment by the ER physician. During much of this waiting 
time, labs would have been resulted and even advanced imaging performed and resulted. Further, 
therapy started early would have taken effect e.g. analgesia, antipyretics, iv fluids. On ED physician 
assessment, most tests would be available for disposition decisions. Occasionally, a second round of 
investigations would be ordered by the ER physician. 
 
Some key resources include: 
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1. Clinical space: One ED stretcher was utilized for patient assessments from the front waiting 
room. Occasionally, a second assessment space was used in the ambulatory zone if 
ambulatory volume was high. 

2. Equipment: 2 workstations were required for Provider and RN at the front assessment area. 

Outcomes – what difference did you make?  

1. Patient tailored care was expedited, as the Provider in the TAT team could initiate 
investigations and therapy not included in nursing medical directives, such as iv fluids, 
advanced imaging. Patient feedback has been very positive on early assessment.  

2. PIA times during the hours of coverage of TAT were significantly lowered compared to 
outside TAT hours (3.5 hrs vs 4.8 hrs, Sept 2024 – Feb 2025). 

3. LWBS rates have fallen to 4.7% (compared to 7.3% prior to TAT coverage). 
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Key learnings  

Significant impact on patient flow during TAT hours. Pt investigations often completed by the 
time of ER physician assessment facilitating patient disposition: discharge or referral. 

Slight improvement in ED LOS for non-admitted patients, but not significant. This is likely due to 
continued patient waits for ED physician assessment and disposition, and for the completion 
of advanced investigations/imaging. 

TAT team hours of coverage limited to Monday to Friday 8am to 10pm due to staffing and 
funding. Clear evidence of PIA times quickly rising when TAT team hours of coverage end. 
Ideal coverage would be longer hours of coverage to midnight to catch up with the evening 
influx of patients. 

Clinical space for TAT team sometimes a challenge when ED gridlocked. Agreement from ED 
leadership and Charge RN to designate protected TAT assessment space. 

Entire ED team engagement important as flow changes affect all aspects of the ED. 
Patient education important as to the role of the TAT team. Patients may assume their 

assessment is complete but understanding that an ED physician assessment is needed to 
ensure thoroughness/second assessment. 

 
Contact Information Gaurav Gupta   

Juravinski Hospital, Hamilton Health Sciences  
Phone  905 521 2100 ext. 46368  
Email  guptag@hhsc.ca  
 
  

mailto:guptag@hhsc.ca
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Hamilton Health Sciences, McMaster Children’s Hospital - Pediatric Emergency 
Department Low Acuity Diversion - Rapid Assessment Service  
 

Hospital 

Tertiary care pediatric hospital, pediatric trauma and mental health centre, with our pediatric ED 
seeing approx. 50,000 patients annually.  

Description  

Rapid Assessment Service is an ED initiative where low-acuity patients are seen outside of the ED 
footprint in an afterhours clinic space, to maintain department capacity to treat high acuity 
patients, decrease waiting room volumes, improve PIA time and patient experience. It provides 
more privacy and confidentiality in comparison to hallway medicine, and improves ED flow.  
Introduction and context – what was the aim?  

Volumes of ANB patients impacting patient flow, leading to large volumes of waiting room patients 
in the evenings, inability to perform follow-up assessments, repeat VS etc. Long wait times meant 
CTAS 2 and 3s were waiting extended periods of time, sometimes decompensating in the waiting 
room. Higher LWBS rates during high volume and long wait times, leading to ED return visits with 
CTAS 1 on return, or requiring PICU, OR, or resulting in a sentinel diagnosis.  
Objective: Improve PIA time, ED LOS, decrease LWBS rate, decrease number of concerning return 
visits by redirecting low acuity volume to a space outside of the ED.  
Method – what did you do?  

Developed a diversion strategy to address high-volume hours in the Pediatric Emergency 
Department including: 

- Identified clinic space with 5 rooms that could be utilized after-hours and on weekends to see 
patients 

- Staffing model with an ED Physician, ED RPN, and ED Child Life Specialist or Clinical Extern, and 
Environmental Aide (room cleaning).  

- Additional bed spaces created in Epic for patient tracking 

- Process map for flow of ED patients including criteria of appropriate patients, hours of operation, 
patient flow, and roles and responsibilities 

- Equipment and supply availability addressed using pharmacy medication carts, supply carts, and 
existing IT supports in clinic space 

- Emergency processes outlined for escalation of care needs  

Outcomes – what difference did you make?  

Dec 2024 P4R Ranking 
1. ED LOS Non-admitted CTAS 4&5 rank improved by 8 points from previous P4R Year 

2. Time to PIA rank improved by 11 points from previous P4R Year 

Key learnings  
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Learning points:  
Model is most efficient when a dedicated physician is available  

Worked well: use of rooms outside of ED footprint but in close proximity, multidisciplinary staffing 
model, more privacy for patients in comparison to hallway beds 

Barriers: Emergency equipment (i.e. oxygen, suction, monitors, code blue bells) not available in clinic 
spaces, , filling physician shifts can be a challenge during winter months  

 
Contact Information Yelena Potts/Siobhan McEwen   

McMaster Children’s Hospital  
Phone  905-521-2100  
Email  pottsye@hhsc.ca 

 
  

mailto:pottsye@hhsc.ca
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Lakeridge Health – Using a systems approach to improve PIA and AOT 
 

Hospital 

Lakeridge Health offers some of the broadest and most comprehensive acute care, ambulatory care 
and long-term care services in Ontario, with four emergency departments. In 2024/25, the EDs saw 
a combined total of 209654 visits with Oshawa being a very-high volume site, Ajax-Pickering a high-
volume site and Bowmanville a medium volume site. 
Description 

The focus of the initiative was to improve the flow of patients through the Lakeridge Health 
Oshawa ED. This multi-phased project aligns with the goal of improving site performance and Pay-
for-Results ranking as well as improving staff retention, patient and family experience and patient 
safety. 
Introduction and context – what was the aim?  

The driving forces for this work included patient complaints, critical patient safety events, 
increasing ED visit volumes with concurrent Durham region population growth, increasing patient 
acuity and complexity and increasing no bed admit pressures. Staff also unsatisfied with workload 
and no standard work established.  
The work aimed to look at the current process to identify opportunities to improve efficiency, 
safety and effectiveness. The projects aimed to improved PIA, AOT and ED LOS. 
Method – what did you do?  

Oshawa’s continuous improvement journey 
 

Date Initiative Activities/Stakeholders/Resources 
Feb 
2023 

Flow optimization 
Kaizen 

Gathered leaders and front-line team members to identify 
current barriers and future opportunities. Recommendations 
included 1) segmentation of lower acuity patients, 2) 
developing standard work and staffing to support quick 
assessment/treatment/discharge and 3) creating “surge” care 
locations 

Apr 
2023 

Fit2Sit Partnership with EMS to implement fit2sit criteria  

Dec 
2023 

Supertrack 
implementation 

Initiative coming out of the Kaizen in Feb requiring re-design of 
physical space, workflow and staffing.  

Apr 
2024 

Additional 
physician assistant 
shifts 

Reviewing AOT weekly heat map, identifying opportunities to 
support PIA and ED LOS. 

Jun 
2024 

Zone 5 Kaizen Gathered leaders and front-line team members to identify 
current barriers and future opportunities. 

Sep 
2024 

Community 
provider 
partnerships to 

Developing relationships with Lighthouse and CCD to offer 
additional, more robust services in addition to Ontario Health 
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avoid admissions 
and support 
discharges from 
ED 

atHome services to patients to avoid an admission and support 
discharge directly from ED. 

Nov 
2024 

Deployment of 
Corporate 
Overcapacity 
Protocol 

Involved all programs with inpatient units, with emphasis on 
Medicine as those patients contribute to the highest number of 
no bed admits. This protocol established specific triggers to 
activate the pull of patients into unconventional spaces on 
inpatient units. 

Dec 
2024 

Internal ED surge 
plan 
implementation 
Daily 
Management 
System huddles 
Additional MD 
and nursing shift 

The internal surge plan provides an additional layer of measures 
when no bed admit pressures are high to surge patients into 
additional unconventional care locations.  
The Daily Management System provides a touchpoint between 
leaders and team members to reflect on the previous day, 
identify current barriers and constraints to plan for the current 
day and support continuous improvement. 
The additional shift need was identified through review of the 
PIA heat map, supporting a need for an evening shift. 

 

Outcomes – what difference did you make?  

See below the outcome of specific KPIs. 
% Left Without Being Seen has improved steadily year over year. 
Staff engagement has increased with improvements to workflow and participating in the change. 

 

 
 
 
 

Outcome of ALC initiative 
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LHO ED Physical Changes 
 

 
 
Key learnings  

Optimizing and addressing issues within the ED span of control is key to improving performance 
in the context of system constraints 

Increasing PIA is a symptom of a system problem – Kaizens can help to support rapid 
improvement. It is essential a Kaizen is led by front-line staff and facilitated by content 
experts 

Listen to your front-line staff, they already have the answers, help implement their solutions 

Strong executive sponsorship and leadership is important to focus the work and remove 
barriers. There needs to be strategies to improve hospital throughput, only focusing on ED is 
limiting.  

Looking at the big picture is key, corporate access and flow directly impact ED metrics. 
Therefore, there needs to be shared accountability when ED is not able to meet their 
targets, it should not only fall on the ED (this is a culture shift) 

 
Contact Information Andreea Anton   

Lakeridge Health  
Email  aanton@lh.ca  

One System.Best Health. 4

mailto:aanton@lh.ca
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Appendix  
 

 

Hospital Interview Participants 
Brightshores Health System 
Children’s Hospital of Eastern Ontario (CHEO) 
Erie Shores HealthCare 
Hamilton Heath Sciences 
Health Sciences North 
Humber River Hospital 
Joseph Brant Hospital 
Lake of the Woods District Hospital 
Lakeridge Health 
London Health Sciences 
Mackenzie Health 
Michael Garron Hospital  
Muskoka Algonquin Healthcare 
North Bay Regional Health Centre 
North York General Hospital 
Oak Valley Health 
The Ottawa Hospital  
Peterborough Regional Health Centre  
Ross Memorial Hospital 
Royal Victoria Regional Health Centre 
The Hospital for Sick Children (SickKids) 
Sinai Health  
Stevenson Memorial Hospital 
Thunder Bay Health Science Centre 
University Health Network 

Contact Us 
Please contact us at EmergencyServices@ontariohealth.ca if you: 

 
 would like to suggest an update to the content in the 

current version of the Toolkit  
 have an update to make to your contact information 
 would like to submit content for consideration in the next 

version of the Toolkit 
 

If you would like to submit a case study for consideration in the 
next version of the Toolkit, please email: 
EmergencyServices@ontariohealth.ca 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

mailto:EmergencyServices@ontariohealth.ca
mailto:EmergencyServices@ontariohealth.ca
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ALC and Home First Crosswalk 
sf = Senior Friendly Care 

ED Leading Practices Toolkit 
ALC Leading Practices Home First OD 

A. Leading Practices 
across the 

organization 

B. Leading Practices in 
the ED 

A. Direction for Acute Care 
Hospitals 

Components for 
Implementation 

     1. Foundational Leading Practices across the O
rganization 

THEME 1. Organizational Culture 
and Leadership 
 
Ensuring all levels of leadership, 
especially the CEO, prioritize and 
visibly support quality improvement 
and patient flow is necessary to 
garner hospital-wide support (5). 
Accountability frameworks that 
clearly identify shared roles, 
responsibilities and expectations 
across the organization, 24 hours a 
day, 7 days a week, through to the 
bedside level, ensures performance 
results do not lie solely within the ED 
(1). Although this Toolkit focuses on 
ED patient flow, improvement and 
sustainable change can only be 
achieved through an organizational-
wide understanding of the 
importance of patient flow. True 
cultural transformation is difficult 
and needs to encompass a 
significant portion of the 
organization, not just the ED, to see 
significant results (5). Resourcing 
onsite support, with the advanced 
skill and necessary experience to 
lead change within an organization, 
to build a culture of accountability 

1.A member of the Senior 
Leadership team (such as a 
vice president) is designated 
as accountable for sfCare 
(8). sf     

1. Governance and Accountability: 
a. All organizations to designate an 
executive lead to oversee and drive 
implementation of the Home First 
operational direction. 
 
b. Hospitals to identify an engaged 
physician champion to support 
implementation, messaging, and 
monitoring of Home First. 
 
c. Designate an implementation 
team – ideally, an interdisciplinary 
team (which should include clinical 
leaders with geriatric expertise, 
quality improvement staff and 
individuals focusing on transitions 
and flow as part of their core 
portfolios) would take the lead in 
championing the operational 
direction by working across the 
organization. 

2.Commitments to sfCare 
are included in the 
organization's strategic plan, 
operating plan, and/or 
corporate goals and 
objectives (11,37). sf     
9. Training is provided to 
hospital staff and physicians 
to ensure clarity about: 
a. How early transition 
planning is incorporated into 
the admission process and 
monitored (9); 
b. when to recommend an 
ALC designation (9). 

    
  

    

2. Implementation Structures and 
Supports: 
b. Consider the inclusion of Home 
First in the organizational strategic 
plan, operating plan, corporate 
goals/objectives, and/or Quality 
Improvement Plan (QIP). 
 
c. Implement a comprehensive 
internal communication and 
education plan (both broad and 
targeted) to ensure staff 
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ED Leading Practices Toolkit 
ALC Leading Practices Home First OD 

A. Leading Practices 
across the 

organization 

B. Leading Practices in 
the ED 

A. Direction for Acute Care 
Hospitals 

Components for 
Implementation 

and continuous improvement 
culture, should be a priority (5,6).  

understanding of the Home First 
approach and rationale, including: 
   i. At onset of launch. 
   ii. During new staff (incl. physicians 
for hospitals) on-boarding, hospitals 
to consider utilizing the Medical 
Advisory Committee (MAC), or 
similar structure for physician 
engagement, education and 
reinforcement. 
   iii. Annual refresher training. 
 
d. Provide educational 
tools/resources to staff (incl. 
physicians), and patients/families 
outlining the Home First approach, 
including but not limited to, Home 
First Launch event, scripts 
(terminology, consistent 
messaging), print material (i.e., 
pamphlets, booklets, newsletters, 
fact sheets, frequently asked 
questions, etc.), screen savers, 
posters (including in the ED), 
webinars, and information and 
resources on organizational website. 

THEME 2. Building a High-
Performing Culture in ED 
 
Fostering a cohesive and high-
performing culture in the ED is 
essential for timely, safe and 
effective patient care (11). In the ED, 
operational efficiency and clinical 
excellence are linked to the culture 

1.A member of the Senior 
Leadership team (such as a 
vice president) is designated 
as accountable for sfCare 
(8). Sf     

1. Governance and Accountability: 
a. All organizations to designate an 
executive lead to oversee and drive 
implementation of the Home First 
operational direction. 
 
b. Hospitals to identify an engaged 
physician champion to support 
implementation, messaging, and 
monitoring of Home First. 
 

2.Commitments to sfCare 
are included in the 
organization's strategic plan, 
operating plan, and/or 
corporate goals and 
objectives (11,37). Sf     
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ED Leading Practices Toolkit 
ALC Leading Practices Home First OD 

A. Leading Practices 
across the 

organization 

B. Leading Practices in 
the ED 

A. Direction for Acute Care 
Hospitals 

Components for 
Implementation 

cultivated among the 
interdisciplinary team. When all 
members of the ED team, 
physicians, nurses, allied health, 
and administrative and support 
services share a sense of 
responsibility for patient flow and ED 
performance, the ED will function as 
a coordinated system focused on 
performance and quality 
improvement. 
 
Healthcare providers are often 
inherently motivated to provide 
meaningful and impactful care and 
want to feel confident that their 
efforts contribute to good outcomes 
for their patients. Creating an 

5. Functional decline and 
delirium are recognized as 
preventable harms and risk 
to the safety of older adults 
(8). sf     

c. Designate an implementation 
team – ideally, an interdisciplinary 
team (which should include clinical 
leaders with geriatric expertise, 
quality improvement staff and 
individuals focusing on transitions 
and flow as part of their core 
portfolios) would take the lead in 
championing the operational 
direction by working across the 
organization. 

8. A training plan is in place 
for all staff, physicians, and 
volunteers so that they are 
proficient in the provision of 
sfCare, including 
(8,11,14,37): 
a. Seniors' sensitivity - i.e., 
communication, general 
awareness on aging and the 
special needs of older adults 
with frailty, and recognizing 
and addressing ageism; sf 
b. Delirium prevention and 
management* sf; and 
c. Mobilization* sf     
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ED Leading Practices Toolkit 
ALC Leading Practices Home First OD 

A. Leading Practices 
across the 

organization 

B. Leading Practices in 
the ED 

A. Direction for Acute Care 
Hospitals 

Components for 
Implementation 

environment in which staff can 
perform to the best of their ability 
and experience less moral distress 
will create satisfied providers which 
are crucial to operating an effective 
ED (11). 
 
Establishing a high-performing ED 
culture is a shared responsibility of 
the organization, however ED 
leadership can be especially 
impactful in building the ED culture 
in such a way that ED performance 
and flow is at the forefront for front-
line providers. 

9. Training is provided to 
hospital staff and physicians 
to ensure clarity about: 
a. How early transition 
planning is incorporated into 
the admission process and 
monitored (9); 
b. when to recommend an 
ALC designation (9). 

    

2. Implementation Structures and 
Supports: 
b. Consider the inclusion of Home 
First in the organizational strategic 
plan, operating plan, corporate 
goals/objectives, and/or Quality 
Improvement Plan (QIP). 
 
c. Implement a comprehensive 
internal communication and 
education plan (both broad and 
targeted) to ensure staff 
understanding of the Home First 
approach and rationale, including: 
   i. At onset of launch. 
   ii. During new staff (incl. physicians 
for hospitals) on-boarding, hospitals 
to consider utilizing the Medical 
Advisory Committee (MAC), or 
similar structure for physician 
engagement, education and 
reinforcement. 
   iii. Annual refresher training. 
 
d. Provide educational 
tools/resources to staff (incl. 
physicians), and patients/families 
outlining the Home First approach, 
including but not limited to, Home 
First Launch event, scripts 
(terminology, consistent 
messaging), print material (i.e., 
pamphlets, booklets, newsletters, 
fact sheets, frequently asked 
questions, etc.), screen savers, 
posters (including in the ED), 
webinars, and information and 
resources on organizational website. 
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THEME 3. Data-Driven Decision-
Making 
 
To design a solution, the problem 
must first be understood. In the case 
of improving ED performance 
metrics, an assessment of current 
data is the first step to finding a 
solution. Monitoring emergency 
department performance is crucial 
to ensure standards in patient safety 
and quality are upheld, designing 
optimal resource management, 
understanding systemic issues and 
planning for improvement. 
 
Shared ED performance data helps 
“to ground conversations about the 
hospital’s performance in facts and 
helps to avoid speculation regarding 
the magnitude and causes of 
problems” (5) allowing the 
organization to focus on solutions 
aligned with the context in which the 
issue is occurring (6). Data can also 
be used to demonstrate that ED 
crowding is not just an ED problem, 
but one that requires hospital-wide 
solutions (14). 

4. A set of ALC-related 
process and outcome 
measures are collected, 
monitored and regularly 
reviewed by senior leaders, 
managers, physicians and 
staff.* sf 

    

1. Governance and Accountability: 
d. Outline an evaluation framework 
in partnership with your Ontario 
Health region. - Develop and 
implement a process for monitoring 
and measuring Home First in your 
organization, in alignment with the 
provincial performance monitoring 
framework (in development). 
 
e. Embed the Home First approach, 
measurement and monitoring in 
organizational committees (e.g., 
division meetings, steering 
committees, staff meetings, etc.). 

17. A system is in place to 
measure the experience and 
outcomes of older adults 
and their designated 
caregivers /SDMs and make 
improvements based on the 
results (9,11,37). Sf 
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THEME 4. Continuous Quality 
Improvement 
 
Fostering a culture of continuous 
quality improvement is crucial for 
evaluating and improving emergency 
department flow and performance.  
The importance of a common 
framework for improvement and a 
shared approach to training, with 
specific training materials across all 
departments, is an important part of 
building quality improvement at all 
levels of the organization [l]. Our 
Integrated Quality Framework is 
designed to support the Ontario 
health care system in improving 
performance as it relates to the 6 
domains of quality [m]. EDs are 
encouraged to develop their own 
quality frameworks that outline data 
and evidence driven strategic 
objectives to improve performance 
(16).        

1. Governance and Accountability: 
a. All organizations to designate an 
executive lead to oversee and drive 
implementation of the Home First 
operational direction. 
 
b. Hospitals to identify an engaged 
physician champion to support 
implementation, messaging, and 
monitoring of Home First. 
 
c. Designate an implementation 
team – ideally, an interdisciplinary 
team (which should include clinical 
leaders with geriatric expertise, 
quality improvement staff and 
individuals focusing on transitions 
and flow as part of their core 
portfolios) would take the lead in 
championing the operational 
direction by working across the 
organization. 
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     2. Functional Leading Practices to Im
prove ED Patient Flow

 

THEME 5. Optimizing Physical 
Space Design and Queuing 
Processes 
 
The physical infrastructure of EDs 
across Ontario varies widely, but the 
importance of optimizing space 
design remains imperative for 
several reasons, including workflow 
efficiency, enhanced patient and 
staff safety and security, patient 
privacy and experience, staff 
satisfaction and retention and 
optimal patient flow. Queuing theory 
can optimize triage by determining 
the ideal number of nurses and beds 
to manage patient flow and reduce 
wait times. By analyzing patient 
arrival rates and service times, one 
can establish optimal staffing levels 
and allocate resources effectively for 
EDs, as well as support processes 
such as diagnostic imaging, labs, 
and consultative services. 

6. The structures, spaces, 
equipment, and furnishings 
provide an environment that 
minimizes the vulnerabilities 
of older adults and promotes 
safety, comfort, functional 
independence and well-
being (37). sf 

8. Where appropriate, a 
clinical decision unit/short 
stay unit has been considered 
to support the development of 
a more comprehensive plan 
for their transition to the next 
best level of care or place for 
care. A protocol is developed 
and in-place (e.g. pre-printed 
order set) (24,43).   
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THEME 6. Enhanced Staffing, 
Resource Allocation and Models 
of Care 
 
The ability to implement dynamic 
staffing structures and innovative 
models of care offers an increase in 
an organization’s agility to 
redistribute resources when needed. 
With continued health human 
resource (HHR) constraints and an 
increasingly complex population  
seeking care in emergency 
departments, the need to be flexible 
is paramount.  

7. Clinicians who specialize 
in geriatric care are available 
7 days a week to support a 
comprehensive assessment 
and care of older adults (38). 
Sf 

2. An interprofessional team 
who has skills and expertise in 
the assessment and 
management of older adults 
with frailty is available to 
support assessment and care 
of the older adult including 
(45):* sf 
a. Geriatric Emergency 
Management Nurse (GEM); 
b. Social Worker; 
c. Home and Community Care 
case manager; 
d. Physiotherapist, 
Occupational Therapist, 
Pharmacist, Behavioural 
Support clinicians, and other 
health professionals as 
needed; and  
e. Consultation with geriatric 
physician specialists (geriatric 
medicine, geriatric psychiatry, 
Care of the Elderly) as 
indicated. 

2. Patients are assessed by an 
inter-professional team to inform 
admission decisions and identify 
appropriate community services 
for patients not requiring an acute 
care admission. Work to ensure 
after hour/weekend coverage. 
Admissions should be considered 
only after all community resources 
to ensure a safe return home have 
been exhausted. 
For patients in the ED that are 
already enrolled in a Hospital to 
Home (H2H) program, or clients 
that are already receiving home 
care from Ontario Health atHome, 
connect with the appropriate care 
coordinator (i.e., H2H coordinator 
or Ontario Health atHome care 
coordinator) to confirm additional 
supports can be arranged to 
support the patient to return 
home. 

  



 

 
ONTARIO HEALTH, February 2026      81 

ED Leading Practices Toolkit 
ALC Leading Practices Home First OD 

A. Leading Practices 
across the 

organization 

B. Leading Practices in 
the ED 

A. Direction for Acute Care 
Hospitals 

Components for 
Implementation 

8. A training plan is in place 
for all staff, physicians, and 
volunteers so that they are 
proficient in the provision of 
sfCare, including 
(8,11,14,37): 
a. Seniors' sensitivity - i.e., 
communication, general 
awareness on aging and the 
special needs of older adults 
with frailty, and recognizing 
and addressing ageism; sf 
b. Delirium prevention and 
management* sf; and 
c. Mobilization* sf 

3. A comprehensive 
assessment is initiated, which 
accounts for physical, 
cognitive, functional, and 
psychosocial domains, and 
includes:(45,46).* sf 
a. A collateral history from a 
designated caregiver / SDM, or 
primary care provider (47). 
b. Identification of baseline 
functional status (e.g. two 
weeks prior to illness onset). 
This is essential to 
determining the nature of the 
presenting complaint 
c. Identification of goals of 
care, outstanding care needs, 
and what matters most to the 
older adult and designated 
caregiver / SDM (e.g., what are 
they most concerned about in 
the short term and long-term?) 
(14,48,49).     

  4. A plan of care is developed 
by all members of the care 
team with the older adult and 
their designated caregiver / 
SDM and relevant community 
partners to address care 
needs with a focus on 
transition to the pre-
admission destination 
(11,22,48).* sf 

  

  
  5. Frequent re-assessment of 

an older adult’s status is an 
essential part of the care 
process so that changes and 
resulting support needs are 
identified as early as possible, 
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and the care plan and goals of 
care are adjusted accordingly 
(23). Sf 

  6. A senior friendly care 
approach is implemented and 
includes: 
a. Processes for screening, 
prevention, management, and 
monitoring of functional 
decline (8). * sf 
b. Processes for screening, 
prevention, management, and 
monitoring of delirium (37,44). 
* sf 

  

  
  8. Where appropriate, a 

clinical decision unit/short 
stay unit has been considered 
to support the development of 
a more comprehensive plan 
for their transition to the next 
best level of care or place for 
care. A protocol is developed 
and in-place (e.g. pre-printed 
order set) (24,43).   

  

  
THEME 7. Leveraging Technology  
 
Technology has been vital to 
providing safe and effective 
emergency care for the past several 
decades. Using technology is 
increasingly important when 
implementing change for the 

  

1. A screening process/tool is 
used for early identification of 
“at risk” older adults 
presenting to the ED, 
regardless of presenting issue 
and inclusive of social factors, 
(24,43,44). The risk screen 
should tie directly into the 
comprehensive assessment 
(45).* sf     
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improvement of patient flow. From 
the simple streamlining of 
administrative tasks to up and 
coming artificial intelligence (AI), 
integrating technological advances 
can help address challenges like 
overcrowding and long wait times 
and enhance provider and patient 
experience. The benefits of 
implementing new technology 
should be balanced with the need to 
invest appropriate in robust 
implementation strategies, training 
and customization to ensure 
optimum productivity.   

7. Transition protocols are in 
place that facilitate the timely 
communication of clinically 
relevant information to the 
older adult and their 
designated caregiver / SDM 
and primary care providers, 
including long term care 
homes (43). sf 

    
THEME 8. Using Standardized 
Policies, Processes and 
Procedures 
 
Standardization is a cornerstone of 
providing high quality patient care. 
Standardizing procedures reduces 
variability while improving patient 
outcomes by minimizing errors and 
increasing efficiency. Having well 
established hospital and ED 
processes allows for the 
identification of bottlenecks and 
potential areas for advancement, 

11. Formal partnerships are 
in place with care delivery 
partners to support smooth 
and timely transitions from 
the ED, acute and post-acute 
care (e.g., pre-arrangements 
negotiated through 
Memoranda of 
Understanding and/or 
Purchase of Service 
Agreements) (10).* sf 

1. A screening process/tool is 
used for early identification of 
“at risk” older adults 
presenting to the ED, 
regardless of presenting issue 
and inclusive of social factors, 
(24,43,44). The risk screen 
should tie directly into the 
comprehensive assessment 
(45).* sf 

1. All older adults (i.e., 65 years or 
older) in the emergency 
department (ED) are screened for 
early identification of “at-risk” 
adverse outcomes and ALC 
designation, and a follow-up plan 
is developed as needed. 
 
Tools such as The Identification of 
Seniors at Risk (ISAR), Blaylock, 
Clinical Frailty Score (CFS), etc. 
can be leveraged. Compliance 
with the use of screening tools is 
audited quarterly by the ED 
management team and/or patient 
experience/quality team. 

2. Implementation Structures and 
Supports: 
 
a. Conduct organizational 
assessment against operational 
direction and set priorities and 
develop an action plan to address 
gaps moving forward for ongoing 
implementation, monitoring and 
assessment. 
 
b. Consider the inclusion of Home 
First in the organizational strategic 
plan, operating plan, corporate 
goals/objectives, and/or Quality 
Improvement Plans 
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enabling continuous quality 
improvement. Clear processes and 
communication can also increase 
patient satisfaction and decrease 
complaints by setting clear 
expectations about an emergency 
department visit [q]. Standard 
policies and procedures also provide 
a basis for performance 
measurement and accountability. 

12. Policies and procedures 
are in place to ensure 
ongoing reassessment 
occurs over the course of an 
older adult’s admission. This 
includes intensive 
assessment of older adults 
who are long-stay ALC (22).  

7. Transition protocols are in 
place that facilitate the timely 
communication of clinically 
relevant information to the 
older adult and their 
designated caregiver / SDM 
and primary care providers, 
including long term care 
homes (43). sf 

  c. Implement a comprehensive 
internal communication and 
education plan (both broad and 
targeted) to ensure staff 
understanding of the Home First 
approach and rationale, including: At 
onset of launch. During new staff 
(incl. physicians for hospitals) on-
boarding, hospitals to consider 
utilizing the Medical Advisory 
Committee (MAC), or similar 
structure for physician engagement, 
education and reinforcement. 
Annual refresher training. 

13. An escalation process is 
in place which provides clear 
direction about when and 
how to engage leadership in 
discussions around 
challenging barriers to 
transition for older adults at 
risk of an avoidable 
admission or potential ALC 
designation. (9). This 
includes non-punitive audit 
and feedback as part of an 
overall performance and 
quality improvement 
evaluation. 

9. In partnership with the 
older adult and their 
designated caregiver / SDM, 
the medication reconciliation 
process is initiated for older 
adults with a decision to 
admit, and can be completed 
on the receiving unit (18).* sf 

  d. Provide educational 
tools/resources to staff (incl. 
physicians), and patients/families 
outlining the Home First approach, 
including but not limited to, Home 
First Launch event, scripts 
(terminology, consistent 
messaging), print material (i.e., 
pamphlets, booklets, newsletters, 
fact sheets, frequently asked 
questions, etc.), screen savers, 
posters (including in the ED), 
webinars, and information and 
resources on organizational website. 

14. A process is in place to 
ensure that the older adult 
and their designated 
caregiver / Substitute 
Decision Maker (SDM) are 
included as part of the care 
team (11). * sf  

10. Processes are in place to 
transition individuals directly 
to the next best level of care to 
meet their presenting needs 
e.g., bedded rehabilitative 
care.* sf 

  e. Ensure guiding documents (e.g., 
policies, standards, procedures, 
guidelines, care pathways, etc.) 
reflect the Home First approach. 
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Version History 
 

Version Notable Changes 

2026/27 • Explicitly identified information relevant to large- and small-volume 
hospitals using icons 

• Updates to the action plan template including how hospitals provide site 
name information and the addition of several elements, including increased 
details associated with the identification of new or existing health human 
resources, confirmation of initiatives based on EDRVQP audit findings, ED 
Leading Practices Toolkit and/or Self-Assessment Guide, and the attestation 
of continued participation in all P4R Program components.  

• Examples of eligible uses of funds have been added to provide clarity 

2025/26 • Action plan template updated with more targeted questions on initiatives, 
and linkage to performance metrics. This additional information aimed to 
improve the Program’s ability to understand how hospitals are using their 
P4R funds and monitor how effective the funded initiatives are toward 
achieving program improvements over time. 

• The roles and responsibilities of Program partners were updated to provide 
more clarity. 

2024/25 • First formal program manual that consolidated information on P4R Program 
policies, requirements and accountabilities, processes and methodology. 
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1Purpose of Document 
This manual is intended to provide information, guidance and direction on the Pay-for-Results 
(P4R) Program (‘the Program’) components and requirements of participating hospitals and 
other program partners.  

Three types of text boxes can be found throughout this manual to highlight important 
information: 

Background information (e.g., rationale, for your information) 

Program notes (e.g., key dates, process information, instructions) 

Technical/methodology notes (e.g., formulas) 

In addition, the following icons will denote sections where the information is pertinent to large- 
or small-volume P4R-participating emergency departments (EDs): 

Information relevant for large-volume EDs 

Information relevant for small-volume EDs 

 

 

  

Hospitals with questions regarding their Program participation should be directed to 
their Ontario Health Regional P4R Program Lead (main regional contact for the P4R 
Program) and their Regional ED Clinical Lead(s).  
 
General questions about the P4R Program, or this manual, should be directed to 
atc@ontariohealth.ca. For frequently asked questions, please see Appendix A: 
Frequently Asked Questions. 
 
For information about Clinical Decision Unit (CDU), refer to the CDU Manual. 
 

mailto:atc@ontariohealth.ca
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2 Background 
There is overwhelming research that shows a crowded ED can contribute to greater risks of 
adverse outcomes for both admitted and discharged patients, regardless of their personal wait 
time. Crowded EDs with long wait times are also major causes of poor patient experience and 
reduced staff morale, the latter which impacts staff recruitment and retention. 

ED overcrowding emerged as an issue in the mid 1990’s due to population growth and 
exacerbated by fiscal restraints and subsequent hospital restructuring, resulting in fewer beds 
and resources to care for more patients. In 2006, the Ministry of Health (‘ministry’) established 
a task group to make recommendations on how to address ED overcrowding. The resulting 
report, Improving Access to Emergency Care: Addressing System Issues, called for systemic 
changes in the EDs and health care system at large for sustainable improvement in ED flow.  

The P4R Program was launched in 2008 as part of Ontario’s broader Wait Times Strategy to 
reduce time spent in the ED and improve patient satisfaction. It is an incentive-based funding 
program designed specifically to: 

• Monitor and strive to improve ED performance 
• Achieve provincial wait time goals 
• Improve patient experience and working conditions in Ontario EDs 

Initial participation included the 25 largest EDs and then expanded to all 76 large-volume EDs 
(EDs with ≥ 30,000 annual visits) in Ontario. In fiscal year (FY) 2023/24, the ministry invested an 
additional $15 million (to a total of $134 million annually) to extend the Program to include the 
87 small-volume EDs (< 30,000 annual visits). As of the end of 2025, over 90% of small-volume 
EDs have been fully onboarded to the P4R Program. 

  

In recognition of the continued critical role emergency care plays in Ontario’s heath care 
system, the ministry and OH initiated a review of the P4R Program in 2024. The review includes 
evaluating priorities, processes, key performance indicators (KPIs) and formula for ranking with 
system partners to identify opportunities to update and amend the program. Approaches to 
integrate the Program with other Ontario Health-led initiatives like the Hospital/ED 
Performance Measurement and Monitoring (PM&M) Initiative, as well as the Quality 
Improvement Program and Hospital Services Accountability Agreements are being explored to 
ensure their goals, performance targets and incentives are aligned. This review is also in 

Historically, the P4R Program targeted large-volume EDs because data showed ED 
overcrowding was more likely found in busier EDs. However, small-volume EDs with 
single or limited physician coverage also often face challenges such as staffing 
shortages. Supporting smaller EDs is an important strategy to help ensure equitable 
access to health care across Ontario, as they act as important access points to health 
care services for Northern and rural patients. As such, the ministry expanded the P4R 
Program to include the small-volume EDs in FY 2023/24. 

https://hsihelp.ontariohealth.ca/hsi/assets/misc_doc/HospitalEmergency%20Department%20PM&M.pdf
https://hsihelp.ontariohealth.ca/hsi/assets/misc_doc/HospitalEmergency%20Department%20PM&M.pdf
https://www.hqontario.ca/Quality-Improvement/Provincial-and-Regional-Clinical-Quality-Program
https://www.hqontario.ca/Quality-Improvement/Provincial-and-Regional-Clinical-Quality-Program
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response to the 2023 Office of Auditor General of Ontario (OAGO) report, Value-for-Money 
Audit: Emergency Departments, in which it recommended efforts be made to ensure the 
Program’s priorities, processes and incentives are effective in achieving its objectives. This 
work is currently underway, and updates to the program will be implemented as opportunities 
are identified. See Figure 1 for highlights from the Program history. 

Figure 1.  Highlights of Program History 

 

3 Program Goals 
The Program aims to bring all Ontario EDs to a common platform, with priority focus on: 

• Making quality improvement an underpinning of ED culture 
• Improving ED performance and patient experience 
• Ensuring consistent and rigorous standards by using Canadian Triage and Acuity Scale 

(CTAS) 
• Being transparent through public reporting of wait time performance 

 

  

   
  

   
  

  
  
  

   
    

  
 

     
     
   

  
 

https://www.auditor.on.ca/en/content/annualreports/arreports/en23/AR_emergencydepts_en23.pdf
https://www.auditor.on.ca/en/content/annualreports/arreports/en23/AR_emergencydepts_en23.pdf
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4 Program Participation 
Large- and small-volume EDs face different challenges. Therefore, they are divided into their 
own unique P4R Programs and focus on different strategies to achieve Program goals. Program 
assignment depends on a hospitals’ annual ED visit volume (see Table 1).  

Table 1.  Categorization and Distribution of EDs* for 2026/27 P4R Program Year 

 

P4R Program Funding Category Definition # Hospitals 

Small-
Volume 
Program  
(< 30,000 
annual visits) 

Under 7,000 ED 
Visits 

Treat less than 7,000 annual ED visits. 17* (18) 

Very Low Volume 
Hospitals 

Treat between 7,000 and 17,499 annual ED 
visits.  

43 

Low Volume 
Hospitals 

Treat between 17,500 and 29,999 annual 
ED visits. 

27 

Large-
Volume 
Program  
(≥ 30,000 
annual visits) 

Medium Volume 
Hospitals 

Treat between 30,000 and 49,999 annual 
ED visits. 

24 

High Volume 
Hospitals 

Treat between 50,000 and 85,000 annual 
ED visits. 

18 

Very High Volume 
Hospitals 

Treat more than 85,000 annual ED visits. 14 

Teaching 
Hospitals 

Provide acute and complex patient care 
and have membership in the Council of 
Academic Hospitals of Ontario. They are 
affiliated with a medical or health sciences 
school, are involved in significant research 
activity and provide training for interns/ 
residents. 

17 

Paediatric 
Hospitals 

Treat only patients 18 years of age or less. 
Generally, they provide all types of 
paediatric services. 

3 

* Currently one small-volume hospital does not participate in the P4R Program, meaning only 
18 of the 19 Under 7,000 Visit ED sites are listed as participating sites.  



 

 
ONTARIO HEALTH, February 2026                                 91 

4.1 Large-Volume Program 
4.1.1 Program Focus and Strategies 

As the Large-Volume Program is a competitive program, hospitals in this Program are 
incentivized to improve their ED flow, performance, and quality (see Section 6.2.1). Strategies 
to achieve these goals have been identified as: 

• Increasing skills and capacity within ED and hospital teams to develop and execute 
strategies to improve ED flow 

• Supporting investments in health human resources to: 
• Provide additional physician and nursing roles to support strategies that improve wait time 

performance, quality of care and patient experience 
• Incorporate alternate providers within the ED that optimize the capacity of ED physicians 

and nurses to focus on patient care 
• Investing in: 

 Technology, information systems, medical devices and clinical tools to improve 
performance, quality of care and patient experience 

 Local ED physical plant and clinical spaces close to the ED to optimize ED efficiency 
and capacity to improve flow 

 Process improvement initiatives to improve inpatient flow such as through creating 
capacity by addressing alternate level-of-care performance and operationalizing 
best practices 
 

4.1.2 Program Requirements 
Each hospital in the Large-Volume Program is accountable for the following: 

• Completing and submitting an annual P4R action plan (see Section 5.3) and expenditure 
report (see Section 5.4) 

• Submitting ED data as part of Emergency Room National Ambulatory Care Reporting System 
Initiative (ERNI) (see Section 6.1) 

• Utilizing the electronic CTAS (eCTAS) decision support tool to triage ED patients 
• Participating in Ontario Health’s ED Return Visit Quality Program (EDRVQP) to build a 

culture of continuous quality improvement in their ED and hospital (refer to the Health 
Quality program website for details) 

https://www.hqontario.ca/Quality-Improvement/Quality-Improvement-in-Action/Emergency-Department-Return-Visit-Quality-Program
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• Collecting patient experience data using questions from Ontario Hospital Association’s 
Emergency Department Patient Experience of Care (EDPEC) Survey or the Ontario 
Emergency Department Short-Form (OED-SF) Patient Experience Survey 

 

 

4.2 Small-Volume Program 
4.2.1 Program Focus and Strategies 

Recognizing some of the unique challenges faced by small-volume EDs, the focus for the Small-
Volume P4R Program is to support EDs to operate 24 hours a day, 7 days a week. Small-volume 
EDs should focus on strategies that: 

• Stabilize staffing and reduce dependency on ED Locum Program and agency nurses 
• Drive improvements in ED staffing strategies 
• Develop local leadership and seek opportunities for improvement in quality of care and 

patient experience 

4.2.2 Program Requirements 
Each hospital in the Small-Volume Program is accountable for the following: 

• Completing and submitting an annual P4R action plan (see Section 5.3) and expenditure 
report (see Section 5.4) 

• Submitting ED data as part of Emergency Room National Ambulatory Care Reporting System 
Initiative (ERNI) (see Section 6.1) 

• Utilizing the electronic CTAS (eCTAS) decision support tool to triage ED patients 
• Participating in Ontario Health’s ED Return Visit Quality Program (EDRVQP) to build a 

culture of continuous quality improvement in their ED and hospital (refer to Health Quality 
Ontario’s program website for details) 

• Collecting patient experience data using questions from Ontario Hospital Association’s 
Emergency Department Patient Experience of Care (EDPEC) Survey or the Ontario 
Emergency Department Short-Form (OED-SF) Patient Experience Survey 

In 2009, ERNI was established to ensure timely data collection on ED wait times and 
other ED visit-related data. It leverages existing National Ambulatory Care Reporting 
System (NACRS) data collection and submission processes to allow for monthly 
reporting. See Appendix B for more details. 

NACRS is the national metadata for hospital- and community-based ambulatory 
care, which includes day surgeries, outpatient and community-based clinics and 
emergency department visits. See the NACRS website for more details. 

https://www.oha.com/Documents/Survey%20-%20EDPEC.pdf
https://www.oha.com/Documents/Survey%20-%20EDPEC.pdf
https://www.oha.com/data-and-analytics_/Shortform%20Surveys/OED-SF%20Survey%20-%20Backgrounder%20(DETAILED)%20(Mar.%202023).pdf
https://www.oha.com/data-and-analytics_/Shortform%20Surveys/OED-SF%20Survey%20-%20Backgrounder%20(DETAILED)%20(Mar.%202023).pdf
https://www.oha.com/data-and-analytics_/Shortform%20Surveys/OED-SF%20Survey%20-%20Backgrounder%20(DETAILED)%20(Mar.%202023).pdf
https://www.hqontario.ca/Quality-Improvement/Quality-Improvement-in-Action/Emergency-Department-Return-Visit-Quality-Program
https://www.oha.com/Documents/Survey%20-%20EDPEC.pdf
https://www.oha.com/Documents/Survey%20-%20EDPEC.pdf
https://www.oha.com/data-and-analytics_/Shortform%20Surveys/OED-SF%20Survey%20-%20Backgrounder%20(DETAILED)%20(Mar.%202023).pdf
https://www.oha.com/data-and-analytics_/Shortform%20Surveys/OED-SF%20Survey%20-%20Backgrounder%20(DETAILED)%20(Mar.%202023).pdf
https://www.cihi.ca/en/national-ambulatory-care-reporting-system-nacrs-metadata
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4.3 Transition Between and Within Programs 
The decision to move a hospital from one P4R Program to the other is based on the annual ED 
visit volume data submitted to NACRS. Each summer, the Canadian Institute of Health 
Information (CIHI) confirms annual ED visit volume data from the previous fiscal year. Those 
data are used to inform each hospital’s P4R Program participation (see Section 7.1 for more 
details on the funding cycle).  

 

4.3.1 Transition between Programs 
TRANSITION FROM LARGE- TO SMALL-VOLUME PROGRAM 

Hospitals in the Large-Volume Program that experience a volume decrease to less 
than 29,000 annual ED visits for two consecutive fiscal years (April 1-March 31) 
should be moved to the Small-Volume Program. If hospitals meet this criteria, 

Ontario Health makes a recommendation for transition to the ministry. If the transition is 
confirmed by the ministry, hospitals are notified before the beginning of the next P4R Program 
year. 

TRANSITION FROM SMALL- TO LARGE-VOLUME PROGRAM 

P4R-participating small-volume hospitals that experience a volume increase to 
30,000 or more annual ED visits for two consecutive fiscal years (April 1-March 31) 

should be moved to the Large-Volume Program. If hospitals meet this criteria, Ontario 
Health will make a recommendation for transition to the Large-Volume Program to the 
ministry. If the transition is confirmed by the ministry, hospitals are notified before the 
beginning of the next P4R Program year.  

In 2009, ERNI was established to ensure timely data collection on ED wait times and 
other ED visit-related data. It leverages existing NACRS data collection and 
submission processes to allow for monthly reporting. See Appendix B for more 

 

NACRS is the national metadata for hospital- and community-based ambulatory 
care, which includes day surgeries, outpatient and community-based clinics and 
emergency department visits. See the NACRS website for more details. 

The movement of a hospital into a new volume grouping category, or from one P4R 
Program to the other is based on two consecutive fiscal years (April 1-March 31) of 
ED visits volume data submitted to NACRS.   

https://www.cihi.ca/en/national-ambulatory-care-reporting-system-nacrs-metadata


 

 
ONTARIO HEALTH, February 2026                                 94 

 

4.3.2 Transition between Funding Categories within the Small-Volume 
Program 

As the current funding structure for the Small-Volume Program is based on annual 
ED volume, there is opportunity for small-volume hospitals to transition between funding 
categories within the Program as their ED volume changes over time. 

If a small-volume hospital experiences a change in volume, where their annual ED visit volume 
falls in a different funding category for two consecutive fiscal years (April 1-March 31), Ontario 
Health makes a recommendation to the ministry on transitioning the hospital to the new 
funding category. If the transition is confirmed by the ministry, these hospitals are notified 
before the beginning of the next P4R program year. 

 

 

 

  

While hospitals in the Large-Volume Program may move between hospital 
group categories based on changes in their annual ED volume, their funding is 
not impacted by this movement. Large-Volume Program funding allocation is 
primarily determined by performance in key metrics, and adjustment based on 
annual ED volume is included in the calculation of the P4R funding ranking, 
which informs the yearly notional allocation (see Section 7.2.1 for methodology 
details). As such, Section 4.3.2 only applies to Small-Volume Program. 

During the first year of the Small-Volume Program, volume data from FY 2022/23 
were used to categorize all small-volume hospitals for funding purposes. This initial 
year of data is not used for consideration for transition into a new volume-based 
funding category. The first two consecutive years of data for consideration are FYs 
2023/24 and 2024/25 (see Section 7.1 for details on program timeline).  

For reference, the annual ED volume that informs P4R funding categories for Small-
Volume Program are as follows: 

• Under 7,000 Visits: Treat less than 7,000 annual ED visits. 
• Very Low Volume Hospitals: Treat between 7,000 and 17,499 annual ED visits. 
• Low Volume Hospitals: Treat between 17,500 and 29,999 annual ED visits. 
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5 Program Overview 
5.1 Roles and Responsibilities 
The following table (Table 2) outlines the roles and responsibilities of P4R Program partners. 

Table 2.  Roles and Responsibilities of P4R Program Partners 

Partner Roles and Responsibilities 

Ministry of Health 
(Hospitals Branch) 

• Direct program policy and funding methodology 
• Distribute requests and templates for annual action plan and 

expenditure reports to Ontario Health Regions 
• Review and approve submitted action plans and expenditure 

reports 
• Determine notional allocation, approve and distribute P4R funding 

to Ontario Health Regions 

Ontario Health 
Emergency 
Services  

(in collaboration 
with other Ontario 
Health programs 
e.g. Sector Support 
– Emergency 
Services, Health 
System Analytics, 
Data Compliance, 
etc.) 

• Provide advice to and take guidance from the ministry on program 
policies and funding methodology 

• Monitor and manage hospital data submissions, compliance and 
quality 

• Produce monthly and annual P4R performance reports 
• Support sharing lessons learned and leading practices regionally 

and provincially 
• Onboard any eligible hospitals to the P4R Program 
• Manage P4R operational process and co-design program 

improvements, in collaboration with Ontario Health Regions and 
the ministry 

• Analyze submitted action plans to understand funding utilization 
patterns 

Ontario Health 
Regions 

• Ensure hospitals comply with program requirements 
• Distribute action plan and expenditure report templates to 

hospitals and receive completed action plans and expenditure 
reports from the hospitals in their region 

• Review and endorse action plans from fiscal, clinical and regional 
system perspectives to ensure initiatives are of high quality, 
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Partner Roles and Responsibilities 

relevant and appropriate to P4R Program goals, as well as 
coordinate action plans to meet regional priorities 

• Lead initial and ongoing discussions with hospitals during 
submission, implementation and monitoring of action plan 
initiatives during the P4R cycle and as part of the PM&M process 

• Review and submit expenditure reports to the ministry 
• Develop and execute funding agreements with hospitals 
• Support hospitals that have questions about the P4R Program 
• Continue to collaborate and co-design P4R Program improvements 

with other Ontario Health programs 

Hospitals • Comply with program requirements and follow program processes 
• Participate in initial and ongoing discussions with Ontario Health 

Regions during the development, implementation and monitoring 
of their action plans during the P4R cycle and as part of the PM&M 
process 

• Monitor expenditures and submit annual expenditure reports to 
their Ontario Health Region 
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5.2 Overall Program Process  
Figure 2 outlines the key steps for the P4R annual program process. Note the timing of certain steps may vary slightly each year. 

Figure 2.  P4R Program Process Map 
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5.3 Action Plan Submission  
5.3.1 Action Plan Template Overview  

 

 

The action plan template consists of five tabs: 

• Tab A. Instructions 
• Tab B. Action Plans 
• Tab C. Category Definitions (Column J) 
• Tab D. Initiative Titles (Column K) 

The Action Plans (Tab B) includes seven sections. The following provides a high-level description 
of each section; detailed instructions for each section can be found under Tab A. 

SECTION A. HOSPITAL IDENTIFICATION 

• Information on the hospitals submitting the action plan. Once the hospital site name is 
selected, other identification information is filled in automatically.  

Changes to the P4R action plan template for 2026/27 P4R Program: 

• Updated how hospitals provide site name information 
• Added the following elements for hospitals confirm: 

 Identify if initiatives involve new or existing health human resources 
(HHR); if so, provide details on role, staff category and full-time 
equivalent (FTE) 

 Confirm if initiatives are based on the ED Leading Practices Toolkit and/or 
Self-Assessment Guide 

 Identify if initiatives target specific CTAS population(s) 

 Indicate if initiatives were informed through a finding from an ED Return 
Visit Quality Program audit 

 Attest to continued participation in all P4R Program components 

An action plan must be submitted for each hospital site. For multi-site organizations, 
please ensure to submit a separate action plan for each hospital site; do not submit 
one action plan for the entire organization. 
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SECTION B. INITIATIVE IDENTIFICATION 

• Each initiative in both Large- and Small-Volume P4R action plans need to be categorized 
into one of the categories, listed in Table 3. Information on eligible use of P4R funds is 
outlined in Section 5.5 of this manual. 

• Hospitals are encouraged to select an option from a list of initiative titles (see Tab E) that 
matches the initiative being described. In some instances, certain organizations may have a 
specific term that is used, particularly for human resource-related positions. In these cases, 
consider selecting a title from the list that is most aligned with the term used at the 
organization. If there is no existing term that describes the initiative, select “Other” and 
include a title under Initiative Description (Tab B, Column U). Using standardized titles will 
improve Ontario Health’s ability to analyze action plans and better understand funding 
utilization patterns and identify effective initiatives for knowledge sharing.  

• Hospitals are also asked to indicate if an initiative is new P4R initiative or a continuation of 
an existing P4R initiative, and whether any health human resources (HHR) roles are involved 
(Tab B, Columns M and O, respectively). This will support further understanding of funding 
utilization patterns. 

Table 3.  P4R Action Plan Initiative Categories 
P4R Initiative 
Category 

Category Description Details to Include in Initiative 
Description (Column U) 

1. Education and 
Skills Training  

Funding to support education 
and training for ED staff, such 
as educational conferences or 
specialty training courses, 
where there is no other sources 
of funds (e.g., base funding, 
Ontario Health’s ED Nursing 
Education, Retention and 
Workforce Program or other 
grants) to support such 
educational opportunity. 

• Program/course/consultant 
details 

• Nature of the course (e.g., ACLS) 
• Details on how funding is used 

(e.g., tuition, fees, materials, 
staffing remuneration for 
attendance)  

• Length of course/program 
duration (e.g., 8 hours) 

• Category of staff expected to 
complete course/program (e.g., 
physicians, flow leads, ED 
leadership, front-line nursing 
etc.) 

https://ontariohealth.arlo.co/w/upcoming/
https://ontariohealth.arlo.co/w/upcoming/
https://ontariohealth.arlo.co/w/upcoming/
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P4R Initiative 
Category 

Category Description Details to Include in Initiative 
Description (Column U) 

2. Health Human 
Resources  

Staff to expand the ED team 
beyond base-funded positions. 
These roles can be leveraged to 
provide ED direct patient care 
or support ED leadership, 
performance measurement and 
monitoring, quality 
improvement initiatives, or 
EDRVQP support.  

• Category of staff (e.g., nursing, 
additional physician hours, social 
worker, etc.) 

• FTE 
• Additional hours of coverage (if 

applicable) 

3. Hospital 
Inpatient Flow 
Initiatives 

Process improvement 
initiatives, resources or roles to 
improve the flow of ED patients 
to inpatient care within the 
hospital. This may include 
initiatives directed at reducing 
time to inpatient bed, reducing 
the number of no bed admits at 
0800, etc. 

If initiatives include HHR roles, 
include information on category of 
staff, FTE and additional hours of 
coverage (if appropriate) 

4. Investment in 
Resources for 
ED Innovation 
and Quality 
Improvement 
Initiatives 

Funding can be allocated to 
initiatives, programs, courses, 
and/or consultants that aim to 
coach, train and develop ED 
team members on skills related 
to ED processes, flow and 
quality improvement. 

• Program/course/consultant 
details 

• Nature of the course (e.g., 
describe type of quality 
improvement education) 

• Details on how funding is used 
(e.g., tuition, fees, materials, 
staffing remuneration for 
attendance)  

• Length of course/program 
duration (e.g., 8 hours) 

• Category of staff expected to 
complete course/program (e.g., 
physicians, flow leads, ED 
leadership, front-line nursing 
etc.) 
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P4R Initiative 
Category 

Category Description Details to Include in Initiative 
Description (Column U) 

5. Minor 
Renovations 
and 
Modifications to 
ED Environment 

Minor physical renovations or 
modifications to the ED and/or 
adjacent spaces to expand ED 
capacity, improve flow and 
performance. 

• Description of limitation(s) of 
current ED space 

• Description of the renovation or 
modification 

• Expected impact of the 
renovation or modification 

6. Technology/ 
Equipment 

Investments in technology, 
equipment or automation to 
improve ED patient care, flow, 
experience and/or quality. 

• Details of the specific 
technology/equipment (e.g., 
additional ECG machine) and 
how it will be implemented 

• Expected impact of the new 
technology/equipment 

7. Other This category should be used 
when the initiative does not 
match any of the categories 
listed above. Describe this 
category when completing 
Section E. Initiative Information 
in the action plan template.  

 

  
SECTION C. KEY PERFORMANCE INDICATOR (KPI) 

• Only hospitals in the Large-Volume P4R Program are required to complete the 
section related to KPIs; this section is not applicable for the Small-Volume 
Program. 

• Hospitals are asked to identify a primary KPI that each initiative aims to address, provide a 
desired target for the identified KPI and describe how the initiative is expected to improve 
the KPI. This will help identify the expected impact of the initiative on specific performance 
indicators. See Section 6.2.1 for details on the KPIs. 

• While initiatives often aim to impact more than one KPI, the identification of a primary KPI 
in the action plan will facilitate improved assessment of impact for each initiative. Expected 
impact on additional KPIs can be described under Initiative Description (Tab B, Column U). 
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SECTION D. ALIGNMENTS 

• Part of the approach to modernizing the P4R Program includes greater alignment with other 
ED-related programs and concurrent planning with the overall hospital quality improvement 
plan (e.g., Quality Improvement Program (QIP) Workplan). The P4R action plan template is 
set up to support this process. Specifically, hospitals are asked to indicate whether each 
initiative was also part of the hospital QIP Workplan for that year, was identified as part of 
an EDRVQP audit, or was informed by the ED Leading Practices Toolkit or Self-Assessment 
Guide (click here for details). This will provide a snapshot of how workplans/action plans are 
aligned across each hospital’s P4R, EDRVQP and QIP efforts, as well as the effectiveness of 
the Leading Practices Toolkit/Self-Assessment Guide in supporting ED initiatives. 

SECTION E. INITIATIVE INFORMATION 

• Hospitals are asked to describe the initiative using a series of open-ended questions, which 
includes a description of the initiative (and if it is HHR-related, including specific information 
on staff category, FTE or hours of coverage) and whether it targets a specific CTAS 
population. These questions aim to ensure key information about the initiative is captured 
and support a more fulsome review of the initiative, its expected impact and the methods 
with which it will be implemented and monitored. 

• In the initiative description (Column U), specific details must be included, depending on the 
initiative category (Column J). Refer to Tab D for instructions. 

 

Hospitals should endeavour to provide sufficient and explicit details in the Initiative 
Description (Column U) for new and existing initiatives to ensure Ontario Health and 
the ministry have a clear picture of how P4R funding is intended to be used.  
 
If insufficient information is provided, Ontario Health and the ministry will seek 
further clarification from hospitals, which risks delaying the P4R action plan 
approval, and execution of funding agreements.  
 
For questions on how best to prepare an action plan, reach out to your Ontario 
Health Regional P4R Program Lead and Regional ED Clinical Lead. 

There are no specific performance improvement targets associated with the P4R 
Program although hospitals can set specific KPI goals for their P4R initiatives, if 
desired.  
 
However, as some of the P4R KPIs overlap with the provincial priority performance 
indicators, hospitals may wish to support efforts to achieve provincial performance 
targets through P4R initiatives. 

https://ontariohealth-my.sharepoint.com/:b:/g/personal/lacey_embacher_ontariohealth_ca/IQDyrtlQQankS5pByoVjNMIAAUvu9uaGgCSpu8GGkR_i57M?e=4x7fzs
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SECTION F. P4R PROGRAM REQUIREMENT ATTESTATION 

• In addition to the initiatives, hospitals are asked to confirm their continued participation in 
the other components of the P4R Program (i.e., ERNI, EDRVQP, eCTAS and patient 
experience survey). 

SECTION G. HOSPITAL SITE SIGNATORIES 

• Before submitting the action plan to Ontario Health Regions, a signature from the following 
hospital leaders must be included: 

 Chief Executive Officer (or equivalent) 

 Emergency Department Medical Lead (or equivalent) 

 Emergency Department Nursing Lead (or equivalent) 

5.3.2 Eligible Use of P4R Funds 
As hospitals prepare their action plan, it is critical to keep in mind the following eligible uses of 
P4R funding. Funding should be used to implement initiatives aligned to one of the following 
initiative categories, as listed above in Table 3.  

If you have questions about eligible use of funds, please contact your Regional P4R Program 
Lead and Regional ED Clinical Leads.  

 

 

The following provides general guidance on the eligible uses of P4R funds, based on initiative 
category, which applies to both Large- and Small-Volume Programs (unless indicated). 

 

 

Funding cannot be used in a way that contravenes existing provincial agreements or 
laws and must not be used for initiatives that do not contribute to P4R Program 
goals (e.g., capital improvement outside of the ED, offsets to overall hospital budget 
deficit, etc.). 

In an effort to ensure action plans include a clear rationale and direct purpose to 
drive improvements in flow and performance, the necessity for a more critical 
review of the plans was identified. As a result, 2024/25 P4R Program was updated 
(see Section 2 for details) to clarify and elaborate on the process, led by Ontario 
Health Regions, for action plan review and endorsement.  
 
With a more critical assessment of action plans, some existing initiatives may be 
examined using this updated approach and continued eligibility may be reassessed 
for alignment with P4R Program goals.  
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EDUCATION AND SKILLS TRAINING 

P4R funds can be used to support training and skills development opportunities for ED staff 
such as educational conferences and specialty training courses e.g., Pediatric Advanced Life 
Support (PALS) and Advanced Cardiovascular Life Support (ACLS). However, P4R funds should 
only be used when no alternative source (e.g., base finding, other grants) is available to support 
the training opportunity.  

For example, while the cost of training staff to use the eCTAS application is eligible for P4R 
funding, the cost associated with taking the CTAS Participant course (owned/created by the 
National Emergency Nurses Association (NENA) and delivered by NENA-approved trainers) is 
not eligible. This is because the former is related to the implementation and ongoing use of the 
eCTAS triage support platform, and the latter is related to triage skills training, the cost of which 
can be covered by other funding sources like Ontario Health’s ED Nursing Education, Retention 
and Workforce Program. 

If hospitals wish to use P4R funds to support training opportunities that are funded through 
other sources, rationale must be provided in the P4R action plan. These P4R initiatives will be 
assessed on a case-by-case basis. 

When describing this type of initiative in the action plan, the following information must be 
included: a) program/course/consultant details; b) nature of the course (e.g., ACLS); c) details 
on how the funding is used (e.g., tuition, fees, materials, staffing remuneration for attendance); 
d) length of course/program duration (e.g., 8 hours) and e) staff category expected to complete 
course/program (e.g., physicians, flow leads, ED leadership, front-line nursing, etc.). 

HEALTH HUMAN RESOURCES (HHR) 

P4R funds can be used for staffing to expand the ED team beyond base-funded positions to 
support P4R Program goals—improving ED flow, performance and patient experience. These 
roles can be leveraged to provide ED direct patient care or support ED leadership, performance 
measurement and monitoring, quality improvement initiatives and EDRVQP participation. The 
following is a non-exhaustive list of examples of eligible HHR-related uses: 

• Additional ED RN/RPNs to augment direct care hours with dedicated resources (e.g., 
resource/charge nurse, additional triage nurse, ambulance offload nurse, staff to support 
surge plans or address bottlenecks in flow, etc.) 

• Indirect nursing care hours (e.g., roles that support triage audits, chart audits, critical 
results review, patient follow-up, etc.)  

• Additional ED physician hours above funded services, which may be used to extend the 
number of physician hours per day or to provide physician resource for process and quality 
improvement initiatives (e.g., lead flow improvement projects or support chart reviews 
associated with EDRVQP) 
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• Allied health roles (e.g., social work, physiotherapy, physiotherapy assistants and 
occupational therapy) to reduce admissions and enhance clinical care 

• New and novel roles that enhance care, reduce length of stay and improve patient 
experience (e.g., patient navigators, geriatric emergency management (GEM) staff, 
dedicated ED pharmacist) 

• Roles to extend clinical staff (e.g., physician assistants, nurse practitioners, personal 
support workers, clerical staff, additional patient transport, unit stocking/supply 
management and housekeeping) 

• Roles to extend clinical resources (e.g., additional medical imaging hours, lab services, 
phlebotomists, ECG technicians) 

When describing HHR-related initiatives, be sure to include information related to staff 
category (e.g., nursing, additional physician hours, social worker, etc.), number of roles and 
FTEs required. If applicable, indicate the additional hours of coverage. 

 

 

While requests for additional physician hours may be an eligible use for P4R funds, 
this decision must take existing physician renumeration structures into 
consideration.   
 
For Alternative Funding Agreement (AFA) sites, P4R funds may be used for 
additional clinical hours of coverage not already paid by AFA contract (i.e., above 
the AFA workload maximum hours of coverage). For example, AFA sites must 
provide information in their P4R action plan that outlines the current and requested 
additional physician hours and the maximum workload hours in the contract to help 
determine whether the request falls within the confines of the AFA. 
 
For ED physicians paid by a fee-for-service (FFS) model, they cannot be paid a 
premium above and beyond the amount paid by the ministry for doing the same 
work. For FFS sites requesting additional physician hours, hospitals must provide, as 
part of their action plan, a physician schedule at baseline to demonstrate that the 
request is for additional hours. 
In addition, P4R funds cannot be used for top-up of physician renumeration or 
incentives. 

P4R funds can be used to develop leadership, quality and process improvement 
through physician education. This is especially valuable and a good use of P4R 
funds for small-volume hospitals because it creates capacity within the ED team to 
further drive quality improvement initiatives in the organization. Education and 
leadership training within small-volume hospitals should be primarily directed to 
staff recruitment and retention.  
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HOSPITAL INPATIENT FLOW INITIATIVES 

ED flow is often a symptom of system-wide flow challenges, and a known primary contributor 
to ED flow challenges is delay in inpatient admissions. Any process improvement initiative, 
resource, or role designed to improve flow of ED patients, including to inpatient care units 
within the hospital, are eligible for use of P4R funds.  

As the Small-Volume Program aims to support the stabilization of EDs, 
initiatives that help ensure EDs stays open are appropriate and may include 
the use of the ED Locum Program (EDLP).  
 
While hospitals in Ontario Health North East and North West Regions can 
access a program that reimburses travel costs for EDLP locums (where the 
costs are much higher due to geography that often requires flights, car 
rentals, etc.), hospitals in other Ontario Health Regions are responsible for 
reimbursing EDLP locums for "reasonable travel expenses," according to 
hospital specific policies. This typically involves mileage and either a hospital 
call room or hotel stay. The use of P4R funds for travel expenses, including 
physician time compensation, is only allowed where it is not covered by EDLP 
or Rural and Northern Physician Group Agreement (RNGPA) contract, and 
documentation to support this is required as part of P4R action plan 
submission. 
 
This is an appropriate use of funds for small-volume hospitals that are not 
covered by the above reimbursement programs. 

Hospitals in the Small-Volume Program must align their use of funding to the 
Program goals, which includes reducing ED closures and dependency on 
agency nurses and locum physicians. Some examples include: 
 
• Support for hospitals to keep ED services open and available 24 hours a 

day, 7 days a week. While hospitals work to reduce their reliance on 
agency nurses, they can continue to utilize P4R funding for agency 
nurses, as a short-term solution. 

• Direct clinical care by physicians that is in addition to the hours of 
coverage required by existing contracts. Premiums to support coverage 
challenges may be eligible upon case-by-case review. 

• Supporting ED/hospital leadership’s time to develop and implement 
quality improvement and flow improvement process in the ED 
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Examples include establishing a discharge planning team that focuses on patients with complex 
social and/or mental health and/or addictions needs, expanding physiotherapy and 
occupational therapy services on weekends to support ED admission avoidance and early 
mobilization of inpatients to support early discharge or adding roles to support discharges 7 
days per week. 

Funding that supports the operation of inpatient beds is not an eligible use of P4R funds. 
However, funding to support flow-related resources for ED admission and inpatient discharge 
that directly impacts ED flow is an appropriate use. 

INVESTMENT IN RESOURCES FOR ED INNOVATION AND QUALITY IMPROVEMENT INITIATIVES 

P4R funds can be used for initiatives, programs, courses, and/or consultants that aim to coach, 
train and develop skills of ED team members related to ED processes, flow and quality 
improvement. Examples may include utilizing funds for expert consultants to provide coaching 
and direction on flow, quality, safety and performance improvement or education in quality 
improvement for ED staff. 

Some examples include creating and deploying simulations for ED teams to develop and 
improve skills in responding to emergency codes or adding dedicated ED quality improvement 
resources to identify opportunities and lead projects to drive improvements in quality, safety 
and performance. 

Be sure to include all pertinent details described in the Education and Skill Training section in 
the action plan.  

MINOR RENOVATIONS AND MODIFICATIONS TO ED ENVIRONMENT 

P4R funds can be used to support minor physical renovations/modifications to the ED and/or 
adjacent spaces to expand ED capacity, improve ED flow and performance. This can include 
funding for consultants to assist with planning.  

Examples include re-designing an ED space to create areas appropriate for the care of patients 
experiencing a mental health crisis or behavioural escalation or adding cardiac monitoring 
capabilities to non-cardiac monitoring rooms. 

For this type of initiatives, hospitals must provide details outlining the limitation(s) of the 
current ED physical space and provide details on the renovation, the goal and the expected 
impact to performance or quality improvement. 

TECHNOLOGY/EQUIPMENT 

Investments in technology, equipment or automation to improve ED patient care, flow, 
experience and/or quality are eligible uses of P4R funds. These can also include procurement 
and ongoing operating costs of the technology (e.g., licensing fees, subscription fees).  
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For example, software/applications that support physician scheduling based on ED flow 
patterns or provide real-time information on ED flow. 

For this type of initiative, details about the specific technology/equipment (e.g., additional ECG 
machine) should be described in the action plan. 

 
 

5.3.3 Action Plan Submission Process 
Once the ministry has confirmed the funding allocation for the new P4R Program year, they 
send a request for P4R action plans to Ontario Health Regions, which includes the action plan 
templates (in Excel format) and the Final P4R Ranking Report (includes funding allocation per 
site). The templates are specific to the Large- and Small-Volume Programs. Ontario Health 
Regions then send the corresponding template to their hospitals based on their program 
participation (Large or Small). Hospitals must submit their completed templates to their Ontario 
Health Region for review and endorsement.  

 

ONTARIO HEALTH REGIONAL REVIEW AND ENDORSEMENT OF ACTION PLANS 

Ontario Health Regions review action plans for consistency with the P4R notional allocation 
from the ministry and for expected clinical and regional impact (see Table 4 for specific regional 
roles and responsibilities). Ontario Health Regions should work with hospitals to ensure the 
final submitted action plans are of high quality, clinically relevant and appropriate in meeting 
P4R Program goals. In addition, Ontario Health Regions can help identify opportunities to align 
action plans that would support coordinated improvements or meet regional priorities. 

Ontario Health Regions consolidate action plans from hospitals across their region into a single 
file. The consolidated action plan needs to be endorsed by the leadership at Ontario Health 

Some hospital corporations have hospital sites in both the Large- and Small-Volume 
Programs. In this scenario, the hospital corporation needs to submit two different 
action plans, one for the hospital(s) in the Large-Volume Program and another for 
hospital(s) in the Small-Volume Program. 

Each hospital site must be included in the action plan, even if they are part of a multi-
site organization belongs to the same (Large- or Small-Volume) Program. 
 

Resources available to assist in developing P4R initiatives include: 
 
• ED Leading Practices Toolkit 
• Hospital/ED Performance Scorecard (via HSI) 
• ES Community of Practice and Quorum Site (via Quorum) 
• Regional P4R Program and ED Clinical Leads 

https://ontariohealth-my.sharepoint.com/:b:/g/personal/lacey_embacher_ontariohealth_ca/IQDyrtlQQankS5pByoVjNMIAAUvu9uaGgCSpu8GGkR_i57M?e=7vKnba
https://hsi.ontariohealth.ca/
https://quorum.hqontario.ca/en/Home/Community/Groups/Attachments/groupid/206?folderId=20946&view=gridview&pageSize=25
https://quorum.hqontario.ca/en/Home/Community/Groups/Attachments/groupid/206?folderId=20946&view=gridview&pageSize=25
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Region prior to its submission to the ministry. While this endorsement process (e.g., cc’ing 
leadership on the submission email to the ministry) may vary across Ontario Health Regions, at 
minimum, the following regional leaders need to acknowledge their endorsement of the 
consolidated action plan: 

• Vice President, Clinical Program (or equivalent) and/or Vice President, Capacity, Access and 
Flow (or equivalent) 

• Vice President, Performance Accountability and Funding Allocation (or equivalent)  

See Figure 3 for a high-level summary of this process. 

Table 4.  Regional Roles and Responsibilities in P4R Action Plan Submission 
Process 

Roles and Responsibilities of  
Regional ED Clinical Leads  

Roles and Responsibilities of  
Regional P4R Program Leads 

• Provide clinical guidance and support to 
hospitals as they develop their P4R action 
plan 

• Share any lessons learned or successful 
initiatives from across the region with 
hospitals 

• Review and endorse P4R action plans to 
ensure they are of high quality, clinically 
relevant and in alignment with P4R 
Program goals, as well as coordinate 
action plans to meet regional priorities 

• Act as the first point of contact for P4R 
action plan submission 

• Ensure submitted P4R action plans are 
fully completed and include sufficient 
information to allow for appropriate 
review and aligned with regional 
priorities, and if necessary, follow up with 
the hospital  

• Consolidate action plans and ensure they 
are endorsed by regional leadership 
before submitting to the ministry  

• Inform Ontario ES team when the P4R 
action plans have been approved by the 
ministry 

 

 

 

Ontario Health Regions are to send the endorsed consolidated action plan to the 
ministry (Hospitals.Branch-HSQFD@ontario.ca) and Ontario Health Emergency 
Services (emergencyservices@ontariohealth.ca).  
 
For submission deadlines, refer to the email communication from the ministry. 

mailto:Hospitals.Branch-HSQFD@ontario.ca
mailto:ada.payne@ontariohealth.ca
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Figure 3.  P4R Action Plan Submission Process High-Level Summary 

 

5.3.4 Amendment to Submitted Action Plans 
Hospitals are expected to implement their P4R action plan as submitted and use the allocated 
P4R funds for initiatives approved in their action plan. However, there may be instances where 
a hospital needs to make changes to their submitted action plan (e.g., replace a proposed 
initiative with a new one) during the Program year. In this case, hospitals must submit 
amendments to their action plans to the ministry for formal review and approval before 
implementation.   

 

 

ACTION PLAN AMENDMENT PROCESS 

To initiate this optional process, a hospital is to notify their Ontario Health Region as soon as 
possible. The hospital submits the amended action plan to their Ontario Health Region for 
review and endorsement using the same process as described in Section 5.3.2. Ontario Health 
Regions, along with the Regional ED Clinical Leads, should work collaboratively with the 
hospital to ensure the proposed amendment is reasonable and aligns with the hospital’s 
opportunities to address gaps in performance (see Table 5 for specific regional roles and 
responsibilities).   

 

Amendments to an action plan should be made directly in the original action plan and the 
amended cells highlighted for ease of identification (refer to the action plan template, Tab A, 
for instructions). Amended action plans can be submitted up to the end of the sixth month in 

Inquiries about eligible changes to an action plan should be sent from Ontario Health 
Region to the ministry (Hospitals.Branch-HSQFD@ontario.ca) and cc Ontario Health 
Emergency Services (emergencyservices@ontariohealth.ca) 

Changes to primary KPIs and targets cannot be the sole purpose for an action plan 
amendment. Any changes to primary KPIs and/or targets must be in relation to a 
change in the initiative being proposed to address performance. 
 

Changes to the distribution of allocated funds across initiatives within a hospital site 
or corporation do not require an amendment submission. However, the ministry’s 
approval is required prior to moving any P4R funding from one hospital corporation 
to another. See Section 7.3 for more details. 
 

mailto:Hospitals.Branch-HSQFD@ontario.ca
mailto:ada.payne@ontariohealth.ca
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the Program year. This will allow hospitals sufficient time to implement the amended action 
plan once approved. 

 

Once the amended action plan is endorsed, the Ontario Health Region is to update the 
consolidated regional action plan (noting the changes) and submit it to the ministry 
(Hospitals.Branch-HSQFD@ontario.ca) and cc Ontario Health Emergency Services 
(emergencyservices@ontariohealth.ca). In the submission email, a summary of the changes 
and how (if any) P4R funds were redistributed should be detailed.   

The ministry notifies the Ontario Health Region if the revised action plan is approved. The 
Ontario Health Region then informs the hospital of the approval and continues to monitor 
implementation, in collaboration with the hospital. See Figure 4 for a high-level summary of 
this process. 

Table 5.  Regional Roles and Responsibilities in P4R Action Plan Amendment 
Process 

Roles and Responsibilities of  
Regional ED Clinical Leads  

Roles and Responsibilities of  
Regional P4R Program Leads 

• Provide clinical guidance and support 
to hospitals as they amend their P4R 
action plan 

• Review and endorse the amended P4R 
action plans to ensure the 
amendments are of high quality, 
clinically relevant and in alignment 
with P4R Program goals, as well as 
coordinate action plans to meet 
regional priorities 

• Act as the first point of contact for P4R 
action plan amendment 

• Ensure amended P4R action plans are fully 
completed (and appropriate cells 
highlighted to identify changes) with 
sufficient information to allow for 
appropriate review and alignment with 
regional priorities, and if necessary, follow 
up with the hospital  

• Consolidate action plans and ensure they 
are endorsed by regional leadership before 
submitting to the ministry  

• Include summary of changes in the email 
submission 

• Notify Ontario ES team when the amended 
P4R action plans have been approved by the 
ministry 

 

For the 2026/27 P4R Program year, hospitals can submit action plan amendments 
for consideration up to September 30, 2026. 

mailto:Hospitals.Branch-HSQFD@ontario.ca
mailto:emergencyservices@ontariohealth.ca
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Figure 4.  P4R Action Plan Amendment Process High-Level Summary 

 

5.4 Expenditure Report Submission Process 
Every year (around June), the ministry sends a request (and an Excel template) for P4R 
expenditure reports to Ontario Health Regions, whom in turn forward to their hospitals to 
complete. Each P4R hospital must report on the spending associated with each initiative in their 
action plan from the previous P4R Program year. Spending on operations, staffing, equipment, 
training, education and others are to be reported separately for each initiative. 

The completed expenditure report from each hospital is to be submitted to their Ontario Health 
Region for review, endorsement and consolidation. While the review and endorsement process 
(e.g., cc’ing leadership on submission email to the ministry) may vary across Ontario Health 
Regions, at minimum, the following leaders need to acknowledge their endorsement of the 
consolidated expenditure report:  

• Vice President, Clinical Program (or equivalent) and/or Vice President, Capacity, Access and 
Flow (or equivalent) 

• Vice President, Performance Accountability and Funding Allocation (or equivalent) 

See Table 6 for regional roles and responsibilities and Figure 5 for a high-level summary of this 
process. 
 

 

Table 6.  Regional Roles and Responsibilities in P4R Expenditure Report 
Submission Process 

Roles and Responsibilities of  
Regional ED Clinical Leads  

Roles and Responsibilities of  
Regional P4R Program Leads 

• Are informed of the expenditure 
report submission 

• Act as the first point of contact for P4R 
expenditure report submission 

Ontario Health Regions are to send the endorsed consolidated expenditure report 
to the ministry (Hospitals.Branch-HSQFD@ontario.ca).  
 
For submission deadlines, refer to the email communication from the ministry. 
 

mailto:Hospitals.Branch-HSQFD@ontario.ca
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Roles and Responsibilities of  
Regional ED Clinical Leads  

Roles and Responsibilities of  
Regional P4R Program Leads 
• Ensure P4R expenditure reports are fully 

completed, and necessary signoffs are included, 
and if needed, follow up with the hospital  

• Consolidate expenditure reports and ensure they 
are reviewed endorsed by regional leadership 
before submitting to the ministry  

• Notify Ontario ES team when the P4R expenditure 
reports have been submitted to the ministry 

 
Figure 5.  P4R Expenditure Report Process High-Level Summary 

 

5.5 P4R Funding Flowthrough Process 
Once the ministry confirms total P4R funding and approves the submitted P4R action plans, 
allocated P4R funding flows from the ministry directly to Ontario Health Regions. Ontario 
Health Regions then prepare and execute the funding agreements with the hospitals to 
distribute the allocated amount.   

If a hospital does not use all of their allotted P4R funding by the end of the fiscal year, 
designated hospitals are subjected to recovery for any unspent funds, as well as funds not used 
for the intended and approved purposes. 

Ontario Health Regions are responsible for working with funded recipients to identify unspent 
funds for each initiative at the end of each fiscal year, consolidate this information using the 
expenditure report provided by the ministry and submit it directly to the ministry to initiate the 
recovery/settlement process.  

6 Program Accountability 
Ontario Health Regions are responsible for ensuing their P4R hospitals comply with all program 
requirements and engage with them on a regular basis to monitor P4R Program performance 
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through existing regional performance monitoring processes, or as part of broader ED 
performance initiatives such as PM&M.  

6.1 Data Submission for P4R Hospitals 
As ERNI sites, all P4R hospitals must submit data based on established processes and timelines. 
The P4R Program uses data collected through NACRS to monitor participating hospitals’ 
performance and inform funding allocation. As such, the data periods selected for the P4R 
Program must align with the CIHI’s report production timeline. See Appendix B for details on 
data collection methodology. 

 

 

6.1.1 NACRS Data Submission 
To support timely reporting of provincial ED wait times and other KPIs, P4R hospitals are 
required to report NACRS Level 1 data monthly, with submission of the previous month’s data 
due by the 10th business day of each month.  

Annual funding calculations for the Large-Volume Program is based on the Final P4R 
Performance Ranking Report produced each January using Level 3 data from the previous 
performance period (except for November data, where Level 1 data would be used). As such, 
final data submissions by all P4R hospitals to CIHI for P4R funding purposes must be completed 
by the 10th business day in December (see Section 7.1 for details on the data and funding cycle).  

Notable time periods for P4R Program: 
Performance Period (December 1 to November 30 of the following year): The 

period where performance data are captured and used to determine funding 
allocation for the following funding period (applicable only to the Large-Volume 
Program). 

Funding Period (April 1 to March 31 of the following year): The period in which the 
P4R funding is allocated to and spent by participating hospitals. This is also the 
period in which the annual ED visit volume is captured and used to inform 
funding allocations for the Small-Volume Program and volume adjustment in 
the funding methodology for the Large-Volume Program. 

Collection of ED data elements is mandatory in Ontario as part of NACRS submission. 
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6.1.2 Data Correction 
Any data corrections submitted after the 10th business day in December will not be reflected in 
the Final P4R Performance Ranking Report. As such, it is critical that hospitals ensure there are 
no reporting issues for November’s data submissions, as there will not be an opportunity to 
resubmit November data after the 10th business day in December.  

 

 
 

CIHI data submission requirements for all other reporting purposes are not affected 
by the P4R Program. 
 

NACRS data correction deadline for the 2025/26 P4R performance year is 
December 12, 2025. 

The NACRS data submission deadline for the 2025/26 P4R performance period is 
December 12, 2025. These data are to be used to inform the P4R funding ranking 
for 2026/27 Large-Volume P4R program year. 

NACRS supports multiple levels of ED data submission. Level 1 data is of a subset of 
administrative data that can be submitted quickly to meet the deadline of the 10th 
business day of each month and is considered preliminary data. Level 3 data 
encompass the full “coded” NACRS ED dataset, in which some of the data elements 
take longer to collect and submit (see CIHI website for more details). Therefore, 
hospitals are given until the 10th business day of each December to submit their 
Level 3 data for December to October. 
 

A hospital’s failure to submit data to NACRS by the 10th business day of the month, 
following the ED visit, will result in the hospital being designated as having a 
reporting issues (RI) on the public website (Time Spent In Emergency Departments).  
If hospitals are identified as being non-compliant for any of the compliance 
indicators (as applicable), they will be addressed through Ontario Health’s Critical 
Communication Pathway (see Appendix E). 
 

https://www.cihi.ca/sites/default/files/nacrs_multi-year_info_en_0.pdf
https://www.hqontario.ca/System-Performance/Time-Spent-in-Emergency-Departments?utm_source=Ontario.ca&utm_medium=Referral&utm_campaign=WT%20Referral
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6.2 Large-Volume Program 
Accountabilities 

6.2.1 Performance Measurement 
For the Large-Volume Program, six KPIs are used for performance monitoring, assessment of 
performance ranking and calculation of P4R funding allocation. KPI data are presented at the 
90th percentile for P4R reporting and performance rank calculation.  

Table 7 lists the KPI descriptions (see Appendix C for detailed KPI methodology) and Figure 6 
illustrates these time-based indicators based on the ED patient journey.  

Table 7.  List of P4R KPIs for Large-Volume Program 

Performance indicator Description 

Ambulance Offload Time (AOT) Total time elapsed from ambulance arrival to transfer of 
care process (for all patients arriving via ambulance). 

Time to Physician Initial 
Assessment (PIA) OR 
Time to Non-Physician Initial 
Assessment (NPIA) 

Total time elapsed from triage or registration (whichever is 
earlier) to physician or non-physician initial assessment 
(whichever is earlier) for all patients. 

Time to Inpatient Bed (for 
admitted patients) 

Total time elapsed from disposition decision to patient left 
ED (for admitted patients only). 

ED Length of Stay (LOS) for 
Admitted Patients 

Total time elapsed from triage or registration (whichever is 
earlier) to patient left ED for admitted patients. 

ED LOS for Non-Admitted, 
High-Acuity Patients 

Total time elapsed from triage or registration (whichever is 
earlier) to patient left ED for non-admitted, high-acuity 
patients. 

ED LOS for Non-Admitted, 
Low-Acuity Patients 

Total time elapsed from triage or registration (whichever is 
earlier) to patient left ED for non-admitted, low-acuity 
patients. 
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Figure 6.  Time-Based P4R Indicators as They Relate to ED Patient Journey 

 

 

 
 

 

The 90th percentile is used in performance measurement, instead of an average or 
the median value. It is considered the preferred metric to describe a skewed 
database of human experience because it represents a value below which 90% of 
the data falls. This means it provides insight into the experience of the majority of 
patients, while excluding extreme outliers. While not as well understood as average 
or median, it is a robust measure that provides a better reflection of changes in 
performance over time. 

ED LOS is measured separately for three patient cohorts: Admitted, non-admitted 
high acuity and non-admitted low acuity. This distinction is important because the 
needs of and care for these cohorts differ significantly from each other (e.g., 
admitted patients require more intensive investigation and treatment in the ED 
leading to their admission, while low acuity patients often require more basic care 
and management and can be discharged). Separate LOS’s allows more accurate 
comparisons between similar ED visits across hospitals. 
Other KPIs (i.e., Time to PIA and Time to Inpatient Beds) were selected because 
they are pure wait times (i.e., no direct patient care involved). Improvements in 
these metrics would enhance patient experience without compromising the quality 
of care. 
AOT was added later because it not only reflects a pure wait time but also helps 
identify sites that may have process bottlenecks, preventing paramedic services 
from leaving the ED limiting their ability to respond to other calls. 
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6.2.2 Performance Monitoring 
To support ongoing performance monitoring, data on these KPIs (and others) are available on 
the Hospital/ED Performance Scorecard monthly and quarterly. The Scorecard is available to all 
ERNI hospitals. 

 

Ontario Health also continues to provide a monthly ED P4R Ranking Report to hospitals via the 
ATC Information Site and is emailed to specific individuals via a user mailing list. This report 
provides data on KPIs (relevant to P4R Program performance and funding rankings) and can be 
requested from the designated Ontario Health ED Coordinator at your facility (e.g., your 
primary ED contact for Ontario Health outreach). 

6.3 Small-Volume Program 
Accountabilities 

As of fall 2025, the majority of hospitals in the Small-Volume Program have completed 
onboarding for all P4R Program requirements (see Section 4.2.2). Hospitals that are still in 
process of onboarding to specific components of the P4R Program are expected to complete 
onboarding as soon as possible.  

Onboarded hospitals are expected to continue to participate in all P4R Program components 
(i.e., ERNI, EDRVQP, use of eCTAS and collect data using OHA ED Patient Experience of Care 
Survey) during 2026/27 P4R Program Year. They are also required to complete and submit an 
annual action plan and expenditure report, as outlined in Section 4.2.2. Small-volume hospitals 
are encouraged review their EDRVQP audits, the EDRVQP Year-End Report and/or the results of 
their ED Leading Practices Self-Assessment to support P4R initiative planning. 

The Small-Volume Program is not a competitive program. Its focus remains on supporting ED 
operations 24 hours a day, 7 days a week, achieving staffing stabilization and reducing 
dependency on ED Locum Program and nurse agency staffing. As such, they are not required to 
identify which KPI their initiatives aim to impact in their 2026/27 P4R action plan. However, 
they are encouraged to internally monitor their ED performance as it relates to the six P4R KPIs 
(see Section 6.2.1). As indicated earlier, Small-Volume EDs can now review their data on the 
Hospital/ED Performance Scorecard, available via HSI and are encouraged to connect with their 
Regional ED Clinical Leads when reviewing their performance.  

Details about the Hospital/ED Performance Scorecard can be found here.  
To access the scorecard, please visit Health System Insights (HSI) and sign in using 
your Ontario Health account or ONE ID. Information on how to gain access can be 
found on the HSI Online Help website. 

https://hsi.ontariohealth.ca/
https://hsihelp.ontariohealth.ca/hsi/assets/misc_doc/HospitalEmergency%20Department%20PM&M.pdf
https://hsi.ontariohealth.ca/
https://hsihelp.ontariohealth.ca/hsi/index.htm?#t=SU%2FHow_to_Gain_Access_to_the_Health_System_Insights_Platform.htm
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7 Funding Allocation 
7.1 Data and Funding Cycle 
For the 2026/27 P4R Program, the notional allocation of funding for each Large-Volume 
hospital is to be based on their funding ranking in the Final P4R Ranking Report, which uses the 
2024/25 performance data (see Figure 7). Data quality issues (if any) will not be addressed in 
the ranking report released in January—it will only report on submitted data. The Final P4R 
Ranking Report will only be re-released if there are major data quality issues that required 
addressing. 

Figure 7.  Data and Funding Timeline for 2026/27 P4R Program 

 

 

 

7.2 Funding Methodology  
7.2.1 Large-Volume Program Funding Structure 
As a competitive program, hospitals in the Large-Volume Program are ranked 
comparatively against one another, where the higher a hospital’s ranking (1 being 
the highest rank), the more funding they would be allocated. Detailed methodology 

can be found in Appendix D.  

To enable timely P4R funding notification, the Final P4R Ranking Report uses Level 3 
data for all months except for November, where Level 1 data are used. 

Due to established provincial reporting cycles, fiscal year data (April 1-March 31) is 
not finalized until May. As such, P4R funding amounts are calculated based on the 
data from previous years’ performance period (December 1-November 30). This 
approach allows hospitals to receive P4R funding sooner than if the performance 
period was aligned with the fiscal year. 
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To ensure greater funding stability for hospitals, while maintaining a competitive funding 
model, the funding pool is split into fixed and variable portions (see Figure 8).  

 

Figure 8.  Funding Breakdown for the 2026/27 P4R Program 

 

The use of “current” and “improvement over time” is intended to adjust for some of the 
baseline characteristics associated with hospitals that they are unable to change, such as 
hospital type, local patient population or other circumstances creating flow challenges. In 
recognition of these characteristics, a site’s ability to improve over time, despite the relative 
difficulty associated with doing so, is measured and rewarded.  

Improvement in ED performance would result in a higher score for both the “current” and 
“improvement over time” performance measures used to calculate P4R funding allocation. 
Thus, a hospital’s improved P4R performance could result in a higher funding allocation in the 
subsequent P4R funding period. 

7.2.2 Small-Volume Program Funding Structure 
Total available funding for the Small-Volume Program is divided between the three 
hospital groups within this program: Under 7,000 Visits, Very Low Volume Hospitals 

and Low Volume Hospitals. Hospitals within each group receive a designated funding amount.  

Funding allocation to hospitals in the Small-Volume Program is based on annual ED patient 
volume data collected for the previous two fiscal years (i.e., April 1-March 31). Funding received 
by each of the three volume-based groups has the potential to change, based on the volume-

A competitive approach was used for the Large-Volume Program as it helps isolate 
how individual hospitals are performing, independent of system-wide changes, and 
ensures all available funds are distributed and utilized to enhance access to care. 
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driven movement of hospitals between Small-Volume groups and the movement of any 
hospital into the Large-Volume Program (see Section 4.3).  

 
 

7.3 Movement of P4R Funds Within and 
Between Hospital Corporations 

Every effort should be made to ensure P4R funds are spent at the designated site to support 
P4R Program goals. In exceptional circumstances, Ontario Health Regions have the authority to 
adjust individual hospital allocations, as needed, to re-focus funding regionally for the greatest 
impact on patient experience (e.g., targeted reduction of Ontario’s overall ED length of stay).  

During action planning, when necessary, funding can be shared or moved within a hospital 
corporation between P4R-participating ED sites to optimize impact, regardless of the site’s 
annual ED patient volume.  

  

For Small-Volume P4R hospitals: In the 2026/27 P4R Program, any ED shift 
closures (with the exception of closures caused by local/community disasters 
e.g., wildfire, flooding) are to be closely monitored and reviewed by the 
ministry to identify the reason(s) for, and length of, each closure. The 
ministry may assess a financial disincentive on the next year’s P4R funding as 
a result of a closure.  
For P4R funding consideration, an ED shift closure is a defined period of time 
during which the ED is temporarily closed to any new patients during posted 
operating hours, regardless of how they arrive (by ambulance, police escort, 
or walk-in). Each event is tracked in Ontario Health’s ED Closure Master 
Tracker. All ED shift closures are tracked including, but not limited to, those 
caused by staffing shortages, insufficient blood supply and Code Gray.  
The ministry is currently reviewing a different approach for EDs who 
historically experienced ongoing, longer-term partial or full closures to 
address closure issues for these sites. 

A discussion with the Ontario Health Regional P4R Program Lead and Regional ED 
Clinical Lead is required prior to movement of funds within a hospital corporation 
to ensure appropriateness. However, this internal move does not require the 
ministry’s approval to implement. 
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However, the ministry’s approval is required prior to moving any P4R funding from one hospital 
corporation to another. In this case, both transferring and receiving hospital corporations are 
required to detail their request of inter-corporation funding reallocation within their P4R action 
plans and submit it to the ministry for consideration. If approved, Ontario Health Region is to 
notify the approval of each hospitals’ P4R action plans, after which the Allocation Payment 
Tracking System (APTS) request can proceed from Ontario Health Region to the ministry’s 
Financial Management Branch, based on the hospital funding letters and approved P4R action 
plans. 

  

P4R action plans require signed approval from specific members of hospital 
leadership prior to submission, which include inter-corporation P4R funding 
transfer requests. See Section 5.3.3 for list of required signatories for P4R action 
plans. 
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Appendix A: Frequently Asked Questions 
Q1. Why were updates made to the 2026-27 Pay-for-Results Program? 

The P4R Program is reviewed on a regular basis to ensure it continues to function as 
intended. As such, after each Program year, a review of the Program is carried out to 
identify opportunities for improvement and inform changes in the subsequent 
program year. This is also in response to the 2023 Office of Auditor General of Ontario 
(OAGO) report, Value-for-Money Audit: Emergency Departments, in which it 
recommended efforts be made to ensure the Program’s priorities, processes and 
incentives are effective in achieving its objectives.    

Q2. What are the updates to the Pay-for Results Program? 

Specifically, the following changes were made to the 2026/27 P4R Program: 

• Action plan template was updated to improve the Program’s ability to analyze and 
understand how participating hospitals are using P4R funds and monitor how 
effective initiatives are in meeting Program goals and performance improvement 
over time. An attestation to participate in ongoing program requirements is also 
added to the template.  

• Roles and responsibilities of Program partners and timelines for Program 
operations were updated, the latter including the measurement and monitoring 
for both performance and use of funds. 

• Small-Volume Program clarifications were made to reflect the completed 
onboarding of small-volume sites to the P4R Program. Details related to the 
movement of P4R hospitals within the Small-Volume Program and into the Large-
Volume Program were also clarified.  

Please refer to Section 5.3.1 for more information. 

Q.3 Are there any changes to the CDU component of the Program? 

The CDU Manual and associated templates were updated in 2025 to provide clarity on 
roles and responsibilities and processes associated with program operations, but no 
changes to the methodology were made. Ontario Health will continue to accept and 
review applications for new CDUs (refer to the CDU Manual for details). 

Q.4  In the action plan template, there is a column to select a primary key performance 
indicator (KPI). What if the initiative aims to address more than one KPI? 

While it is likely some initiatives will impact more than one KPI, the focus on a primary 
KPI in the action plan will facilitate the improved assessment of impact of each 

https://www.auditor.on.ca/en/content/annualreports/arreports/en23/AR_emergencydepts_en23.pdf
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initiative. Expected impact on additional KPIs can be described under Initiative 
Description (Tab B, Column U). Please refer to Section 5.3.1 for more information. 

Q.5 There is no title in Tab E that exactly matches the initiative. What should be entered 
for this column? 

While it is encouraged to select the most appropriate term from the list provided, if 
there is no existing term that describes the initiative, select “Other” and include a title 
under Initiative Description (see Tab B, Column U). Using standardized titles will 
improve Ontario Health’s ability to analyze action plans and better understand 
funding utilization patterns and identify effective initiatives for knowledge sharing. 

Q.6 In the action plan template, hospitals are asked to enter a desired target for the 
selected primary KPI. What are the implications of not meeting this target at the 
completion of the P4R cycle? 

The P4R Program does not have set KPI targets. Some of the P4R KPIs (PIA, AOT and 
ED LOS for non-admitted patients) have provincial targets that are monitored and 
reported on through the Performance Measurement and Monitoring (PM&M) 
program and the Hospital/ED Performance Scorecard. The implications associated 
with these targets are managed collaboratively between the hospital and the 
respective Ontario Health Region. There are no implications associated with a hospital 
setting local target for the remaining KPIs. Please refer to Section 5.3.1 for more 
information. 

Q.7 In the action plan template, hospitals are asked to indicate if the P4R initiative is 
also part of their QIP Workplan, informed by their EDRVQP audits and/or ED 
Leading Practices Toolkit. Is this alignment required for P4R initiatives? 

Part of the modernization efforts of the P4R Program, which started in 2024/25, is to 
create greater alignment with other ED-related programs and concurrent planning 
with overall hospital quality improvement plans (e.g., QIP). The P4R action plan 
template is designed to support this process. Specifically, hospitals are asked to 
indicate if each initiative is part of their hospital’s QIP Workplan for that year, 
informed by their EDRVQP audits and/or a strategy identified in the ED Leading 
Practices Toolkit. This will provide a snapshot of how the hospital’s efforts are aligned 
across workplans/action plans. Please refer to Section 5.3.1 for more information. 

Q.8 Why is the 90th percentile used in performance measurement and monitoring? 

The 90th percentile is used in performance measurement, instead of an average or the 
median value. It is considered the preferred metric to describe a skewed database of 
human experience because it represents a value below which 90% of the data falls. 
This means it provides insight into the experience of the majority of patients, while 
excluding extreme outliers. While it is not as well understood as average or median, it 
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is a robust measure that provides a better reflection of changes in performance over 
time. 

Q.9 What is the process for performance monitoring and management and escalation? 

Participating hospitals will align to Ontario Health on processes related to ED 
performance monitoring and escalation. 

Q.10 I still have questions about the Pay-for-Results Program. Who should I contact? 

Please contact atc@ontariohealth.ca if you have any additional questions.   

 

  

mailto:atc@ontariohealth.ca
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Appendix B: P4R Data Collection and 
Reporting Methodology 
ED Data Collection 
Ontario Health manages all aspects of data collected by CIHI through NACRS (see Figure 9) and 
its monitoring and analysis. These data elements are submitted to CIHI/NACRS and are reported 
by Ontario Health monthly.  

Figure 9.  Hospital Data Input Models and Submission Process 

 

The accurate collection of ED data is dependent upon timely and high-quality documentation 
practices that meet ministry reporting requirements. It is recognized that the collection of some 
of the ED data elements is challenging. It is important that all partners such as Emergency 
Medical Services (EMS) and Health Records and Information Technology collaborate to work 
towards the collection of quality ED data. 

Reporting Schedule 
The number of clinical scenarios differs significantly across the province, and there are many 
variations in clinical practice. It is the goal of Ontario Health to support all hospitals in their 
efforts to collect and report quality ED data. On a monthly basis, hospital data completeness 
and fit-for-use is being assessed through the ED Data Quality and Compliance process. 
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Interim Monthly  
ED NACRS File Submission 

 Final ED NACRS  
File Submission 

Sites can make an interim data submission 
to NACRS by the 3rd business day following 
the end of the reporting month following 
the ED visit. 

 Sites must make a final data submission to 
NACRS by the 10th business day following the 
end of the reporting month following the ED 
visit. 

 

Reporting Tools and Solutions 
Ontario Health drives performance improvement through data collected by hospitals. Reporting 
and analytics ensure transparency, consistency, and accountability within healthcare 
organizations across Ontario, and stimulate discussion and strategy sharing between sites. 

Ontario Health Performance Reports and Analytics 
Reports that are designed to support decision making, performance monitoring and strategic 
planning are made available on the ATC Information Site (for hospital ERNI/eCTAS 
Coordinators) on the 5th business day of each month. These reports provide performance 
management solutions at a local, regional and provincial level, and support ongoing planning, 
evaluation and decision making. 

ED Performance Reports 
ED performance reports can be accessed through Health System Insights or ATC Information 
Site (Figure 10). Ontario Health’s ED performance reports present intuitive, customizable, high 
quality and timely ED information to meet specific audience needs and support decision 
making, performance monitoring and strategic planning. This information is shared with the 
ministry, hospitals, regional partners and other key health system stakeholders. Ontario Health 
enables the performance management approach that is used by the ministry to achieve positive 
health system change.  

Figure 10.  ED Performance Reports and Their Location 

 

https://hsi.ontariohealth.ca/
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Excel Reports Technical Compatibility 
For optimal compatibility, some ED performance reports require Excel version 2010 or higher to 
use all enhanced functions. For older versions of Excel, users can install a file from Microsoft 
that will allow them to open reports with enhanced features. 

 

Public Reporting 
Public reporting of ED wait times is made available through Ontario Health’s Health Quality 
Ontario (HQO)’s public reporting website: Time Spent in Emergency Departments. The HQO 
website offers public access to current and accurate information on wait times for all ERNI-
reporting Ontario EDs and affiliated urgent care centres. Both the public and health care 
professionals can easily find the most recent information on ED LOS and wait times indicators 
for each hospital site and the province, and further details on ED volumes and performance 
with respect to achieving the targets set out by the province. The information on this website is 
updated monthly and includes 13 months of time-trend data. Ontario publicly reports the 
following ED metrics: 

• Average ED LOS (or Service Time), Percentage Within Target, and Volume, provincially and 
at the hospital site level for the following patient groups: 

 High-Urgency Patients Not Admitted to Hospital (CTAS 1, 2, 3) 

 Low-Urgency Patients Not Admitted to Hospital (CTAS 4, 5) 

 All Patients Admitted to Hospital (CTAS 1-5) 

Users will need to enable macros by going into File > Options > Trust Center > Trust 
Center Settings > Macro Settings > “Enable all macros” or “Disable all macros with 
notification”. 

To access Health System Insights: 

https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hqontario.ca%2FSystem-Performance%2FTime-Spent-in-Emergency-Departments&data=05%7C02%7Cmichal.kapral%40ontariohealth.ca%7C8a63c286e92d4e8502aa08de2c316b8c%7C4ef96c5cd83f466ba478816a5bb4af62%7C0%7C0%7C638996788082163246%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=355o%2FXk8I9irpgsebcER2%2FC08fx8DDS9jFoWfHYWWJE%3D&reserved=0
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• Average Wait Time to First Assessment by a Doctor in Emergency and Volume, provincially 
and at the hospital site level for All Patients 

Reporting the time spent in the ED on the public website allows health care providers to track 
and assess: 

• The time patients spent in the ED  

• Ontario’s progress in reducing wait times and improving ED performance 

NACRS Data Submission Methodology 
The following section describes the details and notes on specific data elements that are 
relevant to NACRS data submission1, some of which are used for P4R KPI calculations.  

 

Click on each to jump to that section: 

• ED Visit 
• Patient Arrival for Non-Ambulance Patients 
• Referral Source Prior to Ambulatory Care Visit 
• Ambulance Arrival and Transfer of Care Process 
• Triage 
• Presenting Complaint 
• Registration 
• Initial Assessment 
• Main Intervention 
• Clinical Decision Unit (CDU) 
• Visit Disposition and Patient Left ED 
• Discharge Diagnosis 

 
1 Canadian Institute for Health Information. National Ambulatory Care Reporting System Abstracting Manual, 
2025-2026. Ottawa, ON: CIHI; 2025. 

This section provides information to act as a quick reference for NACRS data 
elements. For details on NACRS data submission, please refer to NACRS Abstracting 
Manual, 2025-20261. 
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ED Visit 
All metrics associated with the P4R Program are measured using unscheduled ED visit volumes 
only.   

 

NACRS Data Element Name NACRS Description 
ED Visit Indicator  Indicates whether a visit reported under the emergency 

MIS functional centre account code is an arranged day 
surgery or clinic visit taking place in the ED or an ED visit. 

Valid Data Legend 
Code Description 
0 Not an ED visit: Scheduled visits to the emergency 

department where the visit date and time are fixed and the 
appointment is recorded in a scheduling system (electronic 
or manual). 

1 ED Visit: Visits to the emergency department where the 
presentation does not fall into category 0 (Not an ED visit). 

Note 
When organized clinic or day surgery areas are unavailable (occurs more often in rural 
facilities and occasionally after regular clinic/day surgery hours in urban facilities), patients 
may receive treatment or consultations in the emergency department. This indicator 
differentiates these two types of ED visits to ensure that each ED record is correctly grouped 
and reported on. 

 

Patient Arrival for Non-Ambulance Patients 
Hospitals can submit Arrival Date and Time data elements. The completion of these fields is 
optional for the Province of Ontario.  

NACRS Data Element Name NACRS Description 
Arrival Date and Time Arrival Date and Time indicates the arrival of a patient at the 

emergency department for services. 

 

Cases where ED visit indicator is = “0” are excluded from P4R calculations. 
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Referral Source Prior to Ambulatory Care Visit 
Hospitals can also submit Referral Source data elements. The completion of these fields is 
optional in Level 1, but mandatory in level 3 for Ontario hospitals. 

NACRS Data Element Name NACRS Description 
Referral Source Referral Source Prior to Ambulatory Care Visit identifies the 

person or agency that referred the patient for emergency or 
ambulatory care service in the reporting facility. 

 

 
 

Ambulance Arrival and Transfer of Care Process 
EMS refers to the treatment and transport of people in crisis health situations that may be life-
threatening. There are over 50 recognized regional EMS providers in Ontario. 

NACRS Data Element Name NACRS Description 
Admit Via Ambulance Identifies whether a patient arrives at the reporting facility via 

ambulance and the type of ambulance that was used. 

Ambulance Arrival Date and 
Time 

The date and time when the ambulance/EMS pulls into the 
hospital driveway and arrives at the hospital.  

If arrival is by air ambulance (for sites with a helipad), it is the 
date and time when the aircraft lands on the facility’s helipad. 

Ambulance Transfer of Care 
Process Date and Time 

 

 

Date and time when the ambulance personnel turn over care 
of the patient to the ED/hospital staff and no longer have 
responsibility for the patient.  

 

The calculation of 90th percentile ED LOS is measured by the time between Triage 
Date and Time or Registration Date and Time (whichever occurs first) and Patient 
Left ED Date and Time. Neither arrival times nor ambulance arrival times are used for 
these calculations, even when those data elements are complete. 

When referral source 08 (Legal Service) is recorded and the patient is referred to 
the ED by drug court or by law enforcement under the Mental Health Act, it is 
mandatory to complete Special Project 270 (Ministry Other Referral Source). For 
more information on Project 270, see the NACRS Abstracting Manual. 
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Note 
The term, ambulance, includes all licensed ambulances (and other ambulances only if they 
are part of a recognized program within a province), inter-facility transfer service units and 
air ambulances having the capability of providing medical intervention to a service recipient 
on route to the destination.  

 

Triage 
The patient then moves into triage where the process of determining the priority of the 
patient’s treatment based on their symptoms and severity of condition begins. The goals of 
triage are to: 

• Rapidly identify patients with urgent, life-threatening conditions 
• Determine most appropriate treatment area for patients presenting to the ED 
• Decrease congestion in emergency treatment areas 
• Provide ongoing assessment of patients 
• Provide information to patients and families regarding expected care and waiting times 
• Contribute information that helps to define departmental acuity 
• Assess and assign a CTAS value 

NACRS Data Element Name NACRS Description 
Triage Date and Time Date and time when the patient is triaged in the ED. 

Triage Level (CTAS) Categorizes the patient according to the type and severity of 
the patient’s initial presenting signs and symptoms.  

Note 
The Canadian Triage Acuity Scale (CTAS) is used to determine the triage level. This scale was 
developed by the Canadian Association of Emergency Physicians (CAEP), and it is applicable 
to all patients seen in an ED. CTAS is a five-point scale used to more accurately define patient 
needs and allow for timely care. 

As per Canada Association of Emergency Physicians (CAEP) guidelines, the time from patient 
arrival to triage should be less than 15 minutes. Following this standard helps to reduce 
medical and legal risk and, most importantly, improves patient safety; hospitals are 
responsible for monitoring their performance and ensuring compliance with this standard. In 
general, sites will need to plan for both predictable variations in patient arrivals, as well as 
unexpected surges. 

As per CAEP, the triage date and time should coincide with the assignment of a triage level, 
as well as the collection of the following key assessment items: 

• Chief complaint or presenting concerns 
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• Subjective history (onset of injury/symptoms) 
• Allergies and medications, if applicable 
• Diagnostic, first aid measures, therapeutic interventions, if applicable 

 

Presenting Complaint 
Hospitals can also submit Presenting Complaint data elements. The completion of these fields is 
optional in Level 1, but mandatory in Level 3 for Ontario hospitals. Hospitals can submit up to 
three occurrences. 

NACRS Data Element Name NACRS Description 

Presenting Complaint The symptom, complaint, problem or reason for seeking 
emergency medical care as identified by the patient, 
expressed in terms as close as possible to those used by the 
patient or responsible informant. 

Note 

The CEDIS Presenting Complaint List was developed by the Canadian Emergency Department 
Information System (CEDIS) Working Group with CAEP. 

 

Registration 
Typically, the patient chart, medical record and electronic medical record (EMR) visit (if 
applicable) are created during registration. 

NACRS Data Element Name NACRS Description 

Registration Date and Time Date and Time when the patient is officially registered for 
emergency or ambulatory care services. 

Health Care Number Patient’s unique health care coverage number s assigned to 
the patient by the provincial/territorial or federal government. 

Province/Territory Issuing 
Health Care Number 

Province/territory or federal government from which the 
health care number was issued. 

Responsibility for Payment Identifies the primary source responsible for payment of 
service(s) rendered.  
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NACRS Data Element Name NACRS Description 

Postal Code The six-digit alphanumeric code assigned by Canada Post to 
identify the patient’s place of residence. 

Recorded Sex or Gender One alpha character describing the sex of the patient. 

Birthdate The date the patient was born. 

 

Initial Assessment 
During initial assessment, sites collect data on the time a patient is first seen by a clinician. 
Depending on the clinician, there are two ways to document the initial assessment: 

Physician Initial Assessment (PIA) 

For the purposes of P4R Program, an "assessment" refers to a medical assessment, which 
involves a direct interaction between a doctor and a patient, resulting in a doctor-patient 
relationship with its attendant obligations and implications. The physician must document the 
results of this assessment in the medical record and sign their name to it. As the only physician 
associated with the patient at this time, they become the most responsible physician (MRP) for 
the patient until care is assumed by another physician. 

Non-Physician Initial Assessment (NPIA) 

An initial assessment can be conducted by a non-physician provider who has the capacity and 
authority to make treatment decisions independent of the physician.  

Only initial assessments completed by physician assistants (PA), nurse practitioners (NP) or 
dentists can be used in the calculation of the Time to NPIA indicator. 

NACRS Data Element Name NACRS Description Notes 
Date and Time of Physician 
Initial Assessment 

Date and time when patient 
was first assessed by a 
physician in the ED. 

In Ontario, this must be a face-
to-face encounter between 
the physician and patient (or 
significant other acting on 
behalf of the patient). 

Date and Time of Non-
Physician Initial Assessment 

Date and time when a 
patient is first assessed or 
evaluated by a non-
physician provider. 

Eligible NPIA includes NPs, PAs 
and dentists. 
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NACRS Data Element Name NACRS Description Notes 
Non-Physician Initial 
Assessment Provider 
Service 

The specialty of the non-
physician provider who 
performed the initial 
assessment of the patient. 

A non-physician provider is 
defined by a Provider Service 
Number (data element 41). 

 

 

 
Main Intervention 
Hospitals can also submit Main Intervention data elements. The completion of these fields is 
optional in Level 1 but mandatory in Level 3 for Ontario Hospitals. 

NACRS Data Element Name NACRS Description 

Main Intervention Main Intervention is the one intervention considered by the 
health care provider(s) to be the most clinically significant for 
the improvement of health, alteration or diagnosis of the 
course of a disease (health condition) to promote wellness. 

Note 

The intervention is captured in a CCI code that describes the service (procedure/intervention) 
performed for or on behalf of a patient. 

 

Clinical Decision Unit (CDU) 
The CDU Program serves an important role in enabling Ontario hospitals to manage a hospital-
specific subset of ED patients. The CDU is an area or section to which emergency department 
patients may be formally assigned following their initial ED assessment and care. The purpose 
of clinical decision units is to provide facilities for short term (<24 hours) monitoring, 
investigation and treatment to support disposition decisions. 

Please refer to the CDU Manual for further information. 

NACRS Data Element Name NACRS Description 

Clinical Decision Unit Flag Indicates if the patient was placed in a clinical decision unit 
during their emergency visit. 

The initiation of medical directives, the review of ECG’s, X-rays or blood work and 
telephone consultations with the ED physician do not constitute as initial assessment 
and must not be documented in those fields. 
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NACRS Data Element Name NACRS Description 

Clinical Decision Unit  
Date In and Time In 

Date and time when the patient arrived in the clinical decision 
unit. 

Disposition Date and Time Date and time when a decision is made by a service provider 
about the patient’s disposition. 

Clinical Decision Unit Date 
Out and Time Out 

 

Date and time when the patient leaves the CDU.   

Only use when Disposition Date and Time is unknown (9999) or 
blank 

Note 

The best available marker for the Disposition Date and Time is typically the date and time 
when the service provider issues the disposition order or request. 

 

Visit Disposition and Patient Left ED 
Disposition refers to a point at which a physician or consultant makes a decision about what 
treatment the patient should receive, or whether to admit or discharge a patient. The last step 
of the patient journey refers to the point at which the patient leaves the ED (admission, 
discharge or transfer to another facility). 

NACRS Data Element Name NACRS Description 
Visit Disposition  Patient’s type of separation from the ambulatory care service 

after registration.  

Disposition Date and Time  Date and time when a decision is made by a service provider 
about the patient’s disposition. 

Date and Time Patient Left 
ED  

Date and time the patient physically leaves the ED and does 
not return during that encounter. 

Note 
The best available marker for the Disposition Date and Time is typically the date and time 
when the service provider issues the disposition order or request. 
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Appendix C: P4R KPI Descriptions and 
Methodology 
There are six KPIs used to measure ED performance in the P4R Program (see Figure 11): 

• Ambulance Offload Time (AOT) 
• Time to Physician Initial Assessment (PIA) 
• Time to Inpatient Bed (IPB) 
• ED Length of Stay (LOS) for admitted patients 
• ED LOS for non-admitted, high-acuity patients 
• ED LOS for non-admitted, low-acuity patients 

The sections below provide the indicator descriptions, their calculation using specific NACRS 
data elements and any additional guidance and clarification on their clinical application and 
interpretation.   

Figure 11.  P4R KPIs in Relations to Points in Patient Journey Through the ED 
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Ambulance Offload Time (AOT) 
Indicator Description: Total time elapsed from ambulance arrival to transfer of care process 
(for all patients arriving via ambulance). 

 

NACRS Data Element Name NACRS Description Note 
Ambulance Arrival Date and 
Time 

The date and time when 
the 
ambulance/Emergency 
Medical Services (EMS) 
pulls into the hospital 
driveway and arrives at 
the hospital.  

If arrival is by air ambulance (for 
sites with a helipad), it is the date 
and time when the aircraft lands 
on the facility’s helipad. 

Ambulance Transfer of Care 
Process Date and Time 

Date and time when the 
ambulance personnel 
turn over care of the 
patient to the 
ED/hospital staff and no 
longer have 
responsibility for the 
patient.  

The transfer of care process can 
occur when the patient is 
transferred to an ED stretcher, 
bed, chair, or any other area in 
the ED, with the consent of the ED 
staff or when care of the patient 
has been assumed by other 
ambulatory care staff (for 
example, day surgery or clinic). 

Additional Guidance and Clarification 
To ensure the AOT process is measured and documented accurately and consistently 
hospitals should: 

• Assess ED operations, develop standard operating procedures, in collaboration with local 
paramedic services, and provide standardized messaging and communication to all staff  

Collaboratively review EMS data related to AOT performance and establish structures, 
whereby both hospital and EMS leadership regularly review processes to ensure consistent 
clinical processes and accurate data collection.  

 

  

AOT formula using NACRS data elements:  
AOT = (Ambulance TOC Process Date and Time) - (Ambulance Arrival Date and 
Time) 
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Time to Physician Initial Assessment (PIA) 
Indicator Description: Total time elapsed from triage or registration (whichever is earlier) to 
physician or non-physician initial assessment (whichever is earlier) for all patients. 

 

 

NACRS Data Element Name NACRS Description Note 

Triage Date and Time Date and time when 
the patient is triaged 
in the ED. 

As per hospital process 

Registration Date and Time Date and Time when the 
patient is officially 
registered for emergency 
or ambulatory care 
services. 

As per hospital process 

Date and Time of Physician 
Initial Assessment 

Date and time when 
patient was first assessed 
by a physician in the ED. 

In Ontario, an assessment must 
be a direct, face-to-face 
encounter between the provider 
and patient or significant other 
acting on behalf of the patient 
resulting in a provider-patient 
relationship with its attendant 
obligations and implications.  

Date and Time of Non-
Physician 
Initial Assessment 

Date and time when a 
patient is first assessed or 
evaluated by a non-
physician provider. 

For the purposes of the PIA 
indicator, only the following NPIA 
service types are used: nurse 
practitioners, dentists and 
physician assistants. 

Time to PIA formula using NACRS data elements:  
 
Time to PIA = (PIA Date and Time) - (Triage/Registration Date and Time)  

or  
(NPIA Date and Time) - (Triage/Registration Date and Time) 

Whichever 
is earlier is 
used 

As of April 2010, a blended methodology is used to determine Time to PIA. 
Specifically, Time to PIA can be determine using initial assessment by a physician or 
by a non-physician health care provider—nurse practitioners, physician assistants or 
dentists (whichever is earlier). The latter is referred to as Time to Non-Physician 
Initial Assessment (NPIA). 
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Additional Guidance and Clarification 
The initiation of medical directives, the review of ECG’s, X-rays or blood work, and telephone 
consultations with the ED physician or non-physician provider do not constitute “initial 
assessment”. 

In March 2023, the following was clarified regarding Physician at Triage model of care:  

• If a physician is performing triage alone and did not completing an initial assessment, this 
does not count as PIA, and as a result, a PIA should not be flagged as completed/ 
triggered. A physician should not trigger a PIA and document an assessment, unless they 
met the standard of care in doing so.  

 

Time to Inpatient Bed (IPB) 
Indicator Description: Total time elapsed from disposition decision to patient left ED (for 
admitted patients only). 

 

NACRS Data Element Name NACRS Description Note 
Disposition Date and Time Date and time the 

decision was 
made about the 
patient’s disposition 

The date and time the main service 
provider (Physician, Nurse 
Practitioner) makes the decision 
about the patient’s disposition. The 
best available marker for the 
Disposition Date is the date when 
the service provider issues the 
disposition order or request 
(admission or discharge order). It is 
the end point for an ED visit. 

Time to IPB formula using NACRS data elements:  
 
Time to IPB = (Date and Time Patient Left ED) - (Disposition Date and Time) 
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NACRS Data Element Name NACRS Description Note 
Date and Time Patient Left 
ED 

Date and time the 
patient physically leaves 
the ED 

For admitted patients, this is the 
time of transfer to an inpatient bed, 
when the patient physically leaves 
the ED.  

If patient is going to the operating 
room (OR) first for an inpatient 
surgical procedure, the documented 
time when the patient went to the 
OR (Time to OR) should be used as 
the Time Patient Left ED. 

 

ED Length of Stay (LOS) 

 

Indicator Description: Total time elapsed from triage or registration (whichever is earlier) to 
patient left ED. 

This indicator is calculated for three patient populations: 

• Admitted patients 
• Non-admitted, high-acuity patients (i.e., CTAS 1-3) 
• Non-admitted, low-acuity patients (i.e., CTAS 4-5) 

 

NACRS Data Element NACRS Description 
Triage Date and Time Date and time when the patient is triaged in the ED. 

Registration Date and Time Date and time when the patient is officially registered for 
emergency or ambulatory care services. 

Date and Time Patient Left ED Date and time the patient physically leaves the ED and does 
not return during that encounter. 

  

ED LOS formula using NACRS data elements:  
 
ED LOS = (Date and Time Patient Left ED) - (Triage/Registration Date and Time) 

For hospitals with a CDU, see next section for ED LOS calculation for patients 
assigned to CDU. 
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ED LOS with CDU Status 

 

 

 

 

CDU LOS formula using NACRS data elements:  
 
CDU LOS = Disposition Date and Time - Clinical Decision Unit Date In and Time In 
 
ED LOS formula (for those with CDU status) using NACRS data elements:  
 
ED LOS = [(Date and Time Patient Left ED) - (Triage/Registration Date and Time)] - 

CDU LOS 

A CDU is a care pathway in which patients in the ED may be formally assigned 
following their initial assessment and care. Specifically: 
• It should be used for patients in the ED who require additional short-term (i.e., 

less than 24 hours) observation, investigation, consultation and/or treatment to 
support a disposition decision and avoid hospital admission.  

• A CDU can be a physical space (e.g., separate area in the ED) or a virtual 
assignment (e.g., CDU status for a patient in the ED on the medical chart).  

Currently only large volume sites operate CDUs within the P4R Program. Refer to 
the CDU Manual for more details. 
 

The CDU Length of Stay (LOS) is a subsection of the total ED LOS. When an eligible 
patient (at an approved CDU Site) is assigned to a CDU, their time spent in the CDU 
(or CDU LOS) is excluded from their total ED LOS calculation. 
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NACRS Data Element Name NACRS Description Note 
Clinical Decision Unit  
Date In and Time In 

Date and time when the 
patient arrived in the 
clinical decision unit.  

 

Disposition Date and Time Date and time the 
decision was made about 
the patient’s disposition 

The date and time the main 
service provider (physician, 
nurse practitioner) makes the 
decision about the patient’s 
disposition.  
 
The best available marker for 
the Disposition Date is the date 
when the service provider issues 
the disposition order or request 
(admission or discharge order). 
It is the end point for an ED visit. 

Additional Guidance and Clarification 
For admitted patients: The time interval between disposition decision and when the patient 
leaves the ED is used to calculate another P4R KPI, Time to Inpatient Bed (IPB). That interval 
is not included in the CDU LOS calculation. 
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Appendix D: Funding Methodology 
Variable P4R Funding Calculation 
The P4R methodology evaluates performance based on overall performance and 

sustained improvement over time for Large-Volume Program. Additionally, P4R rewards 
performance and improvement in Large-Volume hospitals using an overall volume-adjustment 
factor (see Figure 12Figure 12. ). Funding is based on each hospital’s funding score relative to all 
other hospitals in the Large-Volume Program. Six indicators are used to assess performance 
(see Figure 13).  

Figure 12.  P4R Assessment Overview 

 

 

Figure 13.  P4R Funding Methodology Indicators 

 

While the ministry supports the exploration of virtual care as a novel opportunity in 
the provision of emergency/urgent care services (and wishes to capture that data), 
virtual visits will be excluded from ED patient volumes at this time for the purposes 
of public reporting, P4R performance and other funding formulas that include ED 
patient volume within their funding methodology. 
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Funding Methodology for Large-Volume Program 
Funding is determined using the following methodology (Table 8). 

Table 8.  P4R Funding Methodology 

Step P4R Funding Methodology Indicators (#1 to #5) Ambulance Offload Time (AOT) Indicator 

1: Current Score The performance period, December 1-November 
30, is used to measure P4R-participating hospitals’ 
performance for the first five P4R indicators (see 
Section 6.2) for each funding year. Each hospital is 
ranked per indicator and assigned a score of 1-76 
(with the #1 ranked site for that indicator receiving 
a score of 76 and the #76 ranked site for that 
indicator receiving a score of 1). 

The performance period, December 1-November 
30, is used to measure performance for each of 
the 76 participating hospitals for each funding 
year. Each site is ranked based on their AOT at the 
90th percentile and assigned a score of 1-76 (with 
the #1 ranked site receiving a score of 76, and the 
#76 ranked site receiving a score of 1).  

Note: Current performance is weighted at a full 
100%. An improvement-over-time adjustment is 
not used to determine funding for the AOT 
indicator. 

2: Improvement Score For the first five indicators, the average monthly 
difference in performance for each P4R-
participating hospital since April 2016 is measured 
against that site’s baseline FY 2015/16 
performance data. If a hospital joined the P4R 
Program subsequent to FY 2015/16, their baseline 
performance will be derived from the December-
November performance data collected prior to that 
site’s first P4R funding period. The same ranking 
and scoring process is followed as noted in Step (1), 
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Step P4R Funding Methodology Indicators (#1 to #5) Ambulance Offload Time (AOT) Indicator 

resulting in an “improvement over time” score for 
each site. 

3: Weighted Score For each of the first five indicators, the current 
score is multiplied by 70% and the improvement 
score is multiplied by 30%. 

 

4: Volume Adjustment The patient volumes for each of the first five 
indicators are used to determine each hospital’s 
share of the total provincial ED patient volume for 
the indicator (i.e., the volume distribution per site). 
A volume-adjustment factor of 100 is then applied 
to the volume distribution for each of the five 
indicators, which is multiplied by the weighted 
scores for each indicator from Step (3) to give a 
volume-adjusted score for each site. 

Each hospital’s share of the total provincial 
ambulance volume is calculated to give the 
volume distribution per site. A volume-
adjustment factor of 100 is then applied to the 
hospital’s ambulance volume distribution which is 
multiplied by the current AOT score from Step (5) 
to give a volume-adjusted score for each hospital. 

Note: Patients arriving via ambulance are counted 
in both the ambulance volumes and the 
associated ED volumes in Step (4). 

5: Total Volume-
Adjusted Score for all 
6 indicators 

After volume-adjustment factors from Step (4) have been applied for the first five P4R indicators and 
AOT, they are combined to determine each hospital’s final volume-adjusted score and P4R funding rank. 

6: Variable Funding 
Calculation 

The volume-adjusted scores for all hospitals are combined to form a provincial sum. The total variable 
P4R budget is divided by the provincial sum to calculate a dollar amount per point of each hospital’s 
final volume-adjusted score. Each hospital’s score is multiplied by this per-point dollar amount to 
determine their earned share of the overall variable P4R budget. 
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Step P4R Funding Methodology Indicators (#1 to #5) Ambulance Offload Time (AOT) Indicator 

Final Funding 
Calculation  

The final funding value is the sum of fixed funding and the calculated earned share of the total variable 
P4R budget from Step (6). 

 

 

 

“Improvement over time” is not included as part of the funding methodology for the AOT indicator, as the indicator was 
introduced at a different point in time relative to the five original P4R indicators. 
P4R funding formula only compares hospitals by performance and volume, not by type of hospital. 

Volume adjustments are made in an effort to align strategy costs with impact on patient flow.  
For example, the costs associated with initiatives to improve flow in a 35,000 visit/year ED (e.g., implementing one new 
Flow Navigator) are likely smaller than those associated with initiatives to improve flow in a 100,000 visit/year ED (e.g., it 
may require three new Flow Navigators to decrease ED LOS).  
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Detailed Methodology for Variable Funding 
First 5 Indicators 

CURRENT SCORE 

The current score ranks the best performing hospital compared to other participating hospitals 
in the Program based on the NACRS data for the P4R performance assessment period 
(December 1–November 30). Each site is ranked for each of the indicators and assigned a score 
of 1-76 (with the #1 ranked site for each indicator receiving a score of 76, and the #76 ranked 
site receiving a score of 1). The scores for the first five indicators are then combined to 
determine a current score for each site. 

 

IMPROVEMENT OVER TIME 

The Improvement-Over-Time score rewards improvement in performance compared to the 
hospital's own performance in the baseline year of FY 2015/16. Improvement-Over-Time score 
is determined by taking the average monthly improvement over the hospital’s own baseline 
performance for all the months since April 2015 to November of the current performance 
period. Each hospital is then given a score based on how they rank for each indicator relative to 
all other sites in the Program.  

As some of the underlying factors evolve with time, the Program periodically adjust the 
baseline year. The Improvement-Over-Time score also tends to dampen the funding impact of 
short-terms swings in performance and rewards sustained improvements or their converse. 
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WEIGHTED SCORE 

For each of the first five indicators, the current score is multiplied by 70%, and the 
Improvement-Over-Time score is multiplied by 30%. 

VOLUME ADJUSTMENT  

The volume adjustment is included to recognize that higher volume EDs may require more 
resources to achieve performance improvement. The first five indicators are associated with 
specific patient cohorts (i.e., admitted, non-admitted, etc.). Each indicator’s score is individually 
adjusted for the proportion of the hospital’s share of the total provincial ED volume for the 
associated patient cohort. For example, ED LOS for admitted patients and Time to Inpatient Bed 
indicators are both adjusted individually for the hospital’s volume contribution to the total 
provincial admitted ED volume. This volume adjustment reflects the hospital’s impact to the 
provincial performance. Each indicator’s weighted score, as described in the above section, is 
multiplied by the hospital’s share of the provincial visits for the associated patient cohort and a 
volume-adjustment factor of 100. 

Volume-Adjusted Score = Weighted Score x (Site’s Share of Provincial Visits) x 100 

 

 
Table 9.  P4R Indicators Grouped by Patient Cohort 

P4R Indicator Patient Cohort 
• 90th percentile ED LOS for admitted patients  
• 90th percentile Time to Inpatient Bed 

Admitted ED patients 

• 90th percentile ED LOS for non-admitted, high acuity 
patients 

Non-admitted high-acuity ED 
patients 

• 90th percentile ED LOS for non-admitted, low acuity 
patients 

Non-admitted low-acuity ED 
patients 

• 90th percentile Time to Physician Initial Assessment All ED patients 

 

  

To place more emphasis on ED inpatient indicators, the LOS for admitted patients 
and Time to Inpatient Bed indicators have been grouped together by patient cohort 
(see Table 9) for the volume distribution calculation. 
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Ambulance Offload Time (AOT) Indicator 

CURRENT SCORE 

Current score is determined using the NACRS data for the P4R performance period (December 
1–November 30). Each site is ranked based on their 90th percentile AOT and is assigned a score 
of 1-76 (with the #1 ranked site for the AOT indicator receiving a score of 76, and the #76 
ranked site receiving a score of 1). 

 

AMBULANCE VOLUME-ADJUSTMENT FACTOR 

The volume adjustment reflects the hospital’s impact to the provincial AOT performance. Each 
hospital’s current AOT score, as described in the above section, is multiplied by the hospital’s 
share of the provincial ambulance volume and a volume-adjustment factor of 100. 

Combined 6 Indicators 

TOTAL VOLUME-ADJUSTED SCORE FOR ALL 6 INDICATORS 

After the respective volume-adjustment factors have been applied for the first five P4R 
indicators and AOT, they are combined to determine each hospital’s final volume-adjusted 
score and P4R funding rank. 

Current AOT performance is weighted at 100%. Improvement Over Time is not used 
to determine funding for AOT. 
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FUNDING CALCULATION 

The volume-adjusted scores across all P4R sites are combined to form a provincial sum (see Figure 14). The provincial P4R funding 
allocation for the year will be divided by the provincial sum to calculate a dollar amount ‘per point’ for each hospital’s final adjusted 
score. The ‘per point’ dollar amount is multiplied by each hospital’s score to determine individual hospital’s final dollar amount from 
the provincial P4R funding allocation. This competitive approach to funding allocation is used to ensure the full budgeted amount is 
allocated to hospitals each year to maximize benefit from the Program’s investments. 

Figure 14.  Detailed P4R Methodology Process Flow
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Appendix E: Data Quality and Compliance  
Compliance and data quality is a shared responsibility between P4R hospitals and Ontario Health. 
Ontario Health reviews and analyzes the feedback provided by hospitals and assigns compliance 
designations. The compliance process is designed to allow hospitals to proactively manage 
submissions and operational performance. Ontario Health is available to help hospitals identify issues 
and develop a resolution plan based on best practices and lessons learned from other hospitals. 

Monitoring Data Quality 
Ontario Health monitors ED data quality through four dimensions (see Figure 15). Data is evaluated 
monthly to ensure that it is usable for its intended purposes of planning and decision making for all 
Program partners.  

Figure 15.  Data Quality Matrix 

 
Ontario Health’s Data Quality Team generates an ED Data Quality Report monthly, which includes the 
following indicators: 

• 18 compliance indicators that measures a hospital’s ability to meet data submission 
requirements, including completeness and variation in performance and volumes, compared to 
historical data 

• 12 data usability indicators to measure the number of records usable based on the submitted 
data to calculate KPIs 

• 11 information indicators to gain additional insights on data trends and variation such as 
defaulting values and demographic data 

Data Quality Designations 
The Data Quality team is also responsible for informing the accuracy and usability of data. Using a 
combination of the 12 usability indicators and feedback received from hospitals, the Data Quality 
team determines whether a hospital’s data is suppressed from all reporting on a month-to-month 
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basis (see Table 10). Depending on the data quality issues identified and the severity, the following 
scenarios could occur: 

• All data is reported, accompanied by a Data Quality note explaining the specific data issue. This 
data should be interpreted with caution. 

• Data is suppressed. Data is only reported where usable for a specific site (with a Data Quality 
note) and otherwise suppressed with a Reporting Issue (RI) designation. 

• No data is usable for a specific site. All data is suppressed, and an “RI” designation is applied for all 
indicators. 

 
 
Table 10.  Data Quality Designation Definitions 

Data Quality Designation Definition 
Reporting Issue (RI) Hospital did not meet the data quality requirements for 

reporting purposes and/or did not participate in the 
compliance process 

Not Required to Report (NS) Not required to report or no service offered 

No Volume (NV) Hospital did not perform this service or did not have any ED 
visits during the reporting period 

Low Volume (LV) Volume of cases reported is too low for reporting 

 

  

Data Quality team will make every effort to work with hospitals to resolve any data 
quality issues and ensure data is reportable. Data suppression is evaluated on a 
case-by-case basis. 
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Monitoring Compliance 
Ontario Health conducts monthly compliance processes to: 

• Support hospitals in meeting the ED operational requirements for data submission and data 
quality 

• Mitigate ED data collection issues 
• Maintain and improve data quality 
• Provide hospitals with an understanding of their operational performance 

When the ED Data Quality Report identifies potential issues in a hospital’s data based on the 
compliance indicators, Ontario Health’s Compliance Team follows up with the hospitals accordingly to 
identify if the data is suitable for reporting (see Table 11). 

Hospitals are asked to submit their feedback monthly and action plans (when required) using the 
Interim/Final Compliance Report and Feedback Tool for any indicators flagged for potential non-
compliance. After the feedback deadline has passed and feedback is reviewed, the final compliance 
designations are published monthly on the ED Compliance Designation Report. 

For each compliance indicator, a hospital will be designated compliant if the submission requirement 
has been achieved. A hospital will be designated non-compliant if the submission requirement has not 
been met and/or the data has been confirmed inaccurate. 

 
 
Table 11.  List of Compliance Indicators 

Dimension Indicator 
Comprehensiveness • Percent variance in ED Level 1 reported volumes compared against ED 

Level 3 reported volumes in the same month of the previous fiscal 
year 

• Percent variance in ED Level 1 reported ambulance volumes compared 
against ED Level 3 reported ambulance volumes in the same month of 
the previous fiscal year 

Facilities have until the end of the 15th business day of each month to submit their 
feedback. 
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Dimension Indicator 
Completeness • Percent of records with complete Ambulance Arrival date and time 

• Percent of records with complete Ambulance Transfer of Care Process 
date and time 

• Percent of records with complete Triage date and time 
• Percent of records with complete Triage Level 
• Percent of records with complete PIA or NPIA date and time 
• Percent of records with complete Disposition date and time 
• Percent of records with complete Patient Left ED date and time 

Accuracy • 90th percentile ED LOS for admitted patients compared to historical 
performance 

• 90th percentile ED LOS for non-admitted complex patients compared 
to historical performance 

• 90th percentile ED LOS for non-admitted minor patients compared to 
historical performance 

• 90th percentile Time to Inpatient Bed compared to historical 
performance 

• 90th percentile Time to PIA compared to historical performance 
• 90th percentile AOT compared to historical performance 

Consistency • In one or more months of the open fiscal year, ED volumes for the 
most recently submitted data have changed by 5% or more compared 
to the initial volumes submitted by the 10th business day 

 

Critical Communication Pathway 
The Critical Communication Pathway may be initiated to ensure senior leadership awareness for 
major data quality issues or to obtain support when data quality issues are not resolved in a timely 
manner. Ontario Health may be required to proceed along the pathway when the hospital is not 
engaged or there is limited activity toward resolving the issue (see Figure 16). Data quality issues are 
typically classified as either critical issues that impact reportability or non-critical issues. 
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Figure 16.  Critical Communication Pathway 

 

A facility’s Chief Information Officer (CIO) is notified at the onset of a critical issue that the data will be 
suppressed and unavailable for both public and performance reporting. Ontario Health will continue 
to work with the Facility Coordinator to resolve the issue. The CIO is informed again after three 
months if the issue is ongoing and has not been resolved. The CIO is further engaged if the issue 
persists with no action plan provided. If there is still no traction on the issue, the hospital’s Chief 
Executive Officer may be engaged and subsequently the Board Chair.  

The Critical Communication Pathway combined with the robust data quality framework ensures that 
the highest level of data quality is available for funding, performance and public reporting purposes. 

Refreshed Historical Data 
The historical months in the open fiscal year are refreshed in Ontario Health reports with the most 
recent data available in NACRS. Refreshed data will include all data corrections submitted by sites to 
CIHI each month (see Figure 17). Hospitals can submit Level 3 data for any month within the fiscal 
year up until May 31 following that fiscal year. 

 
The public wait times website is not refreshed with Level 3 submissions. 
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Figure 17.  Refreshed Historic Data Process 

 

While the performance reports containing historical data are refreshed using NACRS Level 3, it is 
crucial that hospitals strive for the highest data quality in their Level 1 submissions by the ED NACRS 
deadlines, as mandated by the ministry. Level 1 data in these reports are used to evaluate the impact 
of investments and support ongoing decision-making for health care organizations across Ontario.  

 

 

Common Compliance Questions 
Why is there an Interim Compliance Report (ICR) and Final Compliance Report (FCR)? 

There are two submission monthly deadlines for ED Level 1 data: the interim deadline on the 3rd 
business day, and the final deadline on the 10th business day. The ICR is released by the end of the 6th 
business day. It provides hospitals an opportunity to review and address potential compliance issues 
prior to the final submission deadline (10th business day). The FCR is released by the end of the 14th 
business day. The FCR offers a final opportunity to review potential compliance issues and provide 
feedback. 

Why do we only have one business day to provide feedback to the Final Compliance Report (FCR)? 

The FCR is released by the end of the 14th business day, and feedback is due by 5pm on the 15th 
business day. The reason for this short turnaround is that the feedback is needed to understand 
potential issues with the data prior to creating performance reports and public reporting. For this 
reason, we highly recommend that hospitals submit interim data by the 3rd business day and review 
the Interim Compliance Report (ICR) if flagged for potential non-compliance. The ICR provides 
hospitals with an opportunity to investigate potential issues prior to the FCR. 

If our facility submits a weekly opioid overdose file to CIHI as a Level 3, will we still be able to submit 
Level 1 files? 

Hospitals that opt to submit only Level 3 data must still meet Level 1 timelines to 
ensure high-quality performance monitoring and reporting. 
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If your hospital submits a Level 3 file, an archiving process for Level 1 files will be initiated at CIHI. CIHI 
will no longer accept a Level 1 file for that month. For hospitals that have multiple sites, this process is 
site specific. It is important that your hospital put in place safeguards to prevent the accidental 
submission of a Level 3 file
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Hospital Tools & Resources 
Foundational Theme Strategies 
ED UNIT-BASED COUNCIL TERMS OF REFERENCE 
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COMMITTEE IDEAS FOR IMPROVING FLOW AND DECREASING LWBS – PETERBOROUGH REGIONAL 
HEALTH CENTRE 
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PATIENT ACCESS AND FLOW IMPROVEMENT PROJECT – BRIGHTSHORES HEALTH SYSTEM 
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PROCESS MAPPING PROJECT – ROSS MEMORIAL HOSPITAL 
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Ambulance Arrival & Offload 
EMS OFFLOAD NURSE ROLE DESCRIPTION – SINAI HEALTH 
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AMBULANCE OFFLOAD NURSE POLICY – PETERBOROUGH REGIONAL HEALTH CENTRE 
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PARAMEDIC TRIAGE NURSE – LAKERIDGE HEALTH 
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ED FLOW AND OFFLOAD PLAYBOOK – PETERBOROUGH REGIONAL HEALTH CENTRE 

ED Flow and Offload Playbook 
1 - Charge Nurse Expectations 

• Charge Nurse Duties/Expectations document (attached) 
2 – Ambulance Offload Nurse Role/Expectations/Support Plan 

• ED Policy #1.A.9 (draft phase currently - attached) 
• ED Offload Expectations (draft currently - attached) 

3 – Criteria for Offload Hallway (AONH) Patients 
• Any patient who arrives via EMS who is not a CTAS 1/2 or does not meet Fit2Sit criteria 
• Clinically stable patients arriving with EMS on cardiac monitors can be reviewed with the 

charge doc to clarify if the monitor can be removed while they wait for a spot in the 
department. 

• Admitted patients waiting for inpatient pick up who have been pulled out to create capacity 
for EMS in Yellow/Orange  

• Patients pulled out of Red Zone post sedation/observation not requiring cardiac monitoring to 
create capacity in Red 

• If patient needs are higher than the Offload Nurse is able to provide (i.e. toileting, medical 
directives, etc.) the Offload Nurse can request support from the CN, R/O float RN, 
Float/Resource RNs and/or assign a float RN/RPN to the AONH patients as needed.  

4 – Offload Delay Criteria and Escalation Pathway 
• PRHC Goal for AOT is Less Than 30 minutes for all EMS patients 

o At 30 minutes the CN must have a plan in place for where the patient is to go.  
• Default is Offload NOT Delay 
• Considerations for offload delay include: 

o Unstable patient requiring Red or Orange monitoring and no spots currently available – 
the Offload Nurse and CN will be directly communicating with the Charge Doc to 
develop a plan to downgrade a patient in one of these areas to make room as soon as 
possible (i.e. have Red and Orange flex beds/code beds available at all times). 

o All 4 AONH beds are occupied by patients and the current EMS patient is clinically 
deemed inappropriate to be removed from EMS stretcher (i.e. monitoring, non-
ambulatory, medically unstable and waiting for Red/Orange bed). All efforts will be 
made between Offload Nurse, CN and Charge Doc to make appropriate moves to 
create capacity for this patient as soon as possible.  

o AONH patients and Delay patients will be continuously reassessed for who would be 
most appropriate to move into a zone first. These patients will also be placed in queue 
according to CTAS scores with patients in the Main Waiting Area. If patients in the 
AONH stabilize while waiting, they can be reassessed for BZ or Fit2Sit criteria to 
encourage pulling patients from Offload Delay. 

o There always needs to be a plan in place for fast accommodation of unstable patients 
in the department.  

5 – Orange Zone Decanting Pathway i.e. OZ Flex Bed using YZ monitors for stable patients 
• The CN and Charge Doc will discuss several times/shift the best plan for decanting OZ of up to 

2 stable patients who are hospitalist admits and/or tele admits who can be supported in the YZ 
by an ACLS/CC1 RN on a monitor. Break coverage for the YZ monitored patients will have to be 
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planned for with an ACLS/CC1 RN who can safely manage this type of patient (R/O float, 
Float/Resource RN, Clinical Mentor, Modified staff).  

• The idea will be to always maintain capacity in the OZ similar to how we reserve a RZ bed for a 
Code/Trauma. OZ and YZ are the most highly sought after spaces for patients arriving via EMS. 
Patients waiting for OZ are at a much higher risk of deterioration than the patients who have 
been admitted and are waiting for inpatient beds in the OZ. Every effort will be made to 
maintain capacity and create plans to ensure that patients are not waiting longer than 30 
minutes for an OZ spot.  
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TOOLKIT FOR HOSPITALS AND PARAMEDIC SERVICES TO SUPPORT OPTIMIZING AMBULANCE 
OFFLOAD IN TORONTO – TORONTO REGION HOSPITALS AND TORONTO PARAMEDIC SERVICES 
WORKING GROUP 
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USING EHR FLAGS TO IDENTIFY AMBULANCE OFFLOAD DELAYS – LAKERIDGE HEALTH  

As per Lakeridge Health, Epic sites can utilize their ED tracker to create a customized EMS offload 
Delay waiting room tracker. This captures the TT (total time) used as a trigger to offload before the 30 
min target is reached. 
 
A screenshot of this customized “waiting room” (EMS offload delay) tracker is below: 
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AMBULANCE HOLD ESCALATION PROCESS – LONDON HEALTH SCIENCES CENTRE 
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OFFLOAD DELAY ESCALATION PATHWAY – PETERBOROUGH REGIONAL HEALTH CENTRE 
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FIT-2-SIT CRITERIA – PETERBOROUGH REGIONAL HEALTH CENTRE 
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Triage & Registration 
PATIENT ARRIVAL PATTERN HEAT MAP – OAK VALLEY HEALTH UXBRIDGE 
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PATIENT ALLOCATION NURSE – JOSEPH BRANT HOSPITAL 
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PRE-TRIAGE – PETERBOROUGH REGIONAL HEALTH CENTRE 

WHAT IS PRE-TRIAGE? 
Pre-triage is the ability to simultaneously (and rapidly) collect patient presenting complaints, health 
card number and determine who needs to be subsequently triaged next. It takes us away from a more 
first-come-first-seen model. When long lines form prior to triage, it is an effective method to 
determine who is going to be triaged next, determine more accurate arrival times, provide the identity 
of who is in the waiting room and mitigate some risk around patients who leave before being triaged. 
WHY ARE WE REINTRODUCING THIS PROCESS? 

• Pre-triage times have reached an all time high along with our LWBS times being consistently 
>10% 

• The risk of having patients in our department for unknown reasons is decreased when we can 
collect a chief complaint and interact with patients soon after they arrive 

• We have secured funding for an 11-19 nursing shift through P4R dollars and are committed to 
using this resource to increase safety and decrease risk in the department 

• As the ramp-down of Pandemic Support continues, the screeners (pandemic support workers) 
will no longer be present at the Emergency Department entrance. We are working with 
volunteer services to advocate for assistance in the WR with visitors/etc. but initially will lean 
on WR staff (clerks/nurses/pre-triage RN) to identify how much non-clinical work is present in 
the WR.  

• This is an expectation of the triage role and ultimately decreases overall risk to the nurses 
working at triage when all patients have chief complaints identified as soon as possible. We 
have spoken with the Risk department and can confirm that we are equally responsible for 
patients in our WR who both have and have not yet been triaged. Faster swipe times will 
eliminate the unknown and help us organize acuity for triage.  

WHY IT MATTERS 
STAFF AND PATIENT SAFETY: 

• We have identified serious safety concerns with non-clinical people being in the screening role 
– potentially giving people the wrong information, being told more health information about 
people than they necessarily should have been privy to, ‘clinically’ prioritizing who goes to see 
triage next. The screeners’ role evolved to be much more than they were hired and trained 
for, which was solely screening people for COVID-19 symptoms. They were initially funded 
from the province that funding ended in July and again its sole purpose was COVID-19 
management, not WR management as it evolved into. 

• Pre-Triage RN or RPN can visually see all patients walking in and seated in the main waiting 
room 

• Rapid collection of health card numbers lets us know who is in the waiting room and also 
decreases time required with the triage nurse 

• Collection of chief complaint and “first-look” lets the pre-triage nurse identify who needs to be 
triaged next as opposed to first come first seen 

MORE EFFICIENT WORKFLOWS: 
• Minimize disruptions to the Triage Nurses work 
• complete initial IPAC screening so Triage doesn’t have to 
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• Opportunity to provide re-assessment to patients sent back to the waiting room 

WHO WILL BE TRAINED IN THIS ROLE? 
• All RN’s and RPN’s will be able to work in the pre-triage role and will be trained in the role and 

supported by Tammy during the initial roll out and evaluation of the role 
• This may turn into an expression of interest similar to float/resource where we will rotate staff 

through this role schedule by schedule.  

HOW ARE WE MEASURING EFFECTIVENESS? 
• Tracking average wait times to triage for 1100-1900 
• Capturing real-time collection of patient arrivals 
• Decreasing LWBS/LWBT % 
• # of waiting-room re-assessments 
• Triage times 
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REGISTERED RESPIRATORY THERAPISTS: MEDICAL DIRECTIVE AND DELEGATION IN THE ED – OAK 
VALLEY HEALTH UXBRIDGE 
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RRT Scope of Practice for Uxbridge ED Tasks  

With the creation of the RRT role in the Uxbridge ED, many questions have arisen about the types of 
assessments and interventions that RRTs can provide. Much of this decision-making is context specific 
and up to each individual RRT to determine using their clinical judgment. The RRT will consider their 
professional scope of practice (cardio-respiratory patients), personal scope of practice (presence of the 
knowledge, skill, and judgment to safely perform the task), and the patient’s presentation to determine 
if they are competent to perform an identified assessment or intervention.  
Despite this, there are some tasks that are currently not within the scope of the RRTs working in the 
Uxbridge ED. This is primarily due to lack of exposure and education for these specific tasks. The 
majority of these tasks are not traditionally performed by RRTs, as they are outside of the scope and 
controlled acts authorized for RRTs. As the role continues, and the expertise within the RRT team 
grows, there is opportunity for expansion of some of the tasks that RRTs can perform when supported 
with additional education.  
To support transparency and role clarity for all members of the Uxbridge ED team, the tasks in the 
table below are not currently within the professional or personal scope of practice for Uxbridge 
RRTs working in the ED.  

Identified Task/Skill  Rationale for NOT Including  
Dispensing Oral Medications 
on Discharge  

RRTs require a delegation to dispense medications, which is not 
currently in place.  
In addition, RRTs do not have baseline knowledge about non-
cardiorespiratory medications.  

Wound Care below the 
Dermis  

Performing a procedure below the dermis is a controlled act. If the 
patient is not a cardio-respiratory patient, RRTs require a 
delegation, which does not currently exist.  
**Note: Simple wound care and/or assisting with suturing or suture 
removal is not a controlled act and could be completed by the RRT if 
this task is within their personal scope of practice.  

BPMH  RRTs do not have baseline knowledge about non-cardiorespiratory 
medications.  

Applying Slings OR  
Fitting Air Casts, Splints, or 
Crutches  

RRTs do not have baseline knowledge about the musculoskeletal 
system, safe patient handling with or without weight bearing 
restrictions, or about how to apply and use slings, casts, splints, or 
crutches.  

Visual Acuity Testing  
Eye flushing  

RRTs do not have baseline knowledge about sensory systems, 
including the visual system.  
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RAPID ASSESSMENT OF PAEDIATRIC PATIENTS - SICKKIDS 

RAPP targets very low acuity patients who are unlikely to require any ED testing/consultations and are 
likely to be discharged home. A QR code is available for them to scan and answer questions to see if 
they qualify for being diverted away from the ED to a rapid access outpatient clinic. This is using a 
custom-built deterministic logic-based questionnaire that was created by SickKids (i.e. SickKids IP) and 
operationalized by Hero AI. Nurses at triage also have an ability to manually direct patients up to 
RAPP. Through the Hero AI app, nurses can open and close the clinic on demand or at set times. 
Patients access the form via a simple web-based interface that works on any mobile phone. 
Questionnaire takes less than 90 seconds to complete (typically 3-5 “yes/no” questions). We have 
been running this for a few years now safely and look to expand on it.  
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TRIAGE PROCESS IN THE EMERGENCY DEPARTMENT – LONDON HEALTH SCIENCES
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TRIAGE NURSE ROLES AND RESPONSIBILITIES – NORTH BAY REGIONAL HEALTH CENTRE 
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EMERGENCY DEPARTMENT PATIENT INFORMATION – NORTH YORK GENERAL HOSPITAL
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ONTARIO HEALTH, February 2026                                             210 

Physician Initial Assessment 
PHYSICIAN NAVIGATOR ROLES AND RESPONSIBILITIES – MOUNT SINAI 
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PROVIDER IN TRIAGE WORKFLOW – ERIE SHORES HEALTH CARE 
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TRIAGE ASSESSMENT TEAM – HAMILTON HEALTH SCIENCES 
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STANDARD WORK FOR INITIAL ASSESSMENT NURSE – HAMILTON HEALTH SCIENCES 
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STANDARD WORK FOR INITIAL ASSESSMENT PHYSICIAN – HAMILTON HEALTH SCIENCES 
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ED PHYSICIAN SCORECARD – HUMBER RIVER HEALTH  
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ED PHYSICIAN SCORECARD – THUNDER BAY REGIONAL HEALTH SCIENCES CENTRE 
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EMERGENCY PHYSICIAN SCHEDULE – NORTH YORK GENERAL HOSPITAL 
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EMERGENCY PHYSICIAN BACK UP CALL IN – JOSEPH BRANT HOSPITAL 
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Laboratory Testing, Diagnostic Imaging and Consulting Services 
MARKDALE LABORATORY GUIDE – BRIGHTSHORES HEALTH SYSTEM 
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INPATIENT AND EMERGENCY DEPARTMENT CONSULTATIONS – SICKKIDS 

 

 



 

 
ONTARIO HEALTH, February 2026                                             224 

 

 



 

 
ONTARIO HEALTH, February 2026                                             225 

 

 

 



 

 
ONTARIO HEALTH, February 2026                                             226 

 

 

 



 

 
ONTARIO HEALTH, February 2026                                             227 

 

 

 

 



 

 
ONTARIO HEALTH, February 2026                                             228 

 

 

 

 



 

 
ONTARIO HEALTH, February 2026                                             229 

 

 

 



 

 
ONTARIO HEALTH, February 2026                                             230 

 



 

 
ONTARIO HEALTH, February 2026                                             231 

STANDARD WORK: ACUTE MEDICINE AND ACADEMIC HOSPITALISTS – HAMILTON HEALTH SCIENCES 
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STANDARD WORK: MULTISPECIALTY SERVICE HOSPITALISTS – HAMILTON HEALTH SCIENCES 
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STANDARD WORK: NOCTURNIST – HAMILTON HEALTH SCIENCES 
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Time Spent in the ED 
EMERGENCY DEPARTMENT FAST TRACK AREA GUIDELINE – HUMBER RIVER HEALTH 
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EMERGENCY DEPARTMENT RAPID ASSESSMENT ZONE GUIDELINES – HUMBER RIVER HEALTH 
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ED AMBULATORY ZONE: STANDARD WORK – MACKENZIE HEALTH 

 

ED Ambulatory Zone Standard Work Secretary 
Ambulatory Secretary – Day and Night 

Standard Work 
Within the Assessment Area 

 Upon arrival, log into Epic and ensure all empty rooms are clean and ready for use 
 Check Assessment Room 8 for used scopes, if dirty call Service Assistant 

 In between patients, prepare the assessment room/stretchers 
 Check urine sample and dispose the ones of discharged patients (not if it has a barcode label on it) 
 Check tracking board to ensure patient has registered 
 Check reason for patient’s visit to determine if need to be placed in a specialized Assessment Room (ex. If they 

need Assessment Room 8) 
 Monitor the PIA time on the tracking board, if wait is more than two hours talk to the resource MD and MRN to 

activate escalation process 
 Place patient in a room according to time (unless if the triage nurse indicates to Bump the patient), and work in 

collaboration with the assessment Nurse 
 As the patient waits for Physician Assessment, in the Assessment Room or waiting area, visually monitor and 

update patients on their status 
 Escalate the patient to the Assessment Nurse if the patient’s condition appears to change 
 Be visible to the patient to answer any questions they may have 
 Expected time to see the physician 

When Patient Moves to Treatment Area 
 Ask patient to go to treatment and wait for nurse to call their name for treatment  
 If Xray ordered, patient may be directed to Xray waiting room and advised to return to treatment area 
 Move patient’s name on tracking board from assessment to treatment 
 Clean room after patient moves to Treatment, if it requires a deep clean call EVS 

Sending Patient to Diagnostic Imaging (Ultrasound or CT) 
 Diagnostic Imaging (DI) will contact Unit Secretary when they are ready for patient to be sent for imaging 
 Unit secretary will identify patient, and check with nurse that patient is ready to be sent 
 Unit secretary will confirm any pre imaging requirements, example, presence of IV, full bladder 

When Patient is Discharged 
 Unit secretaries will be responsible for printing AVS, and follow up appointment information if not completed by 

MD  
 Give AVS, prescription, and follow-up appointment information to the primary nurse, or assessment nurse if no 

nurse assigned, for discharge  
When Patient is for Re-Assessment  

 Place patient in re-assessment room based on length of stay, or MD request, once they have been marked for 
ready for re-assessment by nursing staff  

 Monitor the patient’s re-assessment waiting time on the tracking board, collaborate with MRN &MD if increasing 
number of patients waiting for re-assessment, or increasing length of stay times  

 After MD re-assesses the patient move the patient to the treatment area 
Transferring Patient to a Bed 

 For a Bed placement, collect information regarding patient status and bed requirements  
 Call MRN to advise/request a bed for admitted patients 

Patient status communication  
 Leave a note in the comments section on the tracking board when: Patient is sent to DI or MRN has been called to 

request a bed 
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TASK CHECKLIST: EMERGENCY DEPARTMENT RESOURCE PERSON/TEAM LEADER DUTIES – HUMBER 
RIVER HEALTH 
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TRIAGE/TEAM LEADER EMERGENCY DEPARTMENT COMPETENCIES – JOSEPH BRANT HOSPITAL 
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EMERGENCY DEPARTMENT CHARGE NURSE DUTIES – PETERBOROUGH REGIONAL HEALTH CENTRE 

ED Charge Nurse Duties/Expectations 
Days 
0700 

• get report on department, including scheduling breakdown for current and next shift. 
• During report consider 

o Who would be good for purple/offservice/hallway admits? 
o Who can come off isolation if swabs negative? 

• Communicate with pt flow about beds (2139) 
• Round on all zones and crews on offload with WOW for updates/concerns (continue to round 

on all zones throughout shift) 
• consider laying eyes on patients and/or introducing yourself to patients  
• check in with staff to see if any concerns about patients, questions about procedure/workload 
• Consider patients that can move to purple/hallway beds to create capacity in 

Red/Orange/Yellow 
0900 

• Emerg rounds at main desk (M-F) 
0930 

• bed meeting with all charge nurses and management (every day including weekends) 
Throughout the shift (1000-1700) 

• touch base with float nurses throughout the day to deploy them where needed most 
• Review staffing for next shift, request float staff or calls to be put out with LRA (x5062) 
• Communicate with Patient Flow (x2139) regarding beds/flow 
• Communicate with IPAC regarding isolations (who can come off with a negative swab, 

reassessments) 
• Encourage staff to take breaks/ensure coverage if extra staff (consider break schedule) 
• Communicate with inpatient floors after 1hr mark of Bed Ready 
• Involve Patient Flow and/or management for support 
• If crews on offload increase, involve charge doc in making internal flow plan for offloading 

patients.  
• Check in with any EMS crews at 30min Offload Delay times and consider strategies for 

offloading internally and/or with Patient Flow; at 60min consider involving management to 
expedite inpatient units in collecting patients 

• Consider alternative flow strategies including:  
o adding extra patient to yellow/surge/purple hallway 
o using AOHN beds for stable pt waiting for inpatient bed/transfers home/OR 

1700-1900 
• Get report from all zones, rounding with WOW and writing in comments 

Nights 
1900 

• Receive report on department, including scheduling breakdown for current and next shift. 
• During report consider 

o Who would be good for purple/offservice/hallway admits? 
o Who can come off isolation if swabs negative? 

• Communicate with pt flow about beds (2139) 
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• Round on all zones and crews on offload with WOW for updates/concerns (continue to round 
on all zones throughout shift) 

• Consider laying eyes on patients and/or introducing yourself to patients  
• check in with staff to see if any concerns about patients, questions about procedure/workload 
• Consider who may be a possible discharge the next day and make a list for the Patient 

Navigator to assess in am. Ensure that SW/OT/PT/GEM referrals are in EPIC 
• Consider patients that can move to purple/hallway beds to create capacity in 

Red/Orange/Yellow.  
1945-0500 

• Round on all zones and crews on offload with WOW for updates/concerns continue to round 
on all zones throughout shift 

• consider introducing yourself to patients, lay eyes on patients 
• check in with staff to see if any concerns about patients, questions about procedure/workload 
• Encourage staff to take breaks/ensure coverage if extra staff (consider break schedule) 

0500-0700 
• Work on schedule from for coming day/night 
• Get report from all zones, round with WOW and enter comments 

Sick Calls 
• When taking a sick call from staff look at breakdown for next shift prior to requesting 

replacement (RN base 14 on D/13 on N; RPN base + WLI 5 on D/3 on N + GZ staffing); assess 
for number of ACLS nurses (minimum 9) 

• Pass the staff member on to management or LRA to report sick call – no questions asked 
regarding reason for calling in.  

Where Staff Can Work 
• Go to the intranet home page ->sites->departments->ER-> top of page “areas staff qualified to 

work’ (not up to date) 
• Refer to this when replacing vacancies, main breakdown should be completed by 

management- try not to change assignments unless required for sick calls/resource allocation  
• When new staff trained in new area, email Emily to update spreadsheet 
• If changing assignment, the goal is always to buddy a more senior staff with those newer to a 

zone for support and learning  
Lab/Micro results 

• Lab will call throughout the day/night with critical results, 
• Take the K# and name of patient and result 
• Give results to primary nurse if pt is admitted for them to notify MRP 
• If ED pt notify the MRP or charge doc if pt not seen yet 
• Morning calls will often include results for patients no longer in dept, these results should be 

in the call back basket, verify this with the call back doc after 1000 or charge doc if critical 
result. 

Charge Doc Calls 
• Accepting patients from other facilities- docs make an expected chart and write a note 
• Notify Triage depending on mode of arrival 
• Notify Doc on arrival 

Booking transfer with EMS/ORNG 
• Get interfacility patient transfer order set from file box and have physician complete 
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• Ask ward clerk to generate MT # 
• Will need sending/receiving doc and facility 
• Pt weight required 
• Escorts going with patient?? MT will require their weight as well.  
• Diagnosis 
• CritiCall will sometimes arrange transfer for you if Code Stroke for EVT or trauma patient 
• CN or patients nurse will need to speak with dispatch, then ORNG MD – give report to medics 

on arrival 
• Call receiving facility when pt leaves with ETA 
• If transfer is for consult only- e.g. EVT, consider local land with nurse 
• If accepted by receiving facility as inpatient, consider ORNG first by calling number beside 

charge desk 
• Have pt info available, VS, weight, escort and their weight, equipment needed for transport, 

IPAC concerns 
• If nurse is going on transfer- get $$ from Business Office (W4 registration near main entrance) 

during the day (0800-2100) or from switchboard (main ED waiting room) on nights (2100-
0800)  

Transfer back to Retirement/Nursing Home 
• MT # required 
• can book local transfer service through ward clerks 
• PRHC dedicated truck 09-21(process) 
• Be sure to call the home first to inform them that patient will be returning and the ETA.  

Deaths 
• Call Trillium Gift of Life (1 800 ) for all deaths that occur in ED. Call Trillium before extubating 

anyone or removing BiPap if death is expected.  
• Use the donation tab in EPIC once disposition changed to expired 

CDU (Clinical Decision Making Unit) 
• Virtual space for patients while waiting dispo if likely for discharge 
• Department receives funding based on these metrics 
• CTAS 1/2/3 require dispo within 6 hrs 
• CTAS 4/ 5 require dispo within 3 hours 
• Patients to consider 

o hold overnights (GEM/crisis/sobriety) 
o entering pt into CDU stops the clock on LOS 
o If CRU patients remain in CDU, please remove them once decision is made to hold 

under Psych (patients can not be held in CRU under the CDU pending a Psych decision 
to admit) 

 



 

 
ONTARIO HEALTH, February 2026                                             251 

EFORT (EMERGENCY FACILITATED OUTREACH TEAM) – JOSEPH BRANT HOSPITAL 
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SOCIAL WORKER MENTAL HEALTH NAVIGATOR – MUSKOKA ALGONQUIN HEALTHCARE
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ED MOBILITY TEAM – HEALTH SCIENCES NORTH 
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GERIATRIC EMERGENCY MANAGEMENT NURSE PRACTITIONER STANDARD WORK – LAKERIDGE 
HEALTH  
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TRANSITION TO HOME PATHWAY – LAKERIDGE HEALTH 
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STATUS DASHBOARD – LAKERIDGE HEALTH 
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HERO AI – SICKKIDS 
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EMERGENCY DEPARTMENT SURGE PLAN FOR MENTAL HEALTH PATIENTS – HUMBER RIVER HEALH 
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EMERGENCY INTERNAL SURGE GUIDELINES – LAKERIDGE HEALTH 

Lakeridge Health Oshawa Emergency Internal Surge Guidelines  
Additional 5-10 Surge Beds 

** To be initiated if Admits >45 and it is expected that floor are also Surge to 2 or 3 beds each.  
(If Unsure please call Operational Supervisor.) 

** As soon as this protocol is activated please call OPS Supervisor and communicate to ED Manager, 
ED Supervisor and LHO ED chief via Email or Phone call. 
**Please keep the protected zones (Zone 5 Intake and Ems bay) as NO Admit zones.  
**Also consider Up- staffing request to support department needs. (OT may be approved by ED PCM) 
This process ensures a structured and efficient allocation of resources while prioritizing the treatment 
and transfer of patients awaiting disposition. 
Summary flow:  

1. Zone 2- Open 2 Surge beds as needed  
2. Zone 3- Open 3 Surge beds as needed 
3. DI Runway- Reserved for patients with pending disposition (up to 5 beds) 

 
 
 

The internal surge process for patient allocation and bed management, based on the provided details, 
would unfold as follows: 

1. Zone 2 Surge activation (+2 beds). 
- 2 beds on Zone 2: Once all the mitigation strategies are followed and admits remain 

at >45. 
 

2. Zone 3 Surge activation (+3 beds). 
- 3 hallway Beds: if additional; capacity is needed, Zone 3 will open 3 hallway beds 

(Window A-2, B-2, B-3 hallways)  
 

3. DI Runway Management (Pending Disposition). (up to 5 Beds) 

**Call 34199 communicate to Diagnostic tech Runway will be utilize. 
- If this area needed to be open, relocation of evening nurse from zone 5 or the third 

trauma Nurse should be utilize. **this could be change depending on the 
department needs and patient acuity. 

 

- The DI Runway is reserved for patients who are waiting/ pending disposition: 
o Admitted STABLE patients with assigned beds. 
o Discharge patients who have confirmed pick- ups times. 
o Exception as Follows: 

 Isolated patients and patients with continuous Oxygen Therapy. 
 Violent patients (Form 1) 
 UNSTABLE patients  

On-Call MD Triggers for LHO ED: 
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The On-Call MD in the Emergency Department is responsible for coming in when called to support 
patient flow and care. Key triggers for activation include: 

1. Extended Wait Times: If the wait time exceeds 3-4 hours or there are more than 30 to 40 
patients waiting for a provider. 

2. High Acuity: If there are more than 3 CTAS Level 1 patients (critical cases) that need to be seen 
within 90 minutes, the Charge RN may consider calling the On-Call MD.  

Responsibilities of the Charge RN: 

• The Charge RN must communicate with the doctors on shift to determine if the On-Call MD 
needs to be called in. 

• If the MD on shift is confident that the acuity and volume will be resolved within 30-60 mins; it 
is fair to not call the On-call MD. Situation can be reassessed in 30-60 mins. 

• It is also the Charge RN’s responsibility to ensure adequate staff support is available for the 
On-Call MD once activated. 

• **POD lead should accommodate and reserve at least 2-3 assessment rooms for the On-call 
MD. 

In these situations, the On-Call MD is expected to assist with patient assessments, treatment, and 
overall management to ensure timely care. 

 
Zone 5 (Intake/ Treatment) with Super-track (3 MD on shift) 

 Rooms Nurse 
ER MD 1 202, 204, 206, 208 Intake Nurse 1 
ER MD 2 210, 212, 267, 269 Intake Nurse 2 
ER MD 3 ST Rooms ST Nurse 
 263, 265 Overflow/ Consult 

 
Zone 5 (Intake/ Treatment) with Super-track (3 MD on shift + On-CALL) 

 Rooms Nurse 
ER MD 1 202, 204, 206, Intake Nurse 1 
ER MD 2 208, 210, 212 Intake Nurse 2 
ER MD 3 265, 267, 269 Float Nurse/ Evening Intake 
ER MD 4 ST Rooms ST Nurse 
 263 Overflow/ Consult 

 
Zone 5 (Intake/ Treatment) with Super-track (3 MD + On-CALL + Casino MD) 

** ST can be utilize and continued to be open through-out the night as long as there is MD and Staff 
to support ST. 

 Rooms Nurse 
ER MD 1 206, 208 Intake Nurse 1 
ER MD 2 210, 212 Intake Nurse 2 
ER MD 3 204, 267, 269 Float Nurse/ Evening Intake 
ER MD 4 ST Rooms ST Nurse 
Casino MD 202, 263, 265 Casino Nurse (N12) 
  Overflow/ Consult 
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ESCALATION AND CODE GRIDLOCK – LONDON HEALTH SCIENCES CENTRE 
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BED MANAGEMENT SURGE ALERT GUIDELINE – HUMBER RIVER HEALTH 
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PATIENT FLOW ESCALATION PROTOCOL – SICKKIDS 
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FLEXING STANDARDS – SICKKIDS 
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OBSTETRICAL PATIENT TRIAGE AND ASSESSMENT – PETERBOROUGH REGIOANL HEALTH CENTRE 
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ED ONCOLOGY PATHWAY – PETERBOROUGH REGIONAL HEALTH CENTRE 
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AMBULATORY CARE REFERRAL FORM – NORTH YORK GENERAL HOSPITAL 
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INTERNAL FLOW & TRIGGERS – LAKERIDGE HEALTH 
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PATIENT TRANSFER FROM THE EMERGENCY DEPARTMENT TO AN INPATIENT UNIT PROCEDURE – 
HUMBER RIVER HEALTH 
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OVER CAPACITY PROTOCOL – LAKERIDGE HEALTH 
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IMPLEMENTATION OF THE ISAR TOOL – NORTH EAST SPECIALIZED GERIATRIC CENTRE 
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Specialized Populations 
A COMPETENCY FRAMEWORK FOR INTERPROFESSIONAL COMPREHENSIVE GERIATRIC ASSESSMENT 
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CLINICAL FRAILTY SCALE 
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SELF-RELIANCE INDICATOR 
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GERIATRIC CARE PATHWAY 
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ALC QUALITY IMPROVEMENT PROJECT – LAKERIDGE HEALTH
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OVERNIGHT PSYCHIATRY ADMISSION PROCESS 
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PATHWAY FOR MENTAL HEALTH PATIENTS IN THE CHEO EMERGENCY DEPARTMENT 
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ED MH MODEL OF CARE – CHEO 
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NOTIFYING TORONTO POLICE DISPATCH REGARDING MENTAL HEALTH CAPACITY WITHIN THE 
EMERGENCY DEPARTMENT – HUMBER RIVER HEALTH 
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Medical Directive Examples 
Symptom-Based Medical Directives 
CHEST PAIN (THUNDER BAY REGIONAL HEALTH SCIENCES CENTRE) 
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ABDOMINAL PAIN (THUNDER BAY REGIONAL HEALTH SCIENCES CENTRE)  
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SEPSIS (LAKERIDGE HEALTH) 
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EARLY PREGNANCY COMPLICATIONS, VAGINAL BLEEDING AND OBSTETRICAL 
EMERGENCIES (LAKERIDGE HEALTH) 
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EXTREMITY X-RAYS (HUMBER RIVER HEALTH) 
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INHALATION THERAPY: ADULT (HUMBER RIVER HEALTH) 
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INHALATION THERAPY: PEDIATRIC (LAKERIDGE HEALTH) 
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PAIN AND FEVER MANAGEMENT: ADULT (HUMBER RIVER HEALTH) 
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PAIN AND FEVER MANAGEMENT: PEDIATRIC (LAKERIDGE HEALTH) 
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ORAL REHYDRATION THERAPY (MACKENZIE HEALTH) 
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ACUTELY PRESENTING OLDER ADULT (LAKERIDGE HEALTH) 
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Test and Procedure Based Medical Directives 
LABORATORY TESTING BLOOD TESTING AND URINE TESTING (UNIVERSITY HELATH NETWORK) 
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CAPILLARY BLOOD GLUCOSE TESTING (LAKERIDGE HEALTH) 
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ELECTROCARDIOGRAM (UNIVERSITY HEALTH NETWORK) 
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VASCULAR ACCESS (UNIVERSITY HEALTH NETWORK) 
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OXYGEN ADMINISTRATION (MOUNT SINAI HOSPITAL) 
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