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Introduction

Ontario Healtng/ 2 N1 ST f G K hy dGF NA2 A& LI SIFaAaSR (2 NBftSIaS G§KS HnewiewBRdké A 2y 2
system performance in the province. The eleven (11) regional stroke netaondktheir stakeholdersse this report to infornstroke caresystem

planning decisionmakingand change implementation based on best practidee goal is tase the evaluatiorno facilitate better outcomes for

patients with stroke and their families.

The reporting period for this Report covers fiscal year (FY) 2020/21 which was the first year of thel @@ghal pandemic. Were feasible,
additional data from 2016/1-2019/20are provided for trending over a fivgear period. Ontario Health CorHealth Ontario has providedsults

that are as currentTime periods for some individual indicators may not include all fiscal years due to lag time in data availability and thef lengt
follow-up required.

The ICES Data & Analytic Virtual Environment (IDAVE) platform was used by Ontariq Beditbalth Ontario to populate most thfe indicators in
this report.



About this Report

This Ontario Stroke Report FY 2020/21 is divided into four (4) chapters, with indicators in each chapter focusing on efitlasséoke care
continuum. Each indicator has a dedicated page. Each indicator page will include a:

W Provincial summary graph of performance for fiscal years 2016/17 to 2020/21 (where data are available)

W Legacy Local Health Integration Network (LHIN) summary graph for fiscal year 2020/21

Select indicators have also been reported at the hospital level. Hospitals included in hiesgkaeporting are Regional 8ke Centres, District
Stroke Centres, stroke unit only centres, and inpatient rehabilitation sites (where applicable). For a list of Ontarabshodpdan acute stroke
program, please refer tdppendix AAIll LHIN and site abbreviations used in the report can be fouAdpendix B

In Chapter 2, titled Hyperacute Care Access and Outcomes for Ischemic Stroke, the indicator page for the Endovasculetoity ¢ENS€)
indicators (2.3; 2.6), will include a:

W Provincial summary graph of performance for fiscal years 2017/16 to 2020/21 (where data are available)
W EVT hospital level graph for fiscal year 2020/21



About this Report (continued)

In Chapter 4, titled PosAcute Stroke Rehabilitation Access and Timeliness, indicators 4.1.1 (Standardized Rate of AcsesgtibeHapatient and
HomeBased Rehabilitation) and 4.3 (Best PracticeAaste Rehabilitation Setting within Target Time) are currently unavaildl to the lack of
outpatient rehabilitation data. Additionally, indicator 4.4 (Standardized Active Inpatient Rehab Length of Stay) ismed.répasindicator will be

replaced in the future with another length of stay indicator.

In addition to this Report, a supplementary data file for each indicator has been provided to all Regional Stroke D &Xistsiet Stroke
Coordinators to enable a more detailed review of performance. This supplementary data file includes provincial, legacyl EkgNynd/or sub
region level results for all performance indicators included in this report, as well as the numerator and denominatoraskadate these results.



Methodology

Data Sources and Environment

Linkable datasets via encrypted health card numbers were made available to OntarioddediNJ S f § K h y (0 | Nha®tic @ikual L/ 9 {
OYVIDBANRYYSY(G o6L5!+90 IyR UGKS aAyAadaNR 2F | SIHfGKQa o0ahl WRSHCE IPECAFK 51
(V7B)

Cohorts
The stroke andransient ischemic attackl(A) adult population of interest were identified using the following criteria:

w  Ages 18 and older

() International Classification of Diseases Revision, Canada (I€ID-CA) codes: G45 (excluding G45.4), H34.0, H34.1, 160 (excluding 160.8),
161, 163 (excluding 163.6) and 164 in the DAD and NACRS databases. Refemtdix Gor the ICD1L0-CA code definitions.

w  Only first (index) stroke patients for each-afnth period, from April 1 to March 31 were included

The stroke and TIA emergency department/acute care cohorts are defined to ensure the homogeneity of cohort patientsrgoicyusn the
first (index) stroke or TIA admission in a given fiscal year where stroke or TIA is the most responsible diagnosis (MRDsake event
occurred prior to admission to acute care. Patients considered palliativel(KCIA, code Z51.5 with prefix 8) as part of theitial treatment plan
were excluded.

ForChapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke, the cohort has been designed to capture all attnébhBN/Ho
patients and includes:

() Ischemic stroke patients whose MRDx may not have been a stroke diagnosis

() Patients whose hemic stroke may have occurred after admission to acute care

Additional considerations were implemented to identify patients receiving hbamsed rehabilitation therapy. A minimum threshafithree (3)
rehabilitation therapypatient visitsin the Home and Community Care data was used to identify Hoased rehabilitation patients. 6



Methodology (continued)

Reporting

Where appropriate, provincial benchmark values were calculated using the Achievable Benchmarks of Care (ABC) methododndyolsagals
or subregions which were highest performing and accounted for at least 20% of the populatmansure that higiperforming care providers
with low numbers of patients did not unduly influence the benchmark rates, acute and rehabilitation hospitalsregsuts tha had a cohort size

of less than 30 were not included in the benchmark calculations.

For considerations regarding performance status of standardized indicators ref@mptandix D

| @LISNY OdziS aGNR1S OFNB AYRAOFG2NRA 6SNB RSNAOSR TNRY obeérindicattNng@A RS F
derived from data provided by ICES in the IDAVE platform.

Additional details on methodology and cohorts can be found in the Technical Specifications document, including supptessi@apglied to
comply with privacy legislation.



Overall Performance

Hyperacute and Acute Care

Hyperacute and Acute Care

Stroke is a medical emergency that benefits from timely restoration of blood flow to the affected areas of the brain toadddamage and

optimize patient outcomes. There are two hyperacute treatment options for patients experiencing acute ischemic ssakeplasminogen

activator (tPA) and Endovascular Thrombectomy (EVT). EVT, a relatively new procedure, is highly specialized and ordyepsefecnkospitals

across the province. As B¥2020/21, there are eleven (11) EVT capable centres, including the newest EVT program at Health Sciences North, whic
launched in the last quarter ¢fY2019/20.

With the advent of EVRccess to hyperacute stroke treatment (tPA and EVT) has steadily increasdeYR0a6/17 (12.1%) to 2019/20 (14.7%);
however, during the first year of the pandeni€Y2020/21), access to hyperacute care decreased slightly to 14.1%, despite steady growth in access
to EVT. Irrespective of growth, there continues to be variability in access to hyperacute stroke treatment (tPA and Bathé¢ acovince (10.0%

19.9%), necessitating ongoing efforts to optimize regional access to these hyperacute treatments, especially during thie.pande

In addition to access, timely intervention with hyperacute stroke treatments is essential to reduce brain damage and pafeaveutcomes.
During the first year of the pandemic, median door to needle time for patients who received tPA decreased from 45 R¥R@&9/20) to 44
minutes FY2020/21) equating to approximately 2 million neurons saved per patiéithough this reduction in door to needle time is a success,
especially during the first year of the pandemic, the provincial median continues to be well above the provincial tadgeinoft&s3 and
considerable variability continues to exist across the province (28 minutes to 130 minutes). Local and regional efftinesr teetluce door to
needle time are therefore required to optimize the effectiveness of this treatment and minimize the impact of 3troke.



Overall Performance

Hyperacute and Acute Care

Hyperacute and Acute Care

Beyondhyperacute care processes addor to needle time (i.e., rapid triage, assessment, diagnosis, and treatment of patients experiencing acute
iIschemic stroke), increasing public awareness may also contribute to more timely access to hyperacute stroke treatmesatcdpdrsbnnel are
trained to recognize the signs and symptoms of stroke and bypastP#onapable hospitals to go directly to specialized stogkdres capable of
providing hyperacute treatment. It is promising to see thatbulance arrival raten FY 2020/2increased td6%after remaining relatively steady

at approximately 60% frofaY2016/17-2019/20. However, recent research assessing Emergency Department visits care and outcomes during the
phases of the pandemic suggests tha proportion of people arriving by ambulance increased during the peak of the first WMageincrease

could reflect increased event severity or more social isolation during the panddtnienoting public awareness of the FAST stroke warning signs
(Face, Arms, Speech, Time to dial 911) is an important approach to improving access to hyperacute stroke care.

In addition to hyperacute stroke treatment, patients who receive stroke unit care are more likely to survive, return horegaandndependence
compared to patients who receive generalized caneFY2020/21, access to stroke unit care varied considerably across LHIN83%9)%
t NEPOAYOALftes 2yie pc: 2F hydlINA2Qa aGNR]FYRIL/OASYia NBOSADSR OF NE

Access to stroke unit care has also been found to influence access to other stroke best practices such as timely aradesgtpp&priehabilitation
and applicable diagnostics such as carotid imaging. Further system planning is required to optimize the benefits ofistateeand meet the
current target of 75% access.



Overall Performance

Rehabilitation Services

Rehabilitation Services

Stroke rehabilitation is a critical component of recovery, helping patients to regain function and independence. Stroik¢atedrals an essential
part of the care continuum, requiring a systems approach to optimize availability of services, ensure capacity and dacdgat the right level
of care based on patient needs. This inckidensideration of early supported discharge, inpatient and commtlraised rehabilitation
programming (homéased and outpatient).

InFY D20/21 (early stages of the pandemic), access to inpatient rehabilitation did not decrease and remained the same as/peeyj@iis
approximately 31%. Many patients did not receive the recommended 180 minutes per day of direct then#ipya current provincial performance
at only 68.9 minutes per day. Rehabilitation intensity continues to be an area for improvement in the inpatient rehabsating.

Access to hombased rehabilitation increased in the early stages of the pandemic from 38¥2019/20) to 38.6%HY2020/21). To understand
system capacity and access to pasute services, additional data are required. Currently, there is no standardized prosysteh to capture the
number of stroke patients that access outpatient rehabilitation servicdbe services receivedrurthermore, homéased rehabilitation provided
by hospitals is not captured in the homecare database (HCD). Dedicated resource investment to address information gdyigahaelis
required before significant system integration or system performance improvement can be expected.

10



Overall Performance

Secondary Prevention and Summary

Secondary Prevention

Secondary stroke prevention targets reduction of stroke recurrence after a TIA or stroke. During the first year of thea@éandasreassuring to
see that referral to secondary prevention services did not decrease. Instead, approximately 81% of BirgkeZnts discharged from the
emergency department were referred to secondary prevention services, with two hospita¥2020/21 referring 100% of their stroke/TIA patients
to these services. Although the referral rates are promising, it should be noted that, due to a lack of secondary stesk®preinic data, a full
understanding of access (i.e., if patients went to the secondary prevention clinics) and outcomes associated with se@meddionpservices is

not possible at this time.

Summary

Fiscal year 2020/21 was a uniqgue and difficult year for all health system providers. Fortunately, access to care dirdingetinect a global
pandemic did not worsen. General access to hyperacute treatment, stroke unit care and rehabilitation remained consisteiastly tvetter as
compared to previous year@dditionally, outcomes of stroke/TIA patients (e.g.;d#y allcause readmission, 3flay all cause mortality, and 90
day home time) did not worsen during the pandemic.

Continued focused efforts and resource investments are needed to support enhanced system capacity, intefycatieand performance
measuremento achieve equitable access and quality of servitas includesimeliness and intensity afareservices.

11



Stroke Care in Ontario 2020/21

STROKE IS A MEDICAL EMERGENCY TIME IS BRAIN STROKE UNIT CARE IMPROVES OUTCOMES

o@‘g 66% 14% 208,

of stroke/TIA patients arrived at of ischemic stroke patients received
the emergency department by hyperacute therapy
ambulance

11%tPA (tissue plasminogen activator)

81%of patients were referred to (Target: >12%)
secondary prevention services A 44 minutesmedian doorto-needle
after discharge from the time (Target: <30 minutes)

emergency department*
gency dep 6%EVT (Endovascular therapy)

SECONDARY PREVENTION OF STROKE OCCURS ACROSS THE CARE CONTINUUM

REHABILITATION OPTIMIZES RECOVERY STROKE JOURNEY CONTINUES AFTER DISCHARGE
O
8 days* - 3 10/0** ﬁ 56 days*
Median time from acute &\j of patients accessed inpatient Average number of days spent at home in
admission to inpatient rehabilitation the first 90 days after stroke

rehabilitation
A 69 minutesper day of inpatient therapy
was received per patient (Target: 180
minutes)

PATIENT OUTCOMES

7%of stroke/TIA patients were readmitted within 30 days
= 12%of stroke/TIA patients died within 30 days
onta rio Health 6%** of stroke patients were admitted to lorigrm care within lyear post discharge
CorHealth Ontario

*There is currently no data available for outpatient rehabilitation and secondary prevention clinic.
** 2020/21 Q2 (YTD)

1 46 per 1000 population

are admitted for aute
stroke/TIA

471 hospitals in Ontario have a
stroke unit

56%o0f stroke patients treated on a
stroke unit (Target: >75%)

39%* received homebased
rehabilitation*
A 9% median number of visits

75%0f patients aged 65 and older with
atrial fibrillation filled a prescription for
anticoagulant therapy within 90 days of
acute care discharge*
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Next Steps

Ontario Healthg CorHealth Ontario will continue to collaborate with the 11 Regional Stroke Networks, the Ministry of Healihs gnthin Ontario
Health, and other key stakeholders to advance best practice stroke care across the province.

Ontario Health- CorHealth Ontario continues to recommend, initiate, and support activities to improve patient access-tieperaent stroke
therapies such as tissue plasminogen activator (tPA) and Endovascular Thrombectomy (EVT). In October 2021, OntafmHtealth Ontario
released its second Telestroke Report, and continues to produce biannual reporting on EVT performance indicators. E¥Spgdarmance
discussions were launched with the EVT sites, and these will continue this year. These discussions provided the prognanoppaottunity to
reflect on their performance, identify current or planned quality improvement approaches and share strategies that hagadessful in
achieving positive performance change.

In December 2021, the muliear Stroke Unit Access and Quality Initiative (SUAQI) was lauridieg@urpose of the SUAQI is to enable better
outcomes for patients in Ontario who experience a stroke by ensuring they have equitable access to evadexcstroke unit ga (i.e., stroke unit
care that is based on best practice, and at a level of quality that is consistent across the province). In Phase 1the$SabAQyill be on stroke
unit capacity and access. Through engagements with a dedicated expert task group, diverse stroke system stakeholdengsadgé#teir
families/caregivers, a set of recommendations will be developed focused on driving improved access to éhadedcstroke unitare. Phase 2 of
SUAQI will focus on quality of care, and the performance measurement framework. The work throughout Phases 1 and 2 eddécexppatt

how stroke unit care quality and access are measured, and this will be reflected in future iterations of the Ontario&giotke R

13



Next Steps (continued)

In April 2022, the Ministry of Health gave Ontario HeglthorHealth Ontario the mandate to pladevelop, and implement a prawial
comprehensive posstrokepublicly funded community rehabilitation program. Currently, there is disparate access to commuwiky st
rehabilitation across the provingeervices are not standardized nor is there standardized provincial dataatacollection approach. This multi
year initiative will address the data and information gap and facilitate the establishment of an equitable standard afsedrenbbest practice.

These two multiyear initiatives were identified as priority areas by the Stroke Evaluation and Quality Committee (SEQGhenendorsed by
the Regional and District Advisory Committee (RDAC) and the Stroke Leadership Carrithlasdertakings to truly advance the stroke system
of care and move the needle on quality, performance, and outcomes.

As Ontario Healtlqy CorHealth Ontario undertakes this work, stakeholder engagement and collaboration will remain at the fooéfvan

approach. Ontario HealthCorHealth Ontario will continue to leverage its advisory tablesRiébgionaStroke Networks, the Ministry of Health, and
other areas of Ontario Health to guide meaningful change and promote a provincial standard of care that demonstratestiesapichbest
outcomes for patients and families affected by stroke.

14
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Chapter 1: Prevention and Public Awareness of Stroke and TIA in Ontario

Indicator 1.1: Standardized Stroke and TIA Admission Rate to Acute Inpatient Care (per 1,000),
FY 2020/21

Indicator Description:

The population rate of admission to hospital for stroke & transient ischemic attack (TIA) reflects several factors ithdwadfagtiveness of primary and
secondary prevention efforts such as control of hypertension and smoking cessation programs. The cohort for this intiea@ortégio adult population
in the Registered Persons Database (RPDB). Ontario and LHIN performance are directly standardized to the 2020 RP D Bgeogudiasiex profile.
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Interpretation Consideration:

Desired directionality is lower. There was very little movement in the Ontario rate between fiscal years 2016 to 2019y mofigeat year 2020, there
was a noticeable decrease. During the early stages in the pandemic, the number of ED visits for stroke deatigiabaday account for some of the
decrease in admissions for stroke. Only the first (index) stroke in each fiscal year is included. Factors that may ¢onbebuk#N variation observed
may be reflective of geographic nuances with respect to social determinants health and health resource equity. 19



. Chapter 1: Prevention and Public Awareness of Stroke and TIA in Ontario
Indicator 1.2: Secondary Prevention Referral Rate of Stroke & TIA Patients Discharged from the

Emergency Department, FY 2020/21

Indicator Description:
Proportion of ischemic stroke and transient ischemic attack (TIA) patients discharged from the emergency department (&9 velfierred to
secondary prevention services (query stroke/query TIA are excluded).
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Interpretation Consideration:
Desired directionality is higher. Provincial rates have been steadily increasing from 75% (2016) to 81% (2020). Drsiyegdhefithe pandemic,
patientswere continuing to be referred to secondary prevention servidéere is wide variation in the LHIN rates where over half the LHINs are
achieving values of 80% or more. The limitation with this metric is, although patients are referred to a secondary preleicgdack of
standardizedstroke prevention clinic data prevents full assessment of access (i.e., if patients went to the secondary preventioamlliolas))me§o
associated with secondary prevention services.
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Chapter 1: Prevention and Public Awareness of Stroke and TIA in Ontario
Indicator 1.2: Secondary Prevention Referral Rate of Stroke & TIA Patients Discharged from the
Emergency Department, FY 2020/2 HospitalLevel

Indicator Description:
Proportion of ischemic stroke and transient ischemic attack (TIA) patients discharged from the emergency department W&y veffierred to
secondary prevention services (query stroke/query TIA are excluded).
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Interpretation Consideration:

Desired directionality is higher. Most of the sites have a rate of 80% or greater for referral to secondary preventies.$@eviimitation with this
metric is, although a patient is referred to a secondary prevention clinic, it is not kwbwther the patient received services due to a lack of
standardized data availability. Additionally, patients discharged from the ED with an unknown diagnosis, may not be icapticatta, and may
not be referred yet and still be at risk of stroke. RefeAfgpendix Bor hospital abbreviations. 21



Chapter 1: Prevention and Public Awareness of Stroke and TIA in Ontario
Indicator 1.3: Proportion of Ischemic stroke/TIA inpatients aged 65+ with Atrial Fibrillation who Filled &
Prescription for Anticoagulant Therapy within 90 days of Discharge from Acute Care, FY 2020/21

Indicator Description:

For longterm stroke prevention, most people with atrial fibrillation should be treated with an anticoagulant. This indicatisefoon the population age
65 and older with atrial fibrillation who filled a prescription for an oral anticoagulant therapy within 90 days of disthangecute stroke carel'he
cohort focuses on patients with a history of atrial fibrillation (in the past three years) and does not capture patierasliaghosis of atrial fibrillation
after discharge.
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Interpretation Consideration:

Desired directionality is higher. The rate of filling a prescription for anticoagulant therapy has remained steady foorthegrperiod. Prescription
drug information data are only available for those 65 years and older and who filled the presaugtigrthe Ontario Drug Benefit plan. An integrated
care approach that focuses on diagnosis, health literacy, education and behaviour modification with health care provjptismasids required to2
optimize anticoagulant use as a prevention strategy for stroke.



Chapter 1: Prevention and Public Awareness of Stroke and TIA in Ontario
Indicator 1.4: Carotid Imaging Rate for Ischemic Stroke Admission to Acute Care, FY 2020/21

Indicator Description:
The proportion of acute ischemic stroke inpatients who received any one of the following carotid imaging tests: caro&d ckmopid computed
tomography angiography (CTA), carotid magnetic resonance angiography (MRA) or carotid angiography.
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Interpretation Consideration:
Desired directionality is high. All LHINs achieved rates greater than 80%, with NSM and NW LHIN achieving greater taingefiffoc&otid
imaging is optional in the DAD dataset but mandatory in NACRS dataset; therefore, data capture may be contributingi&titimeoleserved.
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Chapter 1: Prevention and Public Awareness of Stroke and TIA in Ontario
Indicator 1.4: Carotid Imaging Rate for Ischemic Stroke Admission to Acute Care, FY 2@28d3pital
Level

Indicator Description:
The proportion of acute ischemic stroke inpatients who received any one of the following carotid imaging tests: caro&d caopid computed

tomography angiography (CTA), carotid magnetic resonance angiography (MRA) or carotid angiography.
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Interpretation Consideration:
Desired directionality is high. Carotid imaging rate ranges from 72% (VI to 96% (PRH). Coding for carotid imaging ismgdtin the DAD dataset

but mandatory in NACRS dataset, therefore data capture may be contributing to the variation obssfexdoAppendix Bor hospital abbreviations.
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Chapter 1: Prevention and Public Awareness of Stroke and TIA in Ontario
Indicator 1.5: Standardized Ambulance Arrival Rate to the Emergency Department for Stroke & TIA
Patients, FY 2020/21

Indicator Description:
The rate that stroke/TIA patients arrived by ground, or a combination of ground and air ambulance to the emergency deg&ijnahis indicator is
standardized for stroke type.
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Interpretation Consideration:

Desired directionality is high. Ambulance arrival rate in fiscal year 2020 (first year of the pandemic) increasedfterGé#naining relatively the
same from 201€019. The rise in ambulance arrival could be due to an increase of severe strokes and/or a lack of mildresekgagto the ED
during the early stages of the panderhand communication efforts to the public that hospitals are safe for stroke care. All stroke regions have
ambulance protocols that facilitate access to specialized stroke hospitals. Public awareness that focuses on recogigrisigutidesymptoms of ,¢
stroke and the importance of calling 911, is critical to influence ambulance use and timely access to hyperacute care.
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- Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.1.1: Standardized Hyperacute Treatment Rate (tPA and/or EVT), FY 2020/21

Indicator Description:
This indicator measures the rate of ischemic stroke patients who received hyperacute therapy which includes endovasoblesttimy (EVT) and/or
tissue plasminogen activator (tPA). The indicator is standardized for type |l stroke diagnosishpspjtad stroke) and wether ischemic stroke was the

MRDx.
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Interpretation Consideration:
Desired directionality is higher. With the introduction of EVT, hyperacute treatment rates have been steadily increasiisgdigmars 2016 to 2019.
In 2020, the first year of the pandemic, the hyperacute treatment rate decreased but not by a large amount. There igywariatsess to

hyperacute treatment in the province, and hyperacute treating centres will need to continue to optimize regional access.
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Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.1.2: Standardized tPA Rate, FY 2020/21

Indicator Description:
This indicator measures the rate of ischemic stroke patients who received tissue plasminogen activator (tPA). The srehoatardized for type |l stroke

diagnosis (i.e., Hmospital stroke) and whether ischemic stroke was the MRDx. Target i$>12%
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Interpretation Consideration:

Desired directionality is higher. Provincial access to tPA saw a decrease in fiscal year 2020. Due to the pandemis diélpgteenseeking treatment
for their ischemic stroke, this could impact their access to tPA treatment as this is a time sensitive treatment. Thidalis/yva LHIN performance,
and this may be influenced by the level of organized stroke care and patient behaviour (e.g., delays in seeking metiag)l. &&gions need to take
into consideration prehospital and other emergency factors that may be influencing results 28



EVT Treatment Rate

10%

Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.1.3: EVT Treatment Rate, FY 2020/21

Indicator Description:
This indicator measures the rate of ischemic stroke patients who received endovascular thrombectomy (EVT) therapy.

S & &
Interpretation Consideration:

(&fé"&Q&@é“’@ {\o
o) o°
Desired directionality is higher. The provincial EVT treatment rate has had considerable growth in the past five fisf@ngea696 in 2016 to
approximately 6% in 2020; however, there is wide variation in access to EVT treatment in the LHINs. Regions shouldcamtiwéh partner
organizations to optimize access to this treatment. The expansion of the EVT treatment window will assist growth iAeceesseflects care
received in Ontario. Patients in select regions (i.e., NW, ESC) may receive access to EVT out of province; these datalakeranid therefore

not reflected in the results. 29
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- Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.2: Median Docto-Needle Time for tPA Treatment (mins), FY 2020/21

Indicator Description:
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was administered is referred to as demr-needle (DTN) time. The target median door to needle time is 30 mifutes.

—~ >
@ 140 L 140
E120 2 120
GE) £
= 100 e 100

£
% 80 = 80
2 60 %g 60

o

2 40 5 . 28 40
3 * * ¢ 2™ 20
8 20 =

o
8 0 A 0
8 2016 2017 2018 2019 2020 g F IS S Q&Q S &
= . ho) D ¢ &

Fiscal Year § )
Hospital LHIN
Ontario Median ¢ Provincial Benchmark ——Target 30 mins

mmm Hospital LHIN ——Target 30 mins

Interpretation Consideration:

Desired directionality is lower. Start of the ED door time is defined as ED triage or ED registration time (which evierstpriResvincially median
DTN time has improved (declined) in the last five fiscal years from 51 minutes in 2016 to 44 minutes in 2020. Intecestiteglntthe first year

of the pandemic, DTN time decreased by 1 minute from 2019 to 2020. $tikremainsvariability across regions, and three LHINs (MH, Cent and

SE) were very close to the target of 30 minutes. 30



Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.2: Median Docto-Needle Time for tPA Treatment (mins), FY 202028 ospital Level

Indicator Description:
¢CKS UAYSZT AY YAydziSas o0SiG¢SSy | adNRB1S LI GASYdQa SYS NESojed&ctiviatsr (TIPAN.
was administered is referred to as dem-needle (DTN) time. The target median door to needle time is 30 mirfutes.
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Interpretation Consideration:

Desired directionality is lower. Start of the ED door time is defined as ED triage or ED registration time (which evirstpidelsSG was the only
hospital that achieved target time. Median detar-needle time ranges from 28 minutes (KKGS{Lto 130 minutes (WOHS. Hospita should be
reviewing their processes of care to drive quality improvement on access to this time dependent tredRefemttoAppendix Bor hospital 31
abbreviations.



- Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.3: EVT Rate for Ischemic Stroke Patients Transferred From a District Stroke Centre (DSC

tPA Hospital ED to an EVT Hospital, FY 2020/21

Indicator Description:
This indicator measures the rate of EVT treatment of ischemic stroke patients that were transferred from the Emergenayeliepiaat District Stroke

Centre (DSC) or tPA hospital to an EVT capable hospital.
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Interpretation Consideration:

Desired directionality is higher. This indicator is not a measure of access but instead a measure of appropriate patientagbatients presenting
at referral sites, to support opportunities to receive EVT. This indicator does not include transfers of inpatientsrated ielpatients with an
iIschemic stroke diagnosis criteria for the ED record at the DSC/tPA hospital. Patients who are transferred to an E$saiteedro be transferred
for EVT, and it is possible that transfers may no longer be eligible for EVT, or they may be transferred for reasoren®&@k@r ¢@.g., stroke unit cares)z.



Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.4: Successful Reperfusion Rate for Patients that Received EVT, FY 2020/21

Indicator Description:
Percentage of EVT patients with a Thrombolysis In Cerebral Infarction score (TICI score) of 2b or 3 documented at tbie aiothel SV T procedure.
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Interpretation Consideration:

Desired directionality is higher. All EVT hospitals had a successful reperfusion rate of 75% or greater in 2020. EX6h repesfakgn with, or in
some instances are better than those reported in the literatG¥eThis indicator is not riskdjusted and does not account for complexity of the
patient. 33



. Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.5: 30Day All Cause Mortality Rate of Patients that Received an EVT, FY 2020/21

Indicator Description:
The 30Day all cause mortality following EVT is a crude performance indicator. The cohort includes all ischemic strokéhaatiertsan EVT procedure

and is stratified by including or excluding those who experience stroke wHilesipital.
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Interpretation Consideration:
Desired directionality is lower. The indicator is ngk adjusted; hence, patient characteristics such as age, stroke severity, and comorbidities may
contribute to the observed variation year over year. Mortatiyes align with or are slightly higher than those reported in the literattfe. 34



- Chapter 2: Hyperacute Care Access and Outcomes for Ischemic Stroke
Indicator 2.6: Median Days at Home in the First-B@ys Following EVT, FY 2020/21-Q2

Indicator Description:
The number of days an EVT patient spent alive and outside of a health institution (hospital, inpatient rehab and/ons&itigdacility) in the first 90
days after the EVT hospitalization and is stratified by including or excluding those who experience strokehekjpgahstoke.
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Interpretation Consideration:
Desired directionality is higher. Factors that contribute to lower days at home include: zero homentimspital mortality; admission to CCC, LTC,
or to inpatient rehabilitation versus home rehabilitation; ALC LOS; readmission and post discharge mortality. Thia cosapesite indicator of
performance. This measure is used as a proxy for the Modified Rankin Scale, a measure of the degree of disability&qisttsmke 1° A
limitation to this indicator is the inability to determine the level of assistance a patient requires, and the accesslayafadncial/community 35
supports in order to keep the patient home.
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Chapter 3. Acute Care Access and Outcomes for Stroke and TIA
Indicator 3.1: Designated Stroke Unit Rate for Stroke/TIA Acute Patients, FY 2020/21

Indicator Description:
This indicator measures the proportion of stroke/TIA patients treated in a designated stroke unit for any part of theffiisil@dmission. Target is

>75%
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Interpretation Consideration:

Desired directionality is high. If a patient receives stroke unit care at anaax hospital (i.e., not the first acute hosgithey were admitted to),
this will not be captured in the metric. The Ontario rate of acute care treatment at a designated stroke unit increas®d%son2019 to 56% in
2020. Access to the stroke unit did not decrease in the pandemic, however the provincial rate is well below the targét3aft»erbnly patient
LHINSs to reach the target of >75% were WW and SE LHIN. There is geographic inequity in access to this best practioenr®B@%i{g¥) to
83% (WW).



Chapter 3. Acute Care Access and Outcomes for Stroke and TIA
Indicator 3.1: Designated Stroke Unit Rate for Stroke/TIA Acute Patients, FY 2020/ikpital Level

Indicator Description:
This indicator measures the proportion of stroke/TIA patients treated in a designated stroke unit for any part of theffiisil@dmission. Target is

>759%
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Interpretation Consideration:

Desired directionality is high. Patients who receive stroke unit care are more likely to survive, return home and regamlémt® compared to
patients who receive generalized c&rdo optimize access and improve outcomes to this specialized care, consideration will need to be given to
hospital (local) and regional level barriers and enablers. In addition, review and update of the indicator methodologyhetaiyli® ensure that
measurement is reflective of the true performance within the system (e.g., patients not treated in a stroke unit at theaspligad, but are

transferred and treated in a stroke unit at the receiving hospital are currently not counted). Réfppémdix Bor hospital abbreviations. 38



























































































































