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  Ontario’s Critical Care Information System (CCIS) 
Hospital Accountability Statement 

 

1. Purpose 

 
To clarify expectations, accountabilities and timelines in relation to hospitals entering information into 

the Ontario’s Critical Care Information System (CCIS). Data entry in CCIS is required as per the Hospital 

Service Accountability Agreement (HSAA). 

 

2. Scope 
 

The following accountability conditions apply to all hospitals that are funded by the Ontario Ministry of 

Health and Long Term Care (MOHLTC) and provide level 3 and/or level 2 critical care services, and/or 

host MOHLTC funded Critical Care Response Teams (CCRTs). 

 

3. Background 
 

The CCIS provides near-real time information on every patient admitted to level 3 and level 2 critical 

care units in Ontario’s acute care hospitals. The system captures data on bed availability, critical care 

service utilization and patient outcomes. CCIS also captures patient-specific data from CCRTs. This 

provides consistent and reliable information on the utilization of critical care resources across the 

province. The system provides an important medium for monitoring and managing the province’s critical 

care resources more effectively, and for highlighting opportunities to implement quality improvement 

initiatives at individual hospitals and across the LHINs.  

CritiCall Ontario’s Provincial Hospital Resources System (PHRS) is the provincial bed and resource 

registry which is used by CritiCall Ontario to provide a 24-hour-a-day emergency referral service for 

physicians across Ontario. An interface exists between PHRS and the CCIS Bed Availability Tool (BAT), 

which allows for critical care bed information to be automatically transferred from BAT to CritiCall 

Ontario’s PHRS ICU screens. BAT is used in real time by CritiCall Ontario agents to help make informed 

decisions about placement of patients when hospitals experience a capacity issue (e.g. Moderate surge, 

Natural Disasters, Pandemic, PanAm games, etc.), or patients need a higher level of care (e.g. for ‘Life or 

Limb’).  

Therefore, every effort must be made to ensure accountabilities to data entry are followed and that 

CCIS data is kept current. 
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4. Accountabilities 
 

4.1. Service inventory changes in CCIS:   
 

 

a) Hospitals/units are required to submit a ‘Service Inventory Change Request Form’ to CCSO within 30 

days of any changes to the hospitals critical care capacity e.g. increase in critical care beds. Changes 

to the inventory in CCIS will not be made without prior approval of CCSO. 

 

4.2  Data entry accountabilities of critical care units  
 

a) Adhere to CCIS data entry requirements as outlined in ‘CCIS Data Collection Guide for Critical Care 

Units, CCRT and PCCRT.’ 

b) Input data on all inpatients occupying a level 3 or a level 2 critical care bed.  Data on patients being 

cared for by critical care physicians or nursing staff physically located outside of the critical care unit 

(e.g. minor surge location) must also be entered into CCIS.  

c) The admission and discharge time should be entered into CCIS as soon as possible and no later than 

within 2 hours of the patient admission and discharge time. The BAT automatically appears with 

updated information every time a user admits, or discharges or reserves a bed for a patient. 

d) Units are required to: 

i) Manually update ‘Not Available’ data on BAT any time there is a status change (e.g. Not 

Staffed, Shortage of Equipment etc.), or  minimum once in a 24 hour period if there is no 

status change.  

ii) Record data on Life Support Interventions (LSI) at least once per 24 hour calendar day, 

prior to 23.59 hours to reflect patient activities or interventions for the previous 24 

hours.  

iii) Record data on Antimicrobial Stewardship (AMS) and Influenza-like Illness (ILI) for all 

patients per documentation guidelines. 

iv) Record data on Multi Organ Dysfunctions (MODs) data for adults at the time of 

admission.  

v) Record data on Logistic Organ Dysfunction (PELOD) and Pediatric Index of Mortality-2 

(PIM 2) data for paediatric patients only.  

vi) Record each diagnosed incident of publicly reported indicators (i.e. Ventilator 

Associated Pneumonia (VAP) and Central Line Infection (CLI), for all patients during their 

stay in critical care units once the physician decides to provide treatment.   

vii) Update information on patients ‘Awaiting Transfer’ when the physician determines that 

the patient no longer requires critical care services, regardless of whether there is a bed 

available for transfer. 
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4.3  Critical Care Response Teams (CCRTs)  

 

a) MOHLTC funded adult and paediatric CCRTs are required to enter a set of indicators into CCIS, as 

outlined in ‘CCIS Data Collection Guide for Critical Care Units, CCRT and PCCRT’.  

b) CCRT Leads and Co-Leads are required to ensure data entry into CCIS within 24 hours after consult 

or follow up with a patient. Submission of accurate and timely data to the CCIS is the responsibility 

of each CCRT. 

c) Qualification for ongoing funding is predicated on meeting the accountability requirements 

identified in the MOHLTC funding letter. 

d) CCRT data entered into CCIS will be used for program evaluation by CCSO. 

 

4.4. Data Quality  

 

a) Hospitals/units are responsible to ensure that training is arranged for all staff entering data in CCIS. 

This training is available through CritiCall Ontario. 

b) Ensuring accurate and timely entry of data into CCIS is the responsibility of each unit/hospital. 

c) Participating in data accuracy audits/quality improvement initiatives as requested by CCSO is 

required for each unit/hospital that enters data into CCIS.  

 

4.5. Performance Management and Quality Improvement 

 

a) Hospital senior leadership and ICU leaders must review and assess CCIS data with their respective 

Critical Care LHIN Leaders on a quarterly basis as a part of their ongoing efforts to improve patient 

safety and access to care. 

b) Hospital senior leadership and ICU leaders must review the quarterly CCIS reports and the critical 

care scorecard reports in order to monitor unit/hospital/LHIN performance, recognize success and 

facilitate conversations regarding improvements and decision-making, informed by data.  

c) A set of CCIS/CCRT reports can also be accessed through the Reports Portal functionality in CCIS at a 

hospital level to monitor performance and process. 

 

4.6. Privacy and Security 

 
a) The CCIS is a health registry and in keeping with the Personal Health Information Protection Act 

(PHIPA), privacy policies and related procedures are in place to protect the personal health 

information (PHI) being entered into the system. All CCIS-related privacy and security policies and 

procedures are available in the CCIS Document Library.  

b) In requesting access to the CCIS for staff, hospitals are attesting to the fact that their users have 

undergone internal privacy/security training and awareness.  

c) CCIS users are responsible for protecting all PHI entered into the CCIS and for complying with the 

CCIS Password Policy. 
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Appendix A 

 

Definitions for Level 3 and Level 2 Critical Care Units in Ontario 

A Level 3 unit is capable of providing the highest level of service to meet the needs of patients who 

require advanced or prolonged respiratory support, or basic respiratory support together with the 

support of more than one organ system. This is generally considered a “full service” Critical Care unit 

despite the fact some specialized services may not be available (e.g. dialysis). All Level 3 units are 

capable of invasive ventilatory support.  

A Level 2 unit is capable of providing service to meet the needs of patients who require more 

detailed observation or intervention including support for a single failed organ system, short-term 

non-invasive ventilation, post-operative care, patients “stepping down” from higher levels of care or 

“step ups” from lower levels of care. These units provide a level of care that falls between the 

general ward and a “full service”Critical care unit (Level 3). Level 2 critical care units may provide 

invasive mechanical ventilation for a short period (for example ≤ 48 hours). For patients requiring 

longer term invasive mechanical ventilation or develop multi-system organ dysfunction, 

consideration should be given to transferring these patients to a Level 3 unit.  

For institutions that combine Level 2 and Level 3 critical care service in one geographic area (i.e. 

unit), the unit designation reflects the highest level of care provided, even if all patients may not be 

receiving that level of care. 

 


