ABC Family Health Team

Family Health Team Annual Report 2008-2009 and Service Plan for 2009-2010

Introduction:  
The Family Health Team Annual Report for 2008-2009 is part of each team’s accountability requirements for the Ministry of Health and Long-Term Care.   This report has been designed to allow the Family Health Teams to reflect on the work that they have undertaken in the last year, as well as what programs will be continuing and what new programs will be undertaken in 2009-2010 with current staff.  This information will link to the Service Plan (Schedule A) of the Interim Funding Agreement/Amendment. 
Please note there is a separate application for new interdisciplinary health providers and administrative staff resources included with the 2009-2010 Budget Package.
Section 1:
Patient Enrolment 

Patient Enrolment in 2008-2009:

	1. Patient enrolment/physicians
	April 1, 2008
	March 31, 2009

	Number of Enrolled Patients
	25837
	26253

	Number of Physicians in the FHT
	21
	23


	2. Describe the Family Health Team’s progress in 2008-2009 towards increasing access to primary health care including a reduction in the number of unattached patients:

	As a result of the availability of new FHT shared premises in ABC , the ABC FHT recruited two new Family Physicians in March 2009 who are job sharing for a 1 FTE located at Tower Street. A new Nurse Practitioner (NP) commenced in February 2009, there are two Grow Your Own NP’s in training. 
An additional 324 patients were added to the overall FHO roster despite the reduced number of primary care hours offered by some of the older FP’s who are nearing retirement.  The waiting list for family physicians maintained at the hospital has approximately 250 families awaiting a family physician.  Centre --- is not designated underserved. Arthur is located in --- North and is designated underserved. With the partnership between the County, Township, local physician and FHT there is now physical capacity to recruit 2 new physicians in modern premises.
The presence of Nurse Practitioners has enabled some physicians to increase their capacity for roster patients some of whom have been taken from the Health Care Connects list. 


	3. Describe the strategies used by the Family Health Team to achieve patient enrolment goals in 2008-2009 including reducing the number of unattached patients.  

Examples of strategies include:  

· holding open houses for the community to explain patient enrolment;  

· providing informational materials to patients; discussing benefits of patient enrolment with patients during a visit to the FHT;

· using community information venues such local newspapers, newsletters, and local websites, to explain and promote patient enrolment;

· communications with physicians and other team members to encourage and support patient enrolment; 
· establishing a relationship with the Health Care Connects program; and

· including Health Care Connects contact process on the FHT web site. 

	· FHT staff provided regular community presentations to the public, service groups, churches, retirement homes etc. including staffing stalls at local community events such as the 3 day ABC  Home Show attended by 12,000 people.
· A relationship has been established with Health Care Connects and all referred patients have been placed.

· FHT rostering information has been broadcast in local print media and  on television

· Packages for rostering patients are distributed from all FHT offices 

· The FHT is a member of the local recruitment steering committee and participates in community wide activities to encourage patient enrollment

· The FHT has re-directed patients to the Guelph community to enroll with physicians in the Guelph FHT who are seeking new patients (an estimated 10% of Center --- local rostered patients are from the Guelph region)



	4. Describe any events or barriers which impacted on the team’s  ability to increase patient enrolment in 2008-2009:

	The lack of suitable physical space, delays in physicians moving to new FHT supported facilities and the slow speed of Nurse Practitioner recruitment have all had impact on the local capacity for patient enrollment. However the local orphan population is low and population growth has been slower than expected further affected by the economic recession affecting new building in the region. Another factor is the number of physicians nearing retirement age whose patients are seeking a transfer to a younger physician fearing a lack of opportunity at the time their current physician does close their practice and this creates a greater demand for transfers rather than demand for unattached patient enrollment.


Patient Enrolment in 2009-2010 and Ongoing:

	5. Describe the Family Health Team’s patient enrolment goals including timelines over the next three years: 

	Fiscal Year
	Total enrolled and

non-enrolled patients 
	# of enrolled 

patients 
	# of unattached 

patients enrolled during fiscal year 

	At March 31, 2010
	31000
	27000
	150

	At March 31, 2011
	32000
	28000
	1000

	At March 31, 2012 
	33000
	29000
	1000


	6. If the FHT serves a specific non-enrolled patient population, please describe it including the source/method for estimating the number of patients served by the FHT:   

	There is a Mennonite population in the region which is estimated to be approximately 0.5% of the overall FHT roster numbers although individual FHT practices vary considerably. This estimate was calculated by asking the practices to provide an estimate.


	7. Describe the status of the patient enrolment target(s) established for the FHT.  

Are these goals consistent with patient enrolment goals previously established in discussions/ correspondence with the Ministry?  If no, please explain why not.



	 The Ministry had set targets based on general assumptions about capacity of the FHT given head count of FP’s rather than hours worked in primary care (our local hospital Groves Memorial Community Hospital is staffed by the local FP’s) and the assumption that there was latent demand.  The local issue is more concerned with replacing capacity as older physicians retire as their roster size tends to be larger and their working hours longer than their younger colleagues. Also in the Guelph area 20 minutes drive south, there are at least 5 physicians seeking additional patients, suggesting a saturation point for orphan patient placement has been reached locally. A phone discussion with Andy Wilson in April 2009 clarified the ABC FHT’s dilemma and anticipated struggle to reach the MOHLTC targets.


	8. Describe the key assumptions which will impact on the team’s ability to achieve the patient enrolment goals over the next three years including:

i) population demographics including the number of unattached patients in the service area  covered by the Family Health Team;

ii) strategies to explain and promote patient enrolment;

iii) recruitment and retention of health providers including physicians in the FHT;

iv) time spent by the FHT physicians in the FHT primary care clinic;    

	i) Population growth in the area has slowed due to the economic situation and slow down in new housing starts in the region. An increase of 3% from the current roster size is more realistic equating to about 1,000 new patients of whom half are anticipated to be unattached.
ii) Patient enrollment will be encouraged through family member growth with existing physicians, maximizing current capacity, encouraging new recruits to replace any anticipated retirements, supporting Health Care Connects, media campaigns as necessary

iii) At least 7 of the 23 physicians will be of retirement age in the next 3 years all have larger practices, although some will only reduce hours at least 3 are anticipated to fully retire. We hope to replace them with new residents who will be graduating in 2010 and beyond. Our region has been a very popular choice for residents with ROMP, the Community Hospital, reputation of teachers and preceptors in our area and the presence of a critical mass of physician and allied health professional colleagues as well as the pleasant geographical location allow us to be optimistic that we will sustain a high level of physician recruitment. We continue to work with the local recruitment committee to ensure our needs are known and the local community are engaged.
iv) Other than retirement and teaching commitments, the overall pool of physician hours in primary care is anticipated to remain stable over the next fiscal year. Head count = 23 FTE hours in primary care 14.9 FTE (using 40 hours as a standard working week)



Section 2:
Program and Service Delivery Achievement – Chronic Disease Management and Health Promotion and Disease Prevention 
In addition to core primary care services, Family Health Teams deliver chronic disease management (CDM) and health promotion and disease prevention (HPDP) programs.  Please use the following questions to report on your activities in this area.
Chronic Disease Management Program areas include: Asthma, Chronic Obstructive Pulmonary Disease, Cardiovascular Disease, Congestive Heart Failure, Hypertension, Diabetes and Mental Health. Please specify if other CDM programs are part of the Family Health Team’s work.  
Health promotion and disease prevention program areas include Periodic Health Exam, Cancer Screening, Immunization (childhood/adult), Addiction Counselling and Lifestyle and Wellness Counselling.  
Please complete one set of questions for each program area being reported on for 2008-2009.  Please duplicate questions 1–7 for each program, as needed.
Programs include a range of defined services provided by the interdisciplinary health care team as part of a pro-active approach to addressing specific objectives. Services provided as part of an overall program differ from reactive treatment services offered on an ad hoc basis.   Programs share the following characteristics:

· target ‘at risk’ patient populations,

· follow evidence-based guidelines and may include clinical pathways or flowcharts,

· include defined roles for specific health care providers on the team, and

· include meaningful, measurable objectives which allow the FHT to determine whether these objectives have been achieved and adjust programs if necessary.

	1. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Chronic Heart Failure – Chronic Disease Management


	2. Brief description of program, including name, description and objectives:

	Chronic Heart Failure Service:
1. Chronic Heart Disease Education:

Monthly group education class providing overview of cardiac disease, DASH diet, medication overview provided by Specialist Cardiac Nurse, Dietitian, Pharmacist. 

2. Chronic Heart Disease Management:
Daily phone follow up, monthly or bi weekly in-office visits for monitoring, symptom management and support. FHT Cardiac Nurse Specialist with physician support from trained Family Doctor, specialist support from local Centre of excellence Cardiologist, Nurse Practitioner and specialist nurse at St Mary’s Hospital.

	Date Program Became Operational: March 2009


	3. Describe how this program measured the achievement of its objectives in 2008-2009:

	Referral numbers
Avoided hospital admissions

Patient satisfaction

Clinical stability  

Adoption of standardized care protocols that match centre of excellence


	4. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	St. Mary’s Hospital – Cardiology program – program design, orientation training, expert support, specialist referral.
Guelph --- Dufferin Public Health – referral source, expert consultation for program improvement.

Groves Memorial Community Hospital – post discharge referral source, clinic location, lab and imaging investigations,  

Guelph, Minto-Mapleton and Mount Forest FHT’s offer the same program – support and benchmarking


	5. Where is the program being delivered?

	Education program – FHT office locations (mainly ABC )
Weekly clinic – ABC  

In the community – telephone support, occasional home visits for post-hospital discharge frail patients


	6. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	The program is planned to continue. It is hoped to encourage more family physicians to undergo the specialist awareness training orientation and to offer an in-office specialized service. Success measures will remain the same except for an increased focus on documentation standards.


	7. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	48
	48


	8. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Mental Health Program – treatment, chronic disease management, and health promotion


	9. Brief description of program, including name, description and objectives:

	Mental Health – treatment of mild to moderate disease with Mental Health Therapy. More complex cases specialist referrals to associated services of adult and child psychiatry.

Cognitive Behaviour Therapy treatment group for patients with depression – 6 week therapy group to provide patient education and knowledge of disease, strategies for symptom management and prevention techniques.

Self Esteem Group for teenage girls – monthly during the school year psycho-educational health promotion group addressing topics raised by participants and school staff. Aim to increase self esteem, reduce stigma, improve mental health habits and  minimize late identification of mental health issues.

Generalized Anxiety Group for patients with Anxiety – 6 weeks psych-educational group providing education about condition, tools for managing symptoms and prevention. Recovery approach promotes positive social interaction, opportunities for peer support, improved symptom management and promotion of prevention techniques.

	Date Program Became Operational:
Mental Health Therapy August 2006 Adult Psychiatry March 2007, Child Psychiatry October 2008
CBT – Jan 2009

Self Esteem Group – November 2008

GAD – Sept 2008


	10. Describe how this program measured the achievement of its objectives in 2008-2009:

	Patient satisfaction

Standardized per and post measurements e.g. Beck Scale, the Worry Scale


	11. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Trellis Community Mental Health and Developmental Services – partner in design and delivery of CBT program
Self Esteem Group – Public Health Nurse and staff from Centre --- High School ABC  – partner in design and support for group participants as needed.

GAD – neighboring FHT’s assisted in the design (Guelph, Hamilton Academic FHT and New Vision)


	12. Where is the program being delivered?

	CBT – Trellis ABC  office and FHT ABC  office
Self Esteem – Centre --- High School ABC 
GAD – FHT ABC  and ABC  locations


	13. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Yes. No changes are expected as these treatment groups are evidence based. We will investigate the referral pool to determine if sufficient patients warrant running CBT or GAD group in Arthur. We are also examining the self esteem group to determine if it could be run with younger girls 8 – 12 in ABC  or ABC  at the intermediate schools.


	14. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	MH 1000

Adult Psych 47

Child Psych 36 

CBT 20
Self Esteem 60

GAD 18

	MH 1000

Adult Psych 50

Child Psych 36

Geriatric Psych 42

CBT 40
Self Esteem 90

GAD 24


	15. Chronic Disease Self Management

	Chronic Pain - Chronic Disease Management


	16. Brief description of program, including name, description and objectives:

	Name: Chronic Pain Self Management Group

Description: Based on the Stanford Model of Self Management, this group is geared specifically to a Chronic Pain population. The group highlights various self-management strategies such as medication, healthy eating, the role of exercise, distraction and mind techniques and addressing difficult emotions and communication. It also provides an opportunity for participants to learn from one another and to share their experiences and coping strategies. Once participants have completed the program, they have the opportunity to join a Chronic Pain Support Group.

Objectives: To empower participants to become self-managers of their chronic pain.

To highlight skills, tools and strategies that can be incorporated into the management of their chronic pain.

	Date Program Became Operational: July 2008


	17. Describe how this program measured the achievement of its objectives in 2008-2009:

	Patient Satisfaction Surveys

Pre/Post Measurement

Attendance


	18. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Peer-led Chronic Pain Support Group
Pfizer – sponsored initial training and two educational events with speakers
Heritage River Retirement Home (provided location for a group)

Mr. Joe Walsh, Arthur Community Pharmacist (referral source)
--- Dufferin Pain and Symptom Coordinator – program design

Peer volunteers – group leaders


	19. Where is the program being delivered?

	ABC , ABC  and Arthur (various locations including the FHT office and other low or no cost community locations)


	20. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	FHT will continue to provide this program in 2009-2010. 

No changes to objectives or achievement of objectives.


	21. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	50 participants
Peer support group – 30 participants
	50 participants
Peer support group – 30 participants


	22. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Nutrition and Lifestyle Counselling Programs:

Consultation and assessment service – disease prevention, chronic disease and episodic management

Infant and toddler feeding – health promotion and disease prevention

Seniors Cooking Program - Both a chronic disease management and health promotion program.
Healthy You – health promotion and disease prevention


	23. Brief description of program, including name, description and objectives:

	Nutrition assessment and counselling – Registered dietitian one on one assessment of referred patients. Objectives – accurate diagnosis and treatment of diet related issues

Infant and toddler feeding – education class for parent attendees at the Early Learning Years Centre introduction to infant feeding techniques, food preparation and health lifestyle tips to increase parent knowledge of healthy eating habits, benchmark portion control and community supports for lifelong healthy lifestyle. Identification of “at risk” children (food security, under or over weight, smoking, diabetes etc)
Senior’s Cooking Class

Cooking class offered monthly. Recipes incorporating healthy eating principles & messages from Canada’s Food Guide provided. A total of 6 recipes prepared each class. 

Objectives- 

- To provide seniors the opportunity to cook with familiar ingredients but prepared in a different way.

- To encourage different healthy cooking methods.

- Providing a place to gather & socialize, 

- To share different recipes & to learn different food prep techniques from each other. 
Healthy You – 12 weekly classes providing healthy lifestyle education with a focus on weight loss
Objectives are to provide an introduction to the consequences of obesity, healthy lifestyle habit establishment including activity, healthy eating and stress management. Teaching patients tools and support mechanisms including walking groups in the local community.  

	Date Program Became Operational:  Nutrition assessment and counselling September 2007

Infant and toddler feeding – February 2008

Seniors Cooking Class - April 2008-June 2009
Healthy You January 2008


	24. Describe how this program measured the achievement of its objectives in 2008-2009:

	Nutrition assessment and counselling: clinical indicators specific to reason for referral, patient satisfaction, attendance rates, compliance rates
Infant and toddler feeding – parents satisfaction rates, pre and post knowledge questionnaire

Seniors Cooking Class: Attendance. Often there was a wait list for each of these classes.

Written & verbal feedback from participants. Meetings with Supervisor at the Senior’s centre.
Healthy You: structured pre and post questionnaires, retention rates


	25. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Infant and toddler feeding – Public Health assisted in planning and co-host sometimes, location Centre --- Resource Centre ABC 
ABC FHT, Victoria Park Seniors Centre & Centre --- Parks & Recreation

ABC FHT provided: staff, education resources, time, and administration work.

Victoria Park- volunteers (to purchase the groceries), food (through a New Horizon’s grant), space, kitchen equipment & admin work.
Healthy You – Hamilton FHT design, Mount Forest FHT community benchmarking partner


	26. Where is the program being delivered?

	Nutrition counselling – various FHT and FHO offices

Infant and toddler feeding – Centre --- Early Learning Years office

Seniors Cooking Program - Park Senior’s Centre in ABC , ON.
Healthy You – all three FHT offices although the size of the group necessitates renting a community room in Arthur, label reading tours at local grocery stores, walking groups on local trails and in the community.


	27. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Nutrition counselling – will continue no change

Infant and Toddler feeding – will continue and no change

No. The new program The Senior’s Taste & Talk will take over from the Cooking Class. Previously, from April 2008-June 2009 there was a Cooking Class at the Seniors Centre which was used as a health promotion & disease prevention program. This year, the focus will be to provide health education of interest to seniors. A wide variety of topics: heart failure, COPD, hypertension are available to be discussed.  At each session, the RN & RD will discuss methods the participants can prevent (if possible) & manage health conditions.  Healthy recipes that coincide with the health topic of interest will be prepared prior to & then served during the event. More information will be available for attendees to access through our ABC FHT website.

Changes to the objectives- there will be more of a focus on the needs of the clients and for an opportunity for them to reflect this each month by choosing the health topic to be discussed. Also, to provide more information about self health management to encourage more independent learning to ultimately improve health & quality of life.

Achievements of the objectives- will be measured at the end of each session and feedback from participants, facilitators & the staff at from the senior’s centre will be compiled to ensure objectives are met.
Healthy You – yes revised shortened 10 week program due to patient feedback


	28. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	Nutritional counselling 597 patient visits
Infant and toddler feeding 42 participants
Seniors Cooking program:

~8 participants people per session; 

~80 people from Sept- June total
Healthy You – 80 patients 800 visits
	Nutritional counselling 600 patient visits
Infant and toddler feeding 42 participants
Seniors Cooking program NA- different program.  Senior’s Taste & Talk program: ~10-15 attendees per session ~ 100-150 people from Sept-June 2009-2010
Healthy You – 80 patients 800 visits.


	29. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Supportive Care, Palliative Care, Pain and Symptom Management


	30. Brief description of program, including name, description and objectives:

	Supportive Care and Palliative Program

Our team offers an interdisciplinary approach to patients and families who are dealing with a life threatening illness. We use a team approach to deliver high quality patient and family focused care centered on evidence based, best practice guidelines. Our vision is to promote excellence in collaborative, supportive and palliative care closer to home. We also provide pain and symptom services in an ambulatory clinic setting in collaboration with Dr. Lund, our palliative care physician.

Our objectives are:

· - to ensure that patients with a life threatening illness have early access to appropriate and timely services in a seamless manner

· - to decrease the number of emergency hospital visits

· - to enhance communication and collaboration amongst palliative care providers

· - to increase the amount of time patients palliate at home and increase the number of deaths in place of choice

· - to encourage and support patients and families with legacy work

· - to support the patients family and caregivers through their journey including grief and bereavement
Cancer Support Group – monthly peer led community support group for cancer patients

Objectives: to provide emotional support from peers, information about community resources and opportunities for expert presentations from FHT and other professional staff.

	Date Program Became Operational: Nov.1 2007


	31. Describe how this program measured the achievement of its objectives in 2008-2009:

	Use of the Edmonton Symptom Assessment Scale and the Palliative Performance Scale with each patient visit.

Patient and Caregiver Satisfaction Survey

Informal physician feedback
Support group- attendance rates


	32. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Waterloo --- CCAC (particularly the Palliative team and Bayshore Visiting Nurse Palliative Care Team)- design, consultation, referral sources, service delivery partner Waterloo/--- HPC Consultant - design, Hospice --- - design service delivery partner, local education materials, in-home patient support, survivor and grief supports. Canadian Cancer Society – design, general patient education materials, Grand River Regional Cancer Centre, Groves Memorial Community Hospital – design, referral source, organizer of annual Memorial service. FHO physicians and primary care nurses, Palliative care physician – consultation service to orphan patients and end of life rostered patients whose FP transfers care to PCP
Support group: community volunteers staff the program, St Joseph’s church provide the venue


	33. Where is the program being delivered?

	ABC FHT offices and patients homes.
Support group: St Joseph’s Parish rooms


	34. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	The program will continue to be provided with more development of the clinics and legacy work and grief and bereavement support. The program will be integrated with the Aging At Home enhanced Waterloo --- Regional Palliative care services currently in development.


	35. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	45 patient admissions in 1 yr

average 50 visits per month –nurse 

average 20 visits per month-social worker

occasional  NP consultation
Support group 65 attendees per year
	50 admissions

average 60 visits per month

average 25 visits per month
Support group 65 attendees per year


	36. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Smoking Cessation: Health promotion and disease prevention


	37. Brief description of program, including name, description and objectives:

	Smoking Cessation
Open community based referrals as well as targeted physician referral to Nurse led individual and group counselling sessions, educational classes and “Walk and talk” or swim and talk” groups. Based on TEACH materials and closely aligned with local institutional quit strategies groups are run at set times in the week in all three communities and as needed for small groups of associated patients. High school and seniors groups are also held at appropriate community venues. Patients are provided with educational materials, samples of gum and nicotine patches is appropriate.

	Date Program Became Operational: October 31st 2007


	38. Describe how this program measured the achievement of its objectives in 2008-2009:

	Referral rates – especially community generated

Calls to Smoker’s Helpline initiated

Smoking reduction after education

Quit rates
3 and 6 month status post quit rates

Patient satisfaction


	39. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Waterloo --- LHIN - design, Waterloo Regional Public Health Smoking Advisor, design, ongoing technical consultation and support; CAMH – TEACH program for RN training; Groves Memorial Hospital, Guelph --- Dufferin Public Health – design, referral source, guest speaker (Smoking Cessation Nurse Advisor) joint service provider in the school setting PHN, local Community Pharmacies – referral source, Sportsplex  ABC  – facilities, subsidized swim and fitness class rates, Seniors Centre ABC  – facility, referral source, Centre --- High School – design and facility, referral source, shared provider of refreshments and teaching materials. Pfizer -design, FHT advertising materials, general educational materials, sponsored clinical education events, collection of materials for medical directives.  


	40. Where is the program being delivered?

	Various FHT and community locations, local High School, Seniors Centre ABC , Community Pharmacy Arthur


	41. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Direct referral link to Smoker’s Helpline in development.


	42. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	200 unique clients

500 group visits
	200 unique clients

500 visits


	43. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Osteoporosis: Health Promotion and disease prevention


	44. Brief description of program, including name, description and objectives:

	“Breaking Bones” educational program from the Osteoporosis Society of Canada
4 session educational program for those at risk of developing or who are living with osteoporosis. Wellness nurse facilitator, referrals to RD or pharmacist who also provide guest speaker spots. 

	Date Program Became Operational: March 2009


	45. Describe how this program measured the achievement of its objectives in 2008-2009:

	Patient satisfaction
Improved medication adherence rates for those with pharmacy intervention

Improved lifestyle knowledge


	46. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Osteoporosis Society of Canada – design and delivery, provision of audio visual materials, training and patient education resources both print and on-line


	47. Where is the program being delivered?

	FHT offices


	48. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Yes no changes anticipated


	49. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	65 unique patients
200 group visits
	65 unique patients
200 group visits


	50. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Arthritis Management – Chronic Disease Management


	51. Brief description of program, including name, description and objectives:

	Arthritis – assessment and treatment weekly clinic with Arthritis Society cross trained Occupational Therapist, Physiotherapist. Periodic introduction to self management groups.

	Date Program Became Operational: March 2007


	52. Describe how this program measured the achievement of its objectives in 2008-2009:

	Attendance rates
Patient satisfaction


	53. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Arthritis Society provides the program through 1 day per week of PT/OT. Groves Memorial Community Hospital provides the venue. The FHT provides additional speakers (RD, Pharmacist) to the self management group


	54. Where is the program being delivered?

	Clinic – Groves Memorial Community Hospital Physiotherapy Department
Education group – Sportsplex, ABC  or  FHT offices ABC , ABC  or Arthur


	55. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Yes, hope to increase number of education sessions by expanding to new FHT locations in all three communities


	56. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	Clinic = 50
Group = 20
	Clinic = 50
Group = 60


	57. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Intensive Case Management – home care support


	58. Brief description of program, including name, description and objectives:

	Waterloo --- Community Care Access Centre provided case management – in home assessment and home based delivery of care services

	Date Program Became Operational: June 2008


	59. Describe how this program measured the achievement of its objectives in 2008-2009:

	Volume of referral
Client and referral source satisfaction


	60. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	CCAC provided service


	61. Where is the program being delivered?

	Collaborative meetings with FHT staff held at Tower Street office shared drop in room. Individual case conferences also at FHT locations as needed. Service delivery mostly in patients homes


	62. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Yes the FHT will continue to work with the CCAC


	63. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	360
	360


	64. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Paddle Your Own Canoe – Chronic Disease management


	65. Brief description of program, including name, description and objectives:

	Introduction to self management of a chronic disease – not disease specific.
Based on the Stanford model and using the “Living with a Chronic Disease Handbook” a 4 week introduction to patients with any chronic disease to healthy living and coping with the disease through healthy eating, exercise, stress management, goal setting and communicating effectively with healthcare providers and knowledge about local community resources.

Objectives to provide patients with an overview of chronic disease, knowledge of useful skills to cope and resources in the community, support form a peer group that spans chronic conditions.



	Date Program Became Operational: September 2008


	66. Describe how this program measured the achievement of its objectives in 2008-2009:

	Pre and post knowledge questionnaire, attendance and retention rates, client satisfaction


	67. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Guelph --- Dufferin Public Health – design. Stanford University – license provision


	68. Where is the program being delivered?

	FHT office Tower Street ABC 


	69. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	No after running the program twice noting poor retention Clients feedback indicated patients prefer disease specific programming. Same content can be delivered in office one on one with RN’s and NP’s. during regular Chronic disease management  care – test through QIIP learning collaborative PSDA process


	70. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	18
	none


	71. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Seniors Program – treatment and assessment, chronic disease management and health promotion and disease prevention.


	72. Brief description of program, including name, description and objectives:

	Geriatric assessment: one on one nurse and social work assessment of complex geriatric patients to provide family physician with an in-depth assessment of a frail seniors physical, mental and psycho-social functioning possible follow up referrals to Geriatrician and Psycho-geriatrician as needed.
Falls Assessment: individual nursing assessment of falls risk with model developed by local Public Health Nurses.

Memory Clinic: multidisciplinary primary care physicians supported global baseline functioning assessment and follow up as needed

Geriatric Clinic: nurse facilitated assessment at a community satellite specialized geriatrician clinic in conjunction with a local nursing home.

	Date Program Became Operational: Geriatric Assessment: May 2008 Falls Assessment January 2009, Memory Clinic February 2009, Geriatric Clinic: March 2009


	73. Describe how this program measured the achievement of its objectives in 2008-2009:

	Referrals, continuity for follow up, number of filled clinics, Patient/family satisfaction, pre and post knowledge questionnaires reduction of falls hazards for patient and their environment


	74. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Geriatric assessment: Initial RN Assessor training provided by Ottawa Regional Geriatric Program. Ongoing mentoring and support from RGP Central specialized staff e.g Mary Lou Van der Horst Geriatric Interprofessional Interorganizational Consultant (GIIC); Specialized Geriatric Program (St Joseph’s Hospital Guelph, Trellis and CCAC) for design and referral source; CCAC Case manager joint management, shared assessment as needed. GEM Nurse from Groves Memorial Hospital referral source and linkage.  Seniors At Risk consultant for design, investigation and ongoing support with high risk cases. --- Seniors Services Network for input to design and ongoing support. Aging at home funded Seniors Centre for Excellence Seniors' Health Services Coordinator Helen Edwards for design and ongoing support for community programs delivered in --- North.
Falls Assessment: Guelph --- Dufferin Public Health department for tool design, mentoring and ongoing referral source. Community therapy service providers for review of tool.

Memory Clinic: Alzheimer’s Society – First Link Coordinator for design, ongoing support to Memory Clinic participants and link to community caregiver support group. Dr Linda Lee and team Centre for Family Medicine Kitchener – expert training, in situ mentoring and provision of family physician service to sustain program during nursing and physician leadership turnover. Trellis (community services for mental health and developmental delay) Susie Gregg, Waterloo---- Geriatric Clinical Resource Consultant for design and staff support to clinic conducting screening and linkage to community programs.  
Geriatric Clinic – Dr Nicole Didyck design and service provider, Freeport Hospital for secondment opportunity for training, Caressant Care ABC  Nursing Home for clinic venue, drug company for initial clinic room set up and transportation of Dr Didyck. 
Seniors Wellness: Nurse, Social Worker with other interprofessional supports (e.g. Dietitian, pharmacist, Mental health therapist) occasional community events at public or institutional venues on wellness topics e.g. “Slips and trip avoidance” delivered to church group Bellwood and Seniors Centre ABC ; “Health Aging” to Pine Meadows retirement home community,  Medication management (with Pharmacist) ABC  Seniors Centre, Arthur library, Heart healthy diet (with RD); Future Care Planning – Power of Attorney and community resources you should know about (with SW and panel presentation from community agencies)


	75. Where is the program being delivered?

	Geriatric assessments: in the patients home or at Tower Street ABC 
Falls assessment: in the patients home or at Tower Street ABC 
Memory Clinic : initial assessment maybe in home or in clinic setting, comprehensive assessment Tower Street ABC 
Geriatric Clinic: Caressant Care Nursing Home ABC 
Seniors Wellness programs: various community venues throughout the region


	76. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	The programs will be enhanced providing the specialized RN can be recruited to replace departing staff (Aug 09). More integration with enhanced Aging at Home initiatives anticipated (more GEM nurses, geriatric community workers being implemented). Monitoring of referral sources and continuity measures will be used. Fewer home visits in order to increase volume of clients that can be served. Exploration of delivering an integrated assessment or group clinic model with family physician will be explored to increase volumes of patients being served and at an earlier stage of aging. Patient and caregiver knowledge of normal aging and community resources will be compared pre and post education.
Attempts to recruit a Geriatric Psychiatrist to be shared among the 4 rural FHT’s of --- county have resulted in the commencement of a telemedicine based service from September 2009. Number of referrals, patient and family satisfaction rates will be measured.


	77. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	Geriatric Assessment: 42
Falls Assessment: 14
Memory Clinic: 47
Geriatric Clinic: 36

Wellness Groups: 320
	Geriatric Assessment: 120
Falls Assessment: 50

Memory Clinic: 40 new 50 follow up

Geriatric Clinic: 70

Wellness Groups: 400


	78. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Social Work – assessment and treatment episodic care, Chronic Disease Management


	79. Brief description of program, including name, description and objectives:

	Based upon a bio-psycho-social model, the general social worker develops a short-term intervention plan with clients that facilitate return to optimal functioning and which complements other services offered within the Family Health Team.

The social worker helps clients to adjust to illness, loss, role changes and chronic disease management issues by providing information and enhancing understanding of these changes, and by facilitating links with other support systems and health care providers.

	Date Program Became Operational: January 2008


	80. Describe how this program measured the achievement of its objectives in 2008-2009:

	Patient and family satisfaction
Knowledge and access of local community resources

Support to crisis intervention in the community initiated by the seniors at risk coordinator or GEM nurses where clients either are not eligible or refuse CCAC services.


	81. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	CCAC, Trellis, GEM nurses – referral sources and service partners. Seniors At Risk coordinator design and delivery especially where flexible response to issues are required.  “The Door” teen drop in centre referral source and shared service provider. Women In Crisis shelter – referral source and delivery partner.


	82. Where is the program being delivered?

	Tower Street ABC , in the patients home, hospital


	83. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Yes no change anticipated.


	84. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	150
	150


	85. Program type:  Identify chronic disease management or health promotion and disease prevention being addressed.  If a program is not included in lists above, please specify. 

	Pharmacy: episodic care and chronic disease management though individual consultation. Health promotion and disease prevention through groups


	86. Brief description of program, including name, description and objectives:

	Individual counselling for at risk clients, multiple medications, multiple conditions, falls risks, post delirium. Objectives to maximize compliance to medication regime, achieving best practice prescribing and minimizing errors. 
Groups address specific health conditions and provide education to health providers as well as patients.

	Date Program Became Operational: August 2008


	87. Describe how this program measured the achievement of its objectives in 2008-2009:

	Participant satisfaction rates
Reduction in risk profiles 

Reduction in numbers and dosages of medication in seniors

Better compliance to medication regime

Reduced number of adverse reactions or drug induced delirium


	88. List community partners involved in the program, describe their role (e.g. design, delivery) and services provided:

	Groves Hospital – design and service delivery partner. St Mary’s Hospital for specific resource supports and training for cardiac patients. Community pharmacies: Shopper’s Drug Mart ABC  and ABC , Zehrs, Zellers, IDA Arthur – design and service delivery partners. Pfizer, Glaxo- Smith Klein, Astor-Zeneca, Perdu – education event supports. McMaster University and University of Toronto – design


	89. Where is the program being delivered?

	Tower Street ABC , various community locations and FHT meeting rooms for groups.


	90. Will the Family Health Team continue to provide this program in 2009-2010?  Describe any changes to the objectives of the program and how achievement of objectives will be measured.

	Anticipate expanding the program to support initiatives in lung health (focus on improving asthma management and providing a monthly introduction to COPD class). Success will be measured by the numbers of patients being maintained on best practice guidelines.

Working with the hospital and local community pharmacies on medication reconciliation to provide better communication and follow pre and post hospital discharge. Success will be measured by improved communication methods and fewer adverse events.


	91. Patients being Served by the Program

	Patients Served 2008-2009
	Expected # of Patients to be Served in 2009-2010

	*note full-time pharmacist was on maternity leave Aug 08 to Aug 09
175
	450


Section 3:
New Programs Planned for 2009-2010 (With Current Approved Staff)
Use this section to describe new programs that the Family Health Team plans to deliver in 2009-2010 with current approved staff.  
Please complete one set of questions for each program area being planned for 2009-2010.  Duplicate questions 1-6 for each program as needed.
	1. Program type: (See list of programs in Section 2 above)

	Mindful Meditation – Health Promotion and disease prevention


	2. Program name, description and objectives:

	Mindful meditation initiative (MBI)
A 10 - week program in mindfulness meditation The aim of the program is to give participants an overview of mindfulness meditation and its value for helping people who experience stress, anxiety, depression, pain and other medical conditions. 

Participants will be led in one Formal Mindfulness practice, which is called the Body Scan.  as well as provided with CD’s of sessions to facilitate home practice.  




	3. Describe how achievement of program objectives will be measured:

	Patient satisfaction, attendance rates, stress perception pre and post


	4. Number of patients expected to be served by the program:

	40 (2  sessions x 20 participants)


	5. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Trellis Community Mental Health and Developmental Services – design, guest speakers, referral source St Joseph’s Hospital Guelph - design


	6. Where will program be delivered?

	FHT office ABC 


	7. Program type: (See list of programs in Section 2 above)

	Depression Education – Chronic Disease Management


	8. Program name, description and objectives:

	Depression Education (name to be determined by clients). Objective to give evidence based information to clients who are diagnosed with depression and who have been started on medication so that they take them appropriately. To promote other helpful coping strategies e.g. activity, good sleep hygiene, relaxation


	9. Describe how achievement of program objectives will be measured:

	Client Satisfaction Questionnaire that addresses the impact of the education received. Compliance to medication regime.


	10. Number of patients expected to be served by the program:

	100


	11. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Trellis Community Mental Health and Developmental Disorders  - design and delivery partner


	12. Where will program be delivered?

	FHT offices, ABC , ABC  and Arthur


	13. Program type: (See list of programs in Section 2 above)

	Childhood obesity prevention - health promotion and disease prevention program


	14. Program name, description and objectives:

	“Taking Care of Us” – a fully supported family orientated school based program promoting detailed strategies for obesity prevention for children aged 8 - 12


	15. Describe how achievement of program objectives will be measured:

	Client and family satisfaction rates – post program

Education awareness – pre and post program questionnaire

Exercise and diet habits pre and post intervention (self reported and activity attendance rates)

Confidence in sustainability – end program interview, goal setting

6 months post intervention interview – telephone questionnaire, attendance at refresher class


	16. Number of patients expected to be served by the program:

	30 in the pilot if successful program will be expanded in 2010-11


	17. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Guelph --- Dufferin Public Health – design, referral source, expert consultants
Heart and Stroke Association of Canada – design, patient education materials including on-line information and support

Centre --- Parks and Recreational Services – design and provision of subsidized fitness facilities, swim passes, track and trail access

In-Motion – community partnership planning and support group for improved activity levels

Dufferin Area FHT – design – observed similar program run in Dufferin County

Hamilton FHT – design and educational materials

University of Guelph – design (literature review and best practice benchmark creation) and specialized nutritional advice


	18. Where will program be delivered?

	FHT offices or schools in ABC  or ABC  related activities in grocery stores and fitness facilities within the community


	19. Program type: (See list of programs in Section 2 above)

	Metabolic and pre-Diabetes – Health Promotion and Disease Prevention


	20. Program name, description and objectives:

	Metabolic and pre-Diabetes Program (name to be determined by initial participants)
Educational program aimed at those at risk of developing or who already have metabolic disorders or pre-diabetes signs and symptoms. Objectives: to provide clients with risk factors or symptoms with information about their risks, how to identify symptoms of Diabetes, healthy lifestyle choices that can prevent, or delay the on set of disease including diet, exercise and stress management.



	21. Describe how achievement of program objectives will be measured:

	Patient satisfaction, participation and retention rates, self management goal setting, attendance at support group, achievement of self management goals over 3 and 6 month periods 


	22. Number of patients expected to be served by the program:

	300


	23. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Groves Memorial Community Hospital – design, referral source, expert resources (DEC) Minto-Mapleton and Mount Forest FHT’s – design partners as members of the North and Centre --- Diabetes Network; Guelph --- Dufferin Public Health – design, expert RD resources, referral source; Canadian Diabetes Association – design, patient educational materials on-line and in print


	24. Where will program be delivered?

	FHT offices in all 3 communities


	25. Program type: (See list of programs in Section 2 above)

	Metabolic and pre-Diabetes – Health Promotion and Disease Prevention


	26. Program name, description and objectives:

	Stable Type ll-Diabetes Group Visits

Group visit or shared care structured visit support to Family Physician offices by specialist RN. May involve NP office RN, RD or Pharmacist as needed. Part of the continuum of care developed by the North and Centre --- Diabetes Network


	27. Describe how achievement of program objectives will be measured:

	Patient satisfaction, self management goal setting,  achievement of self management goals over 3 and 6 month periods, A1C results, annual BP eye and foot check rates, ACE and ERB prescribing, BP control, blood sugar control to target (based on QIIP learning collaborative “spread” attempts to set organizational wide targets).


	28. Number of patients expected to be served by the program:

	700


	29. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Groves Memorial Community Hospital – design, referral source, expert resources (DEC) Minto-Mapleton and Mount Forest FHT’s – design partners as members of the North and Centre --- Diabetes Network; Guelph --- Dufferin Public Health – design, expert RD resources, referral source; Canadian Diabetes Association – design, patient educational materials on-line and in print


	30. Where will program be delivered?

	FHT/FHO offices in all 3 communities


	31. Program type: (See list of programs in Section 2 above)

	Healthy Ageing


	32. Program name, description and objectives:

	Targeted referral to monthly educational wellness program for seniors. Establish knowledge of healthy aging in at risk seniors (post hospital discharge, multiple chronic conditions, more than 15 meds, more than 6 falls in past 6 months, more than 3 hospital admissions in 3 months, extreme caregiver burden, chronic but stable mental health condition)


	33. Describe how achievement of program objectives will be measured:

	Attendance, relief of social isolation, improved caregiver burden scale scores , avoided admissions


	34. Number of patients expected to be served by the program:

	120


	35. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Trellis, design referral source, County Seniors At Risk Coordinator: design, referral source guest speaker, follow up for at risk issues, Groves Memorial Community Hospital – GEM Nurses design, referral source
Aging at Home – 

Volunteers – local interested screened experienced individuals able to support group

Alzheimer’s Society – First Link Coordinator – design, delivery


	36. Where will program be delivered?

	FHT offices ABC . ABC  and Arthur – other community venues will be considered if participants wish to meet elsewhere and there is no cost involved with the venue e.g  Retirement Home ABC  and Bellwood have offered space, 100 Mile Market in Arthur, Drug store in Arthur.


	37. Program type: (See list of programs in Section 2 above)

	Hypertension – Health Promotion and Disease Prevention


	38. Program name, description and objectives:

	Community Blood Pressure Monitoring and health promotion


	39. Describe how achievement of program objectives will be measured:

	Patient attendance, satisfaction rates, referral rates to other programs,


	40. Number of patients expected to be served by the program:

	500


	41. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Community pharmacies – facilities CHAP program – design, expert consultation, Heart and Stroke Association – design, volunteers, patient education materials on-line and print. St Mary’s Hospital – design and expert consultation resources, Groves Memorial Community Hospital – Dr Clunes referral source and expert support.


	42. Where will program be delivered?

	Local community pharmacies FHT offices all three communities


	43. Program type: (See list of programs in Section 2 above)

	Lung Health – Chronic Disease Management


	44. Program name, description and objectives:

	Chronic Obstructive Pulmonary Disease Education Program:
Monthly nurse facilitated educational sessions for newly diagnosed COPD patients provide overview of disease, advice on medication, diet, exercise and coping with symptoms and community resources. Linked to OTN Respirology service with St Mary’s Hospital Kitchener for complex client assessment. Lung function assessment provided by Groves Memorial Community Hospital Respiratory Therapy Service or in office Spirometry service
Asthma Program: Monthly clinic individual counselling or group education sessions  for management of complex or at risk clients facilitated by Pharmacist Uses Lung Association P-CAP model

Objectives: improve patient awareness of disease, increase motivation for improved symptom control, avoided hospital admissions, opportunities to support smoking cessation.


	45. Describe how achievement of program objectives will be measured:

	Rates of symptom control in educated/managed population vs. usual care
Hospital admission rates

Client satisfaction

Pre and post education understanding of disease

Setting self management goals

% clients contemplating or successfully quitting smoking


	46. Number of patients expected to be served by the program:

	COPD 48 (4 per month) OTN Respirology Clinic 48 Asthma Clinic 48


	47. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Pfizer provided planning support, educational activities, introduction to best practice partners and clinical expertise
Groves Memorial Community Hospital in partnership with Guelph General Hospital provide Respiratory Therapist who was part of the design team and provides service at GMCH for Pulmonary Function Testing and Spirometry and brief education. Referral source. Preliminary planned pre-screen for OTN Respirology Clinic.

Guelph, --- Dufferin Public Health Department; design consultation, information on community resources, referral source

Lung Association: Design feedback, education materials “Breathworks” program for ongoing patient maintenance. P-CAP for Asthma management.
Mount Forest FHT Pharmacist – design and service delivery partner
St Mary’s Hospital Kitchener – OTN Respirology clinic for assessment and management of complex patients


	48. Where will program be delivered?

	Monthly education program at Tower Street ABC  – and self guided materials will be available on line. Respirology clinic is via OTN and can be delivered at any OTN location (mainly ABC  due to need for RN presence but also Arthur and ABC )


	49. Program type: (See list of programs in Section 2 above)

	Senior’s Taste & Talk: Health Promotion & Disease prevention program. Topics to be discussed are chosen by attendees.  Some examples include: CVD, hypertension, heart failure & COPD 


	50. Program name, description and objectives:

	Senior’s Taste & Talk.  

“Senior’s Taste & Talk” is a program that will be facilitated by a Cardiovascular Nurse Specialist & a Registered Dietitian.

Purpose: This program is designed to provide seniors the opportunity to learn about health & diet topics that matter to them.  

Description: Each month participants chose a health condition and meet with FHT facilitators to learn more about health & diet information. This will allow them to prevent & or manage a condition. Health topics were chosen according to Health Canada’s Calendar of Health Promotion Days.    

Objectives: 

-Provide seniors the opportunity to learn about their health & health topics that interest them.

- For participants to apply health recommendations most applicable to them.

-For attendees to share this information with family & friends to help improve health & quality of life.

- To empower & encourage self-management of health. 


	51. Describe how achievement of program objectives will be measured:

	- Attendance from each session.

- Verbal & written feedback from participants, Victoria Park Senior’s Centre & Seniors Centre.


	52. Number of patients expected to be served by the program:

	10-15 people per session.  ~ 100-150 attendees from Sept- June 2009


	53. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Partners: ABC FHT & Victoria Park Senior’s Centre, Center of --- County.

ABC FHT staff- provide the education resources, time.

Victoria Park Seniors Centre- provides the space, food (through a government grant), cooking resources, volunteers. 


	54. Where will program be delivered?

	Victoria Park Senior’s Centre, ABC 


	55. Program type: (See list of programs in Section 2 above)

	Health promotion and disease prevention 


	56. Program name, description and objectives:

	Work Wellness Program

Objectives

1. To identify and support behavior changes through public education and promotion of motivational communication that creates understanding of how healthy lifestyle choices impact health through diet and activity.

2. To provide education at a literacy level appropriate for the population being serviced. 

3. To make it accessible for the community to partake in the activities

4. To create and provide linkages for support in the community.

5. To partner with community businesses and community organizations to increase awareness through distribution of available services



	57. Describe how achievement of program objectives will be measured:

	Program evaluation survey targeting knowledge gained and effectiveness of content and potential changes that clients will make because of education


	58. Number of patients expected to be served by the program:

	150 clients 


	59. Please list community partners (if any) that will be involved in program, describe their role (e.g. design, delivery) and services to be provided:

	Family Health Team care providers will assist in delivery of services through Registered Dieticians to promote healthy nutritional choices, Social Worker to assist with Advanced Care Directives and planning, Metabolic Nurse to assist with empowering individuals with self management skills and knowledge to recognize symptoms and factors that increase chances to develop metabolic syndrome and diabetes. , Local fitness facilities such as the Sportsplex will be involved to assist in creating diverse opportunities for exercise recommended to reduce impact of identifiable risk factors. Local Food markets will be targeted to create learning opportunities for healthier food choices and cooking ideas- inclusive of food banks to target populations that have decreased access to healthy alternatives.


	60. Where will program be delivered?

	Workplaces within each of the 3 communities within the ABC


Section 4:
System Navigation/Care Coordination
	1. Describe how the Family Health Team provided system navigation/care coordination in 2008-2009:

	All FHT staff support patients in their system navigation and care coordination requirements: information to patients is routinely provided as part of educational sessions both individually and in groups. We provide print material, phone numbers, and computer access (in relation to local libraries and the seniors centre for those unable to access resources on line at home). We have undertaken some informal research and applied for grants to work with the local literacy centre to improve our communication materials for those with healthcare literacy challenges. Guelph --- Dufferin Public Health in particular provide excellent print resources and community events and we act as a central point to disseminate their materials to the physicians offices on a regular basis.
All FHT staff as part of their orientation receive an overview of the role of key community partners: Public Health, the CCAC, the local hospital and social and community services. Staff also attend the Community Resource Centre in person and retrieve information from the on-line Community Resource database. Specialized orientation  is designed around each FHT staff depending on scope of role and prior knowledge of the community and may result in production of literature on community resources or a description of how patients move along the continuum of care that maybe printed or made available on our web site. Specific community partners are always involved in the design of programs and may be involved in the direct delivery of a program or group or may provide patient educational materials for distribution e.g Heart and Stroke, Osteoporosis Canada, the Cancer Society etc.

Our Social Worker regularly attends the monthly brown bag lunch at the Community Resource Centre in ABC  where information and service providers for community agencies serving Centre --- attend to share information. We regularly use the local on-line community Resources database to ensure effective referrals.
FHT staff regularly contributes to planning tables, community events and other activities that enable strong working relationships with other community partners. We receive regular written up-dates from key navigation partners: the LHIN, the CCAC, Groves Memorial Community Hospital. We have received presentations from organizations who particularly provide support to the most vulnerable members of our community whose health may be compromised due to poor continuity: “The Door” for homeless and at risk teenagers, the ACT Team for community dwelling severely mentally ill adults and  Kids Ability and Trellis from developmentally delayed children and adults

The FHT does outreach assessment visits and groups into community locations including patients homes to facilitate effective continuity for vulnerable, hard to serve or at risk patients. Staff work closely with Homewood Health Centre’s discharge coordinator, the Seniors At Risk Coordinator, the CCAC Hospital Case Manager and GEM nurses and Grand River Cancer Centre to provide wrap around care for specific identified clients.  

FHT staff who provide a high proportion of community outreach or continuity for patients are mobile so they have cell phones and laptops. 


	2. Describe any improvements that were implemented in 2008-2009:

	The FHT Social Worker and Nurse Specialists – Geriatrics alternate attending the weekly discharge rounds at Groves Memorial Hospital along with the CCAC Hospital Case Manager and the GEM nurse so at risk discharges are targeted and followed as identified.

The ABC FHT is very committed to collaborative working believing that personal relationships help to build on the ability of staff to provide excellent navigation and continuity for their patients. A shared work space was created at the Tower Street office to enable community workers to avail themselves of “hotel” space. Other community agencies that regularly use the hotel space are: CCAC, Trellis, The Alzheimer’s Society First Link Worker, The Senior’s At Risk Coordinator and Public Health.

The Waterloo --- CCAC local community Case Manager is in regular attendance at the FHT office in ABC  where she works from the shared work area at FHT office and attends case conferences and meetings with appropriate members of the team. She has also been included in FHT team building activities such as meet and greets fro new staff, Nursing Week celebrations and educational events. The CCAC has also installed the capacity for the Case Manager to connect to their centralized patient database (PMI) from the FHT office in ABC  which further encourages CCAC staff to use our office as a drop in spot and facilitates timely checking of the database by FHT staff ensuring the mix of CCAC services and communication with the patient are correct.

The FHT created a standardized mounted poster for each FHO office which includes information about FHT’s, the names and photographs and description of the roles of the FHT staff working in a shared care model and with space for leaflets and a calendar of upcoming FHT events.

The FHT launched a web site which includes contact details for all FHT and FHO locations, descriptions of programs and events, staff names, phone numbers and photographs. Handouts for programs can also be loaded onto the web site for timed dissemination. We have received very positive feedback about this capacity with 75- 80% of group participants having easy access to high speed internet connections and a 90% reduction in printing and photocopying costs as well as reduced staff time in handout preparation. There have 22,000 visits to our web site in 12 months
The FHT established One Mail for secure email and message exchange among healthcare providers. The ABC FHT is an early adopter of Ontario Telemedicine  Network and participates in the monthly provincial call.
One of the FHT teams participated in the QIIP first wave learning collaborative which included continuity of care improvements. We monitored continuity of care provider and noted excellent continuity for our patients (over 85%). We demonstrated significant improvements in obtaining data on eye check ups for Diabetic patients for example by contacting all local eye service providers for routine sending of reports (an improvement of 32%).


	3. What does the Family Health Team plan to do in 2009-2010 to improve system navigation/ care coordination?

	More GEM Nurses have been recruited under the Aging At Home Strategy – the FHT will participate in their orientation and provide linked referrals. As part of this LHIN wide investment there will also be 9 Geriatric system coordinators who will follow patients into the community. FHT staff will provide orientation and primary care linkages.
The FHT is part of the LHIN Core Action group that is developing a regional wide mental health and addictions  Recovery model redesign alongside the provincial Mental Health System improvements.  The Provincial Summit discussion paper “Every Door is the Right Door” is anticipated to generate opportunities to improve care coordination for mental health patients. The ABC FHT is actively engaged in the local consultation and strategy development process including being represented by the ED at the regional Community Advisory Group. 
Hotel space will be equipped at the FHT locations in ABC  and Arthur and local CCAC and Trellis staff orientated to working in the space.
OTN equipment will be installed in Arthur and ABC  and will be available to other local community providers.
STOP program implemented for all hospital discharges who are smokers and automatic referral process to Smoker’s Helpline. 

The Memory Clinic will include further evolve to include workers from Trellis and the Alzheimer’s Societies First Link Worker.

The Aging at Home strategy appointed Seniors Service Coordinator Helen Edwards will share office space at the Arthur Medical Centre. We plan to offer some joint community educational events.
The FHT will engage in electronic collaboration with ehealth Ontario improvements as opportunities arise and resources permit. Local initiatives to develop a patient portal will be explored. 




Section 5: Training, Development and Team Collaboration
	1. Describe staff training and development activities/opportunities provided by the Family Health Team in 2008-2009:

	Wellness:
· Monthly Wellness Health and Safety meetings – annual plan for wellness activities

· Weekly yoga class

· Winter Driving course (invited neighbouring rural FHT’s to attend)
· Addictions in the Workplace training
· Employee Assistance Program

· CPR

· WHIMS

Community:

Received education or information presentations form the following organizations: The Door – youth programs; - Women’s Shelter Services- Neighborhood campaign;  Improving Health Literacy;  Senior’s At Risk; The Recovery model and Trellis services.
· - Red Dress Gala – community and FHT/FHO Women’s Heart Risk Awareness event (over 60 attendees)

· Participation in local health related fund raising efforts e.g GMCH capital campaign, Hike for Hospice, Suicide Awareness Walk, Heart and Stroke “Big Bike” Ride, Sensational ABC  (Food bank fundraiser) 

· MPP lunch – annual invitation during Nurses Week

· Grand River Hike Leader Training

· Member of “In Motion” local community health and municipal coalition striving to improve activity levels and health lifestyles – participant in community activities including RD input to redesigning food offered at local Sports facilities, participation in world record walk attempt, sponsored bed push and supported other awareness raising events.

· Working with local Heritage and Arts organizations to display art and archival materials in public spaces

· All staff participate in at least one external planning or consultation event or ongoing network/meeting

· The FHT has the goal of making a presentation or provides a poster at a minimum of 2 provincial or national primary care associated conferences per year – in 08/09 we jointly presented a poster at the National Palliative Care Conference with the Prince Edward County FHT and contributed to a presentation at the National Mental Health Conference. 
· Annual meeting with local Mayors(Centre and North ---) to provide an up-date

· Opening Ceremony Arthur Medical Centre

· MPP tour Arthur Medical Centre

Clinical:

· Monthly specialist educational session: psychiatry, child psychiatry

· Chronic Pain –program launch and specialist education from regional expert Dr Giles
· Chronic Disease Self Management – Stanford training (6 staff intensively trained – sponsored by Pfizer)
· Musko-skeletal assessment and pain relief – Grand River Physiotherapy lunch and learn

· Peer training – rotating topics by other local agencies e.g prevention of violence to staff, addictions in the workplace,

· FHT forum – 3 LHIN FHT and CHC attendees at local day long conference sponsored by the local LHIN’s and Pfizer
· Population based planning for RD’s – Dr Paula Brauer University of Guelph

· Over 20 different OTN sessions

· Regular attendance at monthly OTN Community of Practice

· Attendance at educational rounds: Groves Memorial Community Hospital, Homewood Hospital
· Participated in regional pandemic planning
· Ethics in primary care


	2. Describe staff training and development activities/opportunities that the Family Health Team plans to offer in 2009-2010:

	Plan to continue the regular events as listed above.

QIIP Learning Collaborative first wave spread – target specific conditions or practices to ensure good foothold for future improvement activities.

Monthly specialist educational session: psychiatry, child psychiatry and Gero-Psychiatry
Mental Health First Aid
Clinical:

Sharpening your Geriatric assessment skills

CANPASS – pain assessment training (sponsored by Perdue)

Splinting and weight off setting skills – local specialist provider
MSK assessment training – shadowing opportunity with local Physiotherapy provides

NP journal club

Lung health – Successful Asthma and COPD management

Increased OTN sessions e.g. chemotherapy training with service providers

Bioethics up-date

Community:

Participation in local health promotion and prevention events as needed e.g. Heart and Stoke, cancer prevention, Public Health, In-Motion, The World’s Longest BBQ
Participation in “Places to Grow” planning initiative with local Municipality and Public Health.

Contribution to provincial consultation on mental health

General :
Generative Leadership collaboration 
Workplace Wellness Awards 2009

Participate in establishment of enhanced palliative care under the LHIN’s Aging at Home sponsorship

EMR conference – co attendance with FHO staff to target specific process improvements
Support to Ontario Medical Office Managers Association conference – October 2009 (co-host if FHO Administrator)

SAGE award ceremony – geriatric team attendance at annual awards ceremony (ED nominated for Executive Award, associated physician Dr Linda Lee successful recipient of individual award nominated by ABC FHT staff)

Support attendance at provincial FHT Registered Dietitians, Pharmacist and Mental Health conferences
Host allied health professional students each year

Participate in training of all primary healthcare specialties but especially: medical students, nurse practitioner and pharmacy students


	3. Describe activities undertaken by the Family Health Team to improve team collaboration in 2008-2009:

	Social:
Celebratory events e.g. wedding and baby showers, monthly joint birthday cake and fruit
Staff summer picnic

Staff Christmas Party

Red Dress Gala – education and awareness event for Heart and Stroke invited FHO office staff
Monthly team admin meetings

Monthly all team clinical meetings

Weekly huddles

Occasional profession specific meetings including social and directed learning opportunities

FHT/FHO annual meeting November Overview of the year, tour of new building, presentation on collaborative care and improved outcomes in Chronic Disease Management Mike Hindmarsh, feedback on future strategic direction

Recognition/celebration of Nurses Week, and Social Work Week

Welcome breakfast for Grand River Physicians

Wellness, Health and Safety Activities:

Participation in Wellness month activities (attained position of 23rd on top 100 health workplaces list)

Wellness, Health and Safety Committee - Year long plan for team building and educational events: presentation by EAP and benefits provider, e.g. safe winter driving course, CPR and other safety training.

Weekly yoga class

Quality Improvement:
Membership of  QIIP first learning collaborative, quality initiatives shared with whole team
Community Involvement:

Hosted 2 local MPP’s for site visit and regular up-dates

Member of Chamber of Commerce and attendance at local events

Encourage staff contributions to various fund raising events e.g. Hike for Hospice, Big Bike Ride for Heart and Stoke, Sensational ABC  – fundraiser for local foodbank, Women’s Day – volunteer speakers, Suicide Awareness – walk participants, support fro Groves Memorial Community Hospital CT scanner and capital campaign

Chamber of Commerce – Awards Dinner (ABC  FHT office awarded local 2008 Business Beautification and Heritage Award status)

· 

	


	4. Describe activities the Family Health Team plans to provide to improve team collaboration in 2009-2010:

	Continuing of regular and periodic activities including social and educational event including annual FHT/FHO meeting.
Adopted principles of engaging patients in the definition of quality care and the design of all new programs and evaluation of existing services which includes conducting an organizational survey and developing focus groups to engage clients and their families in program design and assessment.
FHT/.FHO office staff regular meetings every two months for information exchange and to address specific educational topics.
QIIP learning collaborative spread – attendance at closing conference, commitment to “spread” activities

Refine EMR communication process and invest in IT and training as budget permits to enhance communication methods and efficient documentation.


Section 6:
Specialist Sessional Funding: 
Sessional funding for specialists working with Family Health Teams will be reviewed annually to determine how it is supporting the delivery of programs. The ministry is evaluating the cost/benefit of specialist sessionals in Family Health Teams.  As per the April 16, 2007 Sessional Compensation Plan for Specialists in Family Health Teams Fact Sheet, sessional funding allows for the provision of direct and indirect services to patients, assistance in program development, consultation with other team providers as well as education and training for FHT providers.  There are two components to sessional funding, ongoing requests and time limited (e.g. program development).  
Current Approvals – Specialist Sessionals

Please note sessional funding is not intended to replace fee for service.  Family Health Teams
may make arrangements with specialists to provide direct services on a fee for service basis.
If not approved for specialists for current year, please proceed to question # 8 of this section.  Please delete rows for any specialists that have not been approved.
	1. Specialist Sessionals Approved/Operational

	Type of Specialists
	Approved # of sessionals 1 per year
	# of sessionals used in 2008-2009
	Operational 2.

Yes/No

	# of individuals 3.



	Psychiatrist
	140
	51 adult 12 child
	Partial
	2


1.
as per # of sessionals approved in the annual budget
2.
i.e. at least one specialist engaged by FHT

3.
e.g. 4 individual psychiatrists engaged by FHT

4.
Internal Medicine includes endocrinology, neurology, respiratory medicine and rheumatology

	2. If not operational, please explain why 

(e.g. cannot find a specialist to work in the community)

	Adult and child psychiatry maximum local resources recruited at this time. Efforts to engage Geriatric Psychiatrist via OTN in progress. 


	3. Specialist Registration*

	Type of Specialist
	Specialists Registered with Ministry?
Yes/No
	If not registered, why not

	Psychiatrist
	No
	In process although it is not clear that this is required as the Psychiatrist only provides indirect care support to the FHT.


*Registration is a requirement for all specialist physicians working for Family Health Teams. Submissions of claims for services and Q Codes for indirect services provided during the sessional time period must be in accordance with the criteria outlined in Fact Sheet- Sessional Compensation plan for Specialists in a Family Health Teams, April 16, 2007.
Add rows for each type of specialist approved as needed.

	4. Specialist Billing *

	Type of Specialist
	Specialists Billing

Yes/No
	If not billing, why not

	
	
	


*Submissions of claims for services and Q codes for indirect services provided during the sessional time period must be in accordance with the criteria outlined in Fact Sheet- Sessional Compensation plan for Specialists in a Family Health Teams, April 16, 2007.

	5. Specialists Providing Direct Services

	Type of Specialist
	# of patients provided with direct services in 2008-2009
	If FHT would like program to continue, estimate # of patients to be served in 2009-2010

	
	
	


	6. Please provide rationale for continuation of provision of direct services in 2009-2010

	Type of Specialist
	Rationale

	Psychiatrist
	There is an acute shortage of access to specialist mental health care in our region which is even more marked for children and seniors (See Grand River Hospital’s Annual Reports, Waterloo --- LHIN Integrated Health Service Plan  http://www.waterloo---lhin.on.ca/uploadedFiles/Home_Page/Integrated_Health_Service_Plan/IHSPfinal-6ActionPlan.pdf ) Access to care and reduction of wait times are key priorities and both would be significantly affected if the FHT’s direct service were reduced. Opportunities to recruit specialist Nurse Practitioner resources as well as Psychiatry would be welcomed to address the shortage of physician resources.


	7. Specialists Providing Indirect Services 

(e.g. program development, consultation with FHT providers)

	Type of Specialist
	Describe Types of Programs/ Indirect Services Provided in 2008-2009

	Psychiatrist
· Adult (35 sessions 51 patients) 
· Child (12 sessions)

	Local family physicians provide the Emergency services locally including mental health and have identified the need for additional training and support to effectively triage patients to appropriate specialist regional resources but also provide more effective primary mental health care. Local Community Mental Health Clinic (Trellis) expresses concerns as to the physical health of mental health clients in their care and of the enhanced need for local physicians to understand the needs and how to provide effective conjoint care with moderate to severe mental health patients. By maintaining the specialist sessions and the opportunity to bring specialized resources directly into the FHT/FHO environment educational and shared care opportunities develop which enhance family physician and other generalist staff capacity to provide more effective identification , more timely and accurate system navigation and an understanding of the recovery model approach to mental health care.
Given the lack of expertise specialist support to program planning, the rural nature of our community and the opportunity to remain up-dated with regional panning expectations indirect service sessions are essential to maintaining an effective local service and complement the acute hospital and CMHC (Trellis) services by creating partnerships that support innovative shared full-time roles for specialists.

Adult Psychiatrist – shared with Groves Memorial Community Hospital

Child Psychiatrist – shared with Trellis, Guelph, Mount Forest and Minto-Mapleton FHT’s


	8. Please describe your FHT’s request for current or new specialist indirect service in 2009-2010:

	Type of Specialists
	# of Sessionals per year requested
	Describe the activities
	Rationale

	 Gero-Psychiatrist
	20
	Shared education and coaching for FHT staff and physicians to improve knowledge and disseminate best practices via OTN.
	Currently developing a relationship with a Geriatric Psychiatrist from Hamilton to be shared among the FHT’s and Trellis via OTN



	 Geriatrician
	24
	Monthly face to face education sessions for FHT and FHO staff. Shadowing and secondments for FHT staff at St Joseph’s Hospital Guelph
	Would like to develop a relationship with a Geriatrician from St Joseph’s Hospital in Guelph in 2010-11 on completion of specialist training. Exploring potential for linkage with specialist Nurse Practitioner for Gero-psychiatry/Geriatrics with Trellis , Mount-Forest and Minto-Mapleton FHT’s.


Section 7:
Recruitment and Retention
	1. What are the challenges in recruiting and retaining health care professionals for the Family Health Team? 

	Lack of competitiveness in the market place for certain roles (Nurse Practitioner, Nurse Specialist and Pharmacy specifically in this region) – very large and growing discrepancy between FHT and hospital salaries – biggest impact on recruitment and retention of Nurse Practitioners, Specialist Nurses and Pharmacists. Turn over in nursing staff occurred specifically because of hourly rate ($10 - $13 per hour higher in local hospital sector) and access to HOOP pension.
Lack of local providers – partially due to lack of critical mass for regional services due to rural location and small size.

The Grow Your Own Initiative has enabled us to recruit 2 NP’s.

Relief dollars for employees on longer-term leaves like long term disability, maternity, and paternity leaves are required to allow ABC FHT to provide continuity of service during longer absences and to encourage retention (this may be especially important during a pandemic). This is why an allowance of 5% relief is being requested to be included in the HR budget which is also consistent with other primary care models of funding such as Community Health Centre’s and Diabetes Education Programs. 


	2. Based on the hiring status report of March 31, 2009 for approved staff please report on overall percentage of IHPs hired and your plans to recruit the remaining staff.

	100% recruited although 2 NP’s are Grow Your Own students and will not be available for clinical practice until late November 2009. Retention however is a significant challenge (at the time of writing July 2009 2 RN’s have been lost to the local hospital for salaries between $10 and $13 per hour greater than the FHT and with a benefits package worth 24% rather than 20% including access to a HOOP pension which is of particular interest to IHP’s who have already contributed elsewhere in their career. 


Section 8: Information Technology
	1. Has the Family Health Team implemented an Electronic Medical Record (EMR)?

	Yes in direct conjunction with local FHO offices where computerized. We are exploring a project with the LHIN HealtheConnections to provide patient portal access.


	2. How is the EMR assisting you in delivery of programs, monitoring achievement of targets, identifying areas of concern?



	The EMR provides a central repository for patient records and individual clinical communication as well as messaging however because we are a networked FHT and have to access 4 different servers this makes FHT staff monitoring instant messaging from 4 different practices via VPN particularly challenging. We have been able to use our EMR to generate target monitoring for the QIIP learning collaborative and hope during the spread phase of the project to expand this reporting to other clinical areas and practices. We have needed external assistance to develop the skills to data mine beyond the clinical indicators already present in the EMR in order to meet the reporting requirements of the QIIP learning collaborative.


Section 9: 
Other

	1. Is there anything else that the Family Health Team would like to communicate to the ministry?

	The ABC FHT has developed a reputation as an excellent community partner and is at pains to ensure potential partnerships are fully explored for every program. ABC FHT has established strong integration efforts in the design of most programs and in the delivery of many programs. All ABC FHT staff has at least one community outreach responsibility. ABC FHT is an active participant in networking opportunities both locally with neighboring FHT’s and provincially.
The ABC FHT has enhanced the importance of primary care in the public eye through the opening of the three offices sites in each of the principle communities of the region covered. The heritage redevelopment of the ABC  location garnered a Chamber of Commerce Award and special recognition from the Township’s Heritage Committee. Displays of information and ABC FHT staff attend key community events such as the ABC  Home Show and the Arthur Fall Fair. Workplace wellness check ups have been carried out in local manufacturing and agricultural locations as part of health and safety month. The ABC FHT has hosted meetings with the local MPP’s and Mayor and presented to the Centre --- Chamber of Commerce and been part of LHIN initiated health systems integration consultations in the local area.
Improving the quality of primary care is a key tenet of the ABC FHT and because access to primary care physicians is not a key issue locally, the FHT resources can be focused on enhancing the progress of team integration and improved chronic disease management. By participating in the first wave of the QIIP learning collaborative the FHT has been able to demonstrate a significant improvement in developing self management goals with patients, driving adherence to best practice and clinical guidelines for the care of diabetic patients, and for colorectal screening. The information around office efficiency have provided stimulus for quality improvement discussions across the ABC FHT indicating a high degree of opportunity for spread. This has already led to improved communication for example in preparation of flu pandemic plans. 

The ABC FHT is committed to exploring new technology to offer modern and efficient ways of communicating and organizing. . The installation of OTN has seen an exploration of new opportunities for clinical and administrative virtual working and two new specialist services specific to our area have been introduced in Psychiatry and Respirology. Our comprehensive web site is an essential tool for staff recruitment, program coordination and program material delivery. We have explored publically available communication methods to enhance the support aspects of programs and the post group experience through Twitter and MySpace. 
Education and research are also areas which the ABC FHT wishes to enhance: students in Social Work, Nursing and administration have been supported during the fiscal year 2008/09. The FHT participated in three major research projects: on team effectiveness; Interprofessional collaboration and the effects on patient care and monitoring improvements in chronic pain management. Staff presented at several regional and national conferences including the 2009 Palliative Care conference and the Mental Health
Accolades received by FHT staff include a provincial Cancer Care Ontario Human Touch Award to our Palliative and Supportive Care Nurse Shelley Lillie, a Grey Bruce County volunteer recognition award to Phyllis Enns Wellness Nurse for her work with abused and deprived women and children; an award for  community teacher of the year from the Ontario College of Family Physicians to Dr Fil Incitti, and nomination of Rosslyn Bentley the Executive Director for a Service Award for Geriatric Excellence  (SAGE) for executive leadership. The ABC FHT successfully nominated Dr Linda Lee of the Centre for Medical Practice FHT in Kitchener for an individual SAGE Award for her exceptional contribution in the development of interdisciplinary Memory Clinic training and for her personal support to the ABC FHT service.  

Among the areas where the ABC FHT feels development is hampered, a lack of clerical resources means clinical staff spends considerable amounts of time contacting patients and performing other clerical duties. The two existing administrative staff are overstretched leading to prioritization of urgent administrative tasks for operations only and causing delays on more elective processes such as reporting. Synthesis of evaluation is minimal and slows the speed of adoption of quality improvement.
The FHT has identified the lack of local IT EMR expertise as hampering communication and process improvements physicians have noted the biggest jumps in improvement in the  past have been linked for example with the enhanced technology capacity accompanying student placement in the area. We have previously asked for a salaried position that could be shared with other FHT’s locally (Minto-Mapleton and Mount Forest). We have found although we can obtain technical expertise the lack of experts familiar with our specific needs and able to respond to the individual quality improvement targets defined in each practice continues to significantly slow or prevent rapid improvements.
The ABC FHT has been successful in creating innovative partnerships to obtain short term consultation fitness and physiotherapy resources to support the development of the active living elements of chronic disease programs and falls assessment, the lack of these resources as an intergral part of the team does however limit the effectiveness of these interventions. The ABC FHT urges the MOHLTC to consider chronic disease management professional supports in therapy and health behaviour to increase the long term effectiveness of community programming.

Another challenging area for FHT’s are salaries and wages as mentioned in the recruitment section above, but also the lack of relief coverage in the budget which affects clerical support and top up during maternity leave. It is understood that Community Health Centres receive a 5% relief budget to assist with these issues and the ABC FHT would like to encourage the Ministry to treat the models with parity on this issue.

The ABC FHT looks forward to an increased focus on patient and family centered care during 2009/10. Adopting a new principle as part of the strategic vision of the FHT: 
“The ABC FHT believes that the participation of patients and their families in the design and 
delivery of services is essential to achieve optimum care. Furthermore, the definition of a high
 quality service will include description and measurement from the patient and family
 perspective.”

The FHT will implement a checklist approach adapted from the Institute of Health Improvement and will include patient and families in the design and evaluation of all new programs as we move towards a revision of the organizations strategic plan by 2010.  We believe this initiative will assist in delivering our vision to be a centre of excellence in rural primary healthcare.
We thank the Ministry of Health for the support to our community to date, we believe we have made an exceptional contribution to the development of excellent primary healthcare in our region. We look forward to optimizing opportunities in 2009/10 including mentoring and coaching new FHT’s as they develop through our provincial outreach with QIIP and secondment opportunities.
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