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 This Business Plan and Annual Operating Plan support the formation, implementation and ongoing operations of the Sample Family Health Team (FHT).  Included in the package is a request for one-time transitional funding for leasehold improvements, the acquisition of furnishings and equipment for FHT employees, legal costs for By-Law development and service/partner contract development, IT implementation, telephone system implementation and start-up marketing initiatives. 

The Sample FHT is a collaborative initiative involving the Sample Family Health Network (20 physicians at 8 different sites), Groves Memorial Community Hospital and related community health care organizations. This newly incorporated not-for-profit organization will serve an initial population base of 33,500 people in the towns and villages of Sample and the surrounding rural areas.  The population is expected to grow by 40% over the next 15 years. The Sample FHT proposes to employ 33.9 FTE staff over the 5 year business plan period to augment and complement the primary care services provided by local family physicians.  

 The Sample FHT represents a model of service delivery that meets the unique needs of a rural area and will evolve into a Centre of Excellence for primary health care service in rural Ontario.

The Sample FHT became incorporated as a non-profit organization on January 26th, 2006.  The Sample FHT Community Advisory Committee will support the new corporation in its role.

The purpose of the Sample FHT is to provide a range of primary health care services focusing on health promotion, disease prevention and chronic disease management.  Access to primary health care services will be enhanced for the Centre Wellington and area communities.  It is anticipated that enhanced primary care services will lead to decreased utilization of local hospital emergency departments for conditions more suited to primary care interventions and increased capacity of family physicians to accommodate the community’s primary care needs.

Services and programs will be provided by an interdisciplinary team and in collaboration with other local health care organizations such as Groves Memorial Community Hospital (GMCH), the CCAC of Wellington-Dufferin, Wellington-Dufferin-Guelph Public Health (Health Unit) and Community Mental Health Clinic(CHMC).  All services/programs will complement the existing primary care services available in the community.

Over the last few years, Centre Wellington, with Groves Hospital and local physician practices, has evolved as a significant teaching centre for medical students, residents and other health care providers.  The FHT will offer enhanced student learning opportunities and also will participate in research initiatives as appropriate.

A key principle for the FHT is to ensure equality of access for all individuals in the catchment area. In addition to patients currently rostered with the Sample Family Health Network (FHN), all other members of the community will be eligible to access the services and programs of the Sample Family Health Team. The FHT will work closely with the Ministry of Health and Long-Term Care (MOHLTC ) to develop an effective and efficient rostering process for non-FHN patients.

A comprehensive needs analysis was completed in order to determine appropriate services and programs to offer.  Over a 3 year period, services will be introduced to  target mental health, nutrition, general wellness(including activity, diet, disease prevention, women’s, men’s and seniors’ issues),  metabolic syndrome, weight management for children and teens, pain management, palliative care, cardiac rehabilitation, mobility problems and pulmonary conditions. Details related to the specific services/programs are articulated in the Business Plan. Continued enhancement and expansion of services and programs will continue through years 4 and 5. The Business Plan provides particulars regarding related staffing and space requirements. 

Details related to an Information Technology (IT) plan, marketing plan, communications plan and proposed infrastructure are included.  These elements are essential to support effective FHT operations.

Collaboration and partnerships define the Sample FHT.  In addition to strong relationships and sharing among the FHN, CCAC, Public Health, GMCH and the Community Mental Health Clinic (CMHC), discussions have been held related to forming partnerships with other groups including the Centre Wellington Community Medical Offices Corporation, the Township of Centre Wellington and private enterprise, such as pharmaceutical companies and a local property developer, in order to maximize resources available for FHT services and programs in the most efficient way.

The Upper  Grand FHT is requesting financial support from the Ministry of Health and Long –Term Care to support start-up and ongoing operations.

· One-Time Transition Funding 
· It is anticipated that OntarioMD will provide funding of $70,000 to assist with the implementation of the IT plan as it relates to FHN physician members.

The Township of Centre Wellington is providing up-front financing to construct the shell of phase 2 of a medical centre to provide space for co-location of FHT providers.

Groves Memorial Community Hospital is providing project leadership during the transition and early implementation phase. The value of this contribution is $9,000.

· Operational Funding – for 5 year period

Our community is privileged to be able to access health care funding to address primary health care needs and to take advantage of health promotion, disease prevention and chronic disease management strategies.  The Sample Family Health Team epitomizes the excellent collaboration and partnerships that have characterized the health care community in Centre Wellington and area for many years.  

Sample Family Health Team

Transitional Funding Request

The following information articulates the needs of the Sample FHT for one-time transitional funding.   This funding is essential to facilitate co-location of the inter-disciplinary team of primary health care providers.  Due to the size and geographic area covered by the FHT, it is proposed that 2 sites be developed, one in Sample and one in , for co-location of practitioners.  In addition to these two sites, some physicians and FHT providers will remain off-site to better meet the needs of small, rural communities. The FHT will evolve from the current 8 physician group practice sites to 6 different geographic sites.  Associated costs are identified on Schedule 5 in the Financial Summary section.  As articulated in the MOHLTC Guide to Transitional Funding, “appropriate work space and equipment is a key enabler for Family Health Teams”.  

One-time funding is requested for:

· furnishings and equipment as listed in the chart below

· leasehold improvements to provide additional space and  facilitate co-location of physicians and FHT practitioners

· legal costs associated with the new corporation’s by-law development and service/partner contract development (or memorandum of understandings) for the provision of care and partnership arrangements 

· IT Project Management consulting services to support implementation of the IT Plan (includes acquisition of hardware and software) Refer to Appendix A.

· acquisition of a telephone system to support the communication needs of the FHT  (includes hardware and software) Refer to Appendix L for a Budget Quotation.

· marketing materials including logo development, brochure design, web-site design and implementation. Refer to Appendix L for a Budget Quotation.

Clinical, Office Equipment and Furnishings
Furnishings and equipment required are listed below:

	Staff Position
	Furnishings
	Equipment

	YEAR 1

	Executive Director – 1 FTE
	Workstation with hutch, chair, 4 drawer file-cabinet, 3 shelf book-case

4 visitor chairs

1 meeting table
	Lap top computer, Microsoft software, Blackberry or similar device, laser printer (will be shared with others), desk telephone, miscellaneous office items (eg. waste basket, in/out baskets etc)

	Administrative Assistant/Receptionist – 1 FTE
	Workstation, chair,  4 drawer file-cabinet, 3 shelf book-case
	Computer with software, desk telephone, laser colour printer, miscellaneous office items

	Medical Director - .3 FTE

Office space may also be used as meeting space by other providers as required.
	Workstation, chair, 4 drawer file-cabinet, 3 shelf book-case, 1 visitor chair
	Computer with software, Blackberry device, desk telephone, miscellaneous office items

(share printer with others)

	Clinical Manager – 1 FTE
	Workstation with hutch, chair, 4 drawer file-cabinet, 3 shelf book-case

4 visitor chairs

1 meeting table
	Lap top computer, Microsoft software, Blackberry, desk telephone, miscellaneous office items 

	Scheduling/ Records Clerk – 1 FTE


	Workstation, chair

2 drawer file cabinet
	Computer with scheduling software, desk telephone, share Admin Assist - laser colour printer, miscellaneous office items

	Receptionist –  Site

.5 FTE
	Workstation, chair, 2 drawer file cabinet, 3 shelf-book-case
	Computer with software, desk telephone, laser colour printer, miscellaneous office items

	IT Project Manager

Contract position – time limited (2-3 mon)
	NIL
	NIL

	IT Systems Administrator – 1 FTE
	Workstation, chair, 4 drawer file-cabinet, 3 shelf book-case, 2 visitors chairs
	Dual screen computer with software, scanner, laser printer, Blackberry, miscellaneous office items

	System Navigator –1 FTE


	1 Workstation, chair,  4 drawer file-cabinet, 3 shelf book-case

2 visitor chairs
	Laptop computer - Gift-in-kind from CCAC, miscellaneous office items

(share printer with others)

	Mental Health Worker – 4 FTEs 


	4  Cubicles, 4 chairs, 4- 2 drawer file-cabinet, 2- 3 shelf book-case

(shared space – 2 offices)

2 Meeting tables – 12 chairs

(shared meeting room – 2 rooms)
	4 - Lap top computers with software, 4 - Blackberries, 4 – desk telephones, miscellaneous office items

(share printer with others)

2 telephones for meeting rooms

	Pharmacist – 1 FTE


	1 Workstations, 1 chairs, 1- 4 drawer file-cabinet, 1- 3 shelf book-case, 2 visitors chairs
	 Lap top computer with software, Blackberry device,  desk telephone, miscell office items (shared printer)To share scale with NPs

	Pharmacist Technician – .5 FTE
	1 cubicle, chair

2 drawer file cabinet


	Computer

 desk telephone, miscellaneous office items

	Dietitians – 2 FTE


	2 cubicles, 2 chairs,  2 - 2 drawer file-cabinet, 2- 3 shelf book-case.

(shared space – 1 offices)

2 Meeting tables – 12 chairs

(shared meeting room – 2 rooms

Can also be used by other practitioners)
	2 - Lap top computers, 2 - Blackberries, 2 – desk telephones, miscellaneous office items

2 telephones meeting rooms

	Nurse Practitioners – 5 FTE


	5 workstations, 5 chairs, 5 - 2 drawer file-cabinet, 5-3 shelf book-case

2 Exam Room furnishings:

2 - Exam tables,  2 stools, 2 extra chairs

(shared space – 5  offices and 2 exam rooms)
Note:  in addition NPs may work in current physician offices where there is space available.
	5 - Lap top computers, 5 – Blackberries, 5 – desk telephones, miscellaneous office items 

Laser printer – will be shared with others

Exam room equipment: 2 NIBP machines, 2 otoscopes, 2 othalmaocospes, 5 stethoscopes, 2 baby scales, 2 floor height/weight scales , 2 soap/towel dispensers, containers for supplies (eg. gauze, cotton balls etc), 2 vaginal speculum lights, Welch Allyn for Pap Tests, teaching models, miscellaneous exam room items.

2 medicine refrigerators – to share with other providers as required.



	YEAR 2

	Pharmacist – 1 FTE

(1 FTE year 1, 1 FTE year 2)
	1 Workstations, 1 chairs, 1- 4 drawer file-cabinet, 1-3 shelf book-case, 2 visitors chairs
	1- Lap top computer with software, 1 Blackberries, 1 desk telephones, miscellaneous office items

To share scale with NPs

	Pharmacist Technician – .5 FTE

(.5 FTE year 1 and .5 FTE year 2)
	1cubicle, chair, 2 drawer file cabinet

(assuming 1 person in each of 2 sites –  and Sample)
	 Computer , printer

desk telephone, miscellaneous office items

	Dietitians –  2 FTE

(2 FTE year 1, 2 FTE year 2)
	2 cubicles, 2 chairs,  2 - 2 drawer file-cabinet, 1- 3 shelf book-case.

(shared space – 2 offices in total

2 meeting rooms in total)


	2 - Lap top computers, 2 - Blackberries, 2 – desk telephones, miscellaneous office items

To share scale with NPs

	Nurse Specialists – 5


	5 cubicles, 5 chairs, 5- 2 drawer file-cabinet, 2 - 3 shelf book-case.

(shared space –1 offices in total)

Meeting Rooms – 2

2 tables, 12 chairs
	5 - Lap top computers, 5 - Blackberries, 5– desk telephones, miscellaneous office items

2 telephones for meeting rooms

	Physiotherapist – 1.2 FTE

(1.2 FTE year 2, .8 FTE year 3)
	Space and furnishings - 

Gift – in-kind from Groves Hospital
	Equipment -

Gift – in-kind from Groves Hospital

	Kinesiologist – 1.2 FTE

(1.2 FTE year 2, .8 FTE year 3)
	Space and furnishings - 

Gift – in-kind from Groves Hospital
	Equipment -

Gift – in-kind from Groves Hospital

	Social Worker – 1 FTE


	Cubicle 

To share space with other professionals
	Lap top, Blackberry, telephone, miscall office items

	Receptionist –  Site

.5 FTE
	Furnishings purchased in year 1
	

	YEAR 3

	Physiotherapist – .8 FTE

(1 FTE year 2, 1 FTE year 3)
	Space and furnishings - 

Gift – in-kind from Groves Hospital
	Equipment -

Gift – in-kind from Groves Hospital

*note  - the FHT will also develop relationships with other private physiotherapy organizations as indicated.

	Kinesiologist – .8 FTE

(1 FTE year 2, 1 FTE year 3)
	Space and furnishings - 

Gift – in-kind from Groves Hospital
	Equipment -

Gift – in-kind from Groves Hospital

	YEAR 4
	
	

	No change
	
	

	YEAR 5
	
	

	Mental Health Worker 1 FTE
	1 cubicle, chair – to share office with other MSWs

To share meeting rooms with other MSWs
	Lap top, Blackberry, office supplies, phone etc.


Please note that sessional specialists and family physicians with added expertise will use existing offices, exam rooms and furnishings. Common meeting rooms of the FHT may be utilized as well.   New space will not be required.

Due to the multiple geographic sites of FHN physicians and the requirement of most providers to travel from site to site, the concept of a “virtual office” has been included in the planning.  FHT Providers will use lap top computers and hand-held devices such as Blackberries to enable them to conduct business and access information from multiple locations. In addition, all providers will have “home base” office space – either a cubicle or distinct office in the newly renovated FHT office space.

Please refer to Schedule 5 Budget Summary for detailed pricing for furnishings and equipment listed above. Pricing is based on cost of similar items purchased or estimates provided through the Hamilton Health Sciences Regional Materials Management Program  per Groves Memorial Community Hospital.

Copies of invoices for similar items previously purchased have been attached for reference.  Refer to Appendix L.

Facility Renovations
Currently, family physicians are located in practices at 8 different sites.  The majority of practices are crowded and do not have space to accommodate additional interdisciplinary team members. Those that have space are either too far geographically for patients of other physicians to access the FHT provider or space is available on a part-time basis only.

Key assumptions for space planning:

1. Enhanced co-location of providers will facilitate inter-disciplinary care.

2. Easy access to services for patients is critical and a “close-to-home” concept to minimize travel barriers is important.

3. Planning must consider the needs of all of the small rural communities.

4. Benchmarks regarding space needs will be utilized.

5. Creative options such as virtual offices will be considered.

6. Physician choice regarding relocation is paramount.

7. Use of existing space will be optimized.

10 physicians are willing to relocate to “co-locate” with FHT providers.  Two facilities will be developed to enhance interdisciplinary practice and support easy access to service by patients.  The two largest communities in the FHT catchment area are Sample and .  

Sample has a medical centre, currently housing 2 group practices of a total of 6 family doctors.  This medical centre has been developed with financial support from the Township of Centre Wellington and is governed by a non-profit corporation, the Centre Wellington Communities Medical Offices (CWCMO).

The Township of Centre Wellington is currently reviewing the Business Plan for the CWCMO to begin construction for an addition to the current building.  Phase 2 of the building will be a shell only with roughed in plumbing, HVAC etc.  Tenants will be responsible for leasehold improvements.

A site in Sample is currently being investigated.  A local developer has expressed interest in working together with the Sample FHT to create suitable office space.

Current Space Summary

The group practices are as follows:

	Physician Practice
	Number of Doctors
	Number of other staff – in office at one time
	Square Footage
	Future Plans

	Riverview – Sample
	3
	5
	2,400
	no change

	St. Patrick – Sample
	3
	5
	2,400
	no change

	St. George – Sample
	4
	5
	1,850
	move to new Sample site

2300 sf

(additional space – 450 sf)

	Sample Medical Centre
	2
	3
	2,600
	no change

	Bridge St. -Sample
	1
	2
	1100
	no change

	Victoria St Anytown
	3
	5
	2,300
	move to new Anytown site

2,400 sf

	James St 

Anytown
	3 (1 is not a FHN member)
	5
	2,000
	move to Anytown site 2,400 sf

	Othertown

	1
	4
	1200
	no change

	Everytown

	1
	2
	2,000
	no change

	New FHT Practitioners
	n/a
	n/a
	n/a
	2800 sf

	Total:
	20
	34
	17,850 sf
	21,600 sf


An architectural firm, currently working with Groves Hospital for the redevelopment project, has indicated that a rule of thumb for space for medical centres is 800 sf per physician.  A second architect who developed the CWCMO medical office in Sample confirmed this benchmark. However, this figure is “pre FHT”. Utilizing this benchmark, the Sample FHT with 20 doctors should have a minimum of 18,000 sq. ft of space.  Additional square footage to accommodate the equivalent of 1 FTE allied health professional per physician should be included.  We have used the benchmark of 200 sq. ft per potential FHT employee. (office space plus common elements) Therefore the FHT including the FHN doctors will need a total of approximately 22,000 sq. ft.  

Five (5) family physicians in Anytown have indicated an intent to relocate for enhanced collaboration with FHT providers. Four (4) family physicians in Sample has also agreed to relocate to facilitate collaboration with FHT providers. Costs for leasehold improvements for this space have been included in this Transitional Funding Request.   The Sample site is the current location of practice for 6 FHN members bringing the total number of FHN members who will be co-located with FHT practitioners in the future to 10 at the Sample site.  Eventually 15 FHN members will be geographically co-located with FHT providers.  

The Sample FHT has negotiated additional space in two potential locations.  The Centre Wellington Community Medical Offices (CWCMO) Corporation, owners of the medical centre building on Queen St. in Sample, (location of 2 physician group practices), is considering building phase two to accommodate the FHT.  It is anticipated that phase two construction will begin in the fall of 2006 and be ready for occupancy a few months after.  The CWCMO Corporation has agreed to make available approximately 3700 sq ft for 4 family physicians and FHT service providers.  Please see draft plans attached (Appendix B) for the proposed space for the Sample FHT in Sample.  Please see letter of support for the proposed space in Appendix J. The space will be a shell and require leasehold improvements prior to occupancy.  The shell of  the building is provided through up-front financing by the Township of Centre Wellington. Through discussions with the contractor and architect retained by the CWCMO Corporation, it was agreed that leaseholds should be completed for approximately $75.00 per square foot plus applicable taxes.  The contractor working with the CWCMO and completing the phase 2 construction could also complete the leaseholds for the FHT concurrent with phase two construction.  This contractor was selected by the Township of Centre Wellington through a competitive bidding process. This economy of scale will work in favour of the Sample FHT.

In Anytown, the occupants of the Wellington Terrace Long Term Care facility are moving into a new facility in May 2006.  A private developer, Bob Cameron,  will renovate the old building for retirement living units.  The Sample FHT has met with this developer and he has considerable suitable space on the lower level of the building but at grade that he is willing to make available for FHT use.  This space is also suitable for relocation of  5 physicians.  Please refer to Appendix J for letter of support from developer regarding proposed space.  Design for the proposed space has not been completed.  Further discussions and negotiations are required for the use of this space.

Costs for leasehold improvements are included in the Financial Summary Section – Schedule 5

Project Management
Please note that Groves Hospital is providing as a “gift-in-kind” project management support during the transition from Business Plan to Implementation and hiring of staff. The Project Manager, who provided leadership in the Business Plan development, will continue to support the new FHT Board development, assist with the implementation of the Early Win Mental Health Project and assist with recruitment for the initial positions of the FHT.  The Project Manager will continue to provide support in the development of space for the FHT.

Legal Costs
The Sample FHT received Letters Patent January 26th, 2006.  The new corporation is now developing by-laws and will incur legal expenses related to further development of the corporation.  

Legal costs will also be incurred for contract and memorandum of agreement development for FHT relationships with partners.

Contracts:
CCAC – System Navigation



North Wellington Health Care – Finance Role



Groves Memorial Community Hospital – HR, Purchasing Roles



Employee Benefit Provider



Others as required

Memorandums of Understanding:
CMHC for mental health support

Township of Centre Wellington for use of space and facilities

Others as required

Costs for legal services are included in the Financial Summary Section – Schedule 5

Information Technology
A detailed Information Technology Plan is included as Appendix A.  One-time dollars are requested in order to implement the plan.  The plan is critical in order to move the FHT to a common electronic record and enhanced connectivity among community partners. Supplemental information based on discussions with the software vendor, MacMedical is provided in a chart form.

Currently, 4 physician groups have implemented an EHR. These are: 2 groups in the CWCMO medical building (Riverview and St. Patrick), the St. George group in Sample and the Victoria St. group in Anytown.  All are using MacMedical and have their own unique servers.

All physicians have the capacity to receive lab results and x-ray images and results from Groves Hospital through VPN access.

The IT plan articulates a feasible process to link physicians, FHT providers, the hospital, CCAC, Public Health and CMHC over a reasonable period of time.

Discussions with Ontario MD indicate that local physicians are eligible for financial support for approximately $70,000 of the proposed costs in the IT Plan.  This represents funding available for those physicians who have not yet implemented the EHR.

Costs have also been included to cover training expenses.  Current MAC Medical uses suggest that 20 hours of training is required over several sessions.   These costs are not included in the consultant’s report.

Costs have been reflected to cover acquisition of software. This also is not included in consultant’s report.

The plan recommends that a Project Manager be retained for a time-limited contract to oversee the implementation of the plan.  This cost has been included in the one-time transition expenses. This is not a role that Ontario MD is prepared to assume.

Costs for the IT implementation are included in the Financial Summary Section -Schedule 5

Telephone/Communications
Each of the 9 practice sites for the FHN physicians has its own unique telephone system.  The FHT members will require a separate system with its own server and software. It is anticipated that physicians who co-locate will consider a common telecommunications model.

 The two FHT sites – Anytown and Sample will be networked.  The patient /client will receive seamless service and not be aware of whether call is answered in Sample or Anytown.  The system will be networked over the Smart System for Health  Voice Over IP system that will be used for the networking system for computers.

A Quotation from Bell for purposes of Business Plan development is included in Appendix K.  One-time costs for the telephone system are included in the Financial Summary Section – Schedule 5.

Marketing
Marketing needs include logo design, brochure/poster design and web site design/development.  Refer to Appendix K to review a quotation for budget purposes from a local communications firm. 

Costs for marketing are included in the Financial Summary Section – Schedule 5.

Sample Family Health Team

Business Plan – 5 Year Overview


Governance
Type of Governance Structure: Community/Provider Mix

Legal Status:
Letters Patent were received February 14th, 2006 and dated January 26th, 2006.   Ontario Corporation Number is 1686233

Initial Return was submitted to the Ministry of Consumer and Business Services on March 22nd, 2006.

The name of the FHT is: Sample Family Health Team

A NUANS name search was completed November 28th, 2005

The contact person for the FHT Corporation is:

Pierre Noel CEO

Groves Memorial Community Hospital

235 Union St E 

Sample ON N1M1W3

(519) 843-2010 x 200

pnoel@gmch.Sample.net

The initial 3 Directors are:

Dr. Peter McPhedran – President  - Family Physician, Anytown ON and member of the Sample Family Health Team Planning Group

Pierre Noel – Secretary/Treasurer - CEO Groves Memorial Community Hospital

Dr. Mark Sugamori –  Director - Family Physician, Sample ON and lead physician for the Sample Family Health Network

The objects of the corporation are:

“To promote health for people in the Centre Wellington area through the provision of a range of primary health care services and related programs.”

Name of sponsoring organization for funding :
Sample Family Health Team

Authorized signing officers:  Dr. Peter McPhedran  and  Pierre Noel

Bank Details: 

Bank -  CIBC Branch # 03052-010

Address -  301 St. Andrews St. Sample ON  N1M 1P1

Account information – 10 - 19317

Account holder name – Sample Family Health Team

Status of Governance Structure:

1. Draft By-laws are currently being reviewed by the Board.   The legal firm of Cassels Brock is working with the FHT related to By-law development.

2. Policy development has not yet been initiated.  This will commence upon approval of the By-laws. 

3. The FHT is in the process of acquiring a comprehensive package of insurance including Directors’ insurance and liability insurance.  This will be in place prior to any services/programs being initiated by the FHT.  Coverage for the Early Win programs has been acquired.

4. Once the By-laws are approved, additional Directors will be appointed/selected and the Community Advisory Committee will be established.

Organizational Structure
The Planning Group for the Sample FHT has made every effort to develop a small yet efficient organizational framework for the business.  With 22 local family physicians (20 FHN members and 2 fee-for-service physicians) and an additional 35.4 FTEs (to be in place by year 5), an effective organizational framework to manage the corporation is essential.

The Sample FHT has been developed with a strong spirit of collaboration among  several health care providers – the Sample FHN, GMCH, CCAC, Public Health, CMCH and the Centre Wellington Community Medical Offices (CWCMO) Corporation.  Partnerships have been established with the Centre Wellington Community Medical Centre, the Township of Centre Wellington Recreation Department and other private enterprises.  Through these partnerships and collaboration, the Sample FHT can capitalize on existing infrastructure and maximize efficiencies with resources.

The following positions will be necessary to effectively implement and operate the FHT as proposed in this document:

Medical Director:

The Medical Director will play key roles in program development, dealing with clinical issues, liaison with FHN members, participating in research initiatives, developing and monitoring performance indicators and will also assume other related responsibilities.  Please refer to Appendix C for a draft position description.

Through discussions with the Group Health Centre in Sault Ste Marie, the Hamilton Health Services Organization Collaborative Mental Health and Nutrition Program, the lead physician of the Sample FHN and the Physician Lead for the Alternate Funding Plan for ER coverage for Groves Hospital, it was determined that a .3 FTE would be appropriate for an organization the size of the Sample FHT. The salary suggested for this position is congruent with salaries paid for lead physician roles at the GHC, the HSO the FHN and GMCH ER AFP. 

Executive Director:

The FHT requires a full-time leader to foster collaboration among providers, consolidate information/ reports to the Board and Advisory Committee for the FHT, manage the financial affairs, carry out policy decisions of the Board and undertake other functions as required. The manager will provide leadership in collaboration with the Clinical Manager for service/program planning, implementation and evaluation. 

The Executive Director will be responsible to the Board for ensuring that solid risk management and quality assurance processes are established and implemented.  

The Executive Director will also fill a research role.  Sample FHT Planning Committee members identified the need to establish a baseline of data to use for comparative purposes to evaluate and assess the effectiveness and impact on population health as a result of FHT primary care services/programs.

Ongoing development and monitoring of identified performance indicators will be critical to determine the effectiveness and ongoing need for FHT services/programs and to determine new needs and gaps in service.  Data analysis will assist the FHT providers in the development of annual operating plans and longer-term strategic plans.  Data analysis will also be valuable for other partners and related organizations as regional and systemic health care planning evolves within the WWHIN. (please refer to Appendix C for a draft position description for the Executive Director)

The Sample FHT submitted a proposal in December 2005 for “Early Win” funding to initiate the Research role prior to full implementation of the FHT.  This funding request was not approved.  The FHT was informed that the position would be considered as part of the overall Business Plan.

The annual salary of $90,000 plus benefits was determined based on a regional report of salaries for similar positions for similar sized organizations.

Clinical Manager:

The Clinical Manager will play a key role in the recruitment, screening and hiring of new health care practitioners.  He/she will provide ongoing performance management, leadership and guidance for FHT staff.  The Clinical Manager will play a key role in program/development, implementation and evaluation.  This individual will support the Executive Director in her role as researcher.

The Clinical Manager will work with the inter-disciplinary team to develop performance indicators and benchmarks for service delivery.  The Clinical Manager will assist with report format development and the completion of reports for both internal use and external use with the LHIN and MOHLTC.

The Clinical Manager will have responsibility for the day-to-day management of services and programs.  He/she will liaise with other community organizations as required.

An annual salary of $74,000 plus benefits has been recommended based on a local salary survey and guidelines suggested by the MOHLTC.

Administrative Assistant:

This position will be full-time and provide support for the Medical Director, the Executive Director and the Board. This individual will assume multiple functions related to clerical support, HR support, scheduling, support for health care professionals and other miscellaneous office tasks as required.  (draft position description is in Appendix C)

The annual salary of $ 48,700 plus benefits is based on a regional salary report for similar positions.

IT Systems Administrator:

This full-time position is highly recommended by the consultants who developed the IT plan moving the organization towards an Electronic Health Record.  Refer to Appendix C for the draft position description and Appendix A for the consultants IT report and plan for the Sample Family Health Team. 

An annual salary of $60,000  plus benefits is recommended. This is considered a standard for this level of provider in the IT industry.

Clerical Assistant/Scheduling/Records Clerks:

It is anticipated that 1 FTE scheduler will be required when all programs and services are functional.  A .25 clerical support position was approved as part of the Early Win proposal for mental health services.  This position will continue in year 1 and be expanded as new providers and services are implemented. This position will provide clerical support for the Clinical Manager.

A .5 FTE will be required for the Anytown site in year 1. This individual will collaborate with FHN staff to provide reception duties for co-located physician/FHT Providers. Miscellaneous clerical responsibilities will be expected and this individual will provide relief as required for the Sample support staff. The position will be expanded to 1 FTE in year 2.

The recommended salary for these positions is $32,500 annually plus benefits.

Human Resources:

The FHT intends to capitalize on the existing infrastructure and resources/expertise available through the Wellington County Hospital Alliance.  The FHT will collaborate with Groves Hospital and purchase HR support to efficiently manage a potential workforce of 30-40 people.  It is anticipated that an average of 3 hours per week @ $150  per hour for an annual total of $23,500 will be required to support the FHT HR needs.  


A Memorandum of Understanding will be developed and signed by both parties.

If the FHT were to handle its own HR needs, an HR Generalist would have to be hired. The cost of this position would be approximately $60,000 plus 20% benefits plus an office, furnishings and equipment. The FHT would also have to purchase appropriate HR software to manage the business at a significant cost with an annual service agreement to support the software application.

The Sample FHT intends to become a member of the Centre Wellington Chamber of Commerce. Through this membership, the FHT can participate in a group employee benefit program and consequently offer benefits to employees.  Employment benefit packages are being investigated from other sources as well to ensure that the FHT acquires the most cost-effective package.

Payroll/Finance:

The FHT intends to capitalize on the existing infrastructure and resources/expertise available through the Wellington County Hospital Alliance.  The FHT will collaborate with North Wellington Health Care (NWHC) and purchase payroll and finance functions.  A separate, designated bank account has been set up in the name of the Sample FHT.  

Accountability and control measures will be clearly articulated and established. Separate books will be maintained for the FHT.  Signing authority will be established through the Directors of the newly incorporated Sample FHT.  Regular financial reports will be provided to the FHT Board and the FHT will arrange for an independent annual audit.  Procedures and policies will be put in place to ensure appropriate financial controls are established. Regular reports will be submitted to the Finance Committee of the Sample FHT Board.

NWHC has proposed an annual fee of $30,000 to perform the payroll/finance function on behalf of the Sample FHT. This fee incorporates the cost of augmenting existing NWHC FTEs to accommodate the additional workload and miscellaneous expenses related to processing payroll, accounts and reports.

A legal contract will be developed and signed by both parties.

If the FHT were to handle its own payroll/finance functions,  someone with education equivalent to a community college diploma in finance would have to be hired. The cost of this position would be at least $40,000 plus 20% benefits, plus an office, furnishings and equipment. The FHT would also have to purchase appropriate payroll and finance software to manage the business at a significant cost along with annual service agreements to support the software application.

Purchasing:

The FHT intends to capitalize on the existing infrastructure and resources/expertise available through the Wellington County Hospital Alliance.  The FHT will collaborate with Groves Hospital to capitalize on savings generated through a regional materials management system and group buying power. Groves Hospital has offered to administer this service for the FHT with no administration fee.  GMCH will provide this as a gift-in-kind. The FHT will be responsible for the cost of any equipment/supplies/products purchased. 

Appropriate policies and procedures will be put in place regarding approvals for purchase orders and authorization of payment for invoices.  The purchasing process will be regularly monitored by the Executive Director and the Finance Committee of the FHT Board.

Health Care Providers:

In addition to the existing 20 FHN physicians and their staff, the FHT inter-disciplinary health care team will consist of the following FTEs: (when the FHT is fully functional)

5 Mental Health Workers 

2 Pharmacists

1 Pharmacist Technician

4 Dietitians

5 Nurse Practitioners

5 Nurse Specialists

2 Physiotherapists

2 Kinesiologists

2 CCAC Case Managers (System Navigation)

1 Social Worker

These providers will be hired over the 5 year period of the Business Plan.

Sessional staff- .2 General Internist, .7 Psychiatrist, .1 MD palliative care expertise, .1 MD geriatric expertise

Sample Family Health Team Community Advisory Committee
A key success factor for optimal integration and collaboration of the FHT with other community health care services is the Community Advisory Committee.  The responsibilities of this committee may include:

· ongoing review and assessment of FHT programs to determine effectiveness and need for change

· ongoing review of organization relationships and collaboration to ensure effectiveness

· information sharing regarding new initiatives introduced by various providers

· review of population needs and changing population demographics

· providing recommendations for program development to the FHT Board and management staff

· other functions as determined in Terms of Reference and approved by the FHT Board.

The Advisory Committee will report to the Board of the Sample FHT.

It is anticipated that the Advisory Committee will meet on a monthly basis.

Proposed Membership:

It is anticipated that the current FHT Planning Committee will evolve into the Community Advisory Committee.

Membership includes:


4 Sample FHN members (family physicians)


2 Representatives from GMCH


1 Wellington-Dufferin-Guelph Public Health Department


1 CCAC of Wellington-Dufferin


1 CWCMO


1 CMHC


FHT Medical Director (ad hoc)


FHT Executive Director (ad hoc)

Other members may include:


1 –2 community representatives


1 Township of Centre Wellington 


MOHLTC FHT Community Development Consultant (ad hoc)

The diagram below illustrates the relationships and positions for the Sample FHT structure.

Direct formal contractual or reporting arrangement



Indirect/ working relationship
The Sample FHT proposes the following organizational structure:






















The following diagram illustrates partnerships:















Assessment of internal and external environments:
The Sample Family Health Team Planning Group was formed in July 2005. (refer to Appendix D for the Terms of Reference and membership).  A wide representation from health care organizations comprises this group including membership from the Sample Family Health Network, CCAC of Wellington-Dufferin, Wellington-Dufferin-Guelph Public Health, Community Mental Health Clinic (CMHC), Groves Memorial Community Hospital (GMCH) and the FHT Coordinator for LHIN #3 from the MOHLTC.

Through collaboration with  this wide representation of health care organizations, an assessment of needs and gaps in the proposed Sample FHT catchment area was completed. (refer to Appendix E for a summary of the needs assessment and documents reference during the environmental scan.)

An even broader environmental scan was completed at a half-day workshop conducted in November 2005 and sponsored by the CCAC on behalf of the Sample FHT and the Mount Forest FHT. (refer to Appendix F for a list of attendees and a summary of discussion and recommendations) 

Vision and Mission
The Sample FHT Planning Group and the new corporation have agreed on a vision and principles.  Development of the mission statement is in progress.  The vision and principles are as follows:

Vision:

To empower the people in the Centre Wellington and surrounding area to enhance their health through equitable access to a range of the highest quality primary health care services.

Principles:

1. Excellence in Patient Care

The Sample Family Health Team is dedicated to the common cause of achieving and ensuring excellence in patient care.  The FHT partners are committed to accessing technology and other initiatives to strengthen competencies and contributions of all practitioners.  Parties agree to ensure that best efforts are given at all times to realizing the fundamental goal of delivering outstanding patient care.

2. Collaboration/Integration

The Sample Family Health Team recognizes that through collaboration and integration, all parties work together to enhance the current level of primary health care available to the community and strategically evolve their existing capabilities and services roles.

3. Mutual Respect

The Sample FHT recognizes the roles, competencies, diversity, worth and contributions of all practitioners and staff who form the --- FHT.  The parties will engage in honest, courteous and non-judgmental communication and acknowledge the needs of others to be involved in decisions that could affect their interests and roles in the organization.

4. Accountability

The Sample Family Health Team will act responsibly in accordance with professional and clinical service standards, use resources wisely and efficiently, share information appropriately and measure and report on performance to key stakeholders.

5. Innovation

The Sample FHT is committed to acting upon and contributing to the latest advances in medical technology and best practices.  Accordingly, the parties will develop appropriate policies, procedures and mechanisms aimed at fostering mutual understanding and a working environment that encourages individual initiative, creativity and problem solving, that enables professional development through continuous learning and recognizes and rewards high performance and team excellence.

Strategic Objectives:
Strategic Objectives are a work in progress. These will be further defined and revised as indicated by the newly incorporated organization’s Board of Directors and Staff.   

FHT participants are committed to building upon the strong model of primary health care service provision in existence in the community.  The proposed FHT model will focus on primary care provision, chronic disease management and health promotion.

The current model aspires to the same guidelines as articulated in the “Guide for Establishing a Family Health Team” MOHLTC document:

· Provision of comprehensive primary health care services through an interdisciplinary team

· Patient-centered care

· Expanded access through 24/7 coverage and THAS (already in place through the Sample Family Heath Network)

· Availability of diagnostic service locally including laboratory and imaging. (through GMCH and Hospitals in Common Laboratory) CT and MRI are available in nearby Guelph and Waterloo Region.

· Health promotion services

· Chronic disease management

· Shared governance model for services in place

· Development of IT infrastructure

· Collaboration with CCAC for system navigation

The current system will be enhanced and primary care service in the community further developed to better address patient needs.

Objectives:

1. To support the Ministry of Health and Long-term Care’s key priorities as articulated in 2004
 through the provision of a comprehensive range of primary health care services:

· Reducing wait times for important procedures

· Improving access to family physicians and other members of the primary health care team

· Making Ontarians healthier – measured by rates of physical activity, smoking and obesity

2. To enhance access to primary care through collaboration of an interdisciplinary team with the “right care” provided by the “right” health care professional.

3. To promote health, prevent disease and effectively manage chronic illness through the provision of a variety of evidence based services and programs offered by an interdisciplinary health care team.

4. To empower patients to take responsibility for their own health.

5. To reduce hospital admissions and emergency department visits.

6. To be fiscally responsible and accountable for all service and programs offered.

7. To evaluate and assess services and programs to ensure that they continue to meet the needs of the population served.

8. To foster seamless delivery of care and excellent communication through an electronic patient record.

Needs Assessment
The following process was followed to complete the needs assessment:


1. Physicians were asked to identify the top 5 priority needs in their practices.

2. CMHC, CCAC and Public Health identified top priority needs.

3. GMCH identified top 10 case mixes for inpatients and top 10 diagnoses presenting at ER

4. Stats Canada data  for Centre Wellington and Wellington County from the web site  ww.statcan.ca  was reviewed.
5. Literature Review was completed.

· Seeking Program Sustainability in Chronic Disease Management: The Ontario Experience.  Dr. J. Wong et al. The Change Foundation May 2004

· A Telephone Survey: Heart Health Knowledge, Attitude and Beliefs Survey. Canadian Innovation Centre for the Wellington-Dufferin-Guelph Health Unit, Community Heart Health Network. January 2003

· Overweight and Obesity in Canada: A Population Health Perspective. CIHI  August 2004

· Waterloo Region-Wellington-Dufferin District Health Council: Local Health System Monitoring Report 2001-2002

· A Snapshot of Health in Wellington and Dufferin Counties. Waterloo-Wellington-Dufferin District Health Council. January 2003

· Adolescents in Wellington-Dufferin: A Brief Overview of Health Issues. J. Heale. Wellington-Dufferin-Guelph Health Unit January 2005

· Diabetes Overview. J. Heale. Wellington-Dufferin-Guelph Health Unit  March 2005

· Population Health Profile: Waterloo Wellington LHIN 2005

· Facilitating the Primary Care Reform Agenda: A Proposed Role for the CCAC of Wellington-Dufferin and the CCAC of Waterloo Region. September 2005

6. Community Workshop November 2005 – Hosted by CCAC of Wellington-Dufferin, Sample FHT and Mount Forest FHT.   (Refer to Appendix F for details of workshop)

7. Data gathered by the epidemiologist for the Wellington-Dufferin-Guelph Public Health department was reviewed.

As a result of the research and feedback collected, the following top priorities were established for the Sample FHT:

Mental Health Services for those with mild to moderate mental illness (shared care model)


Pharmacist services (shared care model)


Dietitian services (shared care model)

Wellness services including: general wellness (exercise, nutrition, lifestyle), women’s health, men’s health, and seniors’ health, stress management, smoking cessation

Metabolic Syndrome Program

Children and Teens Weight Management

Mobility Clinic

Pain Management

Palliative Care

Cardiac Rehabilitation Clinic

Geriatric Clinic
Pulmonary Clinic (COPD)


Summary report from needs assessment can be viewed in Appendix  E.


Population to be Served and Demographics: 

The Sample FHT proposes to serve people living in the catchment area currently serviced by the Sample Family Health Network (FHN) (22,000 rostered patients), two solo family physicians (not members of the Sample FHT) and Groves Memorial Community Hospital (GMCH).  This catchment area is comprised of the Township of Centre Wellington, Alma, Othertown and the surrounding rural areas including parts of Mapleton Township, the Township of North Wellington and the Township of Erin (specifically Everytown). The population base is approximately 33,500 people increasing considerably with an influx of tourists during the summer months. (Please refer to Appendix G for a map of Wellington County and the GMCH catchment area). These communities lie in the heart of Wellington County in Central-West Ontario. Wellington County is situated approximately 100 km to the north-west of Toronto.

Currently, 22 family physicians practice family medicine in the defined catchment area. The current model is one of collaborative practice, with coverage of patients from birth to death and coverage of ER, obstetrics and vacation periods for colleagues, ensuring continuity of service delivery.  All family doctors have hospital privileges.  Local physicians also assume coroner duties, provide ER coverage, anesthesia responsibilities, added obstetrical/gynecology responsibilities (including Caesarean Sections), industrial medicine service, service for Long Term Care facilities and service for a local young adult treatment centre.  The family physicians are supported by 1 general surgeon, 2 general internists, 1 psychiatrist and 1 obstetrician/gynecologist.  Visiting specialists provide surgical services and ambulatory care clinics.  The community is currently recruiting 2-4 additional family doctors.

Although the area recently lost its Underserviced Area Designation for family physicians, the community still believes it is underserviced.  The previous designation was based on 1996 census data and looked only at the municipality of Centre Wellington.  Using the MOHLTC ratio of 1 physician per 1, 380 people and considering the population of the total catchment area, the area is short at least 3 physicians and will need to continue focusing on recruitment of doctors. Approximately half of the current physicians will reach retirement age over the next 10-15 years.

The Centre Wellington community is comprised of a number of towns and villages each with its own mix of industries, housing, schools and social and recreational attractions.  Industries include light manufacturing, farming and tourism.  Businesses include automotive manufacturing, electronic business systems, metal manufacturing, computer systems and other professional service agencies.

Tourism is a significant industry in the area with attractions such as Anytown Gorge Park, Belwood Lake Conservation Area, Anytown Cataract Trailway and special events organized by the towns of Anytown and Sample including the world renowned Highland Games and Anytown Music Festival.  The large number of tourists who are attracted to the area during the summer months have lead to the development of a significant number of restaurants, hotels and bed-and-breakfast facilities that make a great contribution to the economy of the area.  The volume of patients attending the GMCH ER during high tourist months grows by over 10%.

A demographic profile of the Centre Wellington catchment area shows a projected population expansion of  40% over the next 15 years. (Wellington County Population and Household Forecast by Local Municipality 2002 - 2022, CN Watson and Associates Ltd. January 2003) Centre Wellington is experiencing the highest rate of growth in Wellington County.  These population projections do not take into consideration the recent Green Belt ruling affecting the GTA which might have a significant impact on future development in Centre Wellington resulting in population growth exceeding the 40% projections.

A report of the Waterloo Region Wellington Dufferin District Health Council (DHC) states that “Adults age 65 years and over represent a growing proportion of the district’s population, while the proportion of children age 0 – 14 os declining”.

Less than 6% of Wellington County residents belong to a visible minority group, compared to greater than 15% of the Ontario population.  Other than Canadian and British/English, the single ethnic origins are Scottish, Irish, Dutch, German and Polish.  There are also small proportions of Italian, French, Portuguese, East Indian and Chinese ethnicity.  99% of people speak English as their primary language.

There is a significant Mennonite population in the area.  Because many Mennonite people refuse to obtain health cards, they access primary health care on a fee-for-service basis that deters this sector from accessing preventative health care initiatives.  Horse and buggy transportion presents an additional challenge in accessing primary care.

Two large retirement communities reside within the proposed FHT catchment area. Pine Meadows near Belwood and Station Square in Anytown have resulted in additional urban retirees moving to the area as permanent residents.  These individuals are looking for family doctors and primary health care in their new community.  Transporation is an issue for those unable to drive with taxi service their main option.

Wellington County has a lower proportion of population who meet the criteria for low income as compared to the province. The age group with the highest incidence of low-income is the 18-24 group. The majority of the adult population has either some high school education or university.  The prevalence of university education is slightly higher than the provincial average.

A health profile of the community is as follows:

Heart disease and cancer are the leading causes of death. (Waterloo-Wellington-Dufferin District Health Council Jan. 2003)

Leading Causes of Hospitalization  for females  (Wellington County) are conditions related to the Circulatory System, Digestive System, Respiratory System, Injury and Poisoning, Cancer and Perinatal conditions.

Leading Causes of Hospitalization for males  (Wellington County) are conditions related to the Digestive System, Circulatory System, Genitourinary, Respiratory and Cancer.

(Note: the above statistics are from : A Snapshop of Health in Wellington and Duffering Counties presentation Waterloo Region - Wellington- Dufferin District Health Council presentation January 2003)

GMCH top 10 case mixes  (2004/05) are: Newborns, Vaginal Delivery, Digestive System, Chest Pain, Arrhythmia, Respiratory, C Sections, Angina, Heart Failure, Diabetes.

Prevalence of Self-reported Chronic Disease (Wellington-Dufferin)

	Disease
	Percent of Population

	Back Problems
	18%

	Arthritis
	14%

	High BP
	12%

	Migraines
	11%

	Asthma
	8%

	Heart Disease
	4%

	Diabetes
	4%

	Bronchitis
	3%


Prevalence of Modifiable Risk Factors  Wellington-Dufferin

	Factor
	Male
	Female

	Physically Inactive
	48%
	55%

	Smoker
	31%
	26%

	<5 fruits and vegetables/day
	60%
	53%

	Overweight/obese
	61%
	47%

	Binge Drinker
	30%
	12%


(Source: A Snapshot of Health in Wellington and Dufferin Counties presentation Waterloo Region - Wellington- Dufferin District Health Council presentation January 2003)

Groves Memorial Community Hospital and the Community Stakeholders Group were the recipients of a National Best Practice Award for their poster display at the November 2004 OHA Annual Convention. The poster, entitled "Enhancing Primary Care: A Community Event", highlighted initiatives directed at recruitment and retention of family physicians and other health care providers to ensure appropriate primary care services in the Centre Wellington area for community members. Collaboration among the Township of Centre Wellington Municipal Council, local family physicians, Groves Memorial Community Hospital, the Chamber of Commerce, the Wellington - Dufferin - Guelph Health Unit and concerned citizens is a key critical success factor.

The community has also been recognized by  the Rural Ontario Medical Program (ROMP) for exemplary collaboration and success in physician recruitment and medical student education.

Centre Wellington has a culture and history of supportive relationships and collaboration.  The model is easily extended to a concept such as Family Health Teams.  The Sample Family Health Team is a joint venture between the Sample Family Health Network, Groves Memorial Community Hospital and key partners in the community including the Wellington-Dufferin-Guelph Health Unit, CCAC of Wellington-Dufferin, the Community Mental Health Clinic and the Centre Wellington Medical Offices Corporation.
The Sample FHN has 20 physician members at 9 different sites:

Sample – 5 sites

Anytown – 2 sites (also has 1 fee-for-service practitioner –considering membership in the FHN)

Othertown – 1 site (also has a 2nd site with 1 fee-for-service practitioner not a member of FHN)

Everytown  - 1 site

FHT staff and services/programs will be offered in a variety of settings including physician offices, GMCH, Centre Wellington Communities Medical Offices and other community locations such as the Township of Centre Wellington Community Centre or the Seniors Centre.


The Sample FHT confirms that it will provide the full spectrum of core/comprehensive Family Health Team services as listed in the document “Guide for Establishing a Family Health Team” MOHTC November 2004. Refer to Appendix H for excerpt from the Guidelines listing the services. (Please note that laboratory services will continue to be provided by Hospital in Commons Laboratories in partnership with Groves Hospital. Diagnostic Imaging will continue to be provided by Groves Hospital.)

In addition, programs and services will address the following:

Health Promotion:
Women’s Health





Breast and Cervical Screening





Osteoporosis





Menopause





Heart Health





Cancer Education




Men’s Health 





Prostrate Screening





Heart Health





Osteoporosis





Cancer Education




Child and Adolescent Nutrition Program





Healthy Weight





Exercise





Counseling




General Wellness





Education sessions





Life Style Changes – Nutrition, Exercise





Stress Management





Smoking Cessation





Heart Health 





Cancer Education




Seniors Health 





Education re chronic disease





Falls





Dementia





Weight and exercise management





Medication management





Health Screening

Disease Prevention:
Metabolic Syndrome Program (including Diabetes)




Shared Care Mental Health Program




Shared Care Pharmacist Program




Shared Care Dietitian Program

Chronic Disease Management:
Pulmonary Clinic - COPD

Mobility Clinic – fibromyalgia, osteoarthritis, other conditions






Pain Management






Palliative Care – 







Service coordination







Resource management/liaison







Pain and Symptom Management






Cardiac Rehabilitation Care







Post Myocardial Infarction







Congestive Heart Failure






Geriatric Clinic

The population base for year one of the FHT is 33,500 people.  It is anticipated that the population will grow by 13,400 people by the year 2022. 
  Therefore one can guestimate that the population for the FHT will increase by approximately 840 people per year with an estimated population base of 37,700 by year 5 of the FHT.

The growth in population will be accommodated by incremental increases in staffing as deemed necessary based on population growth and service demand.  Space needs will be accommodated through acquisition of new space during year 1 and creative collaboration with community partners for group program space.

After Hours Service:

The Sample FHN currently has 24/7 coverage in place. This coverage will not change and will continue when the FHT is implemented.  THAS is also in place. FHN physicians provide required off-hours medical care with GMCH through the GMCH Emergency Department. FHN physicians provide ER coverage under the MOHLTC AFP.

Enrolled Patients:

Currently 22,000 patients are enrolled with FHN physicians.  These patients will not be required to re-enroll and will automatically be rostered as FHT patients.
 It is anticipated that additional patients will be enrolled over the 5-year span of this business plan.   Some of these individuals are patients of physicians in Othertown and Anytown who are not  members of the Sample FHN.  FHT services will be available for these individuals as required/desired.  Many individuals in the area do not have a family doctor ( orphan patients).  FHT services will be available to these individuals as well.  

Non-rostered patients will complete the Patient Enrollment and Consent to Release Personal Health Information forms as required by the MOHLTC for FHN and FHT rostering purposes. This information will be forwarded to the MOHLTC for processing as required.

The Sample FHT will collaborate with the MOHLTC to ensure a suitable process is implemented to deal with non-FHN rostered patients.

Details regarding specific services are outlined in the following pages:

YEAR 1

	Name of Service/Program
	Health Promotion, Disease Prevention, Chronic Disease Management:

Shared care mental health

	Need 
	Mental health services are among the top five needs identified as a result of the needs assessment exercises conducted by the Sample FHT Planning Group
.

Further research in the literature identifies the following:

· Estimates suggest that nineteen per cent of Ontarians experience a mental health condition, and one third of those with a diagnosable mental health disorder experience significant functional impairment.

· According to one study, Family Physicians estimate that 20% to 50% of their patients have mental health problems

· Half of the individuals who receive mental health treatment in Ontario receive their treatment exclusively from their General Practitioner.

· Challenges in collaboration between the primary care and mental health sectors results in general practitioners often lacking access to the specialized support and assistance they require, and in the under diagnosis and treatment of many individuals suffering from significant but treatable mental health disorders. 

	Target Population
	All individuals who are experiencing mild, moderate, or severe mental health difficulties and who are patients of the Sample Family Health Team.

	Patient Goals
	· Prevention of onset of more acute, disabling mental health conditions.

· Decreased duration of untreated mental health disorders.

· Decreased level and duration of symptoms and functional impairment.

· Increased satisfaction with services received from primary care providers.

· Decreased need for access specialized mental health services.

	Service Goals
	· Health promotion and prevention of more acute mental health conditions will be enhanced through the shared –care model.

· Improved access to mental health assessment and treatment for patients of the Sample Family Health Team.

· Improved coordination and continuity of care between primary care and mental health providers.

· Improved access to a broader range of formal and informal community services and resources, and when required, specialized mental health services.

· Improved capacity of primary care providers to identify, assess and treat mental health difficulties resulting from collaborative treatment, educational activities, and access to formal and informal consultation.

	Services Provided
	Services provided by the mental health shared care staff will include:

· Comprehensive on site mental health assessment by non medical mental health professionals;
· Mental Health treatment and follow-up as determined in consultation with the patient and the primary care physician;
· Liaison with the broader mental health system to facilitate continuity of care for patients requiring more intensive intervention;
· Onsite assessment and consultation by a psychiatrist as requested by the physician and shared care mental health professional; and
· Education and knowledge transfer regarding the identification, assessment, and treatment of mental heath disorders. 

	Model of Service Delivery
	· Shared care staff will be assigned to the practices of physicians who belong to the Sample Family Health Network. Each staff will be assigned to more than one practice according to a provider to patient ratio of 1: 8000.  
· Shared care staff will rotate among their assigned practices according to a pre-defined schedule based on physician preference and the needs of a given practice. 
· Urgent referrals will be assessed within a timeframe negotiated with the physician and appropriate to the circumstances of each referral.
· If authorized by the physician, a mental health referral will be booked in directly with the shared care staff prior to the patient seeing the physician, but any disposition decisions will be discussed and authorized by physician prior to implementation.
· A treatment plan will be developed in collaboration with the physician with defined roles for the physician and the shared care staff.
· The shared care staff will keep the physician regularly apprised of treatment progress and will consult with the physician according to pre-determined criteria.
· A psychiatrist will be available to each physician for on-site consultation and for telephone advice. 

	Referral
	Through the family doctor or nurse practitioner

	Relationship to Existing Services
	· Specialized mental health services will be accessed when the needs of a given individual exceed the capacity of the primary care physician and the shared mental health team.

· Comprehensive protocols will be established with specialized mental health services such as the Community Mental Health Clinic (CMHC) and the Homewood Health Centre (HHC) to ensure timely access and continuity of care.

· Additional mental health staffing arising from this shared care initiative will not replace any existing mental health resources provided by CMHC or HHC in Centre Wellington, but instead, will complement and enhance what already exists.  

· By addressing the significant needs of individuals with moderate mental illness through this shared care initiative, existing mental health services will have increased capacity to provide more comprehensive services to those with serious and persistent mental illnesses.

The Sample FHT will enter into a Memorandum of Understanding with the Community Mental Health Clinic (CMHC) for support of the shared care mental health services and to facilitate seamless mental health services in the area and efficient/timely access to other mental health services as required. 

The advantages of an arrangement with CMHC include:

· Enhancing continuity of care between the Sample Family Health Team and CMHC;

· Utilizing CMHC’s capacity to recruit, hire, manage and support mental health professionals; and

· Improving CMHC’s ability to work collaboratively with primary healthcare providers

The Sample Family Health Team will be able to access the following mental health services through its relationship with CMHC:

· 24/7 Mobile Crisis Response Team for adults and children with mental health difficulties;

· Early Psychosis Intervention Team for specialized consultation and treatment (team is currently being assembled);

· Intensive case management services and psychiatric consultation for adults with severe and persistent mental illness;

· Seniors mental health services provided by St Joseph’s Hospital, CCAC, and & CMHC;

· Intensive treatment and follow-up for children, adults, and seniors with severe and persistent mental health difficulties;

· Specialized assessment and treatment for eating disorders

· Individual and group support/education for family members who are supporting a relative with a serious mental illness;

· Assistance accessing tertiary mental health care for patients involved with CMHC and the Sample Family Health Team; and

· Assistance accessing the full range of community resources and supports for mental health, including such organizations as the Homewood Health Centre.

	Resources Required

Human Resources

Education/Training

Transportation
	1 MSW per 8,000 population base

Early Implementation – 1.5 FTE MSWs will implement a pilot project with 10 physicians.

.5 FTE – Program Coordinator to develop processes, guidelines, policies etc. (approved as Early Implementation)

Sessional appointment of psychiatrists – ½ day per month per physician – Early Implementation – 5 days per month

Full Implementation – 11 days per month

.25 FTE clerical support also approved in Early Implementation grant.

2 FTEs will be hired upon approval of the Business Plan to expand the pilot Shared Care Mental Health service to all 21 FHN members

Year 5 – additional 1 FTE to accommodate population growth  and increase  in numbers of rostered patients.

$750 per FHT annually for professional development.

Patient materials $2500 per year 
estimate 500 km monthly at $.42 per km in year 1.

Year 2 –  1000 km monthly at $.42 in year 2

Year 3 – 1000 km monthly at $.44/km

Year 4 – same as year 3

Year 5 - 1000 km monthly at $.46/km

	Implementation
	Application was made in December 2005 for funding for an Early Implementation of the Shared Care Mental Health Program. It is anticipated that the “Start-up” Phase described below will be implemented prior to approval of the Business Plan.

The start up phase will involve an initial deployment of 1.5 FTE mental health clinicians to 4 Family Health Network practices (consisting of 10 physician serving approximately 12,000 patients), and .5 FTE program coordination. 

A phased implementation process will provide an opportunity to work out the procedures and processes necessary for ensuring a successful implementation across the entire Family Health Team.

The remaining 2 FTE will be deployed 4 months following the initiation of the start up phase assuming approval of the Business Plan.

In Year 5, it is anticipated that an additional  1 FTE MSW will be required to accommodate anticipated population growth and additional family doctors recruited to the area.



	Evaluation and Performance Indicators
	Key indicators to be assessed include

· Percentage of patients referred to specialized mental health services pre and post the shared care initiative;

· Satisfaction of Sample Family Health Team physicians with the accessibility, timeliness and effectiveness of the services provided;

· Patient satisfaction;

· Degree of mental health improvement.
· Degree of continuity of care between specialized mental health services and the Sample Family Health Team



	Name of Service/Program
	Health Promotion, Disease Prevention, Chronic Disease Management:

Shared Care Pharmacist/ Pharmacist Consultation

	Need 
	Local physicians have identified a need for pharmacist consultation within their practices for challenging and problematic patient situations.

This model is being piloted by the IMPACT program in Ontario and results are currently being evaluated.

Studies have shown that integrated seamless pharmacist care compared to traditional pharmacist services demonstrated better medication knowledge, better compliance, less physician visits and hospital readmissions.



	Target Population
	The Pharmacist will provide will provide care and services to patients of all ages to help them manage and understand their medications.

All patients in the catchment area of service provided by the Sample FHN and GMCH will be eligible for services offered by the pharmacist.



	Patient Goals
	· Enhanced health status due to improved medication compliance and understanding.

· Enhanced self-management of care.

· Increase satisfaction with range of primary care services provided.

	Service Goals
	· Better medication management for patients seen in the primary care setting resulting in improved patient outcomes.

· Enhanced education about medications for physicians and other health care professionals.

· Improved coordination, integration and continuity of care between the inter-disciplinary health care team and related services and community/hospital pharmacists.

· Enhancement of specific health care programs by the addition of the pharmacist element.

· Reduction in number of ER visits and family physician office visits through reduction of drug related problems.

· Enhanced communication between hospital and community related to patient medications.

	Services Provided
	A shared care model of service delivery is proposed with pharmacist(s) working directly with family physicians at their practice sites.

Specific services may include, but not be limited to: 

· consultation with physicians regarding challenging patients, 

· ordering lab values as appropriate (and as directed), 

· drug detailing re new medications or new medication issues,

·  assistance with management of discontinued medications and samples, 

· assistance with processes related to management and processing of prescription renewals and new prescriptions, 

· providing continuity of care with patients on discharge from the hospital and 

· ongoing liaison with hospital pharmacist, liaison with community pharmacist.

The pharmacist will also be a member of the interdisciplinary team of health care providers offering specific programs and services for the FHT. 

· These could include, but not be limited to: women’s health (menopause, osteoporosis, cancer), weight management programs, smoking cessation programs, cardiac care, metabolic syndrome, pulmonary clinic)

The Sample FHT is recommending that a .5 FTE Pharmacy Technician be hired to complement and maximize the Pharmacist resource person. Through the use of this Technician position, the pharmacist will be able to serve a greater volume of patients. The Pharmacy Technician will perform the following functions:

· Preparing materials (establishing patient profiles, chart retrieval, lab work retrieval etc) for patients booked for appointments with Pharmacist

· Maintaining data base related to pharmacist case-load

· Maintaining drug information and drug education files

· Facilitating destruction of discontinued medications/samples

	Referral
	Through family physician or Nurse Practitioner

Self-referral for some group education sessions (eg. menopause management, osteoporosis)

Through hospital or retail pharmacist

	Relationship to Existing Services
	The plan for shared care pharmacist services for the FHT was developed in collaboration with the pharmacist from GMCH and the pharmacist working with the Mount Forest FHN under the IMPACT program.

The FHT pharmacist(s) and Pharmacy Technician will work collaboratively with hospital and community pharmacists.  It is anticipated that the model will facilitate FHT pharmacist and the hospital pharmacist covering for each other during times of vacation and illness – to address critical patient care issues.

During program implementation, development of effective  communication processes will be critical.

	Resources Required

Human Resources

Education/Train-ing

Travel
	1 pharmacist and a .5 pharmacist technician are recommended for the 1st year.  It is anticipated as the program becomes more developed and other FHT programs evolve a 2nd pharmacist will be required in year 2 and an additional .5 pharmacist technician.

Patient Resources Materials $2,500 annually – assuming pharmaceutical companies will provide significant material free of charge 

Professional Development Opportunities - $750 per pharmacist $300 per FTE technician

Estimate 500 km monthly at $.42 per km in year 1.

Year 2 –  same as year 1

Year 3 –  750 km monthly at $.44/km

Year 4 –  same as year 3

Year 5 -  1000 km monthly at $.46/km

	Implementation
	Year 1 –  1 FTE pharmacist and .5 FTE Pharmacist Technician - shared care model with FHN members and collaboration with other programs/services as they develop and are implemented

Year 2 – further enhancement of services – 1 FTE Pharmacist added for a total of 2 pharmacists and .5 FTE Pharmacist Technician added.

Years 3-5 – continued program development and increased involvement in FHT services/programs

Please refer to Appendix I for  a time-line showing proposed implementation phasing for all FHT services/programs.

	Evaluation and Performance Indicators
	The IMPACT team has developed an evaluation tool to measure the perception of professionals’ contribution to medication-related processes.  The tool, called the Family Medicine Medication Use Processes Matrix lists 22 processes occurring in family medicine and measures, through multiple applications of the tool, changes in perception over time.

The IMPACT Team  has produced an IMPACT Toolkit which also be a resource for evaluation and performance assessment.


	Name of Service/Program
	Health Promotion, Disease Prevention, Chronic Disease Management:

Shared Care Dietitian/ Dietitian Consultation

	Need 
	Nutrition plays an important role in prevention and management of many leading causes of morbidity and mortality seen in primary care, such as cardiovascular disease, diabetes and obesity.

Heart disease and cancer are the leading causes of death in Wellington County.

Obesity rates continue to climb.

It is estimated that close to 20% of patients in physician practices would benefit from enhanced intervention related to nutritional counseling and guidance.

In Canada 58.1% of males and 40.6% of females had BMIs over 25 (the upper benchmark for normal) in 1992.
 Rates probably have significantly increased since that time.

Dietary counseling will be an important component of other Sample FHT services /programs that are planned. 

	Target Population
	Registered Dietitian (s) will provide care and services to patients of all ages to help them meet their nutritional needs, improve their well being and to prevent disease.

All patients in the catchment area of service provided by the Sample FHN and GMCH will be eligible for services offered by the dietitian(s).

	Patient Goals
	· Prevention of the onset of a more acute disease status or development of new conditions resulting from poor nutritional status.

· Improved selection of food choices, eating behaviour and use of food preparation skills to optimize health.

· Increase satisfaction with range of primary care services provided.

	Service Goals
	· Improved access to nutritional assessment, counseling and education for patients of the Sample FHT.

· Improved coordination, integration and continuity of care between the inter-disciplinary health care team members, related services and dietitians.

· Enhancement of specific health care programs by the addition of the nutritional care element.

· Increased primary care physicians capacity to handle a broader range of nutrition related problems.

· Decrease hospital admissions.

	Services Provided
	Shared Care:

· Each RD will work in 5-6 practices over the course of a week and attempts will be made, on a daily basis, to schedule practices together that are in close proximity to reduce travel time. 

· RDs will assess patients referred to them by the family physicians and initiate treatments or education programs according to need.  Examples of patient situations suitable for referral are: poor nutrition during pregnancy and related inappropriate weight gain, GI problems such as celiac, crohns, colitis, IBS and diverticulitis, dyslipidemia, food hypersensitivities, cancer – protein calorie malnutrition, hypoglycemia and other conditions suitable for treatment through diet.

· They will also serve as educational resources for the family physicians, discuss cases that might not require referral and provide information on other aspects of nutrition or resources.

Specific Inter-disciplinary Programs:

· The RDs will also participate as members of the multidisciplinary teams for FHT Services/Programs for treatment of conditions such as, Metabolic Syndrome, Dyslipidemia, Cancer, Eating Disorders, Hypoglycemia, Obesity and for Geriatric Care, Life-style Change, Osteoporosis Prevention, Smoking Cessation and others as developed.

· Examples of group programs under consideration include, but are not limited to: HUGS, Take 5, Healthy Measures, Enhanced Diabetes Education Services to complement those provided by GMCH (GMCH does not have resources to expand services), weight management

· Education Counseling services for groups might be purchased from existing local providers on an ad hoc basis.

Recognized best practices will be implemented such as utilization of Clinical Practice Guidelines from the Canadian Diabetes Association and care maps such as the dyslipidemia care map developed by Dr. P. Brauer at the University of Guelph, Practice-Based Evidence in Nutrition (Dietitians of Canada)

	Referral
	Referral to the Shared Care Model of service delivery will be by family physician or nurse practitioner.

Patients may self-refer for some specific FHT services related to general wellness and health promotion.

Professional members of the interdisciplinary team will also recommend referral for appropriate patients (particularly for orphan patients who might be accessing other FHT services)

	Relationship to Existing Services
	Planning for FHT dietitian services has been completed in collaboration with the Wellington-Dufferin Public Health Unit, the CCAC of Wellington-Dufferin and Groves Memorial Community Hospital.  All parties agreed to continue with a close collaborative relationship to avoid duplication of services and to refer to the appropriate provider as indicated.

All parties are members of the Sample FHT Planning Group and will continue in a role with the Advisory Committee for the Sample FHT.

The specialized dietitian services will complement existing services such as the GMCH Diabetes Education Centre, GMCH Nutritional Counseling, Public Health School Nutrition Program, Obesity Strategies and CCAC Dietitian services.

Excellent communication between primary care and specialized services will be critical.

The role of the System Navigator for the Sample FHT will involve collaboration and integration of services and will be critical to the success of the model.

	Resources Required

Human Resources

Education/Train-ing 

Travel 
	The population of Centre Wellington and surrounding rural area is projected to grow by 40% over the next 16 years.
 This forecast does not take into consideration the impact of the Green Belt ruling for the GTA area.

It is also anticipated that 3-4 new family physicians might set up practice over the next 5 years.

To accommodate population growth and expansion of the FHT programs, additional RDs will have to be recruited over the 5 year period.

Benchmarks established by the HSO Mental Health and Nutrition Program in Hamilton ON and the Primary Health Care Action Group, Central and Southern Ontario, Dietitians of Canada were reviewed. (1 RD: 20,000 people
 - Hamilton and 1 dietitian per 20 physicians – PCAG)

Given the rural nature of our area, distances between practices, additional responsibilities for dietitians in supporting unique services and programs, and demands of new service development,  the Sample FHT will require 2 Registered Dietitians to serve a population base of 33,500. Year 1 – 2 Registered Dietitians

Year 2 – 2 RDs (total now of 4 FTE)

Year 3 – 5 – same staffing 

 $750 per FTE annually for professional development.

Patient materials $5,000 per year (includes patient materials, food models, diet manuals, subscriptions)

estimate 500 km monthly at $.42 per km in year 1.

Year 2 –  same as year 1

Year 3 –  750 km monthly at $.44/km

Year 4 –  same as year 3

Year 5 -  1000 km monthly at $.46/km

	Implementation
	Year 1 – shared care model with FHN members and collaboration with other programs/services as they develop and are implemented

2 FTE RDs hired 

Year 2 – further enhancement of services  2 additional RDs

Year 3 –  same staffing

Year 4 – continued program development and assessment – same staffing

Year 5 –  same staffing

	Evaluation and Performance Indicators
	Indicators such as the following will be monitored:

· Number of patients referred to the Share Care Dietitian Program 

· Number/diet type of patient contacts (groups, individuals) by Dietitian in collaboration with other FHT programs/services.

· Satisfaction of physicians with accessibility, timeliness, effectiveness of the services provided.

· Satisfaction of patients with accessibility, timeliness, effectiveness of the services provided

· Satisfaction of other interdisciplinary team health care providers with accessibility, timeliness, effectiveness of the services provided

· Impact of services on local diabetes incidence, obesity statistics, cardiac conditions etc. 




	Name of Service/Program
	Primary Health Care

Nurse Practitioner

	Need 
	Access to primary care continues to be an issue for the Centre Wellington area. Although the Township of Centre Wellington is no longer considered Underserviced for Family Physicians by the MOHLTC, we believe with at population base of 33,500 people and using the MOHLTC ratio of 1 GP per 1, 380 people, the FHT catchment area needs an additional 2-3 family physicians.

Over 50% of the current family physicians are over 50 years of age with 2 being over 65 years.  The ongoing recruitment of physicians will be a challenge to the community and the Hospital for many years in the future. 

DHCs in Ontario completed a Primary Care survey in 2000.  The Waterloo Region Wellington Dufferin district reported the highest number of people without a family doctor (9% as compared to the lowest district – Grand River DHC of 3.3%).
  In addition to the shortage of family physicians in Centre Wellington, there are shortages of family physicians in surrounding communities  – Guelph (13), Orangeville (9) and Waterloo Region (53)



	Target Population
	Rostered patients of FHN member physicians – collaborative practice with physician

Patients who do not have a family doctor and need primary health care and who live in the catchment area.

Patients who attend FHT programs/ services where the Nurse Practitioner is a member of the multi-disciplinary team.

Patients rostered in the FHT who prefer the Nurse Practitioner to address unique women’s or unique men’s health issues.

	Patient Goals
	To have access to primary care interventions in a timely manner.

To have regular health screening for early disease detection and intervention.

To maintain good health due to enhanced knowledge related to health promotion.

	Service Goals
	To provide a full range of primary health care services for individuals requiring these services.

To offer services enhancing health promotion, disease prevention and chronic disease management efforts in the community.

Increased primary care physicians’ capacity to accommodate rostered patients.

	Services Provided
	The Nurse Practitioner (Extended Class) [RN(EC)] will function within the full scope of practice as defined by the College of Nurses of Ontario in collaboration with physicians.  The RN(EC) will meet practice expectations as articulated in the CNO document “Standards of Practice for Registered Nurses in the Extended Class” (May 1998).   The RN(EC) will comply with applicable legislation such as the Regulated Health Professions Act (RHPA) 1991, the Nursing Act 1991 and the Expanded Nursing Services for Patients Act (ENSPA) 1997.

In addition to the three controlled acts authorized to nursing (1. procedures below the dermis; 2. administering a substance by injection or inhalation; and 3. putting an instrument, finger, or hand beyond specified points) the RN(EC) will perform three additional controlled acts. Specifically these are: 

· communicating a diagnosis of a disease or disorder identified from the patient’s history or from the results of any laboratory tests or other tests and investigations that they are authorized to order or perform

· prescribing a defined range of medications

· ordering specific laboratory tests, x-rays, diagnostic ultrasounds

The following functions will be part of the RN(EC) role:
  The RN(EC) is authorized to: (working under Medical Directives as required)

· Perform comprehensive or focused health assessments for the purpose of diagnosing and treating an individual;

· Place an instrument beyond the point in the individual’s nasal passage narrowing, larynx or opening to the urethra for the purpose of assessment or treatment, or assisting with health management activities;

· Place an instrument, hand or finger beyond an individual’s anal verge or into an artificial opening into the individual’s body for the purpose of assessing or treating an individual; assisting with health management activities or making a diagnosis with respect to an individual;

· Place an instrument, hand or finger beyond an individual’s labia majora for the purpose of assessing or treating an individual; assisting with health management activities or making a diagnosis with respect to an individual;

· Order electrocardiograms for patients in non-urgent, non-acute circumstances;

· Order respiratory therapy testing and treatments;

· Order lab tests as listed in the CNO Standards of Practice for RN(EC)s;

· Order x-rays of the chest, ribs, arm, elbow, wrist, hands, legs, knees, ankles and feet;

· Order a mammogram;

· Order a breast ultrasound;

· Order a pelvic ultrasound;

· Order an obstetrical pelvic ultrasound;

· Communicate finding and/or diagnosis of a disease or disorder to the patient and discuss prognosis and options for the treatment of these conditions within the RN(EC)’s scope of practice;

	Referral
	Self-referral or by a member of the inter-disciplinary team

	Relationship to Existing Services
	Nurse Practitioners will work in collaboration with family physicians.

Clinical Expectations for Consultation:

The RN(EC) will seek consultation with a physician:

1. When the diagnosis and/or treatment plan is unclear or beyond the scope of the primary health care nurse practitioner to determine, including but not limited to when any of the following are present:

· persistent or recurring sign(s) or symptom(s) that cannot be attributed to an identifiable cause
· symptomatic or laboratory evidence of decreased or decreasing function of any vital organ or system 

· sign(s) of recurrent or persistent infection

· any atypical presentation of a common illness or unusual response to treatment

· any sign(s) or symptom(s) of a sexually transmitted disease in a child

· any sign(s) or symptom(s) of behavioural changes that cannot be attributed to a specific cause

· deviation from normal growth and development in an infant or child

2.
In potentially life-threatening situations, including but not limited to when any of the following are present:

· any sign(s) or symptom(s) of an acute event that is potentially threatening to life, limb or senses

· sign(s) or symptom(s) of obstruction of any system 

· sign(s) of severe or widespread infection

· a fever greater than 39o in a child 3-36 months with no identifiable focus of infection

· any sign(s) or symptom(s) of illness in a child less than 3 months

· any blunt, penetrating, or other wound that may involve damage below the fascia or functional impairment

· sign(s) or symptom(s) of any fetal or maternal pregnancy risk factor

3.
When a client’s chronic condition destabilizes, including but not limited to when any of the following are present:

· symptomatic or laboratory evidence of destabilization and/or unexpected deterioration in the condition of a client who is being managed for a previously diagnosed illness.

They will be members of the inter-disciplinary team providing a range of services/programs through the Sample FHT.

Nurse Practitioners will be knowledgeable about hospital and community health care and social support resources and collaborate with these organizations as appropriate.

	Resources Required

Human Resources

Education/Training

Transportation
	Year 1 – 5 Nurse Practitioners

 (based on MOHLTC benchmark of 1 NP per 4 GPs)  

$750 annually per practitioner

Transportation will be minimal as patient will come to NP

However, for consultation and participation at other FHT services/programs:  1,000 km annually at rates consistent with other  FHT providers

	Implementation
	Year 1 – recruit and implement 5 Nurse Practitioner positions



	Evaluation and Performance Indicators
	Performance Indicators may include the following:

Numbers of patients seen by NP
Diagnosis/ treatment related to patients seem by NP

Patient satisfaction with care

Impact on orphan population

Others indicators as determined by program and NP professional association


	Name of Service/Program
	System Navigator

	Need 
	The MOHLTC has identified system navigation as a key role within the FHT.

Enhancing “one-stop shopping” for patients, ease of access for services and communication among providers is essential for multi-service organizations involving interdisciplinary teams of providers.

	Target Population
	All patients rostered with the Sample FHT

	Patient Goals
	To access appropriate services in a timely fashion.

To access resource and support materials as required.

To tell “story” once.

	Service Goals
	To facilitate ease of access to services so that the organization appears “seamless”.

To coordinate and link services and providers to enhance collaboration and meeting of patient care goals.

To ensure that patients receive a range of services as required to meet their health care needs.

	Services Provided
	System Navigation functions include:

Point of access for some services and programs

Information and referral

Linking

Coordination

Education

Liaison with other parts of the health care system – acute care, long-term care, public health, mental health, other community programs.

In order to meet the needs of the patients and physicians in all of the nine sites, there will be more than one case manager filling this role and the FTE.

	Referral
	Self-referral

By any member of the Health Care Team.

	Relationship to Existing Services
	The concept of system navigation is a familiar one to the CCAC.  The CCAC of Wellington-Dufferin has proposed a contractual arrangement with the Sample FHT to fill the system navigator role.  The CCAC will absorb the cost for this position. It will be an expanded role for the CCAC Case Manager.

The System Navigator will coordinate services within the FHT to facilitate communication within the interdisciplinary team and to ensure patients have access to appropriate programs and services.

The CCAC System Navigator will facilitate seamless care as patients move from FHT to hospital to community services.  The System Navigator will ensure the most efficient use of available resources.

	Resources Required

Human Resources

Education/Training

Travel


	CCAC will fund this position – 1 FTE Case Manager for year 1. Position will be reassessed and expanded , if required,  as FHT services are implemented.

Funded by CCAC

Funded by CCAC

	Implementation
	The infrastructure to provide the system navigation role is already in place at the CCAC thus ensuring an immediate and positive impact for patients of the FHT. In Year 1, 1 FTE Case Manager will be required.  By year 3, it is anticipated that an additional .5 FTE might be required and an additional .5 FTE by year 5.

	Evaluation and Performance Indicators
	CCAC has a well-developed Total Quality Management Framework.  This tool tracks a variety of indicators of service delivery and benchmarks them against past performance and broad system measures.  


YEAR 2

	Name of Service/Program
	Disease Prevention: Metabolic Syndrome Program

	Need 
	Metabolic syndrome is a cluster of conditions that occur together, increasing risk for heart disease, stroke and diabetes. Having just one of these conditions — increased blood pressure, elevated insulin levels, excess body fat around the waist or abnormal cholesterol levels — contributes to risk of serious disease. In combination, the risk is even greater. Risk factors include:

· Obesity, particularly around the waist (having an "apple shape") 
· Elevated blood pressure 

· An elevated level of the blood fat called triglycerides and a low level of high-density lipoprotein (HDL) cholesterol — the "good" cholesterol 

· Resistance to insulin, a hormone that helps to regulate the amount of sugar in your body 

A study completed by the Canadian Innovative Centre for the WDG Health Unit found the following:

50% of respondents reported high blood pressure

40% of respondents reported high cholesterol in family history

90% of respondents believe that heart disease can be prevented

A survey of local family physicians indicated interventions related to metabolic syndrome are a need in the community

Evidence exists to support aggressive approaches to identify people with metabolic syndrome and treat hyperglycemia, hypertension, dyslipidemia, abdominal obesity in order to reduce cardio-vascular morbidity and mortality.



	Target Population
	All patients in the catchment area of the Sample FHN and GMCH and who exhibit related risk factors will be eligible for services.

Patients will be screened by the family physician or nurse practitioner re predisposing risk factors.

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.



	Patient Goals
	To avoid developing diseases such as diabetes, hypertension, heart disease

To modify risk factors to enhance well-being

	Service Goals
	To reduce the incidence of diabetes, hypertension, heart disease

To educate people about life-style and the impact on health

	Services Provided
	A interdisciplinary team will provide one-on-one assessment, monitoring and follow-up, group education classes, activity programs

The Sample FHT is considering collaboration with Pfizer to utilize the CV Health Manager software to identify those at risk and modifiable risk factors that could change health status outcomes.

Pfizer is also prepared to provide equipment that might be used in screening programs, such as B/P monitors. (refer to Appendix ? for information regarding Pfizer potential contributions – Pfizer is committed to assisting with CV programs with “no branding”) Discussions are still in progress.

	Referral
	Family physician or nurse practitioner

Self – referral if meets risk factor criteria

	Relationship to Existing Services
	This program will work collaboratively with  local and regional Diabetes Education initiatives.

This program will also collaborate with the Centre Wellington Recreation Department regarding use of fitness, pool and meeting room facilities.

The Metabolic Syndrome Program will interface with other Wellness Program services such as Smoking Cessation, Healthy Living, Stress Management and Health Eating.

The System Navigator role is vital to maximize collaboration and integration of services.

	Resources Required

Human Resources

Education/Training

Transportation
	2 FTE Nurse Specialists (must be Diabetes Educator Certified)

.2 FTE  Kinesiologist

.2 FTE Physiotherapist

Pharmacist – consultant  basis – FHT Pharmacist

2 FTE Dietitians (must be Diabetes Educator Certified)

.1 FTE Internist – consultant basis

Chiropodist – as required – patient responsible for fee

$750 per FTE

Patient Materials $2500

50 km per month at rates consistent with other FHT practitioners

	Implementation
	Year 2 Implementation

	Evaluation and Performance Indicators
	Rates of diabetes, heart disease in catchment area

Number of patients attending programs

Number of patients successfully modifying risk factors

Patient satisfaction

Other performance Indicators as established by CDA, Heart and Stroke, MOHTLC etc.


	Name of Service/Program
	Health Promotion:

Weight Management for Children and Adolescents

	Need 
	The dramatic increases in overweight and obesity among Canadians over the past 20 years have been deemed to constitute an epidemic.

According to WHO, the impact of obesity threatens to overwhelm health systems.

The % of males and females aged 20-64 classified as overweight (BMI >27) or obese (BMI >30) ranged from just under 40% to just over 40% for males (increasing with age) and 20% to 40% for females (also increasing with age)

According to the Canadian Community Health Survey 2003, 49.6% of the Waterloo-Wellington population is overweight or obese compared to the provincial average of 48.5%.

According to Mark Tremblay, Researcher, obesity increased 424% between 1981 and 1996 for children in the 7-13 age group.

Many weight management programs are available for adults in our community –  including Weight Watchers, TOPS, Herbal Magic, Beverly Hills Weight Loss, Curves, Results Fitness

The FHT Planning Group has identified weight management programs for children and adolescents as a gap.

Childhood obesity persists into adolescence and adulthood.

	Target Population
	Children and teens between 4 and 18 years of age living in the FHN and GMCH catchment area who are identified as overweight for their age and size.

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.

	Patient Goals
	To make life-style changes to keep weight within a healthy range

To enhance positive self image and esteem

To learn about nutrition and body weight and the impact on health

	Service Goals
	To reduce the incidence of type 2 diabetes, hypertension and cardiac disease resulting from obesity and inactivity

To decrease the childhood obesity rate in Centre Wellington

To enhance positive self-management strategies for children and teens related to life-style habits.

	Services Provided
	The interdisciplinary model successfully in place in Hamilton will be used as a template.

Service will include one-on-one counseling and assessment, group education sessions, group fitness programs in collaboration with the CW Recreation Department.

Children and their parents will be involved in the program.

The program will consist of orientation (rationale, etiology, assessment, strategies), treatment (1-2 /mon x 1 year) and follow-up for 2 years

The team will include nurse practitioner, dietitian, kinesiologist, physiotherapist and mental health worker.

	Referral
	Family physician or nurse practitioner

All participants will undergo an assessment by the physiotherapist 

	Relationship to Existing Services
	The Wellington-Dufferin-Guelph Public Health runs school programs related to children and weight issues – SNAC video, health lunch programs, activity at recess programs, education sessions for parents, Freggie visits, contests etc.

Dietitians at the Sample FHT will meet with Public Health dietitians and CCAC dietitians on a regular basis to enhance collaboration.

Ongoing collaboration with the GMCH dietitian will be important.

Regular meetings involving all organizations will enhance integration of services/programs.

The program will collaborate with the Centre Wellington Department of Recreation regarding use of the fitness and pool facilities for the weight management program.

	Resources Required

Human Resources

Education/Training

Transportation
	Year 2:

Nurse Practitioner – from existing pool of NPs

.2 FTE Kinesiologist

.2  FTE Physiotherapist

Mental Health Worker – from existing pool

Dietitian – from existing pool

Year 3:

.4 FTE Kinesiologist

.4 FTE Physiotherapist

Education funds accommodated in other programs

Should be minimal – participants will come to providers

50 km per month rates consistent with other FHT providers.

	Implementation
	Year 2 – will be phased in after implementation of some other services assessed a greater priority

The program will run 1 day per week initially.

Year 3 – no change 

Year 4 – program development and enhancement – increase to 2 days per week

Year 5 –  no change

	Evaluation and Performance Indicators
	Indicators will include:
Body fat measurements

Compliance during follow-up

Activity levels

Stature measurements

Blood Values

Blood Pressure readings

Patient Satisfaction

Self-image/esteem assessments

Others as determined by program team


	Name of Service/Program
	Health Promotion: Optimal Health and Wellness

	Need 
	There are four significant modifiable factors that contribute to wellness. These are diet, exercise, alcohol use, drug use and smoking.

Conditions arising from inactivity, poor nutrition and alcohol, drug and smoking abuse include diabetes, osteoporosis, obesity, cardiac disease, strokes and cancers.

The rates of diabetes and obesity are increasing in the Centre Wellington area.

A study completed by the Canadian Innovative Centre for the WDG Health Unit found the following:

23% of respondents smoke

60% of respondents wish to be more active

90% of respondents believe that heart disease can be prevented.

Weight reduction and activity programs have been shown to: improve lipid metabolism, decrease blood pressure, reduce abdominal obesity and reduce the incidence of Type 2 Diabetes.


	Target Population
	All patients in the catchment area of service provided by the Sample FHN 

Screening tools, such as health history questionnaires, health risk appraisals and cardiac risk profiles can assist in identifying risk factors.


	Patient Goals
	To incorporate significant, permanent life-style changes resulting in an improved health status.

To be better educated about the impact of life-style habits on health.

	Service Goals
	To educate people about the impact of life-style habits resulting in healthier living and wellbeing.

To motivate people to become better self-managers.

To reduce the incidence of diabetes, cardiac disease, strokes, obesity and other conditions related to life-style choices.

To reduce pressure on the health care system caused by disease that can be prevented by modifying risk factors.

	Services Provided
	Interdisciplinary team approach.

One-to-one counseling

Group education and support classes

Web-site health care self-management system

Programs will include, but may not be limited to:
1. Women’s Health Issues

Breast Screening, Cervical Screening, Menopause Management, Osteoporosis, CA education, Heart Health

2. Men’s Health Issues

Prostate screening, Osteoporosis, CA education, Heart Health

3.  Seniors’ Health Issues – dementia, falls, medications, caregiving,, exercise, education re chronic disease

4. Stress Management

5. Smoking Cessation

6. Healthy Lifestyles

	Referral
	Self-referral

Referral by health care professional

	Relationship to Existing Services
	Programs will be determined and planned through collaboration among a variety of community organizations to avoid duplication and promote integration.  

The Community Advisory Committee for the Sample FHT will provide input and recommendations.

Will collaborate with Public Health Heart Health initiatives, nutrition programs, obesity initiatives, smoking cessation initiatives.

The Sample FHT will work collaboratively with the Township of Centre Wellington Community Centre for access to fitness facilities and meeting space.

Potential programs have been selected to complement those provided by Wellington-Dufferin-Guelph Public Health and other community organizations.

	Resources Required

Human Resources

Education/Training

Transportation
	Nurse Practitioner for Cervical and Prostate screening (from current pool)

Nurse Specialist 1 FTE in year 2

Pharmacist and dietitians from Shared Care Models as required.

Physiotherapist/Kineseologist.2 FTE Year 2

Staff education funds accommodated in other programs.

Patient materials $5000

$2,000 km per year at rates consistent with other FHT practitioners.



	Implementation
	These programs will be implemented during year 2 of the Sample FHT operations. 

Please refer to Appendix I for  a time-line showing proposed implementation phasing for all FHT services/programs.

	Evaluation and Performance Indicators
	Number of participants attending programs/ utilizing resources

Patient satisfaction with program/services

Statistics related to disease prevalence (change will be long-term)

Others as developed by teams


	Name of Service/Program
	Chronic Disease Management:

Palliative Care 

	Need 
	Gaps in palliative care services were discussed at a meeting with the Pain and Symptom Coordinator Wellington-Dufferin, Community Coordinator, Grand River Cancer Centre, Chief Nursing Officer, GMCH, Palliative Care Clinical Practice Leader GMCH and a local Family Physician.  Services provided by the CCAC were also reviewed. 

Gaps were identified:

1. Chronic Pain management

2. Connecting with patients and families with a life threatening illness to help them with resources, counseling before a crisis occurs or before  they are connected to CCAC services

3. Mentoring and education of family physicians and front-line staff to enhance skill development related to palliative care

The CCAC of Wellington-Dufferin identified End of Life care as a top service priority for Centre Wellington for 2005/06


	Target Population
	Patients of any age and their families, significant others faced with a life-threatening diagnosis

Based on feedback from physicians and the local CCAC, it is anticipated that at any one time approximately 100 palliative patients will be rostered with the FHT.

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.

	Patient Goals
	To maintain optimal health through timely and appropriate access to resources.

To die with dignity and comfort remaining involved with decisions related to health care interventions.

To be supported by a strong inter-disciplinary team through a life threatening diagnosis or end of life stage.

	Service Goals
	To ensure that patients with a cancer diagnosis or palliative care needs have access to appropriate and timely services in a seamless manner.

To decrease the number of emergency department visits for palliative patients related to a health care crisis or pain control.

To increase the number of deaths at home for those palliative patients who choose to die at home.

To enhance communication and collaboration among “end of life” agencies and providers through patients’ disease progression.

	Services Provided
	· The Palliative Care Nurse Specialists for the FHT will consult with all patients diagnosed with life threatening illness or assessed  as “end of life” stage to determine need for support and interventions by the inter-disciplinary health care team. This could include medication management by the pharmacist, nutritional counseling by the dietitian, stress management support by the Mental Health Worker, symptom management by the Palliative Care Nurse Specialist, referral to other community resources as required.

· A Palliative Care Nurse Specialist will provide consultation and education for physicians and other members of the inter-disciplinary team.

· The System Navigator for the FHT will assist with coordination of services with other organizations and inter-agency, inter-disciplinary communication.

· Physician(s) with palliative care expertise will provide consultation and support for FHN members, the Palliative Care Nurse Specialist and other members of the inter-disciplinary team.

	Referral
	Through family physician or nurse practitioner

From other health care organizations

Through self-referral 

	Relationship to Existing Services
	Other palliative care services in the community include: End of Life Network, CCAC Services, Pain and Symptom Management Services, Hospice Wellington, GMCH in-patient care and Ministerial Support. The FHT Palliative Care Nurse Specialist will participate on committees and planning groups as appropriate to facilitate ongoing collaboration.  Ongoing assessment of community services will occur to avoid duplication of services.

Excellent communication between primary care and specialized services will be critical.

The role of the System Navigator for the Sample FHT will help in the collaboration and integration of services and will be critical to the success of the model.

	Resources Required

Human Resources

Education/Training

Travel
	1.5 FTE Palliative Care Nurse Specialists

1 FTE Social Worker

.1 FTE Palliative Care Physician

Pharmacist and dietitians from Shared Care Models as required.

Year 4 – add .5 FTE Nurse Specialist

$750 per FTE each annually for professional development.

estimate 500 km monthly at $.42 per km in year2.

Year 3 –  500 km monthly at $.44/km

Year 4 –  600 km monthly at $.44/km

Year 5 -  600 km monthly at $.46/km

	Implementation
	The Palliative Care Service will be implemented in Year 2 of the FHT development.  

Please refer to Appendix I for  a time-line showing proposed implementation phasing for all FHT services/programs.

	Evaluation and Performance Indicators
	Performance Indicators will include such things as:

Number of ER visits related to palliative care issues.

Patient/family satisfaction with management of end of life illness.

Patient/family satisfaction with pain and symptom control.

Number of patients dying at home.

Other – eg. Audits of validated tools to trend pain and symptom control.


	Name of Service/Program
	Chronic Disease Management: 

Chronic Pain Management

	Need 
	In a survey, local family physicians identified chronic pain management as one of the top five needs for the FHT to address.

Conditions related to mobility and chronic pain were identified by CCAC and GMCH as priority needs.

Current practice reflects that access to Chronic Pain Management clinics elsewhere in the province can mean up to a 2-year wait.

Groves Hospital runs a pain clinic weekly in the ER department. An anaesthetist provides nerve blocks.  Other aspects of pain management such as behaviour management/change, exercise, counseling are not included.

	Target Population
	Patients in the FHN and GMCH catchment area with miscellaneous chronic pain and pain related to osteoarthritis, fibromyalgia, cancer and other conditions.

Based on physician feedback, it is estimated that at any one time approximately 200 – 250 patients will be dealing with chronic pain issues.

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.

	Patient Goals
	To manage chronic pain 

To maximize mobility and independence

To appreciate an enhanced quality of life.

	Service Goals
	To delay or prevent the need for joint replacements 

To help patients manage pain through an inter-disciplinary team approach.



	Services Provided
	Interdisciplinary team to provide:

Education – group sessions 

Self-management strategies including exercise and fitness, weight control, medication management

One-on-one counseling/assessment as required

Follow-up assessment

Will utilize best practice models available elsewhere in the province (eg. Hamilton model)

	Referral
	Through family physician or nurse practitioner

Some group education classes might be self-referral

	Relationship to Existing Services
	Program planning will be guided by the Sample FHT Advisory Committee and will involve an inter-disciplinary team.

The program will interface with any related services and organizations as necessary. 

A formal relationship will be developed with the Township of Centre Wellington Recreation Department for programming re fitness and exercise and use of facility resources.

	Resources Required

Human Resources

Education/Training

Travel
	Nurse Practitioner from existing pool

Nurse Specialist – from existing pool

Physician consult as required – sessional appointment

.2 FTE Physiotherapist/Kineseologist

Pharmacist, dietitians, mental health workers from Shared Care Models as required.

Accommodated in funding for other programs.

Travel will be minimal as patients will come to the providers.

1000 km annually at $.43 per km years 3, 4 and at $.44 in year 5

	Implementation
	Program will be implemented in Year 2

Please refer to Appendix I for  a time-line showing proposed implementation phasing for all FHT services/programs.

	Evaluation and Performance Indicators
	Patient Satisfaction Surveys

Tools to measure pain and symptom control 

Activity levels

Statistics re joint replacements

Others as determined by team.




	Name of Service/Program
	Disease Prevention: Mobility Clinic

	Need 
	Problems related to mobility were identified as one of the top 5 issues presenting at physicians’ practices.

The CCAC of Wellington-Dufferin identified conditions related to mobility as one of the top 10 priority issues facing their organization.

GMCH identified conditions related to mobility as one of the top 10 case mix groupings for the hospital and as one of the top 10 presenting issues at ER.

Mobility issues arise from conditions such as osteoarthritis, fractures, rheumatoid arthritis and stroke.  

	Target Population
	Patients in the FHN and GMCH catchment area with mobility problems.

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.

	Patient Goals
	1. To maintain or improve present level of functioning.

2. To enhance enjoyment of life

	Service Goals
	1. To prevent deterioration and complications associated with poor mobility.

2. To delay or prevent hospitalization or LTC placement.

3. To reduce the need for hip and knee replacements.

	Services Provided
	Assessment

Education

Exercise programming

	Referral
	Family physician or nurse practitioner.

Other members of the health care team may also refer patients.

	Relationship to Existing Services
	This program will work very closely with the physiotherapy department at Groves Hospital through a purchase of service arrangement for use of equipment and staff.

The program will also collaborate with the CW Recreation Department for use of their facilities and staff.

	Resources Required

Human Resources

Education/Training

Travel
	.4 FTE Physiotherapist

.4 FTE Kinesiologist

.5 Nurse Specialist

Patient resource materials

Staff education/training – accommodated in other programs

Travel will be minimal as patients will come to the providers.

1000 km annually at $.43 per km years 3, 4 and at $.44 in year 5

	Implementation
	This service will be implemented in year 2 of the FHT.

	Evaluation and Performance Indicators
	Patient Satisfaction Surveys

Tools to measure activity levels and mobility

Statistics re joint replacements

Others as determined by team.


YEAR 3

	Name of Service/Program
	Heath Promotion, Chronic Disease Management

Cardiac Rehabilitation Clinic

	Need 
	Conditions related to the heart are among the top 10 case mix groupings for in-patients at Groves Hospital for 1005/06.

Chest pain is identified among the top 10 most common diagnosis at the GMCH ER.

Physicians identified cardiac education as among the top 5 priorities for their practices.

For a summary of the needs assessment for the FHT – please refer to Appendix E.

Diseases of the heart are the number 2 cause of death for Canadians.

Cardiovascular disease is the number 1 cause of death for males and females in Centre Wellington


	Target Population
	Patients in the catchment area post myocardial infarction or with congestive heart failure

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.

	Patient Goals
	To achieve optimal health status post MI

To prevent future MI episode.

To achieve optimal wellness living with CHF

To maintain health status with CHF

To enhance quality of life.

	Service Goals
	To delay or prevent hospitalization

To delay or prevent future cardiac crisis

To improve the patient's quality of life by providing information and support that allow them to manage their own health.

	Services Provided
	Guidelines and patient information for the management of congestive heart failure (CHF) will be available in 2008 with incentives for physicians following recommended protocols.

Services will include: medical evaluation, ongoing patient/family education, psychosocial support, counseling and behavioral modification, and a prescribed exercise program for the patient with CV disease


 Prior to starting the exercise portion of the program, patients will be required to attend an Intake Clinic appointment for assessment of  the individual’s cardiac history, current health status, and conduct a risk factor review. 

The program will be designed to meet the ongoing needs of patients with advanced congestive heart failure. 

	Referral
	By physician



	Relationship to Existing Services
	The Sample FHT would like to collaborate with the Cardiac Rehab program at St. Mary’s Hospital in Kitchener.  At this point, no discussions have been conducted. It is anticipated that the Sample FHT could offer a satellite program and benefit from the expertise and resources available through the St. Mary’s site.

	Resources Required

Human Resources


	Nurse Specialist, Kinesiologist, Dietitian, Pharmacist (from existing pool)

.1 FTE Internist – sessional appointment



	Implementation
	Year 3

	Evaluation and Performance Indicators
	Number of ER visits/hospitalizations

Patient Satisfaction

Patient feedback regarding quality of life

Indicators as recommended by Heart and Stroke Assoc.

Indicators as developed by St. Mary’s Cardiac Rehabilitation Program

Others as determined by team.


	Name of Service/Program
	Disease Prevention, Chronic Disease Management:

Geriatric Clinic

	Need 
	The need for this clinic will be assessed during years 1 and 2 of the FHT.  Several new geriatric initiatives in the region are being introduced during the next few months and the FHT Community Advisory Committee will need to monitor these developments and determine the continued need for a geriatric clinic.

Presently services for geriatric care are limited in the area and geriatric care has been identified as a gap.

	Target Population
	Elderly persons with dementia or other conditions associated with aging.

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.

	Patient Goals
	To enjoy an enhanced quality of life.

To be supported during deterioration of health

To maintain independence

	Service Goals
	To delay or prevent hospitalization or institutionalization

To support patients and their caregivers through disease process

	Services Provided
	Assessment

Education

Counseling

Symptom control

Medication management

	Referral
	Physician, nurse practitioner, other members of the health care team

	Relationship to Existing Services
	Program will be coordinated with other services and programs directed towards the elderly and their caregivers.



	Resources Required

Human Resources


	Interdisciplinary team – physician with geriatric specialty, nurse practitioner, pharmacist, dietitian, kinesiologist, physiotherapist, mental health worker

	Implementation
	Year 3

	Evaluation and Performance Indicators
	As determined by team




	Name of Service/Program
	Chronic Disease Management – Pulmonary Disease (COPD)

	Need 
	Illnesses such as COPD are becoming more prevalent and the demands for care are rising.

Chronic disease management programs have an important contribution to make to the overall well being of society by helping to sustain the health care system.


	Target Population
	Patients in the FHN and GMCH catchment area diagnosed with pulmonary disease such as COPD

With the proposed electronic health care record, patient registries will help to identify and flag potential patients for the program.

	Patient Goals
	To achieve optimal wellness living with COPD

To maintain health status with COPD

To enhance quality of life.

	Service Goals
	To delay or prevent hospitalization

To delay or prevent future health crisis

To improve the patient's quality of life by providing information and support that allow them to manage their own health.

	Services Provided
	Clinical guidelines, best practices and care maps will be utilized.

	Referral
	Physician, nurse practitioner, other members of the health care team, self

	Relationship to Existing Services
	This service will be complementary to the Asthma Education Program currently offered by Guelph General Hospital at GMCH.

	Resources Required

Human Resources


	Interdisciplinary team –internist, nurse specialist, pharmacist, dietitian, kinesiologist, physiotherapist, mental health worker

	Implementation
	Year 3

	Evaluation and Performance Indicators
	As determined by team



Sample Family Health Network:

Othertown:

Dr. T. Landoni



(note: Dr. Bon – fee-for-service solo practice in Othertown)

Sample: Queen St. lower level – Dr. K. Anderson




   Dr. P. Otto




   Dr. N. Petrov


Queen St.  upper level – Dr. M. Sugamori



         Dr. R. Norrie



         Dr. N. Rose-Janes


St. Andrew St. – Dr. F. Bismilla




 Dr.Y.Mottiar


St. George St. – Dr. M. Easterbrook




        Dr. R. Gergovich




        Dr. J. Stickney




        Dr. M. Westendorp


Bridge St. – Dr. R. English

Anytown: James St – Dr. F. Incitti



    Dr. A. Simpson



    (note: Dr. Haylock fee-for-service physician in this practice also)


          Victoria St. – Dr. S. Beamish




 Dr. P. McPhedran


 Dr. D. Roach

Everytown – Dr. J. Treilhard

The FHN members all employ support staff, Registered Nurses and Registered Practical Nurses. These individuals are not listed  as FHT staff, as they are funded through the FHN physicians and will not be funded through the Sample FHT. There are approximately 8 FTE RNs and 5 FTE RPNs.

Other physicians to be involved in the FHT include the following:

Psychiatrist(s) for Shared Care Mental Health Program 

General Internist for Metabolic Syndrome Program, Cardiac Care and Pulmonary Care Services

Physician with Palliative Care expertise 

Physician with Geriatric expertise

Medical Director for the FHT

Note: Two family physicians – Dr. B. Haylock in Anytown and Dr. L. Bon in Othertown are currently under the “fee-for-service” model of payment.  Their patients will be eligible to be rostered for FHT services by allied health professionals as required.

Other members of the interdisciplinary team are as follows:

	Year 1
	Year 2
	Year 3
	Year 4 
	Year 5
	Totals

	Mental Health Worker (MSW) 4 FTE
	
	
	
	Mental Health Worker 1 FTE
	5 FTE

	Dietitian – 2 FTE
	Dietitian - 2 FTE
	
	
	
	4 FTE

	Pharmacist – 1 FTE
	Pharmacist - 1 FTE
	
	
	
	2 FTE

	Pharmacist Technician - .5 FTE
	Pharmacist Technician - .5 FTE
	
	
	
	1 FTE

	Nurse Practitioner – 5 FTE
	
	
	
	
	5 FTE

	Psychiatrist - .5 FTE
	
	
	
	Psychiatrist .2
	.7 FTE

	Executive Director 1 FTE
	
	
	
	
	1 FTE

	Medical Director - .3 FTE
	
	
	
	
	.3 FTE

	Clinical Manager 1 FTE
	
	
	
	
	1 FTE

	Administrative Assistant – 1 FTE
	
	
	
	
	1 FTE

	Scheduling Clerk – 1.5 FTE
	.5 FTE

Scheduling Clerk
	
	
	
	2 FTE

	IT Project Manager – contract x 2-3 months
	
	
	
	
	Short –term appointment

	IT System Administrator – 1 FTE
	
	
	
	
	1 FTE

	System Navigator – 1 FTE (funded by CCAC)
	
	System Navigator .5 FTE
	
	System Navigator .5 FTE
	2 FTE

(funded by CCAC)

	
	Nurse Specialist – 5 FTE


	
	
	
	5 FTE

	
	Internist - .1 FTE
	Internist .1 FTE
	
	
	.2 FTE

	
	Palliative Care Specialist .1 FTE
	
	
	
	.1 FTE

	
	Social Worker – 1 FTE
	
	
	
	1 FTE

	
	Physiotherapist – 1.2 FTE
	Physiotherapist .8 FTE
	
	
	2 FTE

	
	Kinesiologist – 1.2 FTE
	Kinesiologist .8 FTE
	
	
	2 FTE

	
	
	.1 FTE Geriatric Specialist
	
	
	.1 FTE


 (Please note that these employees have not yet been recruited nor hired – all are new positions. There are no existing practitioners.)

Administrative Positions are also articulated. Due to the multi-site structure and size of this community-wide FHT, an administrative infrastructure is essential.  Some administrative functions will be outsourced to take advantage of economies of scale offered by existing infrastructures. (eg. local hospital)

Compensation Methods:
Compensation for Physicians:

The Sample Family Health Network will remain intact.  Physicians will continue to be funded through their current FHN contract. It is anticipated that any new physicians will become members of the Sample FHN and will be funded accordingly through that contract.

17 of the physicians in the FHN also provide coverage for the Emergency Department at GMCH under an Alternate Funding Payment agreement with the MOHLTC. 24/7 access to primary health care services for the FHN and FHT will be provided through the GMCH ER department.

Specialists that will support the Sample FHT services and programs will be paid on a sessional contracted basis as per terms that are mutually negotiated.  Salaries will be commensurate with Specialist payments elsewhere in the province and according to MOHLTC guidelines.

Other health professionals will be paid on a contract or salaried basis. Rates will be determined based on comparative data regarding regional salary rates and guidelines provided by the MOHTLC for FHTs.


Locations for Services:
The Sample FHT is a multi-site organization.  Services and programs will be provided in a variety of locations. These include:

· Shared Care Models for Mental Health, Dietitian, Pharmacist, Nurse Practitioner – may be provided in FHN physicians’ practices.  Not all locations have space for additional providers. Services related to these providers’ practices may be provided in the new FHT office space.  Providers will need a “home base”. Personal office space will be necessary as well as service provision space.  Providers will be equipped to work in a “virtual office”.  They must be adaptable to travel as required to accommodate physician and patient needs within the large geographic catchment area of the FHT.

· other Services and programs will be provided in new office space (detailed below) and/or

· rented or donated space in collaboration with other organizations (eg. GMCH, Community Centres, Seniors Centres, store-fronts etc) in each community to ensure that services are easily accessible by all members of the population. These spaces will primarily be large rooms suitable for groups.

Renovations Required:
The Centre Wellington Community Medical Offices on Queen St. in Sample has 3700 sq. ft of space available for FHN physicians, FHT offices and program delivery.  Lease-hold improvements are required as the building will be a shell.    Refer to Appendix B for preliminary draft design regarding this proposed space.  Please note, it is anticipated that significant design modifications will be required for the lower level to accommodate a “cubicle” space approach for some practitioners.

Additional space will be required to “house” staff in Anytown.  The FHT intends to acquire space in Anytown to enhance continued physician collaboration and patient access to services.  Discussions have taken place with a developer who is renovating a large existing building and can offer approximately 4000 sf to the FHT.  Negotiations are in progress regarding acquiring an additional 1400 sf.   

Due to the large geographic area served by the FHT, it will be advantageous to have staff located in the two communities – Sample and Anytown – to enhance access to service and collaboration among members of the interdisciplinary team. 

Please refer to pages 10 – 12 in the Section Transitional Funding for more information regarding space needs.  Also refer to Appendix B.


Please refer to specific service/program details on pages 35-68 and  the time line project implementation chart in Appendix I.

Programs and services will be implemented in a phased manner to ensure that each service/program is operating successfully before a new service/program is introduced.

Sample Family Health Team

Operating Plans - Year 1

This section articulates the specific details of operation for Year 1 of the Business Plan. It outlines resources and funding required for full operation of the Sample Family Health Team.

Strategic and Program Planning
The Sample Family Health Team received the Letters Patent February 14th, 2006. The Letters Patent are dated January 26th, 2006.   The Ontario Corporation Number is 1686233. Refer to page 15 for more detail about the new corporation.

This new corporation filed the initial return on March 24th, 2006.  By-laws are in development and pending any changes in Board membership, an update return will be filed as required by law.

Currently, the new corporation has three Directors.  These are:

President:
Dr. P. McPhedran

Secretary/Treasurer:
Pierre Noel

Director:
Dr. M. Sugamori

The Sample FHT Community Advisory Board is a key component to the governance and management of the new FHT.  The Advisory Board will guide program development and operations.  Refer to page 21 for more detail about the Advisory Committee. 

Details regarding objectives and strategic directions can be reviewed on pages in this document.  Strategic Directions will be more fully developed when the new Board is fully functional.

The Sample FHT received a Development Grant to assist with the development of the Business Plan and Operating Plans.  Of this amount, $5,000 was approved for legal fees related to the incorporation of the organization and other contract development required.

Family Health Team Services
Client/Patient Enrolment:

Total population to be served – Year 1 - 33,400 people (towns and villages of Anytown, Sample, Alma, Othertown, Everytown and the surrounding rural areas) Projected population growth of 40% by 2022.

Number of patients already enrolled – 22,000 people rostered to family physicians who are members of the Sample Family Health Network.

Plans for enrolling additional patients –

FHT services will be available to all people living in the catchment area including those patients currently receiving primary health care from two family physicians who do not belong to the Sample FHN.

It is anticipated that approximately 1,500 new people will be rostered to the FHT in year 1.  Years 2 and 3 will see a significant jump with the introduction of additional new services and programs – estimated to be about 1,200 new patients annually.  Years 4 and 5 will see growth reflected by population change – estimated to be 1,000 new patients annually.  Over the 5 year period, the Sample FHT anticipates rostering 5,900 new patients in addition to the 22,000 currently rostered with the FHN.  

Any new physicians recruited over the 5 year period will accommodate 800 – 1300 patients. (based on experience over the last 5 years). Many local physicians carry a lower case load as they have other responsibilities in addition to their office practice. (eg. GP anaesthesia, ER coverage, obstetrics, LTC coverage, coroner duties etc)

The process for rostering these new patients has not yet been determined. This process will be developed in collaboration with the MOHTC.  Some patients may be directly rostered to individual physicians and some may be rostered to the FHT collectively.

It is anticipated that many of the above patients will be new and have not previously had regular access to primary care in the Centre Wellington and surrounding area through local family physicians.  New FHT patients will also include those patients currently cared for by 2 fee-for-service family physicians, who are not members of the FHN.

The Sample FHT will discuss with the MOHLTC strategies to accommodate the needs of the Mennonite population who may not have a Health Care Number, and who would benefit from participation in FHT services/programs.

Programs and Services:

Please refer to pages  to 35 – 68 for details for services/programs proposed to be provided in Year 1 of the FHT implementation.

The Year 1 services include:

· Shared Care Mental Health – initiated as an Early Win. Will be expanded by 2 FTE MSWs during year 1.

· Shared Care Pharmacist – includes a 1 FTE Pharmacist and .5FTE Pharmacist Technician

· Shared Care Dietitian – proposing 2 FTE Registered Dietitians for year 1

· Nurse Practitioner – proposing 5 FTE Primary Care Nurse Practitioners in year 1

· System Navigation – proposing 1 FTE System Navigator. This position will be provided and funded by the CCAC of Wellington-Dufferin

Please refer to Appendix I for a chart illustrating the time frames for phasing in the services/programs.

Human Resources
Please refer to pages 7-9, 16-20 and 70-71 for details regarding the human resources plan for the FHT.  In addition, specific human resource requirements are articulated in program/services outlines on pages 35-68.

It is anticipated that 2 FTE MSWs will be employed prior to approval of this Business and Operating Plan as part of the Early Win agreement for the provision of Shared Care Mental Health services.  .25 clerical support will also be hired during the Early Win period of time.

Please note that the Sample Family Health Network will remain intact.  All staffing discussed for the Sample FHT refers to additional, new staff that will enhance and complement services offered by the FHN.

Physician Compensation

Physicians will continue to be compensated as per their existing Sample FHN agreement.

Please refer to page 69.

Non-Physician Providers

Please refer to 69 

Benefit Package

Through membership with the Centre Wellington Chamber of Commerce the Sample FHT will be able to provide a benefit package to employees.  Other options for benefits are also being explored.

It is anticipated that the benefit package will include: Group Life Insurance and AD&D, LTD, Extended Health, Dental Benefits, STD, EAP and the statutory benefits of CPP, EI, EHT, WSIB. It is anticipated that a self-directed RRSP will also be made available with contributions by the FHT to the plan in addition to employee contributions.

An analysis of potential benefits shows that the FHT can accommodate the employer’s contributions within the 20% limit established by the MOHLT for FHTs.

Recruitment Plans

FHT partners have been making contacts and networking throughout the planning process.  Several interested individuals are waiting approval of the Sample FHT Business Plan.

The FHT will utilize several initiatives to recruit staff. These include:

· Networking 

· Utilizing web based job postings through GMCH and other related groups

· Newspaper advertising

· Professional association web site advertising

· Job Fairs as indicated

· Recruiting new graduates if appropriate and mentorship can be arranged

The first position to be recruited will be the Executive Director.  The ED will work closely with the HR department at Groves Hospital to initiate recruitment of additional FHT staff according to the implementation schedule.

Local FHN physicians will be involved on recruitment/selection teams for those practitioners who will be working with their practices.

All academic qualifications and  professional memberships will be verified. References will be obtained for all selected applicants.

Collaborative Team Practice
Collaboration has been a key success factor for effective inter-disciplinary health care provision in the Centre Wellington and surrounding areas for many years.  Centre Wellington has been recognized by the Rural Ontario Medical Program (ROMP) as an exemplary community for health care collaboration and the community received an OHA National Best Practice award in November 2004 for their submission “Enhancing Access to Primary Health Care: A Community Affair”

Planning for the Sample FHT has been carried out in partnership with a number of providers and community representatives.  Refer to Appendix D for terms of reference for this planning body.

The Early Win program, Shared Care Mental Health, was developed with close collaboration between family physicians of the FHN, Community Mental Health Clinics (CMHC), Groves Hospital, CCAC of Wellington-Dufferin and the Wellington-Dufferin-Guelph Public Health Department.

Through a review of program/service details (Pages 35-68) it is evident that collaboration leads the design process and is a key element of ongoing operations.

The Community Advisory Committee (refer to page 21 for details of membership) will provide guidance for the achievement of the FHT’s objectives and will monitor collaboration and partnerships to ensure efficiencies and to avoid duplication of services.

Staff comprising the inter-disciplinary team will be represented on a Management Committee for the FHT.  This Management Committee will consist of the Medical Director, Executive Director, Clinical Manager and program/service representatives.  The Management Committee will meet regularly to discuss/resolve/plan FHT operations, issues and challenges.

FHT staff will meet and interact regularly regarding specific services and programs.  Team meetings will be essential to ensure effective service provision and outcomes.

Time Frames

Please refer to Appendix I

Training Requirements

Orientation to the FHT 

· All FHN physicians and FHN staff along with any FHT staff hired need to participate in  two half-day workshops focusing on team building, how FHT services/programs will be integrated with FHN services, 5 year plan for the FHT etc.

· These workshops will be held on three separate occasions in order to accommodate the needs of the FHNs to continue to operate their businesses and to keep numbers relatively small for openness in discussion

· Costs will include room rental (if required), materials/handouts, facilitator, lunch for participants

Orientation to specific FHT services/programs

· A two-hour session to introduce physicians and staff to each new service will be required 
· Program staff will facilitate the session
· Costs will include materials/handouts, refreshments. 

Discipline Specific/Program Specific Education

· Conference attendance and attendance at other education sessions will be essential for FHT staff in order to remain current in their field and contribute to their ongoing professional development.
· $750 annually per FTE is proposed for education purposes.
New Employee Orientation

· An orientation program for all new employees will be developed. It is anticipated that this will involve up to one week depending on the specific nature of the job.
Physical Location
Please refer to pages 10-12 for details regarding space.

Information Technology
Refer to Appendix A for a detailed Information Technology plan. The goal of the plan is to have a common electronic health record that can be utilized by FHN and FHT providers and link with key partners such as the CCAC, Groves Hospital, CMCH and Public Health.

Extended Hours of Service
The Sample FHN currently has 24/7 coverage in place. This coverage will not change and will continue when the FHT is implemented.  THAS is also in place. FHN physicians in collaboration provide required off-hours medical care with GMCH through the GMCH Emergency Department. FHN physicians provide ER coverage under the MOHLTC AFP.

Other Programs
Teaching

Local family physicians, specialists, Groves Hospital staff and the Public Heath department have been active participants in providing student learning experiences over the past several years.

Six family physicians and one general internist have Clinical  Assistant Professor appointments from McMaster University Medical School and are actively involved in the Resident Program.  Most of the family physicians also act as preceptors for clinical experiences for medical students and clerks.

Annually GMCH hosts 40 first year medical students from McMaster for a Clinical Skills Day and introduction to rural medicine.  This initiative is a collaborative event with the Stakeholders Group for Recruitment and Retention and funded through the Municipality.

During the fiscal year 2004/05, GMCH offered clinical placement for 14 medical students, 7 clerks and 9 residents.  In addition to medical students, GMCH offers clinical placement for student nurses, physiotherapists, speech language pathologists and co-op placement for high school students.

The FHT offers added opportunities for student learning. FHT staff will be encouraged to preceptor students from a variety of disciplines.

Research

The Sample FHT will have a process in place to assess and select appropriate opportunites to participate in research projects.  With several universities within a 1 hour radius of Centre Wellington, the FHT is in a prime opportunity for research studies.

It is anticipated that when programs and services are fully implemented FHT staff will be encouraged to initiate research as well.

Liability Insurance
The Sample FHT will purchase liability insurance to protect the interests of the organization and employees.  

A comprehensive package including the following elements is currently being investigated: 

· Directors liability coverage

· Errors and Omissions

· Malpractice

· Travel while on hospital business

· Other

We are currently awaiting a quote from our vendor – Cowan Insurance.  We have guestimated  $40,000 annually for the purposes of this Business Plan.

Chamber of Commerce Membership
The Sample FHT will have an annual membership to the Centre Wellington Chamber of Commerce.  This membership has many benefits. The greatest benefit for the FHT is the availability of a benefit package for employees. In addition the Chamber offers a wonderful opportunity to network to market the services and programs of the FHT and to collaborate with appropriate organizations.

The annual fee for non-profit groups is $120.

Evaluation
The Sample FHT Planning Committee members identified the need to establish a baseline of data to use for comparative purposes to evaluate and assess the effectiveness and impact on population health as a result of FHT primary care services/programs. A request was submitted for an Early Win grant to implement this position.  The Early Win grant proposal was not approved.  The Planning Committee continues to see merit in establishing this baseline of data and intends to implement this function as a component of the Executive Director’s responsibilities.  The Medical Director and Executive Director will have key lead roles in data collection and analysis.

McMaster University in partnership with Fig.P Software Incorporated and clinforma data systems and management have a tool called P-PROMPT, which is a provider and patient reminder program.  The annual cost per physician to access this program is $2,800.  The company states “annual fees may decrease in future years as the use of P-PROMPT spreads”
  The newsletter goes on to states “the MOHLTC has informed and recommended to P-PROMPT that the fee would be good to include in the FHT budget proposals”. 

The p-PROMPT software addresses 5 preventative care services. These are: biannual pap screening for women aged 35-69; biannual screening mammography for women aged 50-69, biannual fecal occult blood testing for adults aged 50 – 74; annual influenza vaccination for adults aged 65 and over; completion of childhood series of vaccinations for children before age 2.

Ongoing development and monitoring of identified performance indicators will be critical to determine the effectiveness and ongoing need for FHT services/programs and to determine new needs and gaps in service.  Evaluation components have been articulated in each service/program outline presented in pages 31-64.

Data analysis will assist the FHT providers in the development of annual operating plans and longer-term strategic plans.

Data analysis will also be valuable for other partners and related organizations as regional and systemic health care planning evolves within the WWHIN. (Waterloo-Wellington Health Integration Network-LHIN)

Operational Plan – Summary of Timelines
Please refer to Appendix I

Operational Plan – Budget
Please refer to Financial Summary Section 

Schedules 2-5 (Appendix M)

Sample Family Health Team

Operating Plans – Years 2, 3, 4, 5

	Item
	Year 2
	Year 3
	Year 4
	Year 5

	Strategic Planning
	Assessment of progress in meeting strategic directions and goals.

Assess programs vis a vis desired outcomes.
	Assessment of progress in meeting strategic directions and goals.

Assess programs vis a vis desired outcomes.
	Review of strategic directions and goals – revise as required.

Assess programs vis a vis desired outcomes. 

Revise programs/services as indicated.
	Assessment of progress in meeting strategic directions and goals.

Assess programs vis a vis desired outcomes.

	HR/ Recruitment
	Recruit/hire the following new staff:

1 FTE Pharmacist

.5 FTE Pharmacist Technician

2 FTE RDs

1.2 FTE PT

1.2 FTE Kinesiologist

5 FTE Nurse

Specialists

1 FTE SW

1 FTE Scheduling Clerk

Sessional Appointment:

.1 FTE General Internist

.1 FTE physician with Palliative Care expertise 


	Recruit/hire the following new staff:

.5 FTE System Navigator (if required – provided by CCAC)

.8 FTE PT

.8 FTE Kinesiologist

Sessional Appointment:

.1 FTE General Internist


	
	Sessional Appointment:

.2 FTE psychiatrist if required

.5 FTE System Navigator (if required – provided by CCAC)



	Collaborative Team Care
	Advisory Committee will continue to play a key role.

Program teams will meet and plan on a regular basis.

System Navigator will help ensure seamless delivery of care.
	Same as Year 2
	Same as Year 2
	Same as Year 2

	Roll out of services 
	Refer to Appendix I for implementation time line

Refer to Services/Program details pages 35 –68
	See Year 2
	See Year 2
	See Year 2

	Extended hours of service
	No anticipated change from Year 1
	No anticipated change from Year 1
	No anticipated change from Year 1
	No anticipated change from Year 1

	Other Programs
	FHT will continue to facilitate student learning experiences.

FHT will participate in research initiatives as appropriate.
	See Year 2
	See Year 2
	See Year 2

	Physical Location
	Renovations to space will continue as required from year 1 
	No change anticipated 
	No change anticipated
	No change anticipated

	IT
	IT plan will continue to be implemented with connectivity between providers and partners initiated.
	Continued movement towards electronic record
	Continued movement towards electronic record
	Continued movement towards electronic record

	Evaluation
	The evaluation process initiated in year 1 will be implemented.

Data gathering will be refined and the FHT will work with the MOHTLC, the LHIN and other partners to collaborate in ongoing planning.
	See Year 2
	See Year 2
	See Year 2

	Timelines
	See Appendix I
	See Appendix I
	See Appendix I
	See Appendix I

	Budget
	Refer to Schedules in Financial Summary Section
	Refer to Schedules in Financial Summary Section
	Refer to Schedules in Financial Summary Section
	Refer to Schedules in Financial Summary Section



Budget Schedules

See schedules in Appendix M.

Summary

The Sample Family Health Team Planning Committee has met on 19 occasions over a 10 month period to develop the Business Plan for the FHT.  In addition to full committee member meetings, several working groups were struck to address incorporation and specific service/program development.  These groups, in total, met on 12 occasions. 

The proposed services/programs and their related staffing have been well researched and thought out.  Decisions were made based on a comprehensive needs assessment and broadly accepted benchmarks.

We have built on our existing collaborative relationships and have made every effort to complement existing services, avoid duplication and address identified gaps/needs.

As collaborative partners, including the Sample FHN, Groves Memorial Community Hospital, the CCAC of Wellington-Dufferin, Community Mental Health Clinics of Wellington-Dufferin, the Wellington-Dufferin-Guelph Public Health Department, the Township of Centre Wellington and the Centre Wellington Community Medical Offices, we have developed a plan that will become a Centre of Excellence in primary health care provision for rural communities.

We are pleased to submit this proposal to the MOHLTC for consideration for approval and looking forward to implementation of the Sample Family Health Team.  Thank you to the MOHLTC for this opportunity to access funding to enhance primary care services in our area.
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� Telephone discussion with Marilyn Turner, Ontario MD December 2005


� Salary recommendation by Healthtech consultants.


� Honorable George Smitherman, “Transforming Ontario’s Health Care System” February 2004


� Watson Wyatt projections of 40% growth by 2022.


� MOHLTC Guide to Patient Enrollment  July 2005 p. 3


� Refer to Appendix ? for a summary of needs assessments


� Dewa, Rogers, Kates, & Goering (2001 )


� Craven, Cohen, Campbell, Williams, Kates (1996) referenced in Dewa et al (2001)


� Dewa et al (2001)


� Ratio recommended by Dr. Nick Kates, Director ??? , Hamilton ON


9 Al-Rashed SA et al, “Inpatient pharmacist to facilitate seamless care”.  The Pharmaceutical Journal 2000 p. 265


� IMPACT News October 2005 p. 1


�  A. M. Crustolo et al, “Integrating Nutrition Services into Primary Care”, Canadian Family Physician,  Dec. 2005 p. 1648


�  JoAnne Heale, Epidemiologist Wellington-Dufferin-Guelph Public Health


� Ibid


� Paula Brower, Chair Primary Health Care Action Group Central and Southern Ontario,  Dietitians of Canada


� Overweight and Obesity in Canada: A Population Health Perspective, CIHI Aug. 2004 p.5


� Ibid p.1900


� Wellington County Population and Household Forecast by Local Municipality 2002 –2022, CN Watson and Assoc. Jan. 2003


� Based on past experience of 6 new family physicians setting up practice between 2001-2005 and ongoing recruitment initiatives.


� Dr. Nick Kates et al, Canadian Family Physician,  “Mental Health and Nutrition” , December 2000 p 1900


� WRWDDHC Annual Report 2000-2001 p.8


� Medical Manpower Needs Report, WRWDDHC July 1999


� Standards of Practice for Registered Nurses in the Extended Class. College of Nurses of Ontario May 1998


� The RN(EC) Role is a Community-Based Primary Health Care Practice. Nurse Practitioner Association of Ontario April 2000, p.2


� Standards of Practice for Registered Nurses in the Extended Class. College of Nurses of Ontario. May 1998 p.11


� MOHLTC Guide for Establishing a FHT p. 1


� Mayo Clinic Web site www.mayoclinic.com


� Canadian Innovation Centre, “Telephone Survey: Health Knowledge, Attitude and Beliefs” for the Wellington-Dufferin-Guelph Health Unit January 2003 p. 4-6





� Refer to Summary of Needs Assessment - Appendix


� Presentation – Diabetes Planning Group – J. Heale, Epidemiologist, Wellington-Dufferin-Guelph Health Unit 2005


�“Overweight and Obesity in Canada: A Population Health Perspective”


. Centre for Health Promotion Studies, University of Alberta.  August 2004 p. v


� Ibid. p. v


� A Snapshot of Health in Wellington and Dufferin Counties.  Waterloo Region-Wellington-Dufferin District Health Council Presentation. January 2003


� Population Health Profile: Waterloo-Wellington LHIN 2005


� Presentation Handout – April 2004 Modified from Harvey et al 2002


� Ibid


� Presentation to Diabetes Planning Group – J. Heale, Epidemiologist,  Wellington-Dufferin-Guelph Health Unit 2005


� Canadian Innovation Centre, “Telephone Survey: Health Health Knowledge, Attitude and Beliefs” for the Wellington-Dufferin-Guelph Health Unit January 2003 p. 4-6


� Presentation to Diabetes Planning Group – J. Heale, Epidemiologist, Wellington-Dufferin-Guelph Health Unit 2005


� MOHLTC Guide to Health Promotion and Disease Prevention Jan. 2006 p.4


� CCAC of Wellington –Dufferin 2005/06 Priorities, Presentation to the Sample FHT October 2005


� 


� 


� Anecdotal reports from local physicians related to their practices.


� See Appendix E for a summary of needs assessment.


� Stats Canada – Age-standardized mortality rates 1997  - from web site www40.statcan.ca


� J. Heale, Epidemiologist, Wellington-Dufferin-Guelph Health Unit 2001/02


� MOHLTC Guide to Chronic Disease Management and Prevention September 2005, p.3


� “Seeking Program Sustainability in Chronic Disease Management: The Ontario Experience”. The Change Foundation May 2004 p.2


� Ibid p. 3


� P-PROMPT e-newsletter March 2006. pg 1


� Ibid pg. 2
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