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Introduction

The Family Health Team (FHT) Annual Operating Plan Submission is part of each FHT’s accountability requirements to the Ministry of Health and Long-Term Care. The submission is comprised of three sections:
PART A:
2017-2018 Annual Report – mandatory
PART B:
2018-2019 Service Plan – mandatory
PART C:
2018-2019 Governance and Compliance Attestation – mandatory
The healthcare sector has undergone significant transformation and improvement in key areas of accessibility, integration, quality and accountability. FHTs play an integral role in enhancing primary care by organizing services around the following principles: 
· Enhancing patient access through reducing the number of unattached patients, increasing house calls and community outreach, offering timely appointments, etc.

· Local integration and collaboration with health care providers, community partners and Local Health Integration Networks (LHINs) in person-centred planning, care coordination and program/service delivery.

· Improved quality through the implementation of improvement activities identified in Quality Improvement Plans and through the design and delivery of person-centred primary care services and programs.
The Annual Operating Plan Submission must be submitted electronically to the FHT’s Senior Program Consultant no later than May 31, 2018.  

Note: 

Opportunities for increases to FHT operating budgets in 2018-2019 are limited. FHTs are encouraged to base their 2018-2019 budgets on their existing allocation and to work closely with their ministry representative to address any unforeseen operational pressures using the in-year reallocation process. If a FHT is seeking funding for any additional resources in 2018-2019, the request must be justified by the submission of a detailed business case. 
Part A: 2017-2018 Annual Report
1.0

Access

Increasing access to comprehensive primary care has been a key priority of Ontario’s interprofessional programs. Considerable progress has been made in attaching patients to a family health care provider. Access is about providing the right care, at the right time, in the right place and by the right provider, through activities such as offering timely appointments, providing services close to home, after-hours availability, and a compassionate approach to bringing on new patients.

1.1

Patient Enrolment
State your patient enrolment target for 2017-18, as indicated in Schedule A, Appendix 3 of your current agreement. Please also state the number of patients you have enrolled by March 31, 2018.

	Patient enrolment
	Target March 31, 2018
	Actual March 31, 2018

	Number of enrolled patients
	
	

	Are physicians enrolling new patients?
	Yes

☐
	No

 ☐

	Please explain:



	If the target was not met, please explain why and outline your plan to meet this target:

	


1.2

Patient Enrolment – Access for New Patients in 2017-2018
Please explain how new patients were referred to FHT services.




	
	Yes
	No

	Were patients who contacted the FHT directly (self-referrals) enrolled? 
	☐
	☐

	Were any new patients referred by Health Care Connect (HCC)? 
	☐
	☐

	Were patients from other sources enrolled? (e.g., hospital, home care, other physicians/specialists) 
	☐
	☐

	Were any new patients referred by Health Links?
	☐
	☐


1.3

Non-Enrolled Patients

Where resources are available, FHTs are encouraged to offer interprofessional programs and services to both enrolled and non-enrolled patients. If the FHT serves a specific non-enrolled patient population, describe the target population, services required, method used to estimate the number of patients served by the organization, and why the patients are not enrolled. Please provide an estimate of the number of non-enrolled patients served.
	


Are FHT programs available to members of the broader community? Please explain. 

	


1.4

French Language Services
	
	

	Does the FHT provide programs and/or services in French for patients whose mother tongue is French, or patients who are more comfortable speaking French? 
	Yes

☐
	No

☐


	If yes, provide an estimate of how many patients 


	


1.5 

Accessibility to Cultural and Language Services
	Does the FHT address the linguistic and cultural needs of the population being served, where possible? Please explain.

	


1.6

Regular and Extended Hours

	
	

	What are your regular hours of operation when patients can access IHP services?

Ex.: Mon: 9-5, Tues: 8-4, etc.
	Hours of operation:

Mon:

Tues:

Wed:

Thurs:

Fri:

Sat:

Sun:



	When are FHT services available after hours?
	Extended hours:

Mon:

Tues:

Wed:

Thurs:

Fri:

Sat:

Sun:

	Identify which programs are offered after hours:


	

	Additional information:

	


1.7

Timely Access to Care

Please provide information on how appointments were scheduled in 2017-2018.

	Timely Access to Care
	

	Does the FHT currently schedule appointments on the same day or next day (within 24 to 48 hours)?  
	Yes

☐
	No

☐

	If yes, what percentage of total enrolled patients is able to see a practitioner on the same day or next day, when needed? (Please indicate with an asterisk “*” if the value entered is an estimate)
	%


1.8

Other Access Measures

Please provide information on other types of access measures provided in 2017-2018.

	Other Access Measures
	

	Percentage of FHT practitioners who currently provide home visits?
	%

	Which types of IHPs perform home visits?
	

	Number of home visits performed by IHPs in 2017-2018


	

	Emergency Department (ED) Diversion

	Does the FHT have a strategy to divert enrolled patients from the ED (aside from physician contractual requirements for after hours)?
	Yes

☐
	No
☐

	Please describe the strategy: (Examples:  NP after-hour clinics, ED Reports (CTAS 4, 5), triaging, patient awareness procedures (phone calls, posters, website, reminders), hospital discharge follow-up, outside use reports follow up)

	


	How are patients made aware of hours of operation? (Examples: visible clinic signage, voicemail, patient pamphlets, FHT website or other means)


	


2.0 
Integration and Collaboration

Collaboration with community partners is a key priority for FHTs. As the entry point to the health care system for many Ontarians, primary health care providers need to partner with other health and social service organizations in the communities they serve. 
These partnerships can improve patient navigation, expand the suite of supports available to patients, and facilitate seamless transitions in all steps of the patient’s journey. Meanwhile, care providers benefit from more efficient and coordinated service delivery.
2.1

Service Integration and Collaboration with Other Agencies

For those agencies that you are either collaborating or integrated with, please check the appropriate box if you have coordinated care plans, memorandums of understanding, shared programs and services, or shared governance.

	
	Coordinated Care Plan
	Memorandums of Understanding
	Shared Programs and Services
	Shared Governance
	Other
	Comments:



	Children’s Services
	☐
	☐
	☐
	☐
	☐
	

	LHIN - Home and Community Care
	☐
	☐
	☐
	☐
	☐
	


	Community Health Centre
	☐
	☐
	☐
	☐
	☐
	

	Community Support Services
	☐
	☐
	☐
	☐
	☐
	

	Developmental Services
	☐
	☐
	☐
	☐
	☐
	

	Diabetes Education Centre
	☐
	☐
	☐
	☐
	☐
	

	Local Hospital
	☐
	☐
	☐
	☐
	☐
	

	Mental Health and Addiction Services
	☐
	☐
	☐
	☐
	☐
	

	Public Health Unit
	☐
	☐
	☐
	☐
	☐
	

	Senior Centre/Service
	☐
	☐
	☐
	☐
	☐
	

	FHT: (specify)
	☐
	☐
	☐
	☐
	☐
	

	Long-Term Care Homes
	☐
	☐
	☐
	☐
	☐
	

	Other: (specify)
	☐
	☐
	☐
	☐
	☐
	


Please describe any involvement in LHIN-led initiatives (e.g. sub-region work) 
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2.2

System Navigation and Care Coordination

	Is the FHT involved in Health Links?  Indicate if Lead (i.e. funding recipient) or Partner
	Yes

☐
	No

☐
	Partner/Lead


How does the FHT help navigate patients through the health care system? Please provide up to three examples, i.e. referral protocols to link patients with other appropriate providers or organizations; coordination with hospital for post-discharge primary care; LHIN collaboration for home care supports, other follow-up care, etc.
	


2.3

Digital Health Resources

Clinical Management System/Electronic Medical Records 

Please provide information on your EMR

	Which EMR vendor/version is being used?

	


	
	Level of integration

1) None

2) Read-only

3) Full integration
	If no EMR integration, are other data-sharing arrangements in place (e.g., case conferencing)?

Please provide any other comments 

	LHIN – Home and Community Care  
	Choose an item.
	

	Emergency Department
	Choose an item.
	

	Hospital
	Choose an item.
	

	Laboratory Service
	Choose an item.
	

	Other (specify):
	Choose an item.
	


	Are you able to electronically exchange patient clinical summaries and/or laboratory and diagnostic test results with other doctors outside of the practice?
	Yes
☐
	No
☐


	Are you able to generate the following patient information with the current medical records system:
	Yes
	No

	Lists of patients by diagnosis (e.g., diabetes, cancer)


	☐
	☐

	Lists of patients by laboratory results (e.g., HbA1C<9.0)


	☐
	☐

	Lists of patients who are due or overdue for tests or preventative care (e.g., flu vaccine, colonoscopy)
	☐
	☐

	Lists of all medications taken by an individual patient (including those ordered by other doctors)
	☐
	☐

	Lists of all patients taking a particular medication


	☐
	☐

	Lists of all laboratory results for an individual patient (including those ordered by other doctors)
	☐
	☐

	Provide patients with clinical summaries for each visits


	☐
	☐

	

	Do FHT patients have access to the following patient-facing online services?
	Yes
	No

	Direct email communication with the FHT 
	☐
	☐

	View patient test results
	☐
	☐

	Request prescription refills/renewals
	☐
	☐

	Book appointments with Family Health Team providers   
	☐
	☐


	Does the FHT have a data sharing agreement with the affiliated physician group(s)?
	Yes

☐
	No

 ☐


	Please explain how the EMR is used for tabulating patient statistics, identifying and anticipating patient needs, planning programs and services, etc.

	


2.4

Data Management Support

Please provide information on any data-management support activities in 2017-2018.
	Does your organization use the services of a QIDS Specialist or any other data management specialist?
	Yes
☐
	No
☐

	If yes, how has this role helped your organization with quality improvement, program planning, and performance measurement? Please describe any challenges and successes.

	


3.0 
Other

3.1

Other Information and Comments

Public Engagement Strategy: Does the FHT have a formal mechanism to include patient and community input into FHT planning and priorities? 
	


Does the FHT have a formal process to include input from the Local Health Integration Network (LHIN) and other system and community partners? 
	


The Ministry of Health and Long-Term Care likes to promote the work done by FHTs. Please describe any awards, acknowledgements or achievements from 2017-2018.

	


Is there anything else that the organization would like to communicate to the ministry regarding its activities in 2017-2018? Any challenges, opportunities and recommendations for the ministry can also be detailed in this space.
	


Part B: 2018-2019 Service Plan

The objective of Part B is to capture your organization’s vision and strategic priorities as well as program and service commitments in 2018-2019. The five-year longitudinal evaluation of FHTs showed that organizational factors such as articulating a clear vision and establishing clear priorities were often associated with higher performance. Part B therefore provides you with the opportunity to describe the results of visioning and priority-setting exercises for your organization, and how these translate into program and service commitments and associated measures. Part B is comprised of two components: 

1. Section 1.0: Strategic Priorities and Vision: in this section, FHTs are provided with the opportunity to identify their strategic priorities and broader vision for 2018-2019, with an emphasis on the activities planned in the areas of access and integration, collaboration and quality improvement.
2. Section 2.0: Operations, Programs and Services are to be detailed in the attached Schedule A, Appendix 3 template. FHTs are strongly encouraged to reflect their vision and strategic priorities in the programs and services offered. Performance measures for programs and services should be detailed in Schedule A, Appendix 3 which will be incorporated into your budget, forming the basis for performance monitoring and evaluation throughout the fiscal year.
1.0:
Strategic Priorities and Vision
1. If available, please describe the vision of the Family Health Team. Please indicate if this has been clearly articulated to staff, patients and partners. 
	


2. Identify the strategic priorities for the FHT that will apply to the 2018-2019 fiscal year. 
	 


3. Please explain how the strategic priorities identified in Question 2 support the objectives of advancing access, integration/collaboration and quality improvement, as applicable.
	


4. Does the FHT plan on undertaking a capital project (major renovation/construction/lease-hold improvement/re-location to a new or existing space) within the next two to three years? If yes, please provide us with a brief project description, including anticipated timelines and budget (if known).
	


2.0:
Operations, Programs and Services

Using the attached template for Schedule A, Appendix 3, please describe how the organization’s IHP resources are being applied across each of the programs and services offered to patients. The template should be completed for new and existing programs and services and should capture the involvement of all ministry-funded IHP FTEs. 
Please populate the template, using one row per FHT program and one row for Acute & Episodic Services.
The attached Appendix A “Programs and Services Details” provides further direction on how to complete Schedule A, Appendix 3.  

To assist with Schedule A, Appendix 3 completion, FHTs are encouraged to access a wide range of resources on program planning and reporting available through the Association of Family Health Teams of Ontario (AFHTO). 
Part C: 2018-2019 Governance and Compliance Attestation
Strengthening accountability in Family Health Teams is a key component of enhancing the quality and performance of the primary care sector. Sound governance practices play an important role in enhancing accountability, performance and the overall functioning of an organization. As part of the efforts to enhance access, quality and accountability, beginning in the 2015-2016 fiscal year, all Family Health Teams are required to complete and submit the Governance and Compliance attestation annually. 
Please complete the Governance and Compliance Attestation (separate document) with accurate information on current board and governance structures and practices.
APPENDIX A – PROGRAMS AND SERVICES DETAILS
When deciding whether an activity should be classified as a program on Schedule A Appendix 3, consider the following:
· Was the program planning process followed to establish specific goals, objectives and admission criteria to the program?

· Are there admission or referral criteria to access the program?

· Will a targeted intervention be delivered?

· Is it a planned patient visit?

· Has the Family Health Team (FHT) assigned specific FHT staff (Full Time Equivalents = FTEs) to deliver the activities of the program?

Program categories can include:

· Disease specific programs, e.g. heart health or lung health.  Often these programs involve multiple provider disciplines in the delivery of care

· Population group focused programs, e.g. seniors’ health

· Discipline specific programs, e.g. this could be a program of services delivered by a practitioner, such as chiropody services or occupational therapy services 

· Health promotion/prevention programs, e.g. immunization program or cancer screening

The attached Decision Flowchart provides a schematic that outlines the patient’s journey through Acute/Episodic Services and/or Programs:

Step 1:  

Often, the patient’s initial encounter for a health concern is through an acute/episodic service encounter.  Exceptions are when the patient can self-refer directly to a program or is triaged through reception directly to a program, based on admission/referral criteria for that program.

Step 2:  

After assessment by a Physician/Nurse Practitioner/Physician Assistant/Registered Nurse/Registered Practical Nurse for an acute/episodic service, a determination is made to:

i. Refer to a program that will address the patient’s needs.  Referral is based on established referral/program admission criteria; or

ii. Follow-up with the patient through another acute/episodic service appointment; or

iii. Refer to external providers or programs/services; or

iv. Issue is resolved and no further follow-up is required.

Performance Measures for Programs and Services:

Programs should include clinical outcome measures as performance measures:
· e.g. Number of patients with Chronic Obstructive Pulmonary Disease (COPD) who have diagnosis confirmed with pulmonary function test/post-bronchodilator spirometry and have an advanced care plan completed or in progress

Acute/episodic services may include performance measures such as:

· access (e.g. availability of same day/next day appointments)

· system level indicators such as impact on patients seen within 7 days post hospital discharge, Emergency Room diversion, etc.
Summary:

Overall, Schedule A, Appendix 3 should “tell the story” of the FHT – how are the FHT interdisciplinary provider resources used to meet the needs of the patient population?  What are the outcomes of the services and programs that are delivered?

For additional information on developing, implementing and evaluating programs and services please visit the AFHTO website.
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