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Part 1 - Introduction
Who We Are
The Upper Grand Family Health Team (UGFHT) is comprised of 27 family physicians and 24
allied health professionals working at 8 sites across Centre Wellington including Fergus, Elora
and Arthur. The UGFHT is funded by the Ontario Ministry of Health and Long-Term Care
(MOHLTC or the ‘Ministry’). The FHT was incorporated in 2006 but many of our physicians have
been serving the Centre Wellington community for many years longer.
Our FHT is administered by a Board of Directors and supported by an Executive Director and a
Lead Physician. All of our allied health professionals are employees of the FHT and report to our
Executive Director. The family physicians are independent practitioners and members of the
Upper Grand Family Health Organization (UGFHO). To ensure the effective functioning of our
Team, we work hard to maintain a strong working relationship between the FHT staff and FHO
physicians and their staff.

Our Vision and Principles
Our Vision and Principles remain unchanged:

Vision

Principles

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

•Excellence in Patient Care
•Collaboration/Integration
•Mutual Respect
•Accountability
•Innovation
•Continuous Quality Improvement
•Patient / Community Engagement
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What We Do
Our mandate is to provide a broad range of primary health care services with a strong focus on
health promotion, disease prevention and chronic disease management. Our programs include:













Acute and Episodic Care
Cardiovascular Risk Reduction Program
Chronic Pain Assessment and Management Program
Diabetes Management
Geriatrics and Seniors Care
Healthy Lifestyles Program
Lung Health (Asthma and COPD) Program
Medication Reconciliation
Mental Health Program
Palliative and Support Care Program
Smoking Cessation Program
Specialty Clinics via OTN

Who We Serve
Our catchment area is Centre Wellington which includes the communities of Fergus and EloraSalem (see map below). As of the 2016 Census, the total population for this municipality is
28,190 which represents a growth rate of 5.6% since the 2011 Census. The proportion of
seniors (65+) now stands at 20.3% - 1 in 5 residents (see chart below).
Age Group
0 – 19 yrs
20 – 44 yrs
45 – 64 yrs
65+ yrs
TOTAL:

2016 Population
6,640
7,660
8,155
5,735
28,190

Percentage
of Total
23.6%
27.2%
28.9%
20.3%
100%

According to our electronic medical records, the total number of active and rostered patients in
the UGFHT is 32,517 – approximately 15% higher than the estimated Centre Wellington
population.
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Map of Centre Wellington
According to population projections prepared by
the County of Wellington1, the Centre Wellington
population is expected to increase to 48,520 over
the next 20 years – an increase of 62%.
Unlike many rural communities in southern
Ontario, our catchment area is both growing and
aging – which creates some unique challenges in
terms of planning for future services.

Part 2 – Setting the Context for Our New Plan
To ensure that our strategic plan is relevant for the next few years, it is important to
understand our external context in terms of how the health system is changing. Being aware of
health system trends keeps us focused on the future in terms of “what’s coming down the
pipeline” that we need to prepare for.
Health System Trends
Quality Improvement
An increasing emphasis on quality of care, including patient safety, has been a growing trend
over the last decade in all health systems – provincially, nationally and internationally. In 2010,
the Ontario government passed the Excellent Care for All Act (ECFAA) which requires all health
care organizations to:




1

Establish Quality committees which report to the board on quality-related issues
Develop and make public annual quality improvement plans (QIPs)
Implement patient/client/caregiver surveys to assess satisfaction with services

Amendment No. 99 to the Official Plan for the County of Wellington, ‘Updated Growth Forecasts’, March 2016
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Conduct staff surveys to assess satisfaction with employment experience and views
about the quality of care provided by the health care organization
Establish patient relations process to address patient experience issues and reflect its
declaration of values

FHTs and other non-hospital service providers are not presently bound by the legislation (until
specifically defined by further ECFAA regulations) but in terms of voluntary compliance with
ECFAA, Family Health Teams started developing and submitting annual quality improvement
plans (QIPs) beginning in 2013-14.
Our 2017-18 QIP performance measures include the following:
Performance Area
Effective Transitions
Population Health – cervical cancer screening
Population Health – colorectal cancer screening
Medication Safety

Performance Indicator
% of patients discharged from hospital who
were followed up within 7 days
% of women (ages 21 – 69 yrs) who had a
Pap smear within the last 3 years
% patients (ages 50 – 74 yrs) who had a
FOBT within the past 2 years
% of patients with medication reconciliation
in the past year

Patient Engagement
Concurrent with the focus on Quality Improvement, there has been increasing attention in the
healthcare sector paid to patient engagement. According to Health Quality Ontario, the
benefits of patient engagement include:
 Providing an important source of insight and ideas for quality improvement efforts
 Improving communication between patients and health care providers, leading to
improved patient and provider satisfaction
 Helping health care providers embrace potential changes, as they are able to see them
from the patients’ perspectives
 Ensuring that patients are full participants in decisions that affect them
 Empowering patients to become involved in their own health care, rather than being
passive participants
As part of our 2017-18 QIP, we will be establishing a method for efficiently and reliably
collecting patient satisfaction data in a format that facilitates improvement of the services we
offer to our patients.
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Population Health
‘Population Health’ is not a new concept and in fact has
been a foundational methodology for public health units
for many years. With the passage of Bill 41, there is a
growing expectation that all health service providers will
adopt a stronger population health focus:
“Population Health is an approach to health that
aims to improve the health of the entire population and
to reduce health inequities among population groups. In
order to reach these objectives, it looks at and acts upon
the broad range of factors and conditions that have a
strong influence on our health” (Public Health Agency of
Canada).

The Determinants of Health
include:
 Income and social status
 Social support networks
 Education and literacy
 Social and physical
environments
 Personal health practices
and coping skills
 Healthy child
development
 Biologic and genetic
endowment
 Gender
 Culture

Using a population health approach, typically involves
the following strategies:






Focus on the health of populations including health status inequities
Address the determinants of health
Increase upstream investments
Collaborate across sectors
Implement shared accountability for health outcomes

E-Health

Broadly defined e-Health is “the use of information and communication technologies (ICT) for
health”2. The term has come to encompass a broad range of applications for both consumers
and health professionals including but not limited to:
•
•
•
•
•
•
•

2

Electronic health records (EHR)
Computerized physician order entry (CPOE)
Clinical informatics
Consumer health portals
e-Prescribing
m-Health including use of health apps on hand-held mobile
devices
Telemedicine and telehomecare

World Health Organization http://www.who.int/ehealth/en/
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As we look to the future, we need to pay attention to new technologies that can help to link our
patients directly to more distant specialists (e.g. through telemedicine); support our patients in
their homes (e.g. through tele-homecare); and empower patients to practice better self-care
through education and tele-monitoring (e.g. through mobile devices).
Ongoing Reform of Primary Care Services
The ‘Medical Home’ model has been evolving over the last decade with official policy
endorsements, reports and recommendations by both Canadian and American medical
associations. It has been gaining traction as part of provincial health policy necessary to support
primary care reform.
According to the College of Family Physicians of Canada3, the key features of the Medical Home
model are:
 Patient-centred to meet the range of health needs that patients experience over a
lifetime
 A personal family physician for each patient
 Team-based care, including both 1) inter-professional collaboration that includes the
patient's family physician and other health professionals, and 2) intra-professional
collaboration (i.e. between the patient's family physician, other family physicians with
special skills, and other consulting specialists)
 Timely access to care, for both primary care visits and referrals for more highly
specialized services and consultations; achieved through both face-to-face visits as well
as through electronic communications between patients and providers
 Comprehensive, continuous care “from cradle to grave” through appropriate linkages
between primary care and other parts of the health system, and between the patient's
family physician and other healthcare providers
 Electronic medical and health records
 Appropriate funding and remuneration to support the ‘Medical Home’ and its
professional team members
 Ongoing evaluation of outcomes/quality improvement programs.

3

The College of Family Physicians of Canada, Patient-Centred Primary Care in Canada: Bring It On Home, October
2009
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Mature and well-developed FHTs already have many of these characteristics and we continue
to implement and refine all of these facets of the UGFHT based on the recognition that the
overall model is especially important for ensuring the health and well-being of the growing
population of older adults in our community.
Every senior should have the opportunity to be part of a family practice that serves as a
patient’s medical home. It is the central hub for the timely provision and coordination of
the comprehensive menu of health and medical services patients need.
A patient’s medical home should ensure access for patients to medical advice and the
provision of, or direction to, needed care 24 hours a day, seven days a week, 365 days a
year
◦

Canadian Medical Association, “The State of Seniors Health Care in Canada”,
Sept 2016

Ministry and LHIN Priorities
In order to successfully position our FHT for the future, it is important that our strategic
directions align with the strategic priorities of the MOHLTC and the Waterloo Wellington Local
Health Integration Network (WWLHIN).
Health Links
The provincial Health Links strategy which was launched in December 2012, remains an
important Ministry priority. The purpose of Health Links is to create coordinated care plans for
‘High-Need, High-Use’ patients so that health care providers can work as a ‘team’ and provide
seamless, ‘wrap-around’ care for individuals with complex, chronic problems. In Wellington
County, our Health Link program is administered by the Mount Forest Family Health Team.
Bill 41 – Patients First
As part of its ongoing agenda for health system transformation, the provincial government
passed the Patients First Act (Bill 41) in December 2016. The legislation has the following four
priorities:
i.
ii.
iii.
iv.

Effective integration of services and greater equity
Timely access to and better integration of primary care
More consistent and accessible home and community care
Stronger links to population and public health
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As part of Bill 41 implementation, the Ministry has now made the following structural changes:


Integration of CCACs into the LHINs including transfer of CCAC staff making the LHINs
responsible for delivering and/or contracting for the delivery of home care services;



The creation of LHIN sub-regions with new accountability and performance
requirements for home care and primary care.

The Waterloo Wellington LHIN has four sub-regions: Wellington (including Centre and North
Wellington, Guelph-Eramosa, and a small part of Grey County), Guelph (including Puslinch),
Cambridge & North Dumfries, and KW4 (Kitchener, Waterloo, Wilmot, Woolwich, and
Wellesley). We are part of the Wellington sub-region (see map below).
Map 1 – Waterloo Wellington LHIN Sub-Regions
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The Rural Wellington Health Advisory (Rural WHA) committee which was established in 2013
will serve as the LHIN’s planning table for the Wellington sub-region.
The most recent LHIN mandate letter (May 2017) from the Minister of Health describes the
following sub-region priorities related to primary care:
Work with health care providers to develop sub-region plans that:
◦
◦
◦
◦

Use an equity lens to assess the number and proportion of primary care providers
based on the needs of the local population.
Improve access to primary care providers, including family doctors and nurse
practitioners.
Facilitate effective and seamless transitions between primary care and other
health and social services.
Improve access to inter-professional health care providers to ensure
comprehensive care.

As a priority, develop and implement a plan with input from service providers, patients,
caregivers that embeds care coordinators and system navigators in primary care to ensure
smooth transitions of care between home and community care and other services as required.
The Waterloo Wellington LHIN has developed a draft ‘Care Communities Model’ to support
sub-region planning. The model was recently tabled at the LHIN’s Primary Care Advisory
Committee.
Our provincial association, AFHTO, is also developing a primary care capacity assessment
framework to assist all FHTs and their partners with primary care planning at the sub-region
level.
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Part 3 – How Our New Plan Was Developed
The key process steps for developing our new plan are described below:

Environmental
Scanning &
Documentation
Review

Stakeholder
Consults & Staff
Survey

(Aug 2017)

(Sept 2017)

FHT Board
Workshop
(Oct. 3, 2017)

Draft
Strategic
Plan
(Oct 2017)

Board
Approval of
New Plan
(Nov 2017)

The documentation review, stakeholder consults and staff surveys identified the following
strategic issues and opportunities for the UGFHT:

Programs/Services

•QIP - ongoing quality improvement
•program evaluation - assessing 'value' of current
programs & setting program priorities
•determining need for new programs (population
health + equity)

Human Resources

•strengthen retention through improvements in staff
morale, communication, continued advocacy for staff
salaries
•future FHT service delivery model (embedded staff vs
centralized staff)
•updated employment contracts

Facilities/Equipment

Partnerships

•determining future space requirements
•content and ownership of EMR
•linking EMR with hospital system

•strengthen partnership between FHT and FHO
•active participation in Rural WHA in support of subregion planning
•ongoing relationship-building with LHIN

These strategic issues were brought forward to the FHT Board’s strategic planning workshop
(see Appendix A) and through a facilitated dialogue, a set of strategic goals, objectives and
performance indicators were developed. They are described in the next section.
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Part 4 – Our Multi-Year Strategic Goals, Objectives and Performance Measures
3-YEAR GOALS: (THE WHAT)

KEY OBJECTIVES: (THE HOW)

PERFORMANCE MEASURES

STRATEGIC THEME: PROGRAMS & SERVICES
ONGOING QUALITY
1. Continue to meet our QIP

IMPROVEMENT
targets
2. Develop and implement

All FHT programs are delivered
appropriate measures of
cost effectively and with high
cost-effectiveness

patient & staff satisfaction
3. Develop and use criteria
for defining ‘valueAll FHT programs add value to
added’ programs
physicians, patients and
community
IMPLEMENTING PROGRAM
EVALUATION
All current FHT programs will
undergo a formal review

STRENGTHENING NEEDS-BASED
PLANNING
Serving the highest priority
needs of our patients and
community

1. Develop performance
measures & evaluation
criteria
2. Develop mechanism for
physicians, staff, patients
and community partners
to provide feedback
3. Create better
documentation of
patient visits (rostered
and non-rostered)



1. Use population health
indicators and an equity
focus to determine
service gaps, unmet
needs for Centre
Wellington catchment
population
2. Create a priority setting
framework to guide
future resource
allocation decisions
(programs, staffing)








Patient satisfaction
scores
Staff satisfaction
ratings
Physician satisfaction
ratings

Efficiency &
productivity based on
evidence-based
benchmarks
Effectiveness in
terms of patient
satisfaction
Access – % of
patients that leave or
attend

LHIN sub-region data
– how does Centre
Wellington compare?
New program
decisions based on
needs analysis
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STRATEGIC THEME: RESOURCES (staffing & facilities)
STRENGTHENING STAFF
1. Continue to advocate for
 Low staff turnover
MORALE & RETENTION
competitive
 Improvement in staff
compensation for staff
satisfaction scores
Recruiting and retaining skilled
2. Conduct regular staff
over time
staff
engagement through
 All staff have a
surveys, face-to-face
standardized
meetings
employment
3. Provide ongoing support
agreement on file
for ongoing professional
relevant to the
development
position they hold at
4. Standardize and
the FHT
strengthen benefit
offerings to establish an
equitable work
atmosphere
IMPROVING PERFORMANCE
MANAGEMENT
Ensuring that FHT services are
value-added to UGFHO
physicians and patients

RE-THINKING SERVICE
DELIVERY MODEL
Designing and implementing a

1. Coordinate meetings
with staff and physicians
to create an improved
performance
management tool
2. Develop employee
handbook that includes
standardized
performance review
process
3. Develop constructive
feedback mechanism for
programs, and staff that
are providing the
programs, to ensure
programs remain valueadded to physicians
4. Review options for
creating Clinical Lead
position to provide
supervision and
mentoring



1. Review current staff
allocations by site
2. Develop methodology for
ensuring equitable







Physician feedback
tool developed and
implemented
Clinical
Lead/Program
Manager position
established and
staffed
Program-specific
and/or practicespecific scorecards
developed with
relevant indicators
that evaluate the
effectives of FHT
programs and
services

Equitable wait times
for patients
regardless of
physician office
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revised service delivery model
to ensure all patients have
equitable access to FHT
programs

patient access to
programs and services
3. Review options for
increasing embedded
services
4. Determine future space
requirements based on
revised service delivery
model

STRATEGIC THEME: PARTNERSHIPS
STRENGTHENING FHT-FHO
1. Standardize interactions
COLLABORATION
and documentation for
FHT staff throughout all
Strengthening communication
offices.
and collaboration between
2. Develop common code of
UGFHT and UGFHO
conduct between FHT &
Physician offices
3. Ensure physician
representation on key
committees (Geriatrics,
Mental Health, etc)
REFINING RURAL WHA
PARTNERSHIP
Strengthening communication
and collaboration between the
Rural WHA partners
Improving transition of care for
patients who use the system

IMPROVING LHIN PARTNERSHIP
Advocating with LHIN on the
value of FHTs generally and

location



Improved
understanding
between physicians
and FHT staff.

1. Ensure greater
transparency regarding
partner budgets,
available programs and
staff
2. Build on Health Links
model to improve
transitions of care for
patients who use the
system through
coordinated care plans
3. Determine services
provided by community
partners and explore
options for new service
collaborations



Better information
forthcoming from
Rural WHA partners
% of patients that
have common
coordinated care
plan.
New or expanded
FHT programs
offered in
collaboration with
partners
Rural WHA services
inventory – who does
what?

1. Create strategies for
educating LHIN on FHT
services and the value of
comprehensive primary









LHIN
acknowledgement
and support for
15

Upper Grand FHT specifically

care

Wellington FHTs

Part 5 – Next Steps
Following board approval of the strategic plan, the following next steps are recommended:

prepare executive summary of new plan for
posting on website and sharing with partners

board priority-setting of strategic
goals/objectives over 3-year timeframe
in consultation with staff, develop year one
implementation action plan with assigned
leads, resources and deadlines
develop board scorecard with metrics that can
be monitored over time
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APPENDIX A – Strategic Planning Workshop Agenda
WHERE: 143 Metcalfe St, Elora
WHEN: Tuesday, October 3, 2017, 8:00 AM – 12:00 noon
Time
8:00 – 8:15 AM

Agenda Item
Welcome, Introductions, Purpose of Workshop

8:15 – 9:00 AM

Setting the Context - Discussion of Background Materials

9:00 – 10:15 AM

Strategic Goals & Objectives – Part 1
 Programs & Services
 Human Resources

10:15 – 10:30 AM
10:30 – 11:45 AM

break
Strategic Goals & Objectives – Part 2
 IT and Facilities
 Partnerships

11:45 – 12:00 noon

Wrap Up and Next Steps
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