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This document is intended to provide health care organizations in Ontario with guidance as to how they can develop a Quality Improvement Plan. While much
effort and care has gone into preparing this document, this document should not be relied on as legal advice and organizations should consult with their legal,
governance and other relevant advisors as appropriate in preparing their quality improvement plans. Furthermore, organizations are free to design their own
public quality improvement plans using alternative formats and contents, provided that they submit a version of their quality improvement plan to Health Quality
Ontario (if required) in the format described herein.
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Overview
The Aurora-Newmarket Family Health (ANFHT) Quality, Health and Patient Safety Committee (QHPSC) was
established in 2013. The committee consists of an inter-professional team and reports to The Board of Directors.
We meet quarterly and at the call of the chairperson(s) for new initiatives, ideas, concerns and when reporting
approvals are needed, with a minimum of 5 meetings per year. Through these meetings, we continuously review and
improve goals and objectives to meet our quality initiatives and annual targets that are set on an annual basis.
Each member works to establish their timelines and activities to meet the goals and objectives that are assigned to
them, based on our annual QIP. As a team we review MOHLTC requirements and align our FHT obligations based
on Schedule A of our Annual Operating Plan submission. We review, re-establish and enhance internal initiatives
that have been set to meet our QIP. Our focus is to build on our previous year of goal setting and re-examine our
timelines and plans to meet and/or exceed our overall goals.
Our team has continued to provide timely access to our services and programs and worked to integrate with our
community partners to give our patients enhanced quality care.
We have been “early adopters” on quality initiatives, such as timely access and integration. This allows
“comprehensive care” with all health care providers and a demographic that has access to quality health care. Our
team actively participates in the AFHTO D2D program and the HQO/ICES Primary Care Practice Report (PCP)
initiative. This data, feedback and information assist us in goal setting, strategic planning and communication with
our key stakeholders.
As a team, we focus on utilizing our QIP and Schedule A as “living” documents. We have aligned the two Quality
Tools to develop, enhance and capture the requirements of our internal initiatives; this includes what is required by
the MOHLTC and HQO.
By utilizing the MOHLTC /AFHTO Program Planning and Evaluation tool we are able to re-examine our existing
programs and services and re-establish targets and outcomes. During this exercise our team captures new (and
existing) programs and services that will complete and compliment our vision and quality requirements. Throughout
this annual mandate we are able to determine what the needs of our demographic are and ensure our teams are
offering efficient well-balanced programs and services.
Our goals and objectives for 2019-2020 are as follows:
• Review and recommend methods to improve quality of our programs, procedures, policies and technologies
ensuring identification of evidence based best practices.
• Choose primary care indicators to track that are mandated, useful and feasible.
• Identify content and documentation procedures for our EMR.
• Submit our annual Quality Improvement Plan (QIP) to Health Quality Ontario (HQO) on time and to the Ministry of
Health, Long-Term Care (MOHLTC) as part of our annual operating plan submission.
• Identify, evaluate, educate, train and make recommendations regarding occupational health and safety, workplace
violence and harassment awareness.
• Work with community partners and to engage in patient centered care and assist in navigation of the healthcare
system.
Through our work in quality, our Clinicians and IHP’s support each other, discuss patient care, and most importantly
“involve the patient”.
By balancing the work we do on improving healthcare quality and patient safety, we work to distinguish between the
physical needs of the patient in a safe environment and the external environment that can be an influence. By
focusing on improving efficiency, creativity and productivity, our goal must remain “patients who are engaged and at
the centre of the circle of care”.
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QI Achievements From the Past Year
During the 2018/19 year, the ANFHT was able to participate in the 6th iteration of the Data to Decisions initiative
(D2D 6.0). This will be our only submission for this year as the iteration that usually follows (6.1) has been cancelled
due to lack of resources/capacity due to funding to AFHTO. This will restrict our ability to compare ourselves with
other teams in the province, but we will still have the opportunity to use the available tools to work on the relevant
metrics.
Last year we wanted to ensure that we monitored and improved our childhood immunization rates. In previous years
we had made progress but found that without constant monitoring, our performance would gradually dip. This year
we had an improved rate of 80.8, which is 4% higher than last year. We aim to maintain and improve this
performance. We now have effective processes in place that our team members are familiar with.
Data quality is measured using a variety of metrics, instead of measuring the actual performance, good data quality
is determined by how closely the EMR data matches reality. We traditionally do well when comparing our EMR
screening data with numbers from Cancer Care Ontario, which has continued this year, with accuracy in the 90s for
cervical cancer (roughly similar to last year). It is encouraging to see the data quality for colorectal cancer
documentation has jumped in comparison to last year, by over 5%. Our diabetic coding rates have continued to be
impressive (80%), the same as last year. One area that we identified for improvement last year was Smoking Status;
this measures whether patients above the age of 12 have their smoking status documented. Last year the ANFHT
had a rate of 39, this has increased by 3% this year (the current rate is 42%). The rate has been increasing by 3%
each year for the past few years. Although this is positive, we are still behind other teams. We are currently
exploring various strategies for improvement and hope the use of tablets will help expedite this area for progress.
Our smoking status performance adversely affects our overall Data Quality scoring (which is currently 78%), so this
will be an area of focus over the next year.
We have also been reviewing some of the internal reporting mechanisms we have had for many years. We’ve
looked at how we can tweak the format of our scorecard to make it more useful and relevant. As we were doing this,
we also analysed the Patient Experience Survey, making sure all the questions are worded correctly and relevant.
This has resulted in a more streamlined survey, which has had good response rates so far.
We did not submit any D2D data for Hospitalisation Follow-up. Despite obvious obstacles in measuring /
implementing this, we will work on this in 2019/20, with the aim of developing a baseline from which improvement
can be measured.
We continue to work hard on serving our diabetic patients; one way we measure this is by monitoring our Diabetic
Score. This measure takes into account how many diabetics we have, whether they have frequent testing, whether
their blood sugar is at an acceptable level, whether they have been prescribed statins and whether they have good
BP levels. Last year our rate was 71.3%, this year it dipped slightly to 70.6%. We are still above our peer average
(69.2%) and above the D2D average (67.7%). This change is not of concern, although we will continue to monitor
how we are performing.
One of the newer measures introduced by D2D has been a Diabetic Scoring Method which gives teams an idea of
how well their diabetics are being looked after. We look at how many diabetics there are, whether they have frequent
testing, whether their blood sugar is at an acceptable level, whether they have been prescribed statins and whether
they have good BP levels. We are then assigned a composite score based on how many of these requirements
have been met for each diabetic patient. Last year our rate was 62%, this year we have improved substantially to
reach 71.3%. We are now above our peer average (65%) and above the D2D average (67.8%). The team continues
to work hard on serving our diabetic patients, and as a team we will build on this throughout 2019/20.
Our team continues to perform well in comparison to our peers. We are committed to seeking out areas that require
our attention, and addressing obstacles and opportunities for improvement.
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Resident, Patient, Client Engagement
Our team works on Patient Engagement, through surveys, our website, groups and programs. Data collection is a
key initiative to ensure that effective data would drive our programs and service indicators.
The ANFHT continues to focus on maintaining and improving access and efficiency activities and to ensure patients
are satisfied with provider availability and they are seen in a timely manner. This includes post discharge within 7
days “when appropriate”, newborns within 48 hours, same day access and post ER visits on those patients with
chronic life quality affecting conditions. Our team has been pro-active in seeing our patients post ER visit - which
were managed in the ER for 24-36 hours, but not admitted to hospital. Our team also manages palliative care home
visits on an urgent basis, as timing is important for the patient and family, this is an important aspect of our House
Call service.
Our “Program and Services” Board has flyers that have information on all of our programs and services and “job
descriptions” of our Inter Health Professionals (IHP). Each exam room has a “flyer” with relevant information on what
our FHT offers. Our website is kept up to date and our Newsletter contains current information on new projects. Our
goal is to release an informative document that can be shared with our patients on our progress as their primary
care provider.
Our “Patient Information Station”, in our waiting room displays our Quality achievements. Our goal was to share our
D2D data with our patients, to allow them a better understanding of where our team ranks in both our LHIN and in
Ontario. Another board in our waiting room is dedicated to community resources, information and activities. This
year we installed a television that runs on a continuous loop, to advertise our programs and services.
Evening education programs have been successful to allow the patients flexibility after working hours. All of our
programs initiate a survey for patient feedback at the completion of the program. This is useful in evaluating our
programs and enable change if warranted.
Through patient feedback and data we were able to ensure our patients are benefitting and knowledgeable about
the resources that are available to them. Patient surveys are sent out on a bi-monthly basis, with feedback through
our scorecard. Issues/concerns are reviewed at our daily huddle and/or team meetings, with action plans put into to
place if required.
When our team reviews our goals and objectives for the next fiscal year, we will start the conversation regarding
patient involvement in our QI initiatives. Our team will investigate approaches to define the requirements that will
encompass feedback and engagement of our patient population.

Collaboration and Integration
We have continued our involvement with the South-Simcoe/York Region Health (SSNYR) Links project. Our
involvement with Health Links continues to highlight our role in reducing avoidable ER visits for patients with multiple
co-morbidities.
Health Links assists us in facilitating the development of the “coordinated care plan”. Our team uses the SSNYR
Health Link electronic Coordinated Care Plan (CHRIS) which allows our team to access electronically and in realtime our patient information and assist them in navigating through the system.
We offer ER diversion to patients and especially those whom we are tracking that have a higher ER frequency. As a
team, we record ER Diversions and work to schedule post-discharge within 7 days.
The Physicians participate and advocate for Tele-Health (THAS) and encourage our patients to contact us to utilize
our same day urgent care.
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OTN Telehomecare is based on a chronic disease self-management model for patients with COPD and Congestive
Heart Failure. Patients participate in order to learn skills to manage their specific disease. Our Occupational
Therapist is an active participant in the Health Links Community Rounds, which discusses complex patient cases
with our community partners in order to develop an appropriate care plan.
Our team will continue the partnership with “Expanding Paramedicine in the Community” (EPIC), until its conclusion
in March 2019. We have become involved in “Hospital To Home” at Markham Stoufville Hospital and recently began
discussions with Southlake Regional Health Centre regarding the Southlake@Home initiative.
Our Mental Health program involves counselling and collaboration with a Psychiatrist through our sessional
program. By identifying our patients based on recognized stress, anxiety and depression scores, our Social Worker
and Health Care Provider will work with the patients to develop care plans and enhance coping strategies and
resilience.
Our Physicians, Nurse Practitioner, Registered Nurses and Occupational Therapist perform house calls on palliative
care patients and our Nurse Practitioner and Registered Nurses perform house calls on vulnerable post-partum
patients. The physicians also maintain regular house calls on patients housebound with chronic disease. These
patients include geriatric patients with many co-morbidities, patients who have difficulty navigating to the office,
severe arthritis, significant heart disease and the physicians are advancing “End of Life” discussion.
Our Palliative Care Program supports our patients who have been diagnosed with a progressive incurable illness.
The program aims to assist these patients and their caregivers with Advanced Care Planning, connect the patients
with appropriate community supports, provide symptom management to the patients, support caregivers and
families, liaison with Southlake Regional Health Centre and assist with end of life care.
Through our involvement in Health Links and the Central LHIN, our team members are active on committees and
sub committees to ensure we remain active within the community. Our team members are involved in AFHTO,
Health Links, Central LHIN initiatives, and remain committed with the transition of Home and Community Care
(HCC) into the Central LHIN. We work diligently to promote linkages with other services in our community. We
collaborate with hospitals to provide seamless post discharge care for our clients. We work closely with specialty
programs including Oncology, Diabetes, Chronic Obstructive Lung Disease and Cardiology, Southlake Regional
Health Centre Young Adult Eating Disorder and Adolescent Eating Disorder Programs.

Engagement of Clinicians, Leadership & Staff
Our QHSPC works with our team, through involvement in programs, data collection and understanding the
requirements from MOHLTC and HQO. Our committee is an inter-professional team, that is expected to
communicate with all of our team members, patients and community partners on our progress and to “walk the talk”
within their own scopes of practice to ensure engagement. This continues to be an evolving format that changes as
we implement, test and collect data on our defined QIP goals.
Through a partnership agreement with two other FHT’s we have a Quality Improvement Decision Support Specialist
(QIDSS), for which we received MOHLTC funding. Currently we share our QIDSS amongst the 3 Family Health
Teams. Our involvement in D2D through AFHTO has assisted us in elevating data and planning our programs and
services.

5

By having a formal Quality Health and Patient Safety Committee (QHPSC) that reports to the Board of Directors, we
ensure that our QIP mandate is aligned with our operational and strategic plans. Our QHPSC meets to work
through our QIP Plan. All Board and team members receive a copy of our minutes. There is a standing “Quality and
Health and Safety” update on our monthly team meeting agenda, to communicate to all employees and Board
members what the committee is working on and to present any action items.
Our Quality scorecard is presented to the ANFHT Board and all team members. This balanced scorecard captures
our quality indicators and reports on them in a “Red, Yellow, Green” format. The measures have been identified
through both our QIP and the MOHLTC Schedule A Report. This report is based on external, internal and IHP
measures with definitions and explanations gauged for the period reported against our year-to-date data and our
established overall goal. At a glance, our Board and team members can see where we are meeting our targets and
where we need to focus improvement. Throughout the year, action plans are put into place to re-evaluate or
enhance programs and services to work toward meeting our established goals. At the end of this fiscal year, our
QHPSC will review the scorecard to ensure we are capturing mandated quality targets and goals set, based on our
demographic revise as necessary to ensure quality as an everyday focus.
Our vision for an accurate database of information is an ongoing process and our key QI members continue to train
our team on appropriately inputting and extrapolating data from our existing EMR system.
We involve our team in the input, review and updating of our Schedule A, which is a direct link to our services and
programs and to our QIP.
Our IHP communication meetings are conducted as a networking tool to connect all of us. Each IHP presents a topic
that is relevant to their (or our) scope of practice, our patient demographic or our Schedule A. These educational
rounds will be based on the programs and services that are offered through our FHT, with emphasis on practical as
well as evidence based cases.
All IHP’s participate by discussing problem cases, to facilitate change in knowledge, attitudes and skills. The
Executive Director will oversee and approve with input from our Nurse Practitioner and Lead Physician. Our team
invites other local FHT and community partners to participate and they also include us in collaborating in services
that could benefit all patient populations.

Population Health and Equity Considerations
The ANFHT is registered to receive the Primary Care Practice Report, Health Quality Ontario provides us with
quality indicators related to our Family Health Team our ranking within our LHIN and Ontario. The report measures a
range of indicators, including those related to our cancer screening, diabetes management and AFHTO’s Data to
Decisions (D2D) indicators required by HQO.
Through our MOHLTC Annual Operating Plan, specifically our Schedule A document, we identify those programs
and services that address the needs of our demographic population.
Our team works on palliative care initiatives, cardiovascular, diabetes, women’s health as well as 13 other programs
and 14 services that consider the needs of our patient population. Our programs are also designed around
Preventative Health needs such as the STOP Program, which we partner with CAMH. We continue to collect and
analyze data based on those targets.
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We continue to identify a population for the purpose of Preventative Cancer Screening. We work through our patient
population to identify, notify and follow up with those who are eligible based on their cancer screening needs. We
are using the Screening Activity Reports, generated by the MOHLTC and Cancer Care Ontario to ensure accurate
records and testing accountability within the Cancer Care Ontario guidelines. Our Registered Nurse is certified to
perform Papanicolaou Tests (PAPS) and with the mentoring of our Nurse Practitioner, works through our screening
lists. As a result we have been able to improve our current performance rate to within the expected 10% that we set
as a target.
Our Falls Prevention Program identifies patients at risk for falls and provides appropriate intervention to the identified
patients in order to reduce future risk of falling.
We work with outside partners to achieve a “circle of care” for our patients. We utilize Southlake Regional Health
Centre for partnerships in mental health care and projects that will give our patients opportunities to be linked to
community resources in a timely manner, such as palliative care programs and services.
One of the programs we refer to for mental health support is “Bounce Back” This CAMH evidence-based moodimprovement program is designed to assist our team in working with our patients. Bounce Back offers an
instructional DVD, easy-to-understand independent workbooks, and telephone coaching by trained experts to help
people boost and maintain their mental health. As a self-guided tool, Bounce Back offers some of the same benefits
as seeing a trained professional, without having to pay for the service.
We have a program that identifies pediatric patients with gross motor/fine motor, behavioral, speech or social
developmental concerns. These patients are referred to the OT, who completes a developmental screen with the
patient and their caregiver to determine if the infant or child has a developmental delay. If a delay is present the
patient may be referred to early intervention services or another appropriate program. The OT also provides
strategies to the caregiver to assist with meeting developmental milestones as well as system navigation assistance
with pediatric services.
Our Immunization and Vaccine Program runs in collaboration with York Region Public Health
to ensure immunization for all patients in a timely, accessible manner. We maintain two cold-chain fridges for the
specific purpose of storing these vaccines. We communicate often with PHN's with vaccine questions and/or
questions regarding any public health update.
We host a compassionate IUD program for patients who do not have a source of funding due to their lower income
status. We also offer STI medication as part of our Sexual Health program.
Our clinicians will support our patients who may not be able to afford medications, by advocating on behalf of them
to pharmaceutical companies, offer them sample medications and will not charge patients who cannot afford “third
party” charges for services that are not covered under OHIP. We also assist patients in connecting to programs and
services that will provide them financial support and housing.
We offer alternate language pamphlets for information on programs and services, such as cancer screening. Our
postpartum packages contain multi-cultural resources and handouts.
The Executive Director has completed Indigenous Cultural Safety Training (ICS) for health service providers offered
by the CLHIN. The ICS training is an on-line training program designed to increase knowledge, enhance selfawareness, and strengthen the skills of those who work both directly and indirectly with Indigenous people.
Our team of clinicians are sensitive to gender identity within our patient base. We will be hosting 2SLGBTQ+
community awareness and information sessions for our team to better understand how we can support and make
our space a welcoming one. The first one is scheduled for March 2019.
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Access to the Right Level of Care - Addressing ALC Issues
The OT and Physicians see vulnerable patients who are discharged from hospital through our House Call program
(see Integration and Continuity of Care section).
Our OT works with Home and Community Care (HCC) and the patient (and their families/caregivers) to ensure that
patients have appropriate care plans in place at home, including advanced care directives. Patients are also given
resources and support in connecting with private care and respite in order to meet their needs.
Our team continues to act as an involved liaison with HCC, to improve coordination of community services for our
patients. Both a HCC member and ANFHT member (OT) act as contacts for questions and concerns regarding the
HCC process. Other strategies include updates on the patients currently on service with HCC, education on use of
appropriate forms and referrals to HCC and also information on new services provided by HCC. This initiative will
be ongoing as policies and procedures at HCC are continuously evolving.
We continue to work toward improving care transitions for our patients as they move across the health care
system. Strengthening partnerships with our local hospital, other care providers, home and community care and
community agencies helps to facilitate better communication and support for our patients. Our goal is to increase the
number of patients that are currently registered with Health Links and look forward to the implementation of a more
integrated EMR coordinated care tool to link care providers and assist with better transitions for patients.
For our patients with complex conditions, regular follow up is encouraged along with linking them to the appropriate
community resources, to assist with chronic disease management.
Patients who have recently been discharged from the hospital are offered appointments within 3-10 days post
discharge and within 3-7 days post complex ER visit, to review their medications and overall status as they return
home.
Our current challenges with care transitions include delay in receiving reports and consultations from inpatient stays
and specialists, lack of communication between community partners, absence of an integrated coordinated care tool
for Health Links that can be embedded in our EMR and lack of formal partnerships between community partners and
our Family Health Team. Improved transitions of care will help patients to navigate the health care system and avoid
gaps in their care.
Opioid Prescribing for the Treatment of Pain and Opioid Use Disorder
Our team supports current guidelines for managing cancer pain and for non-cancer pain.
Two Physicians, Registered Nurse and Occupational Therapist have been trained in the LEAP (Learning Essential
Approaches to Palliative Care) Program for cancer patients.
Choosing Wisely also suggests guidelines for pain management, and we support non-narcotic medications being
used as first line prescriptions. We will also review the protocols in prescribing patterns in acute pain, i.e number of
pills being prescribed.
We promote non-narcotic treatment of pain – use of physiotherapy, massage, mindfulness and medication such as
gabapentin and amitriptyline, are recommended. Each Clinician monitors narcotic prescribing by way of Narcotic
Agreements and regular follow up. Only one prescriber and one Pharmacy are recommended for all narcotics.
Our Occupational Therapist (OT) and Social Worker offer other resources that can be accessed to manage pain.
We recommend Addictions Services of York Region for all patients with substance abuse issues. Our OT is in the
process of liaising with the Healthy Living Program, with seamless referrals of patients if needed.
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We will be establishing Cannabis Use guidelines based on current evidence to guide our prescribing for
clients/patients. Likewise, patients will agree to a review regularly and guidelines for its use in the home.
Our Clinicians and IHP’s counsel our “at risk” population with support, encouragement and non-judgement. We
support harm reduction strategies.
Workplace Violence Prevention
Our QHPSC oversees our health and safety program, with a written policy that mandates our team comply with the
requirements of the Ontario Occupational Health and Safety Act. Our Health and Safety manual outlines all
appropriate health and safety standards, mandates implementation and is reviewed, and approved on an annual
basis, or as required by the Ontario Occupational Health and Safety Act. We have a fire and evacuation plan that is
tested annually.
Our entire team completes an annual review of our Workplace Violence and Harassment Prevention Policy.
Everyone is trained on our Internal Responsibility System (Bill 132 and 168), WHMIS and each team member is First
Aid and CPR certified. Each team member has also completed the Ontario Health and Safety Awareness training.
Our Health and Safety representative completes detailed monthly checks that include equipment, office infection
prevention and control. There is also a Health and Safety agenda item on our monthly team meetings.
The ANFHT has a written investigation protocol and an incident reporting policy. Our team has a risk management
matrix that includes policies on conflict of interest, disruptive behaviour and a detailed harassment policy. We have
defined “Emergency Codes” that outline which code represents an emergency that is called over the intercom
system, and a mobile panic button that notifies our security company and police if necessary. All phone calls that
become accelerated are referred to our Executive Director.
Our team has open frank discussions with regards to patient management. Our EMR is equipped with an emergency
message notifier that alerts all active EMR users. Home visits are logged into our EMR, with patient information and
who is attending the house call. The team is aware when a Health Care Provider is leaving/returning from a visit to
ensure their safety.
Our physical space is protected by shatterproof glass, with exit doors having the locking mechanism on the inside of
the doors. We have 2 panic buttons, one located at the front reception and the second in the Social Worker’s office.
Our exit doors are kept locked if there are less than 2 people in the office.
Our Board of Directors foster a safe environment for our employees and patients, with open door communication
between all members.
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