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Board Approval of Submission
By providing the signature of the Board Chair, the Board of the FHT certifies the
following:


The Board has formally approved the following Annual Operating Plan
Submission



All mandatory parts of the submission have been completed:
o 2019-2020 Annual Report
o 2020-2021 Service Plan
o 2020-2021 Governance and Compliance Attestation
o Mental Health Feedback Questionnaire



The completed submission has been returned to the ministry by September 30,
2020.

Signature of FHT Board Chair or alternate
Board authority:

Date: September 30, 2020

_____________________
Dr. Susan Taylor
Board Chair
Scarborough Academic Family Health Team

I have the authority to bind the corporation
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Introduction and Response to Ministry Directions
The Scarborough Academic Family Health Team (SAFHT’s) Annual Operating Plan
Submission is part of each FHT’s accountability requirements to the Ministry of Health.
The submission is comprised of four sections:
Introduction to the Team and its Patients - included
PART A:

2019-2020 Annual Report – included

PART B:

2020-2021 Service Plan – included

PART C:

2020-2021 Governance and Compliance Attestation
submitted separately

Ontario’s health care system 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 and
community and local partners 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 by September 30, 2020. In recognition of the challenges
posed by the COVID-19 pandemic, the ministry is being flexible with the timeline and is
not imposing a specific due date.
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SAFHT Team and Patients

Introduction to the Team and its Patients
The team recognizes that the well-being of its patients is its core value. As the facing
map illustrates, patients of the Scarborough Academic Family Health Team (SAFHT)
are spread out across the GTA, and are concentrated in Eastern Toronto, Southern
Markham and West Pickering. The distribution of SAFHT’s 38,513 patients in relation to
the distributed office locations of physicians is illustrative of the roots this organization
has in several communities in the geography described above. Uniquely then, defining
“a single community” for this FHT is just not a doable proposition.
The Team has 22 affiliated physician practices spread across the Eastern GTA. It
operates out of 12 locations, 9 of which are also physician office locations.
Since 2009 the Team has continued to hold to three core goals:
1. To provide quality patient care in Scarborough and Eastern Toronto at the right time
and place (through improved access, programs and integration with other providers);
2. To ensure continuous quality improvements and forward planning (through
consistent data collection, the use of best practices in healthcare, robust information
management and sound administrative policies); and
3. To continue developing into a mature primary health-care organization providing
growth and leadership opportunities for members, and partners (through capacity
building, knowledge transfer and alliances).
SAFHT’s annual strategic planning process included an analysis of its patients’ disease
prevalence, the geographical distribution of its patients and its service points.
Scarborough has been and remains a “gateway” community for newcomer immigrant
families, who face language and income barriers, and who lack social supports. Social
analysis since early 2000 noted that the population has a need for programs that
address the social determinants of health. As the chosen permanent home to many
immigrants, it holds the challenges of a diverse and now, aging population that is less
well-off.1
Patients leave Eastern Toronto as their family income rises to a level that enables them
to move North, East and West. Regardless of the distance, patients stay rostered or
connected to their physician. Surprisingly this includes instances where, the grandchildren and retirees have both moved downtown! Recently with the onset of physician
retirements, the potential for shifts to other physicians and FHTs is being noticed.
Concurrently, it opens the door to bringing other new physicians into the FHT’s ambit.
1

Poverty by Postal Code Study 2, Declining Income, Housing Quality and Community Life in Toronto’s Inner Suburban High-Rise Apartments United Way Toronto, January 2011.
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Total patients @ August 31, 2019: Rostered = 30,832 + Unrostered = 7,681 = TOTAL 38,513

SAFHT's Practice - Patient Profile
Gender
Female
Male
Age Group
< 18 years
18-44 years
45-64 years
65-79 years
80+ years
Prevalence
No Chronic Conditions (of those listed)
Dislipidemia
Hypertension - alone
Hypertension - co-morbidity
Mental Illness - Total
- Mental Illness - Undefined/Resolved
- Mental Illness -Anxiety/Stress/Panic Attack
- Mental Illness -Depression/SAD
- Mental Illness -Trauma/PTSD
Diabetes - Total
DM2 - A1C detail not captured
DM2 - Pre-Diabetic
DM2 - Good control
DM2 - Moderate control
DM2 - Poor control
Osteoarthritis + Rheumatoid Arthritis
Asthma
Chronic Obstructive Pulmonary Disease
Coronary Artery Disease
Congestive Heart Failure
Renal Failure
Dementia
1 of these conditions
2 of these conditions
3+ of these conditions
Modifiable Health Risk Screening
Overweight (BMI>25)
Unhealthy eating habits
Tobacco use
Problem Drug Use
Problem Alcohol Use
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%

#

53.8%
46.2%

20,701
17,812

14.9%
34.5%
29.5%
14.3%
6.7%

5,749
13,306
11,359
5,498
2,579

40.6%
15.5%
6.5%
10.1%
16.5%

9.4%
8.7%
2.6%
2.1%
0.7%
2.3%
0.9%
19.0%
11.2%
9.9%

15,649
5,957
2,500
3,873
6,372
2,800
1,839
1,714
18
4,636
87
1,745
1,034
1,366
403
3,609
3,361
1,005
821
258
868
331
7,301
4,332
3,822

35.3%
40.0%
6.4%
2.3%
7.5%

13,602
15,402
2,470
883
2,904

12.0%

% of
Sub-Total

43.9%
28.9%
26.9%
0.3%
1.9%
37.6%
22.3%
29.5%
8.7%
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Part A: 2019-2020 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 2019-20, as indicated in Schedule A, Appendix 3
of your current agreement. Please also state the number of patients you have enrolled
by March 31, 2020.

Patient enrolment

Target March 31, 2020

Number of enrolled patients

Actual March 31, 2020

30,800

Are physicians enrolling new patients?

30,800
Yes
☒

No
☐

If Yes, please confirm the following:
a. Number of physicians accepting new patients:
b. Please estimate the FHT’s capacity to accept new patients
(specify # of patients)

5
200

Additional details (optional):
80% or 17 SAFHT physicians have mature patient practices. These are characterized
by patients who have been with the physician for a number of years and are bonded in
therapeutic relationships. These are stable practices as the number of patients leaving
the practice tends to be balanced by the new patients.
The 5 remaining physicians are building their practices and continue to do so at a
moderate pace to allow for a full assessment of each new patient’s health.
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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 2019-2020

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 non-enrolled
patients served in 2019-20.
As of March 2019 4,582 patients declined to be enrolled, or were located so far from the
physician’s office that they preferred to be non-enrolled. Surveys of why these nonenrolled patients remain connected to SAFHT physicians were not undertaken.
However, physicians report that several patients reside too far from the doctors office
and are forced to use walk-in-clinics. This makes de-rostering the only appropriate
solution. SAFHT’s Spring 2019 Patient Survey, said 14% of patients always and often
want to use walk-in-clinics.
Were FHT programs available to members of the broader community? Please explain.
Yes, SAFHT has opened its doors to outside patients while keeping the physicians in
control of their patients care and records. This is purely a function of where
appointment slots are available in IHP schedules.
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Two issues have limited patient access from the broader community: Ministry direction;
and EMR access. The FHT operates in a very wide service area; opening FHT services
would rapidly overwhelm current staff capacity at every location. In the absence of
specific Ministry direction, this has therefore not occurred. The FHT also used an
integrated EMR system. Opening services to the broader community would put these
advances aside. On the positive side, SAFHT continues to experiment with
opportunities for sharing space and patient education courses, where the electronic
referral system and IHP charting needs are minimal.

1.4

French Language Services

Did 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 accessed
programs and/or received services in French.
The FHT is exploring the option of referring patients who
request care in French to be referred to the TAIBU CHC.

1.5

Accessibility to Cultural and Language Services

Did the FHT address the linguistic and cultural needs of the population being served,
where possible? Please explain.
The FHT remains overwhelmed by the ethnic and linguistic diversity of its patients. It
finds the support from the LHINs and the Ministry limited and wholly inadequate for the
linguistic, cultural and religious diversity of the patient population. The last patient
survey noted >100 different cultural backgrounds. Where possible patients are routed
to providers who speak Tagalog, Mandarin or Tamil and the FHT makes use of
materials made available by Toronto Public Health in the languages to which it has
been translated.

Scarborough Academic Family Health Team – 2020-2021 AOP Submission

Page 13 of 59

FHT Annual Operating Plan Submission: 2020-2021

1.6

Part A: 2019-2020 Annual Report

Regular and Extended Hours

What are your regular hours of operation when
patients can access Interdisciplinary Health
Providers (IHP) services?
Ex.: Mon: 9-5, Tues: 8-4, etc.

Hours of Operation
Mon

9-5

Tue

9-5

Wed 9-5
Thu

9-5

Fri

9-5

Sat
Sun
When are IHP services available after hours?

Extended Hours
Mon
Tue

5-7 at 523 VHC
5-7 at 2330 Kennedy Road
5-7 at 523 VHC
5-7 at 2330 Kennedy Road

Wed 5-7 at 1127 Markham Road

Identify which programs are offered after hours:

Thu

-

Fri

-

Sat

-

Sun

-

 Mental Health Courses and
Counselling
 Nutrition and Healthy Living
Courses
 Diabetes Education Program

Additional information:
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Timely Access to Care

Please provide information on how appointments were scheduled in 2019-2020.
Timely Access to Care
Did the FHT schedule appointments on the same day or next
day (within 24 to 48 hours)?

Yes

No

☐

☒

If yes, what percentage of total enrolled patients was 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

5%

Other Access Measures

Please provide information on other types of access measures provided in 2019-2020.
Other Access Measures
Percentage of FHT practitioners who provided home
visits?

17%

Which types of IHPs perform home visits?

Nurse Practitioners (NPs)
Registered Nurse (RNs)

Number of home visits performed by IHPs in 20192020

1,892 home visits – stopped once
COVID-19 rules came down.

Did IHPs provide any virtual care (e.g.
telephone/video/online)?

Yes

No

☒

☐

Emergency Department (ED) Diversion
Did the FHT have a strategy to divert enrolled patients from
the ED (aside from physician contractual requirements
for after hours)?

Yes

No

☒

☐

NPs, Pharmacist, and RNs provide service at a client’s
home where limited patient mobility justifies seeing a patient
at their location. This is part of the criteria for the Complex,
Vulnerable (FoCuS) program.
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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)
Created programs: complex, vulnerable care (FoCus), which help patients in coordinated care
planning and staying healthy at home. There are also: patient awareness procedures; outside
use and hospital discharge follow-ups; HRM and TDIS reports and with NTHL identification
of repeat visitors to the ED at Sunnybrook who are then strongly encouraged to work with a
SAFHT NP to construct a Coordinated Care Plan.

How are patients made aware of hours of operation? (Examples: visible clinic signage,
voicemail, patient pamphlets, FHT website or other means)
FHT Website
Calling in or by staff responding to query
To be done: signage, voicemail protocol

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.
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Service Integration and Collaboration with Other Agencies

Children’s
Services
LHIN - Home
and Community
Care

Community
Health Centre

Community
Support
Services
Developmental
Services
Diabetes
Education
Centre

Local Hospital

Comments:

Other

Coordinated
Care Plan
Memorandums
of
Understanding
Shared
Programs and
Services
Shared
Governance

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.

☐

☐

☐

☐

☒

Referrals to Aisling Discoveries and East
Metro Youth Services (EMYS)

☐

☐

☐

☐

☒

LHIN Care Coordinators work closely with
physician and NPs on patient care needs.

☐

☐

☐

☐

☒

Flemingdon CHC takes referrals from two
SAFHT physicians for chiropody and dietary
services; South Riverdale and CareFirst
CHC share once a month use of their
Teleophthalmology equipment at two SAFHT
sites for retinal screenings and telemedicine
analysis.

☐

☐

☐

☐

☒

Referrals to Meals on Wheels and
Transcare.

☐

☐

☐

☐

☒

Bloor-View Children’s Hospital

☐

☐

☐

☐

☒

Local DECs are used by some physicians

☒

-Scarborough GAIN Clinic shares CCPs with
SAFHT
-Some physicians have privileges or do
referrals to:
 Scarborough Health Network
 Michael Garron Hospital
 Sunnybrook Health Sciences Centre
 North York General Hospital
 Markham Stouffville Hospital
 University Health Network
 St. Joseph’s Hospital
 Sick Kids Hospital
 Providence Rehab Hospital
 Toronto General
 St. Margaret’s
 Mount Sinai

☐

☐

☐

☐
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Shoniker Clinic – Child and Adolescent
Mental Health
East Metro Youth Services (EMYS)
CAMH – Smoking Cessation Program

Mental Health
and Addiction
Services

☐

☐

☐

☐

☒




Public Health
Unit

☐

☐

☐

☐

☐

Childhood Immunization Vaccines, TB and
Hep. B

☒

Home Visits at:
 E.P. Taylor Place
 Providence Healthcare
 Villa Colombo
 Villa Karuna Senior’s Home

Senior
Centre/Service

☐

☐

☐

☐

FHT: (specify)

☐

☐

☐

☐

☒

Partner with three (3) other FHTs in the use
of a QIDSS Staffer:
 CareFirst
 East GTA; and
 West Durham

Long-Term
Care Homes

☐

☐

☐

☐

☒




Other: (specify)

☒

☐

☐

☐

☐

Providence Healthcare
Yee Hong Centre for Geriatric Care

Partner with four (4) Health Links:
 East Toronto Health Link
 North Toronto Health Link
 Scarborough North Health Link
 Scarborough South Health Link
 TIP Nurses in ETHL/NTHL/Providence
 Pyschiatrist – Dr. Nikola Grujich from
Sunnybrook Psychiatrist

2.2

Local Planning and Community Engagement

What process/mechanism did the FHT have in place to include input from the Local
Health Integration Network (LHIN) and other community partners into program and
service planning, including health human resources planning?
The FHT Board and Executive are active in the LHIN Planning and are engaged in
work with community partners in the TC-LHIN and CE-LHIN specifically in work with
the East Toronto Health Patners (OHT); the North Toronto OHT and the Scarborough
OHT (working partners). It’s physicians are active in the East-FPN and the
Scarborough-FPN.
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Please describe FHT involvement in LHIN-led initiatives (e.g. sub-region work)
SAFHT has remained active in the sub-region working groups that it connected with. In
the TC-LHIN this was ETHL and NETHL in CE-LHIN it was Scarborough North and
South. Since the creation of the OHT application process and subsequent processes,
SAFHT has moved to active OHT engagement.

Public Engagement Strategy: What was the process/mechanism that the FHT had in
place to include patient and community input into FHT planning and priorities?
As part of the 2019 and 2020 patient survey, patients were invited to let the FHT know
if they were interested in joining a patient and family advisory council. Since COVID-19
this has been back-burnered.

Ontario Health Team (OHT) Involvement: Is the FHT involved in any activities related to
the development of Ontario Health Teams? Please describe the extent of the FHT’s
participation in OHT implementation as applicable.

As described at the outset, the FHT is active in three OHTs. Two of these the East
Toronto Health Partners, and the North Toronto OHT are approved while the
Scarborough OHT is in the throes of the approval process.

2.3

System Navigation and Care Coordination

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

Yes

No

Partner/Lead

☒

☐

Partner

How did 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.
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The Board Chair sits on the Partner Steering Committee of the Scarborough OHT.
The Board Vice-Chair is active in the East-Family Practice Network (FPN) of the
East Toronto Health Partners OHT.
Three members of the Scarborough FHO are active members of the ScarboroughFPN.
A Board Community Member sits on the governance working group of the
Scarborough OHT.
The Executive Director sits on the Scarborough OHT Partner Steering Committee
and the North Toronto OHT Council.
The FHT Program Manager sits on the Designated Patient Population Scarborough
OHT Working Group.
The QIDSS sits on the Quality Improvement Working Group of the Scarborough
OHT.
The Case Manager and the Clinical Social Workers link up with mental health
agencies as needed.
The Nurse Practitioners connect up with LHIN Home and Community Support in all
OHTs.

2.4

Digital Health Resources
Clinical Management System/Electronic Medical Records

Please provide information on your EMR
Which EMR vendor/version is being used?
TELUS Practice Solutions – Data Sharing System
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

17 physicians on 5
servers

Full integration for those in
data sharing

Faxing or seprate login required –
IHP integration suspended

LHIN – Home and
Community Care

None

Working through CHRIS linkage.

Emergency
Department

None

Fax/online downloads

Hospital

Read-only

One-way HRM downloads to some
EMR servers
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TEGH/Sunnybrook/NYGH
Laboratory Service

Full integration

Other (specify): 5
physicians are on
the ASP Solution
offered by TELUS

None

A short-term work around is being
stick-handled using a TELUS
Mobile Solution and faxes.

Internally affiliated physicians are able to share results
with those on ASP (See note below).

Yes

No

☐

☒

Note: TELUS is working on a project in its lab to support the integration of data-sharing
stand alone servers with ASP Servers.
Were you able to electronically exchange patient
clinical summaries and/or laboratory and diagnostic
test results with other doctors outside of the practice?

Yes

No

☒

☐

Were 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 visit

☒

☐

Yes

No

☐

☒

Did FHT patients have access to the following patient-facing online
services?
Email communication with the FHT
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Request prescription refills/renewals

☐

☒

Book appointments with Family Health Team providers

☐

☒

Yes
☐

No
☒

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

SAFHT Physicians on the advice of the OMA Lawyer are insistent that they have a
verbal agreement with SAFHT on data sharing. A written signed agreement in the
opinion of the OMA is unnecessary.
The on-going SAFHT challenge will be to review the tracking of outcomes for specific
patients without dedicated staff for this purpose.
Please explain how the EMR was used for tabulating patient statistics, identifying and
anticipating patient needs, planning programs and services, etc.
The front end of this document and the program operations section is illustrative of how
data is being used.
2.5

Data Management Support

Please provide information on any data-management support activities in 2019-2020.
Did your organization use the services of a QIDS Specialist or any other
data management specialist?

Yes

No

☒

☐

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






A solid sixth patient survey across all 12 locations. Data will inform performance in
2020-2021.
Patient evaluations across multiple IHP run courses.
Leadership on benchmarking with other FHTs and creation of indicators for the Quality
Improvement Plan.
Collaboration with Program Manager and Office Manager on programs, EMR and
survey methodologies.
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Other
Other Information and Comments

The Ministry of Health likes to promote the work done by FHTs. Please describe any
awards, acknowledgements or achievements from 2019-2020.

Is there anything else that the organization would like to communicate to the ministry
regarding its activities in 2019-2020? Any challenges, opportunities and
recommendations for the ministry can also be detailed in this space.
SAFHT has moved to a mixed-governance model and has three community
representatives on the Board. Two community members joined the Board as of
November 2015. A third was added in December 2017 and has since resigned. The
FHT will be recruiting a replacement member.
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Part B: 2020-2021 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 2020-2021. 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
2020-2021, 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.
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Strategic Priorities and Vision
1. If available, please describe the vision of the Family Health Team and
indicate if this has been clearly articulated to staff, patients and partners.

The following Vision and Mission has been shared widely since 2010 and is on
SAFHT’s website.
SAFHT’s Mission



We will create and operate an effective inter-professional primary family
medicine healthcare team in the Scarborough Community that improves
patient accessibility to comprehensive continuous medical care.



Our Team will integrate and help coordinate our patients care at the
community level, navigating the many components available within our
healthcare system.



High quality care, with a focus on health promotion, illness care and disease
prevention will be primary focuses, as well as making a significant and lasting
improvement in the health and well-being of our community.



We will accomplish this through acute, chronic and preventive healthcare
programs that span the broad continuum of patient health needs, while
monitoring outcomes and measuring care delivery to improve performance.

SAFHT’s Vision

The Scarborough Academic Family Health Team will grow an inter-professional
healthcare alliance which improves:


Community oriented primary health and family medicine care.

 The health of the community by delivering comprehensive, accessible and
continuous healthcare.
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2. Identify the strategic priorities for the FHT that will apply to the 2020-2021
fiscal year.
SAFHT’s Strategic Priorities - Population Planning - Aligning with the OHTs

The ministry’s Ontario Health Teams (OHT) transformation process has opened health
care planning to all care partners in the health sector. SAFHT’s expertise in primary
care and its willingness to partner in integrated service delivery has been put forward in
the two self-assessments it participated in: the Scarborough Ontario Health Team and
the East Toronto Health Partners.
Since the patient distribution map of SAFHT’s 22 physicians in the introduction includes
at least 11 hospitals, home and community divisions of three LHINs, countless
community organizations, along with unaffiliated physician practices and specialists, the
formation of multiple OHT in this geographic space has the potential to seriously disrupt
existing individual primary care relationships. We look to the OHT processes to bring
more clarity to our work.
On the resource side, SAFHT’s need for leveraging and adding additional allied health
professionals is self-evident with the team being widely dispersed across 12 locations.
SAFHT currently has the following Full Time equivalent (FTEs) 19.2 Interdisciplinary
Health Professionals (IHPs) and 9.4 Administrative Staff across 13 locations: 6.0
Registered Nurses; 4 Clinical Social Workers (MSWs); 4 Nurse Practitioners (NPs); 1.5
Registered Dietitians (RDs); 1 Pharmacist; 1 Case Manager; 1.7 Chiropodists; 5
Receptionists; 1.4 Administrative Assistants; 1 Program Manager; 1 Office Manager;
and 1 Executive Director. Clearly with this few staff, care of patients and response time
to physicians are impacted in terms of SAFHT being able to provide equal and
consistent care.
In 2015 SAFHT launched a strategic planning process on population health
management that involved physicians and IHPs. SAFHT’s approach was to define the
patient’s current state of health (focusing on prevalent chronic diseases and on
definable risk factors), and then look to available resources in addressing patient
diseases and improving health outcomes. Based on the review of disease prevalence
then, and the geographic distribution of patients and available resources, SAFHT
identified the need to:
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•

Provide easier patient access to services: through co-location with physicians
and by offering particular services on a rotational basis at various sites; as many of
these patients reported via a survey that they travel 16.6 kms on average to get to
their physicians. It is a given that economically disadvantaged patients do not travel
far for health care as transportation costs do not allow it.

•

Solidly build partnerships with Health Partners and join others in the Service
Area: So SAFHT joined East Toronto Health Link, North Toronto Health Link,
Scarborough North and South Health Links and looked to partner with North York
Central Health Link.

Through previous planning processes internal Working Groups had facilitated a
collaborative approach amongst physicians and IHPs. The Board’s planning process
affirmed the essential direction from these Working Groups.
Clinical Programming Priorities – SAFHT had set criteria for four program priorities:
1. Government Direction: (Chronic Disease Management; Emergency Room
Diversion, Reduced Complications; Reduced Hospitalization; Health Promotion
and Access)
2. Life Threatening (conditions that have the potential to shorten the life of a patient
and/or that could result in death or disability without intervention)
3. Quality of Life (conditions that impact a patient’s physical and psychological
health and well-being, preventing them from realizing their full potential, including
social and employment needs)2
4. Threshold in Disease prevalence: where the total volume of patients with this
chronic disease condition was above a 5% threshold in 2011, then the FHT
established a program.
Staff time priorities were considered in light of the finite total of available IHP treatment minutes.
(Note: SAFHT’s treatment minutes were derived based on the available workdays and annual
hours of work). As a result, IHP treatment minutes are primarily directed to chronic disease
management and health promotion and not to episodic care.
2

WHO definition: The World Health Organization defines Quality of life as “an individual’s perception of their position in life in the context of the culture and value systems in which they
live and in relation to their goals, expectations, standards and concerns. It is a broad ranging concept affected in a complex way by the person’s physical health, psychological state,
personal beliefs, social relationships and their relationship to salient features of their environment” (Oort, 2005). SAFHT recognizes that it will need to work with the Ministry and the
LHINs to come to agreement on the shared definition, but believes that it will be a component of any criteria.
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The following program priorities were affirmed for SAFHT in 2020-2021:

Priority Level 1

Priority Level 2

1. Diabetes Mellitus – type 2
2. Mental Health
Chronic Disease
Management

3. Hypertension
4. Coronary Artery Disease /

Asthma and Chronic
Obstructive Pulmonary Disease

Congestive Heart Failure
5. Complex, Vulnerable or FoCuS Program
1. Smoking Cessation
2. Healthy Heart
Health Promotion

3. Healthy You
4. Chiropody Service
5. Pharmacy Service
6. Dietitian Service
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Strategic Plan Summary

Become a Leading Health Care Organization - Have formal shared links with all
important players in health / community care. Work closely with community partners;
Operate collaboratively with acute care, other agencies. Enable staff innovation,
collaboration and education; Exhibit best governance, management, accountability and
HR practices.

1. Operate with High Standards in Collaborative Care – Establish processes
whereby physicians and staff become more collaborative; Role separation in SAFHT
between MDs and IHPs needs to continue; better access to IHPs for patients;
standardized charting, care navigation/system navigation, electronic
communications/telemedicine and tele-education.
2. Become a Performance Based Organization – Work to transform SAFHT into a
goal-oriented organization in partnership with OHT partners; establish performance
targets for both programs and staff deliverables; integrate physician reporting per the
Quality Improvement Plan; be transparent in physician legal relationships.
3. Become a Patient-Responsive Organization – Better connect with patients by:
including patient input (via patient council(s) surveys) into performance
management; Provide more and improved information to patients on SAFHT; Work
with all partners to build team care centres; Provide all services at team care centres
to serve patients where they live; Change hours of operation to be more responsive;
Create a self-referral process; Build towards an accessible personal health record.
4. Have a High Degree of Optimization in Medical Outcomes – Track patient
outcomes and establish baselines better in the EMRs; Address the Chronic Disease
and Health Promotion priorities in the SAFHT and limited geographic community
patient population via programs.
Meet Emerging Government Priorities – Adopt the Quadruple Aims in system design:
Improve the health of the area population; Improve the patient experience of care
(including quality and satisfaction); Improve the provider experience; and Reduce the
per capita cost of health care. Also address the government’s core priorities of
accessible mental health services; care for complex, vulnerable patients; and integrated
team-based care.
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SAFHT seeks to become a Leading Healthcare Organization and to so:






Operate with High Standards in Collaborative Care
Become a Performance Based Organization
Become a Patient-Responsive Organization
Have a High Degree of Optimization in Medical Outcomes
Meet Emerging Government Priorities
3. Explain how the strategic priorities identified in Question 2 support the
objectives of advancing access, integration/collaboration and quality
improvement, as applicable.

The Ministry’s three areas of emphasis in 2020-21 link to SAFHT’s Strategic
Directions as follows:
A. Enhancing Integrated Service Delivery has been articulated as integration
with health care providers, community partners and OHTs in person-centered
planning, care coordination and program/service delivery. SAFHT takes this as
part of the desire to better connect all the players in health care and community
support services.
The Board of the SAFHT has adopted an overall priority of: Become a
leading Health Care Organization. Activities imbedded in achieving
this goal are to have formal shared links with all important players in
health / community care. To work with community partners; Operate
collaboratively with acute care, other agencies. Additionally SAFHT
under the overall strategic direction of: Meet Emerging Government
Priorities will be adopting the Quadruple Aims of: Improving the health
of the patient population; Improving the patient experience of care
(including quality and satisfaction); Improving the provider experience
and Reducing the per capita cost of health care. SAFHT’s participation
in three OHT’s speaks to its commitment to service integration.
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B. Increasing patient access has been articulated as reducing the number of
unattached patients, providing community outreach and house calls, offering
timely appointments and enhancing access to inter-professional primary care
programs and services.
The SAFHT Board has adopted three strategic directions that address
this area of emphasis for the ministry: Become a PatientResponsive Organization, Operate with High Standards in
Collaborative Care and Become a Performance Based
Organization. These directions have activities that lead to the goals
the Ministry wishes to achieve: The SAFHT’s Quality Improvement
Plan for 2020 looks to maintain the high degree of access reported by
the patients in 2019. 54.8% for same day or next day and 91% report
involvement as much as they want in decisions on care treatment.
Through the programs and partnerships that the FHT currently has,
house calls and enhanced access to inter-professional care are being
addressed. SAFHT is opening up access to all its programs and is in
explorations with four CHCs, on providing some community outreach
in terms of the courses it is offering.
C. Improved Quality through the process of improvement activities in
Quality Improvement Plans and through on-going measurement, redesign
and enhancement – both with clinical programs and with organizational
features such as governance and accountability.

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, provide a brief
project description, including anticipated timelines and budget (if known).
As the OHTs develop, the SAFHT is looking to smartly move forward on developing an
appropriate number of team care centres that will serve patients in upto three Ontario
Health Teams.
In this context, the FHT is in negotiations with potential landlords on replacing some of
its current leased space with comparable spaces while adhering to the fiscally prudent
approach that its Board is overseeing.
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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).

The attached excel spreadsheet shows all of SAFHT’s proposed programs and staff
deployments in 2020-2021.
SAFHT has no acute and episodic services that are run by IHP’s.
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Diabetes Management – DM-2

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
IHP FTE
Program Description
Involvement

Program Name Type

Priority

Diabetes
Chronic
Management - disease
DM-2
management

Diabetes 0.3 FTE
RN0.1 FTE
Pharm0.1
FTE
Counselors

• Provide solid education and
counselling via quarterly visits
with RNs (some as RDEs) to
educate patients on
diet/exercise, empower patients,
improve outcomes for diabetics
and escalate issues/counselling
to a Dietitian or a Chiropodist
as required.
• Offer a non-traditional graphic
and conversational diabetes
education group (sometimes
family) session to patients to
improve their fuller
understanding of diabetes.

Goal
•To assist referred
patients in
controlling their
disease and reduce
the likelihood of
their health
condition
degrading.
•To treat and
prevent foot ulcers
prevent
amputations and
reduce any
related ER visits.

• Provide ongoing in-office
foot care, diabetes induced
wound care to patients with
diabetes.
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Target
Population

Target # of
Objectives
Patients

Program Activities

Performance Measures

• 4,294
patients
with Type 2
Diabetes or
PreDiabetes.

• 1,510
• 1,510 x 2
= 3,020
visits.

• A1C control
through lifestyle
change and goal
setting.

• One-on one counselling
education (motivational
interviewing) and monitoring
with RN.

1) % of patient who have
a set lifestyle goal.

1) 95%

2) 50%

• Diabetes education
for better self
management.

• Hold multiple "Diabetes
Conversation Maps" groups
at physician practices where
possible.

2) % of patients who have
reached their target
HbA1C within 1 year
of enrollment.
3) % of patient
satisfaction with
Diabetes
Conversation Maps
Group.

3) 80%

• Specialist
counselling for
better self
management and
preventative care.
• Prevent foot ulcer
and amputations;
prevent ER visits
related to foot
ulcers.

• One on one counselling with
SAFHT Dietitian as needed.
• Providing chiropody
services to diabetes
patients with a high risk of
developing a foot ulcer; and
on-going foot care
education and health
promotion.

4) % of patients seen by
dietitians from internal
program referrals.

Performance
Targets

4) 80%

5) 100%

5) Number of patients
seen by chiropodist.
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Diabetes Management

SAFHT’s patient prevalence of Type 2 Diabetes as of March 2019 1 is an estimated
12% or 4,636 out of 38,513 patients. This number includes pre-diabetics. This disease
of keynote concern to SAFHT’s 22 physicians, given that health complications from
diabetes may result in heart and kidney disease, stroke, blindness and amputation;
while accounting for a significant number of emergency room visits each year.
In 2012-2013, SAFHT began using a uniform stamp used by its clinicians for quarterly
visits for diabetes management across its EMR servers. The stamp was used to grade
patients into three categories: good, moderate and poor control of their blood sugar.
Using extracted patient data, by August 31, 2019:
 22.3% (or 1,034) of SAFHT’s diabetic patients were considered to have good
control [Hbg A1C: “6 .4 – 7 ”] ;
 29.5% (or 1,366) had moderate control [Hbg A1C: “7 .1 - 8 .5 ”]; and
 8.7% (or 403) had poor control [Hbg A1C: > 8.6].
Focus on those who need it most
SAFHT is actively utilizing the government’s Stand Up to Diabetes program for enrolling
patients, support and handouts. Other resources in use include: local DECs and access
to the Central East Centre for Complex Diabetes Care. Because of the higher patient
health risk associated with those with moderate to poor control, the three part
categorization of diabetes patients enables SAFHT to focus and direct allied health
resources to those patients most in need. For enrolled patients with poor control, 100%
of patients are being sent for eye checks and 100% of those with poor control are being
screened for renal function and depression. Patients with good control and pre-diabetics
are being offered twice a year appointments to help them graduate to self-care.
Resource Utilization (Nurses)
A patient with diabetes requires considerable care, counselling, education and
monitoring to assist them with their personal life change management . Following the
physician’s initial assessment and diagnosis a Registered Nurse takes on a referred
patient and begins a plan with them. Patients are requested to return every quarter for
ongoing teaching, counseling and monitoring.

1

Footnote: Because of COVID-19 fewer patients have been willing to lab work; so for comparison 2019 year data is
being used.
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For those already in the program, normal family health team care requires that nurses
call in patients for quarterly visits. During these 4 visits a registered nurse at one of
SAFHT’s 11 sites follows up on blood-pressure, blood work, foot checks, medications,
weight, BMI, waist circumference and on-site monitoring and counselling, this may be a
scheduled IHP appointment or directly following or preceding an appointment with a
physician. In addition referrals are made internally to: Chiropody and Dietitian services
and SAFHT’s Healthy You program.
Some physicians and patients also used the CMA website/portal to input insulin levels
and enable patient self-management. Recent data roll-ups show that laboratory results
do not exist for 87 patients. These patients tend to be in denial and SAFHT and its
physicians continue to do follow-ups to bring them under care. With 4,636 diabetes
patients and quarterly or twice yearly visits for all, this is a major utilization of treatment
time.
It should be noted that a good number of diabetic patients stay with physicians instead
of being enrolled in this program. In those instances it is DECs who are involved
instead of the nurse led quarterly patient education, counseling and monitoring program.
The Diabetes Program sub-committee promises to examine data by physician going
forward to review best practices etc. and patient outcomes.
Resource Utilization (Nurses doing foot checks) + Internal Chiropody Referrals
Foot problems are a significant cause of both morbidity and mortality in patients living
with diabetes. Approximately 20% of hospitalizations for diabetics in North America are
related to foot complications. Once diagnosed with diabetes, patients with low risk of
developing foot complications require at least one foot check each year. Clients with
moderate risk require foot examinations every 4-6 months and those with high risk of
developing foot problems need foot examinations every 1-4 months (Nova Scotia Foot
Check). Clients with an existing ulcer or skin breakdown would be seen every 1-4
weeks. These clients are referred internally to the SAFHT Chiropodist as part of the
program.
SAFHT nurses also provide comprehensive foot checks for diabetics. This examination
includes the following assessments: skin, structural, vascular, sensation test using 10g
Semmes-Weinstein 5.07 monofilament, mobility test including foot wear and foot care.
Patient education is also a key component of the diabetic foot exam.
A detailed quarterly visit is next described.
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Quarterly Visit Details

Assumptions
 minimum unit of time 1 minute
 RN charting during assessment
 at least 2 BP in the same arm
 Motivational interviewing used for lifestyle change counselling (3 mins for short
intervention, 10 mins for more intensive counselling)
Task

Minimum Time if no
barriers* (minutes)

Minimum Time if barriers*
present (minutes)

Review blood sugar results (home
log, take office blood sugar)

1

1

Check blood pressure

2

3

Measure weight

1

1

Measure waist circumference

1

1

Check feet/lower legs

2

3

Review nutrition

3

10

Discuss activity

3

10

Review medications

1

2

Discuss tobacco use

1 weighted average

3 weighted average

Discuss alcohol use

1 weighted average

3 weighted average

Psychosocial assessment (social
supports, depression)

1

5

Review blood work including Hgb
A1C, cholesterol

2

3

Review vaccination status, last eye
exam

1

1

Make referrals

2

2

6

11

Adapted from Building Healthy Lifestyles Vascular Protection Diabetes Clinical Guide, Chinook Health Region;
*barriers e.g. mobility, language, health literacy etc.
Per the Atlanta Agency for Healthcare Research and Quality
•
•
•

Patients can achieve good diabetic control if providers recommend intensive therapies, use a team
approach, furnish appropriate preventive care, and put into practice proven strategies that help patients
better manage their care.
Intensive therapy using a team approach is an effective way to reach the major goals of diabetes therapy:
lowering glucose (blood sugar) to appropriate levels and avoiding or postponing the onset of serious
complications. From http://www.ahrq.gov/research/diabria/diabetes.htm
Adapted from http://www.ccdgp.com.au/site/index.cfm
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Required treatments and services
including patient actions

Patient has a clear understanding of diabetes
and the patient's role in managing the
Patient education
condition

Member of CDM Team

Registered Nurse

Medication management

Ensure correct use of medications.
Undertake Home Medicine Review

Maintain healthy diet and optimum weight
range

Registered Nurses who have
Maintain healthy nutrition and weight control Diabetes Educator
designation/Dietitian

Maintain physical activity

Development of exercise program suitable to
Registered Nurse (on site)
needs of patient

Smoking cessation

Smoking cessation program

Referrals to Registered Nurse

Minimize complications

Optimize medical management

Nurse Practitioner/Registered Nurse

Foot wounds / bruising and foot care

Chiropody

Chiropodist

Co-morbidity, e.g. hypertension, dyslipidemia

Optimize medical management

Nurse Practitioner/Registered Nurse

Improve wellbeing

Manage depression

Referrals to mental health worker

Reduce social isolation

Linkages to community services/involve in
Diabetic Conversation Maps

Case Manager/Registered Nurse
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Mental Health Management

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name

Type

Priority

Mental Health
Management

Chronic
Mental
disease
health
management

IHP FTE
Involvement
0.3 FTE RN0.1
FTE Pharm0.1
FTE
Counselors

Program Description Goal

Target Population

• Provide mental
• To assist referred
health support in
patients in
order to enable
understanding and
patients to take
managing their
charge of their
disease or trauma
lives and be
through education
more effective in
and counselling.
dealing with their
mental health
• To see
issues.
improvements
via a revised PHQ-9.

• 4,893 patients with a
mental illness
diagnosis.
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• Patients with anxiety
• Patients with stress
• Patients with
depression
• Patients with trauma

Target # of
Objectives
Program Activities
Patients
• 660
• Better mental • Offer up to 12
• average # health selfindividual counselling
of visits to management
sessions based on
be tracked. through
patient need.
one-on-one
counselling, • Offer groups and
groups and
seminars to teach
seminars.
mental health selfmanagement.
• Have patients
complete a PHQ-9
at outset of
counselling and at
the end of sessions.

Performance
Targets
1) 80%

Performance Measures
1) Patient satisfaction with
one-on-one counselling
using the Session
Rating Scale.
2) % of patients who are
attending groups.

2) 15%

3) Patient satisfaction with
groups using the Group
Rating Scale.

3) 80%

4) % of patients with
improvements in PHQ-9.

4) 60%
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Mental Health Management

Physicians have identified depression/ anxiety as a high need and high demand area (in
physician offices) that continues to rise. Most physicians see at least one patient a day
who needs assistance in this aspect of their lives. They have noted that as anxiety,
stress and depression are factors in chronic disease management, having the ability to
internally refer patients to the team is a major benefit.
In 2020, the primary goal of SAFHT’s Mental Health Team is to provide patients with
mental health services (including coping mechanisms and strategies), in order to enable
them to take charge of their lives and be more effective in dealing with their day-to-day
issues. The team consists of four MSWs (4.0 FTEs), a Psychiatrist (sessional = 130
sessions), and a Case Manager.
SAFHT has approximately 6,372 patients (16.5%) who were charted as having a mental
health issue. This data it is recognized overstates the number of patients in need of
current assistance.
The Board of SAFHT recognizes that continuous standardization in mental health
charting will need to be done in 2020-2021:




Patients may have resolved issues with previous incidents being no longer manifest
Patient may be well controlled with either medication or self-management
Patient may be in need of counselling or assistance, but other than relating their
issues to the physician, the patient is in denial because of stigma and declines a
referral to the Mental Health team.

This is a very large group currently comprising 2,800 patients or 44% of all patients with
an undefined or unresolved Mental Health issue/diagnosis.
Of the remaining patients approximately 660 are seen in a year by the SAFHT Clinical
Social Workers/Counsellors. Patients being seen by counsellors are given between 812 individual counselling sessions in a year. Each session is approximately 45 minutes,
leaving the MSW to chart for the last 15 minutes in the hour.
Patients experiencing issues of stress, anxiety and/or panic attacks are 28.9% of mental
health patients. They take the bulk of the MSWs time and the team is expanding
sessions, to provide patients with an understanding of their condition, and the tools and
techniques that can be useful in managing their behaviour. Group evaluations were
uniformly positive in meeting all or most of the client’s needs and in the words of a
patient continue to resonate: “All of it was true to my disorder and now I must get
out of my comfort zone and do the exercises so that I can have my life back”.
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The next highest demand area is support for people with depression: There are
approximately 1,714 patients currently charted with this condition. Here too the FHT
has introduced a group learning and managing program entitled “Beyond Blue”. This
group’s evaluation too met the needs of patients, and helped reduce the demand for
individual counselling a well as the total hours needed per individual.
Besides these groups, teaching courses that are being planned for 2020-2021 include:
Assertiveness Training for Women; Stress; and Positive Approaches to Trauma Healing
(PATH).
SAFHT continues to work with a psychiatrist from Sunnybrook Health Sciences Centre
to work with the Mental Health Team via OTN using anonymized cases. Physicians and
the pharmacist have also found it useful in terms of working with the psychiatrist on the
efficacy of appropriate medications.
Over the next year, within its existing resource base, SAFHT is proposing to:
• Link with the out-patient psychiatry service at The Scarborough Health Network,
Ontario Shores, Michael Garron and North York General.
• Further improve efficiencies in the referral process.
• Improve access through on-site counselling at various sites.
• Provide assistance to outside specialized resources through resource navigation.
• Develop protocols for identifying and tracking mental health services in more detail
including patient follow through and satisfaction surveys.
• Develop and distribute information packages to clients.
• Post resources on the SAFHT website for patients.
• Provide in-service training and tool kits/tip sheets for physicians in high-demand
areas such as anxiety and coping mechanisms.
• Encourage all physicians to enroll in the new mental health anti-stigma training
program offered by the Mood Disorders Society of Canada (online and free to
CMA members).
• Implement screening tools for depression using computer tablets.
• Leverage existing and develop new linkages to community groups/services to
strengthen SAFHT’s community linkages and partnerships.
• In 2019, SAFHT will note the total diagnosed and referred patients versus the
patient population with mental health diagnosis in the EMR.
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Hypertension Management

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name

Type

Priority

Hypertension
Management

Chronic
disease
management

Heart health

IHP FTE
Involvement
0.1 FTE NP0.8
FTE RN0.1
FTE Pharm0.1
FTE RD

Program Description

Goal

Target Population

• To improve the
• Assist referred
• 6,546 patients with a
quality of life for
patients in
hypertension diagnosis:
patients living with
managing and
either hypertension monitoring their
• Lifestyle change
on its own or as a
disease and reduce
• Hypertension
comorbidity.
the likelihood of their
education for better
health condition
self-management.
degrading.
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Performance
Performance
Measures
Targets
1) % of patients 1) 75%
who have a
set lifestyle
goal.

Target # of Patients

Objectives

Program Activities

• 1,100

• Lifestyle change.
• Hypertension
education for better
self-management.

• One-on one
counselling
education
(motivational
interviewing)
and monitoring. 2) % of patients 2) 60%
who have
• Referral to other
reached their
SAFHT Groups
target BP
for education.
within 1 year.
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Hypertension Management

In 2020, approximately 6,373 (16.6%) of SAFHT’s patients were living with
hypertension, and receiving care from the team of physicians, nurses, nurse
practitioners and the pharmacist. Research indicates that hypertension is “the most
prevalent chronic disease in Canada” and that it has a significant impact on the Quality
of Life of those living with the condition. Also, hypertension is “the number 1 modifiable
risk factor to address for strokes and among the top modifiable risk factors to address
for heart attacks” (Heart and Stroke Foundation of Canada).
SAFHT has adjusted its hypertension tracking into two categories:
1. patients with just hypertension
2. patients with hypertension as a co-morbid condition.

Resource utilization in patient visits (Nurses)
Clients identified as having high normal blood pressure will receive annual follow-ups.
Patients who have already been diagnosed with hypertension but whose blood pressure
is at target will have follow-up appointments every 3-6 months. Patients whose blood
pressure is above target will have follow-up appointments at least every 2 months. The
hypertension visit with the SAFHT RN includes: measurement of blood pressure, waist
circumference, weight and height, client education around hypertension, related
complications, lifestyle counselling including weight management, dash diet, physical
activity, medication review, blood work review, discussions around self-monitoring,
smoking cessation and alcohol consumption and stress management. RNs also follow
up on the last date of ECG and annual flu vaccine status. Referrals will be made to the
Heart Healthy Program, Healthy You Program, Smoking Cessation, CAD/CHF Program,
Dietitian and if appropriate other community resources.
Here too patients will be tracked based on both referrals to the EMR and SAFHT’s
program.
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Coronary Artery Disease / Congestive Heart Failure Management
Management

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name
Coronary Artery
Disease/
Congestive Heart
Failure

IHP FTE
Program Description
Involvement
Chronic
Heart Health 0.1 FTE NP0.8 • Stabilize chronic
Disease
FTE RN0.1
conditions to
Management
FTE Pharm0.1 avoid
FTE RD
complications
and degradation.

Type

Priority

Goal

Target Population

• Assist referred
• 1,018 patients with a
patients in
CAD or CHF diagnosis.
managing and
monitoring their
disease and reduce
the likelihood of their
health condition
degrading.
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Target # of
Patients
• 100

Objectives

Program Activities

• Lifestyle change.
• One-on one
• Healthy Heart
counselling
education
education
for self-management.
(motivational
interviewing) and
monitoring.

Performance
Performance
Measures
Targets
1) % of patients 1) 75%
who have a
set lifestyle
goal.

• Referral to other
SAFHT Groups
for education.
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Coronary Artery Disease / Congestive Heart Failure Management

In 2020, approximately 821 patients of SAFHT (2.1%) were living with Coronary Artery
Disease (CAD) and approximately 0.7% (258) had Congestive Heart Failure (CHF).
Another 5,957 or 15.5% had Dyslipidemia. Patients received care from physicians,
nurses, nurse practitioners, and the pharmacist. A number of patients also attended the
Healthy Heart pilot program which is now offered at three different community locations,
four times a year.
SAFHT CAD/CHF program is intended to improve management of this chronic disease
along with Dyslipidemia, to prevent a downward spiral, empower patients, and improve
patient outcomes through intense monitoring, counselling and related programs such as
Healthy Heart. In order to provide this program, SAFHT is redeploying its nurses to
address this priority, based on physician referrals.
During Phase One (8 months), SAFHT would focus on those clients with the most
complex illness experiences, and would consider multiple factors such as quality of life
and frequency of hospitalizations. Patients would be grouped into two categories e.g.
those who are good at self-management and only come in for routine checks, and those
patients who have poor self-management, high lipids, frequent hospital visits etc. The
new Program sub-committee will determine more accurate targets and initial measures.
During Phase Two, a nurse practitioner would establish an oversight committee to
ensure effective internal coordination and use of resources. A “blitz” approach would
then be planned for each site. Patient schedules and space booking would be planned
for each site visit. Each site would begin to assess scheduling options for optimal
access times. At each site, it is anticipated that each visit would take approximately 2
hours per patient (1/2 hour per NP, Pharmacist, and dietician time), plus 15 minutes to
complete charts and follow up with the patient’s physician.
After a three-month evaluation and necessary adjustments to ensure operational
feasibility, the roll-out would be scaled up in the latter half of the first year and in
subsequent years.
On an ongoing basis, the Nurse Practitioner along with the Program Manager would
facilitate external system navigation, identify gaps and trends, develop and update
policies; procedures and protocols as required, revise/develop and monitor measures,
and provide updates to the SAFHT team.
During Phase Three, the program will be evaluated.
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Complex Vulnerable Care/FoCuS Program

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name

Type

Priority

Complex Vulnerable Chronic
Seniors'
Care/ FoCuS Program Disease
Care
Management

IHP FTE
Involvement

Program Description Goal

3.5 FTE NP0.3
FTE Pharm0.2
FTE Case
Worker0.1 FTE
Counselors

• Assist complex
vulnerable
patients achieve
optimal medical
outcomes.

Target Population

Target # of Patients

• Assist referred
• 2,806 complex patients. • 1,300
patients in
managing and
• Complex patients with
• number of home visits.
monitoring their
multiple chronic
disease and
conditions and other
coordinate their care vulnerabilities or sociotaking into account
economic factors.
their care goals.
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Objectives

Program Activities

• Manage complex
• SAFHT NPs will
vulnerable patients
help work with
for as long as
patients and their
necessary in the
families to care for
community and
complex patients
enable a warm hand- at home and
off to other providers
develop a
including acute care.
Coordinated Care
Plan that can be
shared with other
non-SAFHT
providers within
the community.

Performance
Measures

Performance
Targets

1) % of FoCuS
patients with
a Coordinated
Care Profile
completed in
their charts.

1) 100%
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Complex Vulnerable Care/FoCuS (FoCuSed Complex Vulnerable Services)1

2.5

Through SAFHTs interactions with the former East Toronto Health Link (ETHL) and the
former North Toronto Health Link (NTHL), it has recognized the interventions possible in
primary care that can reduce the number of ED visits, and dramatically modify the
patient’s medical medium term outcome.
The individual SAFHT patients who participated in Health Link pilots and through a
virtual ward type experience have experienced studied interventions. Others have had
home visits, and one SAFHT family member led the patient experience panel in NETHL.
Through 2018-2019 SAFHT NPs undertook 1,348 home visits respectively and
developed/managed updates to an equivalent number of coordinated care plans. This
does not include all patients who were handed over to hospital-based palliative care
teams.
SAFHT has determined that it will do three things going forward:




Identify its complex vulnerable patients – especially through referrals from its
physicians;
Utilize Coordinated Care Plans.
Connect the program with individual provider organizations (Home and Community
Care, Community Specialists, Hospitals, etc.) and utilize or build on technology /
advances (OTN/TIP nurses) where appropriate.
SAFHT recognizes that while the Ministry is seeking widespread consensus on
defining complex vulnerable, SAFHT has refined its working definition based on the
experience of its NPs running the program. The referrals to the program are now
based on:
Selected patients having at least FOUR of the following Comorbid Chronic Disease
Conditions:







Cardiovascular Disease (e.g. Arrhythmia, Atherosclerosis, CHF, HTN, PVD, CVA)
Respiratory Issues (e.g. Asthma, Chronic Obstructive Pulmonary Disease)
Diabetes
Renal Failure
Mental Health (e.g. Anxiety, Bipolar, Depression, Dementia, Schizophrenia)
Other (e.g. Cancer, Neurological diseases, developmental disabilities)

1

Footnote: Because of COVID-19, SAFHT NPs have ceased home visits and have resorted to virtual care since late
February 2020.
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Vulnerability and Socio-economic Factors
Selected patients should meet at least TWO of the following conditions


Vulnerable (frail senior 65+, palliative)



Economic (having difficulty making ends meet at the end of the month)



Social (inappropriate housing, communication barriers, education, inadequate
social support, ineffective coping)

A dedicated SAFHT Team lead by the Nurse Practitioners looks to improve the
outcomes for these patients based on a defined geographic program service area for
each NP. The challenge for the NPs is in managing patients with care navigation and
care coordination in the absence of these supports from the LHIN Home and
Community Coordinator. Once stable, the patients may be visited by SAFHT nurses or
other professionals to keep them in good health and home visits form part of the basic
protocol where needed.
On the basis of current data SAFHT has the demographic poised to need this program.
Approximately 2,600 patients or 6.9% of the patient population is over 80. Additionally
for those with diseases, 9.9% or 3,800 have three or more co-morbid conditions. It is
anticipated tha demand for this program will spike. So SAFHT has added 2 NPs to this
program in 2020-2021.
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Chiropody Service

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name

Type

Chiropody

Acute/episodic
care

Priority

IHP FTE
Involvement
1.4 FTE
Chiropodist

Program Description Goal

Target Population

Target # of Patients Objectives

• Seniors > 80

• 200

• Individuals with visual
impairments,
neuromuscular conditions,
congenital foot deformities.
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Program
Activities

Performance
Performance
Measures
Targets
1) number of
1) 450
patient visits
to the
chiropodist for
non DM matters.
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Chiropody Service

The chiropody service is an important element in SAFHT’s commitment to chronic
disease management, and is delivered by two part-time chiropodist (1.7 FTE) situated
at two sites. This program is in very high demand and is significantly under-resourced.
Referrals are at saturation point with long waits (four months on average) for new
patients, and the average wait time for a recurring appointment to the clinic for ongoing
foot care is two months. Given that 21% (8,077) of SAFHT’s patients are over 65 this
issue is expected to worsen.
Location has been identified as a fundamental barrier for many patients. During 20172018, approximately 2,200 patients were seen (10-12 clients per day) at one location.
This was seriously overloading the chiropodist. This has now been reduced to 6-9
patients. Emergency appointment slots for new patients have been established by
creating a daily urgent time slot. This is still an untenable situation. Over a third of the
patients are diabetic with established risk status. Approximately 700 are seniors with
disabilities that prevent self-management, and the remaining 600 patients have footrelated problems or require biomechanical assessment.
LEAP (Lower Extremity Assessment Project) program guidelines were implemented to
identify the risk category of all diabetic patients seen, and risk categories were recorded
in patient EMRs. In-service training was provided for nursing staff to aid in basic foot
screening and better identification of risk status and potential foot complications. In
addition, the EMR foot examination stamp was standardized to facilitate consistent data
input on Practice Solutions software. The program has made referral connections with
the Diabetes Regional Coordination Centre.
Forward Planning
SAFHT has also begun discharging low risk patients back to the community to reduce
the number of active patients. SAFHT has begun to direct patients to outside foot
clinics where they exist, and to specialists where insurance coverage permits (private
insurance coverage is not available to most SAFHT patients). In-service training will
continue to be provided to nurses and nurse practitioners as required. New nurses will
be encouraged to take the online LEAP course.
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Asthma, Chronic Obstructive Pulmonary Disease and Smoking Cessation

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name

Type

Priority

Smoking Cessation Health
Smoking/addictions
promotion /
prevention

IHP FTE
Involvement
0.1 FTE NP0.8
FTE RN0.1
FTE Pharm0.1
FTE RD

Program Description Goal

Target Population

Target # of Patients

Objectives

• Provide
counselling and
NRT to smokers
willing to try a
cessation plan.

• 2,396 patients who
smoke.

• 264

• Provide counselling
and NRT to smokers
willing to try a
cessation plan.

• To reduce the
number of smokers
through counselling
and NRTs.
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• Patients who smoke
and are ready to quit.

• number of home
visits.

Performance
Performance
Measures
Targets
• One-on one counselling 1) % of patients who 1) 20%
education (motivational
have reduced the
interviewing) and
number of
monitoring.
cigarettes used
or have quit
• Referral to other SAFHT
smoking.
Groups for education.

Program Activities
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Asthma, Chronic Obstructive Pulmonary Disease and Smoking Cessation

The 2019 data from physician servers showed that over 5% of the FHT population has
asthma and/or is afflicted with COPD. Physicians are best able to manage patients with
their disease by prescribing puffers and reducing instances of lung scaring. The FHT is
working with the physicians and Boehringer Ingelheim to route patients via the use of
Ocean Tablets in some practices to referrals for spirometry and the FHT Smoking
Cessation program.
Smoking Cessation: Disease Prevention
SAFHT has identified 2,470 patients who smoke, representing 6.4% of the patient
population. This number is low when compared to the provincial average of 19%.
Patients who have a diagnosis of COPD (1,005) and are smokers are prime candidates
for this program.
SAFHT also has an ongoing agreement with CAMH, to deliver a program that offers
NRT and counselling to patients wanting to quit. A SAFHT Medical Directive is in place
and in use with this program.
SAFHT recognizes through studies like the STOP Study that the most helpful tool to
assist patients in quitting smoking is counselling. Harvard’s School of Public Health
Research further substantiates this claim. Therefore, in the coming months, TEACH
trained RNs will be holding training sessions for other staff, including nurses and mental
health workers. This “train the trainer program” will utilize the Fundamentals of Tobacco
Intervention: Trainer Toolkit program from CAMH. In 2020 SAFHT will expand the
program by offering the Smoking Cessation program in a group setting to reach more of
those patients who are interested. Follow-up counselling will be offered to group
participants on a one on one basis. It is anticipated that these group sessions will
initially be offered on a quarterly basis, and accommodate 8-10 patients per group.
In addition, brief interventions to identify and counsel smokers using the Tobacco Use
Intervention methodology are planned to be conducted in individual practices. For all
variations of SAFHT Smoking Cessation Programs, the focus will be on harm reduction
and motivational interviews.
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Healthy You

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name Type
Healthy You
(includes a
dietitian
service)

Priority

Health
Obesity/
promotion / nutrition
prevention

IHP FTE
Program Description Goal
Involvement
0.1 FTE NP0.8
• Provide
• To educate and
FTE RN0.1 FTE
education and
motivate patients to
Pharm0.1 FTE
awareness to
eat healthy, be
RD
patients of how
active and to lose
they can live a
weight in a healthy
healthy life with
and realistic way.
appropriate
exercise and
nutrition.
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Target Population
• 11,731 patients who
have a BMI > 25.
• Patients who are
overweight or obese,
or who have an
interest in nutrition
education.

Target # of
Patients
• 1,000
• number of
visits.

Objectives
• Provide
patients with
the tools,
support and
knowledge to
help them
make
permanent
lifestyle and
healthy eating
changes.

Program
Activities
• Hold a 3
hour
education
group every
3 months.

Performance Measures
1) % of patients who
improved understanding
of the need to focus on
specific lifestyle changes
versus weight as the
ultimate goal.

Performance
Targets
1) 80%

2) % of patients who
increased confidence in
planning more balanced
meals.

2) 80%

3) % of patients who
increased commitment to
making long-term
lifestyle changes focused
on healthy eating and
increased physical
activity.

3) 80%
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Healthy You

At the start of 2019, 35.3% of SAFHT clients were estimated as overweight, 40% had
unhealthy eating habits and physicians reported over 50% were not physically active. As of
March 2019, 32% of SAFHT’s patients charts have shown then to have a BMI>25. In terms
of chronic diseases, 16% of clients had hypertension, 12% had diabetes, 8.7% had asthma/
2.6% COPD and 9% had osteoarthritis/arthritis. SAFHT recognizes the impact that healthy
living can have on improving the quality of life of our clients. Lifestyle changes, including
diet and physical activity, can reduce risk factors for developing chronic diseases and
improve outcomes for those already living with chronic conditions.
In order to meet the needs of these clients, SAFHT will continue to make the Healthy You
program a centerpiece in patient education. The program takes a dietary approach to help
participants to improve healthy eating and make lifestyle changes. Referrals to the Healthy
You program included clients living with chronic diseases as well as those with risk factors
for developing chronic conditions. SAFHT is building on the continued success with 94% of
the participants reporting increased confidence in their ability to make positive lifestyle
changes and 90% better positioned to make healthy choices since completing the program.
To increase access and participation for the patient population, the program materials are
being be adapted for different levels of health literacy. The aim is to make the Healthy You
program client-centered. As a result, the material takes into consideration the multi-cultural
composition of participants who are being referred, so that SAFHT can better meet their
needs. To increase accessibility to the program, SAFHT will develop/acquire training
materials so that RNs can deliver the program with the Dietician in an advisory role. The
Healthy You program will also increase linkages with Eat Right Ontario services in the
community and incorporate physical activity advice.
Approximately 13,600 of SAFHT’s clients could potentially benefit from the Healthy You
program. In consideration of such factors as targeting the family care-giver, patient
motivation, seasonal attendance, operational feasibility, etc., SAFHT converted its Health
Promoter position to a dietitian role and hired an additional 0.5 FTE Dietitian to hold the
program with a target group of 1,300. The goal is to offer the program to 300 more clients
in year two, 300 clients in year three and 400 clients thereafter.
The target group will continue to include clients who have chronic disease as well as those
with risk factors for developing chronic conditions.
In 2019 four 9 hour sessions (3 days for 3 hours) were held for 966 people, culminating in a
grocery store tour to test and review learnings on nutrition labelling. Participants reported
being 100% confident to choose appropriate foods, and motivated to make long term
lifestyle choices focusing on healthy eating and physical activity.
A patient summarized as follows: “I am motivated to continue making small changes
to build on making permanent changes to have a healthier life”.

Scarborough Academic Family Health Team – 2020-2021 AOP Submission

Page 57 of 59

FHT Annual Operating Plan Submission: 2020-2021

Part B: 2020-2021 Service Plan
Operations, Programs & Services

Healthy Heart

Schedule "A"
Appendix 3 - Programs and Services
Scarborough Academic Family Health Team
Beginning 2020-2021
Programs/Services
Program Name

Type

Healthy Heart

Health
promotion /
prevention

IHP FTE
Program Description Goal
Target Population
Involvement
Obesity/ 0.1 FTE
• Provide
• To educate patients • Patients with a
nutrition Pharm0.8 FTE
education and
about dyslipidemia
diagnosis of
Case Worker3.6 awareness to
and hypertension
dyslipidemia, a family
FTE Counselors patients on the
and how they can
history of heart
risk drivers for
help manage their
disease, or interest in
their disease
diseases with diet,
the topic.
condition and
weight and lifestyle
how these risks
changes.
can be moderate
with diet and
exercise.

Priority
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Target # of
Patients
• 250

Objectives

• To educate
patients with
• number of
dyslipidemia
visits.
and
hypertension
and how they
can help
manage their
diseases with
diet, weight
and lifestyle
changes.

Program
Activities
• Hold a 3
hour
education
group every
3 months.
• Develop a
multicultural
component
to reach
different
levels of
health
literacy.

Performance Measures
1) % of patients who
improved understanding of
the risk factors for heart
disease.

Performance
Targets
1) 80%

2) % of patients who
improved confidence to
choose appropriate to
meet health goals.

2) 80%

3) % of patients who
increased commitment to
making long-term lifestyle
changes focused on
healthy eating and
increased physical
activity.

3) 80%
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Healthy Heart

At the beginning of 2019-2020, 35.3% of SAFHT clients were estimated as overweight,
40% had unhealthy eating habits and physicians reported that over 50% were not
physically active. As of March 2019 – 5,957 patients had laboratory test results
showing that they are dyslipedemic, which is 15.5% of the patient total. In terms of
chronic diseases, 16.6% of clients had hypertension, 12% had diabetes and 2.1% had
coronary artery disease. SAFHT recognizes the impact that healthy living can have on
improving the quality of life of our clients. Lifestyle changes, including diet and physical
activity, can reduce risk factors for developing heart disease and improve outcomes for
those already living with chronic conditions. (http://www.phac-aspc.gc.ca/cdmc/healthy_living-vie_saine-eng.php)
In order to meet the needs of clients with hypertension and dyslipidemia, SAFHT piloted
the Healthy Heart education program in 2011 using materials offered by the Hamilton
Family Health Team. The program takes a dietary approach to help participants
improve their healthy eating and make lifestyle changes. Referrals to the program
included clients who had been referred to the dietician for counselling about diet for
hypertension and dyslipidemia as well as direct referrals to the program from other
members of SAFHT. A total of 212 clients participated in the Healthy Heart program in
2019. 77% of program participants reported that they were confident about choosing the
appropriate foods to eat when hungry. 80% reported that they were motivated to make
lifestyle changes such as healthy eating and increased physical activity.
In order to increase access and participation for SAFHT’s patient population, the
program materials will be adapted for those who have different levels of health literacy.
The aim is to make the Healthy Heart program client-centered. As a result, the material
will take into consideration the multi-cultural composition of participants who are being
referred to better meet their needs. It is estimated that approximately 13,000 to14,000 of
SAFHT clients could potentially benefit from the Healthy Heart program. However, in
consideration of such factors as patient motivation, seasonal attendance, operational
feasibility, etc., SAFHT will continue its 2020-2021 programs with a target group of 900.
The goal is to offer the program to 250 clients this year and expand it based on
additional resources in service hubs.
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