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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 Peterborough Family Health Team’s (PFHT) mission is to “… coordinate and 

empower family practice-centred multidisciplinary teams to provide high quality, 

evidence-based, primary care to meet the needs of all residents of Peterborough 

County.”  

 

The PFHT recently completed an intensive five month long strategic planning process 

resulting in a forward thinking comprehensive strategic plan that aligns with 

provincial priorities. The plan focuses on a renewed role and approach for our FHT, 

sets priorities and establishes directions for the future to ensure long-term 

success. At the core, our plan is about serving the residents of our region and 

providing them with access to the best team-based primary health care possible.  

 

Our 2016-2019 strategic plan identified four Key Directions for Success and these 

align with our QIP: 

 

1. Lead locally and provincially through collaboration and integration (Aligns with 

QIP Priority: Effective, Patient Experience, Timely) 

 

2. Meet the diverse needs of all the residents of our community (Aligns with QIP 

Priority: Equitable, Patient Experience, Timely) 

 

3. Enhance team-based patient-centred care (Aligns with QIP Priority: Equitable, 

Patient Experience) 

 

4. Support primary care delivery through organizational effectiveness (Aligns with 

QIP Priority: Effective, Patient Experience, Timely) 

 

Our senior leadership team is reviewing the information that was gathered through 

the strategic planning process and is developing an operational plan which will 

detail our areas of focus and deliverables over the next three years. In addition, 

we are changing our governance structure from a physician-led board to a mixed 

governance model. This is part of our primary care evolution.  

 

As our Quality Committee was just recently formed and our operational plan is 

currently under development, we are electing to maintain our performance on many of 

the QIP indicators. We want to ensure that our quality improvement indicators align 

with both our operational and strategic plan. 

QI Achievements From the Past Year 

We continue to see favourable results reported on our patient experience surveys. 

Our patients report that we are excelling in the areas of spending enough time with 

them, involving them in care decisions and giving them the opportunity to ask 

questions. We were able to improve on our same/next day performance from 2014/15 

and this is due to a concerted effort to improve access for our patients.  

 

In addition, we are above the Central East Local Health Integration Network (CE 

LHIN), provincial and Canadian average in terms of our patient’s ability to access 

after-hours primary care.  

 

We will continue to seek ways to improve access for our patients as this is a 

priority in Patients First: Ontario’s Action Plan for Health Care. 
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Integration & Continuity of Care 

The Patients First Action Plan and the CE LHIN’s Integrated Health Service Plan 

2016-2019 both place emphasis on more coordinated care for patients with complex 

medical conditions. As one of the partners in the Peterborough Health Link, we 

continue to work on improving co-ordination of care for high-needs patients with 

complex conditions through the development of individualized coordinated care 

plans. Peterborough was a pilot site for the coordinated care plan (CCP) electronic 

tool which has allowed us to move the CCP process along and in fact, we were the 

first organization to have a CCP live on the Care Coordination Tool (CCT.) As part 

of Health Links, we are working with the Peterborough Regional Health Care (PRHC) 

and our local Community Care Access Centre (CCAC) on a Medication Reconciliation 

program which will have a significant impact on reducing hospital readmissions. 

 

Through our Welcome Home program, we continue to work closely with PRHC to 

facilitate transitions of care for our patients post-discharge. The Welcome Home 

program acts as a single point of contact with PRHC to ensure that patients receive 

follow-up care post discharge. The Welcome Home program is able to log onto 

Meditech at PRHC to obtain daily discharge lists which are used to ensure that 

proper follow-up care is arranged. Using internal tracking we are able to see that 

roughly 70% of patients receive follow-up care within 7 days post discharge. 

Although this rate differs substantially from the rate we receive via the Health 

Data Branch, we feel that 70% is more reflective of follow-up care provided in the 

FHT model. We are finding that practices are getting better at arranging and 

providing follow-up care in the recommended time frame - often when the Welcome 

Home program contacts practices to arrange follow-up care, appointments have 

already been booked. 

 

The Welcome Home program is also working in partnership with the Congestive Heart 

Failure (CHF) Centre and PRHC to coordinate and optimize care for patients in our 

region who are living with congestive heart failure. The Welcome Home program 

ensures that patients receive timely follow-up care and recognizing the critical 

roles of education and self-management, patients have the opportunity to attend 

education sessions with registered dietitians and pharmacists as well as access to 

our smoking cessation program if required. 

 

Through collaboration with our local CCAC we identified a gap in process whereby 

primary care providers weren’t being notified prior to their patients being 

directed to go to the emergency department.  We developed and implemented a 

solution to address this gap. 

 

Our FHT-PRHC ED committee continues to meet to review trends and brainstorm ideas 

to reduce utilization of our local ED. We continue to receive CTAS 4 and 5 data 

from PRHC and use this data to identify trends and potential opportunities to 

increase access for our patients.  

 

There has been great movement in relationship building with key community partners 

to put patients first in our community. We regularly meet with PRHC, the 

Peterborough County-City Health Unit, the CCAC and the VON 360 NP-Led Clinic in 

effort to work together to provide a more coordinated approach to providing care in 

our community that aligns with our respective strategic priorities.  
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Engagement of Leadership, Clinicians and Staff 

Our recently formed Quality Committee will play a vital role in future QIP 

development. As we just recently completed our strategic planning process and are 

developing our operational plan, we have chosen to maintain performance on many of 

our indicators for the 2016/17 QIP. Once our operational plan is in place and our 

quality improvement priorities are identified, the Quality Committee will work to 

engage the necessary providers to carry out quality improvement work that aligns 

with our strategic and operational plan. Our QIP is reviewed and approved by our 

Executive Committee of the Board, discussed at the Board and shared with our allied 

health professionals and other FHT members. 

Patient/Resident/Client Engagement 

We are excited to share that we will be forming a Patient Advisory Council (PAC.) 

The PAC will be a sub-committee of the board and will serve in an advisory 

capacity, making recommendations on matters that impact the experience of patients 

and families. In addition, with a mixed governance board structure model, there 

will be a patient voice at our board table. 

 

Through the Health Link process, we are engaging patients in the development of 

their coordinated care plans and hope to identify/extrapolate themes that may 

inform future QI opportunities. 

 

We continue to conduct patient experience surveys on an annual basis and going 

forward, the results will be taken to the Quality Committee and will be used to 

inform FHT QI initiatives.  

 

We will be looking for other opportunities to engage patients and residents in our 

community.  

Other 

We will be exploring other opportunities with regional partners in terms of using 

data to drive quality improvement. We plan to connect with Ross Memorial Hospital 

(Lindsay), North Hastings Hospital (Bancroft) and Campbellford Memorial Hospital to 

obtain CTAS 4 and 5 visit data so that we can identify trends of ED usage in our 

surrounding area. In addition, we will be exploring an opportunity to work with 

PRHC on the data they have access to through Ontario’s Better Outcomes Registry & 

Network (BORN.) BORN collects data about pregnancy, birth and childhood in the 

province. A specialty clinic within our FHT, the Partners in Pregnancy Clinic 

(PIPC) is interested in using this data to inform their quality improvement work. 

 
 

Sign-off 
It is recommended that the following individuals review and sign-off on your organization’s Quality Improvement Plan (where 
applicable): 
 
I have reviewed and approved our organization’s Quality Improvement Plan 
 
 

Board Chair  
Quality Committee Chair or delegate  
Executive Director / Administrative Lead  
CEO/Executive Director/Admin. Lead _______________________ (signature) 
Other leadership as appropriate _______________________ (signature) 
 
 
 



Excellent Care for All 
Quality Improvement Plans (QIP): Progress Report for the 2015/16 QIP 

The Progress Report is a tool that will help organizations make linkages between change ideas and improvement, and gain insight into how their change ideas might be refined in the future. The new Progress 
Report is mostly automated, so very little data entry is required, freeing up time for reflection and quality improvement activities. 

Health Quality Ontario (HQO) will use the updated Progress Reports to share effective change initiatives, spread successful change ideas, and inform robust curriculum for future educational sessions. 
 

Measure/Indicator from 2015/16 

Current 
Performance 
as stated on 
QIP2015/16 

Target as 
stated on 
QIP 2015/16 

Current 
Performance 
2016 

Change Ideas 
from Last Year’s 
QIP (QIP 2015/16) 

Was this 
change idea 
implemented 
as intended? 

Comments 

Lessons Learned: (Some questions to consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
idea make an impact? What advice would you 
give others? 

Percent of patients who stated that 
when they see the doctor or nurse 
practitioner, they or someone else 
in the office (always/often) involve 
them as much as they want to be in 
decisions about their care and 
treatment? 
 
% PC organization population (surveyed 
sample) Source: In-house survey 

93.97 93.97 95.72 Maintain current 
performance as 
we are above the 
provincial and the 
CE LHIN 
benchmark. 

Yes We had planned to maintain 
performance for this indicator. 

We noted a marginal improvement of 1.9%. 

Percent of patients who stated that 
when they see the doctor or nurse 
practitioner, they or someone else 
in the office (always/often) spend 
enough time with them? 
 
% PC organization population (surveyed 
sample) Source: In-house survey 

93.64 93.64 94.18 Maintain current 
performance as 
we are above the 
provincial and the 
CE LHIN 
benchmark. 

Yes We had planned to maintain 
performance for this indicator. 

We noted a marginal improvement of 0.6%. 

Percent of patients/clients who saw 
their primary care provider within 7 
days after discharge from hospital 
for selected conditions (based on 
CMGs). 
 
% PC org population discharged from 
hospital Source: Ministry of Health 
Portal 
 

35.12 36.05 25.56 Continue to use 
the Welcome 
Home program to 
facilitate post-
discharge follow-
up care. 

Yes We didn’t feel that we were 
receiving all discharge 
notifications for FHT patients 
from PRHC as discrepancies 
were noted when the patient 
care coordinator would attend 
hospital rounds. We were able 
to work with PRHC to devise a 
better solution whereby we can 
now log onto Meditech and run 
daily discharge lists for select 
floors and use these to facilitate 
follow-up care. We are now 
confident that we are receiving 
all discharges and the volume 
has increased from when we 
were receiving fax notifications. 

We are finding that practices are getting better at 
arranging and providing follow-up care in the 
recommended time frame. Often when the Welcome 
Home program contacts them, they have already 
arranged follow-up care for their patients.  
 
The definition for this indicator and the data we 
receive from the Health Data Branch continues to 
be inaccurate as it isn’t inclusive of the care 
provided by the FHT model. We saw a 27.2% 
decrease for this indicator. Given the definition of 
this indicator in that it includes physician-only data, 
a decrease in rate can be interpreted as an 
improvement as it demonstrates that we are 
providing better team based care (i.e. the most 
appropriate provider seeing the patient for follow-
up.)  



Measure/Indicator from 2015/16 

Current 
Performance 
as stated on 
QIP2015/16 

Target as 
stated on 
QIP 2015/16 

Current 
Performance 
2016 

Change Ideas 
from Last Year’s 
QIP (QIP 2015/16) 

Was this 
change idea 
implemented 
as intended? 

Comments 

Lessons Learned: (Some questions to consider) 
What was your experience with this indicator? 
What were your key learnings? Did the change 
idea make an impact? What advice would you 
give others? 

Percent of patients/clients able to 
see a doctor or nurse practitioner on 
the same day or next day, when 
needed. 
 
% PC organization population (surveyed 
sample) Source: In-house survey 

51.53 51.53 54.21 Maintain current 
performance as 
we are above the 
provincial and the 
CE LHIN 
benchmark. 

Yes We had planned to maintain 
performance for this indicator. 

We had planned to maintain performance for this 
indicator however we were able to improve our 
performance on this indicator by 5.2%. Our FHT has 
been working hard to improving access and our 
efforts have resulted in improvement on this 
indicator. 

Percent of patients who stated that 
when they see the doctor or nurse 
practitioner, they or someone else 
in the office (always/often) give 
them an opportunity to ask 
questions about recommended 
treatment? 
 
% PC organization population (surveyed 
sample) Source: In-house survey 

94.29 94.29 95.10 Maintain current 
performance as 
we are above the 
provincial and the 
CE LHIN 
benchmark. 

Yes We had planned to maintain 
performance for this indicator. 

We noted a marginal improvement of 0.9%. 

Percentage of acute hospital 
inpatients discharged with selected 
CMGs that are readmitted to any 
acute inpatient hospital for non-
elective patient care within 30 days 
of the discharge for index 
admission, by primary care practice 
model. 
 
% PC org population discharged from 
hospital Source: Ministry of Health 
Portal 

18.16 17.30 16.50 Continue to use 
the Welcome 
Home program to 
prevent hospital 
readmissions. 

Yes We aim to ensure that proper 
follow-up care is arranged post-
discharge in an effort to 
decrease readmissions. We try 
to track readmissions internally 
however we aren’t always 
aware of readmissions. In some 
cases we may learn of 
readmissions inadvertently and 
with others we likely remain 
unaware. 
 

We have been working closely with the 
Peterborough Health Link and other community 
partners to improve transitions and coordinated 
care. 
 
We saw a 9.1% decrease for this indicator. We 
attribute this decrease to the work of our Welcome 
Home program and our FHT providers providing 
timely follow-up care post discharge.  
 

 

 

 

 

 



2016/17 Quality Improvement Plan for Ontario Primary Care

"Improvement Targets and Initiatives"

Peterborough Family Health Team 150 King Street, 4th Floor, Peterborough, ON  K9J 2R9

AIM Measure Change

Quality dimension Objective Measure/Indicator

Unit / 

Population

Source / 

Period

Current 

performance Target Target justification

Planned improvement 

initiatives (Change 

Ideas) Methods Process measures

Goal for change 

ideas Comments

Percent of patients aged 

50-74 who had a fecal 

occult blood test within 

past two years, 

sigmoidoscopy or barium 

enema within five years, or 

a colonoscopy within the 

past 10 years.

% / PC 

organization 

population 

eligible for 

screening

See Tech 

Specs / 

Annually

We recently completed an intensive strategic 

planning process and are currently developing 

our operational plan. This will not be completed 

prior to the 2016/17 QIP submission and 

therefore we are electing not to include this 

priority indicator this year. We reviewed our 

performance on this indicator and we are above 

the provincial and the CE LHIN average.

Percent of women aged 21-

69 who had a 

Papanicolaou (Pap) smear 

within the past 3 years.

% / PC 

organization 

population 

eligible for 

screening

See Tech 

Specs / 

Annually

We recently completed an intensive strategic 

planning process and are currently developing 

our operational plan. This will not be completed 

prior to the 2016/17 QIP submission and 

therefore we are electing not to include this 

priority indicator this year. We reviewed our 

performance on this indicator and we are above 

the provincial and the CE LHIN average.

Improve rate of 

HbA1c testing for 

diabetes

Percent of patients with 

diabetes, aged 40 or over, 

with two or more glycated 

hemoglobin tests (HbA1c) 

within the past 12 months.

% / All patients 

with diabetes

See Tech 

Specs / 

Annually

We recently completed an intensive strategic 

planning process and are currently developing 

our operational plan. This will not be completed 

prior to the 2016/17 QIP submission and 

therefore we are electing not to include this 

priority indicator this year. We reviewed our 

performance on this indicator and we are above 

the provincial and the CE LHIN average.

Reduce hospital 

readmission rate 

for primary care 

patient population

Percentage of acute 

hospital inpatients 

discharged with selected 

HIGs that are readmitted to 

any acute inpatient hospital 

for non-elective patient 

care within 30 days of the 

discharge for index 

admission, by primary care 

practice model.

% / PC org 

population 

discharged 

from hospital

DAD, CAPE, 

CPDB / April 

2014 - March 

2015

16.50 16.50 Peer Group Average: Average 

of big 'five' FHTs = 17.04%; 

Hamilton Networked, Barrie and 

Community, Thames Valley, 

Peterborough, Guelph AND CE 

LHIN average = 16.62% 

(Source: MOHLTC Health Data 

Branch FY 2014/15)

Maintain or improve 

performance using the 

Welcome Home program

• Phone calls to patients/physicians to ensure 

follow-up appointments and care when not 

arranged prior to discharge 

• Identify possible gaps in service and care 

whenever possible through tracking patient 

admission and discharge reports and patient 

phone contacts 

• Provide and track home visits when necessary 

• Develop coordinated care plans through 

Peterborough Health Link 

• Facilitate home care/supports post discharge 

(when necessary)

• # of home visits 

• # coordinated care plans (CCPs) 

• % of discharged patients who have a 

readmission within 30 days (certain HIGs)

• 16.50% (or less) of 

discharged patients 

with specified HIGs 

will be readmitted to 

hospital within 30 

days of discharge 

Improve rate of 

cancer screening

Effective



AIM Measure Change

Quality dimension Objective Measure/Indicator

Unit / 

Population

Source / 

Period

Current 

performance Target Target justification

Planned improvement 

initiatives (Change 

Ideas) Methods Process measures

Goal for change 

ideas Comments

Improve rate of 

cancer screening

EffectiveEquitable Other • We submitted a “Healthy Streets - 

Collaborative Care” proposal requesting a 

salaried physician position to provide 

comprehensive care to our residents 

experiencing homelessness and poverty within 

our community. These residents are not currently 

receiving the care that they deserve as the 

current system is not conducive to proper care. 

This proposal sets out an innovative solution to 

an underserviced and vulnerable population 

within our community. This proposal aligns with 

Health Quality Ontario's "Taking Stock" report 

which indicates that this population shouldn't 

receive their care in the traditional model.

• We belong to the Refugee Resettlement Task 

Force which was formed to organize all 

community resources to welcome refugees to 

our community. 

• We chair a health working group which ensures that 

the refugee's health needs are met.

• We are members of the Gender Journeys 

advisory council and are working with our FHT 

providers to gain capacity in providing 

transgender care in our community.

• We have two First Nations communities within 

our sub-LHIN area who receive comprehensive 

team based primary care.

Improve Patient 

Experience: 

Opportunity to 

ask questions 

Percent of respondents 

who responded positively 

to the question "When you 

see your doctor or nurse 

practitioner, how often do 

they or someone else in 

the office give you an 

opportunity to ask 

questions about 

recommended treatment?"

% / PC 

organization 

population 

(surveyed 

sample)

In-house 

survey / April 

2015 - March 

2016

95.10 95.10 HQO "Measuring Up 2015 - A 

yearly report on how Ontario's 

health system is performing." 

(Ontario = 83.3%, CE LHIN = 

79.9% - data from 2013.)

Maintain current 

performance as we are 

above the provincial and 

the CE LHIN average

n/a n/a n/a

Improve Patient 

Experience: 

Patient 

involvement in 

decisions about 

care

Percent of patients who 

stated that when they see 

the doctor or nurse 

practitioner, they or 

someone else in the office 

(always/often) involve 

them as much as they 

want to be in decisions 

about their care and 

treatment?

% / PC 

organization 

population 

(surveyed 

sample)

In-house 

survey / April 

2015 - March 

2016

95.72 95.72 HQO's "Measuring Up 2015 - A 

yearly report on how Ontario's 

health system is performing." 

(Ontario = 85.0%, CE LHIN = 

82.1% - data from 2013.)

Maintain current 

performance as we are 

above the provincial and 

the CE LHIN average

n/a n/a n/a

Improve Patient 

Experience: 

Primary care 

providers 

spending enough 

time with patients

Percent of patients who 

responded positively to the 

question: "When you see 

your doctor or nurse 

practitioner how often do 

they or someone else in 

the office spend enough 

time with you?"

% / PC 

organization 

population 

(surveyed 

sample)

In-house 

survey / April 

2015 - March 

2016

94.18 94.18 HQO "Measuring Up 2015 - A 

yearly report on how Ontario's 

health system is performing." 

(Ontario = 82.0%, CE LHIN = 

79.3% - data from 2013.)

Maintain current 

performance as we are 

above the provincial and 

the CE LHIN average

n/a n/a n/a

Patient 

Experience



AIM Measure Change

Quality dimension Objective Measure/Indicator

Unit / 

Population

Source / 

Period

Current 

performance Target Target justification

Planned improvement 

initiatives (Change 

Ideas) Methods Process measures

Goal for change 

ideas Comments

Improve rate of 

cancer screening

Effective Improve 7 day 

post hospital 

discharge follow-

up rate for 

selected 

conditions

Percent of patients/clients 

who see their primary care 

provider within 7 days after 

discharge from hospital for 

selected conditions.

% / PC org 

population 

discharged 

from hospital

DAD, CIHI / 

April 2014 - 

March 2015

25.56 25.56 We see this as an area for 

improvement, however we are 

not confident that changes we 

make in the coming year to 

improve the rate of follow-up 

will be reflected in the Ministry 

metric due to the metric's 

limitations (i.e. reporting delay, 

physician-only data, etc.) We 

anticipate that the rate provided 

by the Health Data Branch may 

in fact decrease given the FHT 

model (team based approach) 

to providing care.

Use the Welcome Home 

program to facilitate post-

discharge follow-up care

• Receive PRHC discharge lists and summaries on 

Meditech 

• Obtain and track follow-up appointments with 

most appropriate care provider within the FHT (or 

external if appropriate) within appropriate time 

frame 

• Attend hospital rounds to identify patients 

currently in hospital and soon to be discharged 

• Provide and track home visits (when appropriate) 

• Contact high risk patients post discharge (i.e. 

within 48-72 hrs) to assess required follow-up and 

supports (when necessary) 

• Continue communications with PRHC floor 

managers to streamline discharge notification 

processes

• # patient discharges with specified HIGs 

• # patient follow-up visits booked for patients 

discharged with specified HIGs 

• % of discharged patients who receive a follow-up 

visit within 7 days (if appropriate) 

• # of home visits

• 70% of patients 

identified with HIGs 

discharged from the 

hospital will receive a 

follow-up appointment 

with the FHT (or 

specialist if 

appropriate) within 7 

days (where 7 days is 

an appropriate time 

frame.)

• Data provided from the Health Data Branch 

only includes follow-up care provided by a 

member of the group practice to which the 

patient is rostered. Further to this, follow-up is 

restricted to professional services provided by 

any GP/FP, geriatrician or pediatrician in the 

practice group the patient is rostered to. This 

isn't inclusive of the FHT model and there are 

instances when the appropriate provider for 

follow-up care may be a nurse practitioner, 

pharmacist, registered dietitian or mental health 

clinician. There may be other instances where 

follow-up care may take place with a specialist 

and therefore a visit to the patient/client's 

physician is not necessary. Additionally, patient's 

may receive follow-up care in a specialty clinic 

(i.e. CHF Centre, TIA/Chest Pain Clinics) if this is 

the most appropriate for the patient

• We can foresee that our performance via the 

Health Data Branch may in fact decrease rather 

than increase due to follow-up care being 

provided by providers other than the patient's 

GP/FP

• Our goal for this change idea is 70% as this is 

the rate that we have been achieving through 

internal tracking which is inclusive of the FHT 

model and specialists providing follow-up care 

(where appropriate)

Improve timely 

access to primary 

care when needed

Percent of patients/clients 

who responded positively 

to the question: "The last 

time you were sick or were 

concerned you had a 

health problem, how many 

days did it taken from 

when you first tried to see 

your doctor or nurse 

practitioner to when you 

actually SAW him/her or 

someone else in their 

office?"

% / PC 

organization 

population 

(surveyed 

sample)

In-house 

survey / April 

2015 - March 

2016 (or most 

recent 12-

month period 

available)

54.21 54.21 HQO "Measuring Up 2015 - A 

yearly report on how Ontario's 

health system is performing." 

(Ontario = 44.3%, CE LHIN = 

39.0% - data from 2014.)

Maintain current 

performance as we are 

above the provincial and 

the CE LHIN average.

n/a n/a n/a

Timely


