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OVERVIEW
Taddle Creek Family Health Team (TC FHT) has two sites in 
downtown Toronto, Ontario: Bay/College & Bloor/Christie.  TC FHT 
has 18553 enrolled patients and about 4564 active, non rostered 
patients.  Our clinical team consists of 16 physicians, 3 nurse 
practitioners, 3 registered nurses, 4 social workers, 1 dietitian, 1 
pharmacist and 1 physician assistant.  We also have a Diabetes 
Education Program (DEP) who cares for both TC FHT and 
community patients living with diabetes.  DEP staffing consists of 2 
diabetes nurse educators and 2 dieticians.  In total there are 50+ 
staff working to care for this population.

TC FHT has a Quality Improvement Committee (QIC) that meets 
quarterly with two physicians, interdisciplinary health providers and 
administration; there is representation from both sites.  Our QIDSS 
(Quality Improvement Decision Support Specialist), in conjunction 
with the Executive Director, chair the QIC.  The QIC is responsible to 
develop the Quality Improvement Plan (QIP), implement change 
ideas and monitoring progress.  In drafting the F20/21 QIP, QIC 
considered Health Quality Ontario’s (HQO) priority indicators & 
Practice Reports, the ON MOHLTC's Health Data Branch statistics, 
TC FHT’s F19/20 QIP (including Patient Care Survey results) and TC 
FHT’s 2015 Strategic Plan.  The QIC also considered The People’s 
Health Care Act, 2019, the government’s mandate to address 
Ontario’s health system capacity challenges. Once the QIP is 
finalized, the Executive Director discuss it with TC FHT's Board in 
June and then report on progress throughout the year. The QIC will 
also present at a late spring Clinical Meeting (where most staff are 
present).  

Below is an overview of TC FHT’s F20/21 QIP. For each measure, the 
following is provided: current performance/target, quality 
dimension, rationale and our change ideas.  

1)  Measure:  % of hospital discharges (any conditions), where 
timely (within 48 hours) notification was received, for which f/u was 
done (any mode, any clinician) within 7 days of discharge.
Current Performance:  71%    (Source: eMR)       Target:  75%          
Dimension:  Efficient

Rationale:  Discharged patients require ongoing support from 
primary care once discharged from hospital.  When we receive 
notice from hospitals that one of our patients has been discharged, 
we aim to contact the patient, ideally within 7 days of their 
discharge to discuss discharge instructions, discharge medications, 
home-care needs, f/u with specialist appts, in-home supports and 
their need to come in for an appointment.  By following up with 
patients we ensure their conditions have stabilized and their care is 
coordinated supporting an effective transition from hospital to 
home and potentially avoid readmissions.    

Change Ideas:  F19-20 was the 1st year TC FHT collected data for all 
conditions (not just selected conditions). We did this to reduce the 
burden on Administrative Staff who had difficulty deciphering from 
hospital discharge summaries if the discharge was for a selected 
condition and b/c there may be pts discharged, for other reasons 
(other than selected condition), who need support.  We send a 
message to the Primary Care Provider (PCP) to review the chart to 
determine if contacting pt is necessary (and provide method to 
indicate 'Contact NOT Necessary' - cases removed from 
denominator) and to document in the already inserted '7-day Post 
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Hosp Disch. F/U Encounter Assistant (EA).'  Although the 
importance of completing the EA consistently and accurately was 
communicated, often it is not, necessitating Admin. to audit and 
complete.  It is for this reason that monitoring and reminding PCPs 
to complete that EA consistently and accurately is continuing for 
F20-21.  A second change idea is to monitor the use of a new 
malnutrition screening tool - 3 questions (imbedded into the EA).  
We know that 30-50% of seniors are malnourished upon hospital 
admission and that only 11% are referred to a dietitian for 
malnutrition management post discharge (i.e. referral to FHT's 
dietitian if score <22).  

2)  Measures:  % of patients able to see a doctor or nurse 
practitioner (NP) on the same or next day, when needed.
Current Performance:  77%    (Source: 19-20 Survey).      Target:  
80%
% of patients who stated that when they see the doctor or NP, 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
Current Performance:  97%    (Source: 19-20 Survey)        Target:  
97%  
Quality Dimensions:  Timely/Patient-Centred

Rationale:  In May 2015, the Institute of Medicine defined patient-
centered care as:  “Providing care that is respectful of, and 
responsive to, individual patient preferences, needs and values, and 
ensuring that patient values guide all clinical decisions.  Being 
patient-centred means listening to, informing and involving patients 
in their care."  Since 2013 TC FHT has been surveying our patients 
because we want to hear what our patients are saying about access, 
about the care and treatment they are receiving and how they think 

we can improve.  We will continue to survey our patients, support a 
patient advisory committee (PAC) and act on what we hear to the 
best of our ability.
 
Change Ideas:  We will continue to pose the following questions on 
our Patient Care Survey: The last time you were sick or were 
concerned you had a health problem, now many days did it take 
from when you first tried to see your doctor or NP to when you 
actually saw him/her or someone else in the office?  When you see 
your doctor or NP or someone else, how often do they involve you 
as much as you want to be in decision about your care and 
treatment?  We also want to continue using our online patient 
portal (Health Myself) to administer the survey to maintain the 
efficiency gained in F19-20.  We will continue to collect, once a 
month, for all physicians/NPs, the number of days to their third next 
available (TNA) appointment and present to our Board the '% of 
months with a TNA <=1 day.'  Our last change idea for this measure 
is to add the other remaining 6/19 physicians/NPs to use e-
booking. 

3) Measure:  % of non-palliative patients newly dispensed an opioid 
prescribed by any provider in the healthcare system within a 6-
month reporting period.
Current Performance: 3.3%       (Source:  FY18-19 HQO PCPR)       
Target: 3%
Quality Dimension:  Safe

Rationale:  Opioids are natural or synthetic substances used to 
reduce pain in clinical settings, but are also produced and 
consumed non-medically. Common opioids include oxycodone, 
hydromorphone and fentanyl. While they can be an effective part of 
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pain management for some medically supervised patients, opioid-
related harms such as addiction and overdose present a significant 
challenge for public health.  The City of Toronto's number of 
suspected opioid overdose calls received by Toronto Paramedic 
Services, from December 9, 2019 to March 1, 2020 was 800 with 33 
fatalities.

Change Ideas:  F19-20 TC FHT worked to understand what part we 
should play in this complex health and social issue and how it 
impacts our patient population.  Since 2010 we have had a 
policy/procedure in place for prescribing of opioid (Narcotic) 
medications (posted on our website).  Our policy/procedure was 
based on The College of Physicians and Surgeons of Ontario's 2000 
Evidence-based Recommendations for Medical Management of 
Chronic Non-Malignant Pain.  In F19-20 we updated our existing 
policy/procedure to ensure best practices (we used a lot of the 
HQO resources provided at their Feb 11, 2019 webinar).  In F19-20 
we also implemented a Opioid Resource Custom Form that includes 
pain/risk/f/u assessments, our tx agreement, clinical tools and pt 
education documents.  In F20/21 we plan to build on this by 
monitoring that all pts newly prescribed opioids (by TC FHT 
providers) or first renewal of opioids (by TC FHT providers) when 
prescribed by external healthcare providers, have a signed opioid 
contract in their eMR

4) Measure: % of pts who receive a medication reconciliation, within 
7 days, after discharge from hospital.
Current Performance:  21%      (Source:  eMR)      Target:  25%

Rationale:  A recent Canadian adverse events study indicates that 
the most common types of adverse events include drug-related 

events (Baker, Norton, Flintoft, Blais, Brown, Cox, Etchells, Ghali, 
Hébert, Majumdar, O’Beirne, Palacios-Derflingher, Reid, Sheps and 
Tamblyn, JAMC, 2004).  The study found that 3.1% of 3745 charts 
reviewed retrospectively had documented an adverse drug reaction. 
However, this is likely underestimated as unplanned hospital 
admissions or readmissions due to medication non-adherence may 
not be captured.  

Change Ideas:  In F19/20 we improved our MedRec documentation 
tools in order to calculate % of pts who receive a medication 
reconciliation, within 7 days, after discharge from hospital.  Our 
Quality Improvement Decision Support Specialist (QIDSS) converted 
our MedRec stamp to a MedRec Custom Form (CF) that can be 
used independently and also imbedded the CF into our '7-day Post 
Hosp Disch. F/U Encounter Assistant (EA).  Our pharmacist educated 
the team on using the MedRec CF and EA and also how to do a 
MedRec.  

For F20/21 we plan to calculate % of pts who receive a medication 
reconciliation, within 7 days, after discharge from hospital. 
Numerator will be # pts with a 7 day Post Hospital Discharge F/U 
EA with 'yes' to Med Rec, denominator will be # pts with a 7-day 
Post Hosp Disch. F/U EA. We also plan to develop a Medical 
Directive that allows an interdisciplinary approach MedRec. This 
would allow TC FHT to eventually expand the MedRec initiative to 
other patient sub-populations (i.e. complex pts and frail elderly).  

5) Measure:  % of patients, >=18yrs, screened for poverty.
Current Performance:  1.6%       (Source: eMR)       Target:  CB
Quality Dimension:  Equitable Care
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Rationale:  A recent report by Statistics Canada (Cause-specific 
Mortality by Income Adequacy in Canada: A 16-year Follow-up 
Study) demonstrated that income inequality is associated with the 
premature death of 40,000 Canadians a year.  Income is a social 
determinant of health, if we start to discuss income problems we 
can improve health.  We want to continue screening our population 
for poverty by asking two questions: Do you have difficulty making 
ends meet at the end of the month?  Have you filled out and sent in 
your tax forms? If patients confirm they have difficulties making 
ends meet or have not done their taxes, we then will inform, 
intervene and connect.  More specifically we will provide 
information on free community tax clinics and federal/provincial 
social benefits.   
 
Change Ideas:  We did not get traction using our eMR Custom 
Forms (CF) (Socioeconomic Status Screen, Seniors Care, Diabetes 
Intake) designed to measure % of pts screened for poverty (FY 2019
 = 1.6% and 92% from Diabetes Intake CF). For FY20-21, our QIC 
decided to get baseline data, to calculate prevalence of poverty in 
our population, using our Patient Care Survey. We will be adding 2 
questions to our 2020 Pt Care Survey - Do you ever have difficulty 
making ends meet at the end of the months?  Have you filled out & 
send in your tax forms?  We will also, on our Pt Care Survey, direct 
pts to the FHT's website for additional resources, pt handouts and 
appointment booking information for our Single Session 
Counselling.   

6) Measure:  % of pts, turning 50, who complete fecal 
immunochemical test (FIT).
Current Performance:  15%        (Source:  eMR).      Target:  33%
Quality Dimension:  Equitable

Rationale:  Research shows almost 7 out of 10 people diagnosed 
with colorectal cancer have no family history of the disease. It is 
important people get screened even if they do not have a family 
history of the disease. Research has shown most people diagnosed 
with the disease are older than age 50. Getting screened helps find 
colorectal cancer early, when it is easier to treat. When colorectal 
cancer is caught early, 9 out of 10 people with the disease can be 
cured. If someone does not get screened, they could have 
colorectal cancer and not know it.  This is why most people should 
start screening for colorectal cancer at age 50 
(https://www.cancercareontario.ca/en/types-of-cancer/colorectal) 
and why we are targeting pts turning 50 (to get them use to the 
fact that they have to been screened moving forward in their lives).

Change Idea:  In Jan 2014, we initiated a ‘Turning 50 FOBT' QI 
initiative and have continued with this initiative until the 
introduction of the FIT (introduced in Jun 2019).  Our 'Turning 50 
FOBT' QI initiative involved generating a list of pts turning 50, RNs 
auditing chart for appropriateness and then if appropriate, mailing 
a letter, FOBT kit & lab req encouraging pt to do the test. The RN 
then would f/u with the pt in a couple of months to see if test had 
been completed.  The ‘Turning 50 FOBT' QI initiative was successful, 
for example for the months of Mar-Apr 2019 - 33% were 
completing the FOBT test.  With the success of the FOBT QI 
initiative, we wanted this to continue with the FIT but knew the 
process needed revision.  For example, with the FIT, when the 
physician/NP sees the pt they complete the lab req. and then 
Lifelabs mails the kit directly to the pt.  With Lifelabs sending out 
the kit, it now changed the process significantly.  The FOBT QI 
Initiative was stopped in Jul 2019 (with the introduction of the FIT) 
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and we immediately saw a drop in the % of pts Turing 50 
completing the test (Jul-Aug 2019 = 14.6% & Sep - Feb 2020: 
15.3%).  We have revised the process using the Preventative Care 
Summary Report in our eMR and plan to continually measure until 
we once again meet a target of 33%.

7) Measure:  % of patients with diabetes, aged 40 or over, with two 
or more glycated hemoglobin (HbA1C) tests within the past 12 
months.
Current Performance:  56%           (Source:  eMR)       Target:  60%
Quality Dimension:  Equitable Care

Rationale:  In 2017, Statistics Canada reports 7.3% of Canadians 
aged 12 and older (roughly 2.3 million people) reported being 
diagnosed with diabetes.  This is obviously a population health 
concern.  Good diabetes care can reduce the impact of the disease 
(i.e. premature deaths, hospitalization for cardiovascular/renal 
disease, etc.).  We want to make sure our patients are managing 
their diabetes by ensuring excellent ongoing diabetes care and one 
way to do that is for patients suffering from diabetes to visit us.

Change Ideas:  We will provide reports of patients who have not 
had two or more HbA1C tests in the past 12 months in the fall of 
2020 to primary care providers and to our Diabetes Education 
Program [for FHT patients historically seen by the DEP but not in 
the past 12 months (for them to follow up with these patients)]. 

Summary

TC FHT’s 2020 QIP initiatives are ambitious but worthwhile. We 
continue to follow up with pts within 7 days of a hospital discharge 

and follow up with pts living with diabetes who haven't had 2 
HbA1c tests in 12 months. We are also transitioning our colorectal 
cancer screening process for the FIT and working to address income 
inequity. To improve safety, we are improving our opioid 
prescribing and medication reconciliation practices. Lastly we are 
listening to our patients' voice via our patient care survey.

DESCRIBE YOUR ORGANIZATION'S GREATEST 
QI ACHIEVEMENT FROM THE PAST YEAR
In F19-20 we had a goal to optimize pain management strategies 
while ensuring opioids are used safely and patients are well-
informed of the potential risks and benefits before starting and 
continuing therapy. We believe we made major strides towards this 
goal thus making it our greatest QI achievement. To achieve this 
goal we updated our Prescribing of Opioid (Narcotic) Medications 
for Chronic Non-Cancer Pain Policy & Procedure and our Treatment 
Agreement (see attached).  We also built and implemented a Opioid 
Custom Form (CF) (see attached) in our electronic medical record 
for clinicians to use.  The CF includes: pain/risk/f/u assessments, our 
tx agreement, clinical tools and pt education documents.  Our 
Quality Improvement Committee [more specifically our Pharmacist 
and Quality Improvement Decision Support Specialist (QIDSS)] 
presented the work to the FHT on Nov 26, 2019. The material was 
well received. To ensure our patients were aware, we posted the 
Policy & Procedure on our Website and wrote an article in our 
patient newsletter (published Spring 2020). In F20/21 we plan to 
build on this work by tracking the % of patients with newly 
dispensed or renewed opioids with signed opioid contract in the 
eMR.
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COLLABORATION AND INTEGRATION
TC FHT is actively collaborating in the development of the Mid-
West Toronto Ontario Health Team (MWT-OHT). TC FHT's Board 
has discussed OHTs during their last 4 Board meetings and was 
listed as a ‘supporter’ on the MWT-OHT Self-Assessment submitted 
to Ontario Health in Apr 2019. We are involved in a number of 
community committees, for example TC FHT's Executive Director 
attends the MWT-OHT Partnership Mtgs, one Physician Lead 
attends the Mid-West Toronto Sub-Region (MWTSR) Primary and 
Community Care Committee mtgs and another Physician Lead 
attends the Mid-West FHT Collaborative Mtgs. By engaging in these 
forums, TC FHT works with healthcare community partners in our 
region (i.e. hospitals, home care, primary care, mental health and 
community support agency partners). 

At the patient level, TC FHT has many examples of integration 
benefiting both our patients and patients in our community, here 
are a few:
1.     A Community Care Access Centre coordinator is embedded 
into our PrimaryCare@Home Team. This allows us to improve 
integration and coordination of home care for 50+ frail seniors with 
complex needs.  
2. We continue to accept referrals from UHN’s Emergency 
Department as part of MWTSR's RED (Referrals from Emergency 
Department) Project.  These referrals are for complex, unattached 
patients who frequently visit UHN's Emergency Department. In 
calendar 2019, TC FHT accepted 17 RED referrals.
3. The Centre for Addiction and Mental Health (CAMH) and TC 
FHT’s Mental Health Program formed a partnership in Jan 2018 to 
provide quicker access to Cognitive Behavioural Therapy (CBT) 

Groups at TC FHT for patients suffering from mild to moderate 
depression and anxiety. This partnership continues to grow, in 
F19/20, 7 CBT groups were held for 51 patients. 
4. We continue to accept referrals for our Telemedicine Impact Plus 
(TIP) Clinics, also a MWTSR Project. These referrals are for 
community physician's complex patients.  TIP clinics are an inter-
professional clinic that uses telemedicine equipment to connect 
with the patient and the community physician. TC FHT hosted 6 TIPs 
in F19-20.
5. Our Diabetes Education Program continues to accept referrals 
from 250 community physicians.

TC FHT knows large-scale system improvements require 
collaboration and integration with other healthcare partners. TC 
FHT will continue to work with the MWT-OHT and engage in 
MWTSR projects to improve services for both our patients and 
community patients in our region.

PATIENT/CLIENT/RESIDENT PARTNERING AND 
RELATIONS
Our patient engagement strategy includes both formal and informal 
mechanisms.  Formal patient engagement is received via our Patient 
Advisory Committee (PAC) and by conducting focus groups. 
Informal patient engagement is received via patient care surveys 
and group/clinic evaluations all of which impacted our F20-21 
quality improvement plan (QIP).

FORMAL

Seniors Advisory Volunteer Initiative (SAVI) is TC FHT's PAC (10-12 
seniors).  SAVI meets quarterly with the Executive Director and a 
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physician. The purpose of SAVI is to receive input on FHT 
programs/clinical activities, to promote senior services at TC FHT 
and to disseminate knowledge/ideas related to the health and well 
being of seniors. The following is a list of how SAVI impacted our 
F20-21 QIP:
1.  SAVI reviews (Apr mtg) 2018 Pt Care Survey Results & offers QI 
ideas
2.  SAVI works with Diabetes Education Program (DEP) to review 
DEP letter sent to patients who did not have 2 or more HbA1c tests 
within the past 12 months 
3.  SAVI writes articles for Taddler Newsletter Re: How to Get the 
Most from your Appointment (suggesting patients be involved in 
decisions about their care & treatment) 
4.  SAVI hosts Senior Seminar - When you Have to Leave Your Own 
Home (see Alternative Level of Care Section)

Our last focus group was held in F18-19 Q4 for the DEP's 'Your Path 
to Prevention' workshop. In F20-21, the DEP analyzed the focus 
group input and started to plan for improvements. Some 
modifications were made however further improvements were put 
on hold due to the decision to pursue re-certification with Diabetes 
Canada via their Standards Recognition Program (SRP).  
Improvements, based on the Focus Group input, will resume in F20-
21.  

INFORMAL

The FHTs F19-20 Patient Care Survey (sample size >10% 
population) tells us what we are doing well and what we could 
improve. The survey results can be a powerful staff motivator and a 
treasure trove of QI ideas.  For example, responses to the question, 

'What We Could Do Better' yielded the following common 
suggestions:

Technology
1. All suites should have eBooking and eBooking availability needs 
to be increased
2. Allow emailing physicians directly
3. Pt accessible eMR
4. Reduce 'wait time' to see physicians when patients are booked & 
eMessage patients if running late
5. Offer option of virtual appts/eConsults
Access
6. All phone systems should allow patients to leave a voice message 
and not close during the lunch hour
7. Increase mental health resources/services
8. Increase after hour clinics
9. Schedule groups after business hours
Care
10.  Consistent locums when physicians on leave
Customer Service
11. Consistent messaging Re:  TC FHT accepting patients & same 
day access
12. Photo board of staff/positions

Our F20-21 QIP focuses on HQO priority indicators and we try to 
blend in patient care survey suggestions where possible.  For 
example, we continue to collect third next available appointment to 
identify access issues & are expanding e-Booking.  We also plan to 
enhance our website so that patients living in poverty can access 
resources and mental health services. With the COVID crisis we 
quickly transitioned to virtual appointments/eConsults and are likely 
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to continue to offer this service in the future.  

As part of the Diabetes Canada's SRP, the DEP conducted a 
randomized DEP specific Patient Satisfaction Survey in F19-20. The 
survey consisted of 27 questions for 20 patients.  The full results are 
available in their SRP Application, however all expected outcomes 
were achieved: 
1. 96% of pts agree or strongly agree that their habits have 
improved since attending the DEP.
2. 88% of pts agree or strongly agree that the diabetes educator 
‘always’ involves them in decisions re: care 
3. 88% of pts agree or strongly agree that they ‘always’ get to ask 
questions during visits 
4. 84% of pts agree or strongly agree that they feel the diabetes 
educator spent enough time with them
Although survey results were positive there is always room for 
improvement and the qualitative data provided many pearls for 
improvement. The DEP will be analyzing and reviewing the 
qualitative data for further improvements in F20-21.

We also receive informal patient input via group/clinic evaluations. 
TC FHT provides a plethora of groups/clinics and evaluations are 
analyzed to assist with planning and priorities.  In addition to using 
evaluation analysis data for program changes, it is also used to 
improve clinician performance.

WORKPLACE VIOLENCE PREVENTION
Workplace violence prevention has been a strategic priority at TC 
FHT ever since we had a Ministry of Labor Inspection on Jul 10, 
2018.  The Inspector formally ordered TC FHT to assess the risk of 
workplace violence. TC FHT took this very seriously and started by 
conducting a risk assessment for all 7 suites (utilizing template 
developed by the Occupational Health & Safety Council of Ontario). 
 These assessments were presented at the Nov 13, 2018 Board 
Meeting and resulted in many physical changes being implemented 
(i.e. locks on doors and OTC medications, installation of glass 
barriers, creating safe areas to congregate if a workplace violent 
incident were to occur, etc).  One item on the assessment asked if 
TC FHT had a Policy & Procedure (P&P) to identify, evaluate and 
inform workers about specific high-risk patients, situations, or 
locations.  We did not have a P&P like this and thus our Joint Health 
& Safety Committee (JH&SC) invested a significant amount of time 
researching and drafting a P&P for the Board to approve. It should 
be noted that this item was on both the Board and the JHSC's 
quarterly meeting agendas since Sep 4, 2018.  Many questions and 
concerns needed to be addressed before the Board was 
comfortable approving the attached 'Worker's Safety & Violent 
Patient P&P' on Nov 11, 2019.  Our next step is to present the P&P 
to the entire team in conjunction with the Pubic Services Health & 
Safety Association at our May 26, 2020 Clinical Meeting.
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ALTERNATE LEVEL OF CARE
Alternative Level of Care (ALC) is a cross-sector challenge.  Many 
patients continue to be in the wrong level of care (in an acute 
hospital bed) waiting to be transferred to another care 
environment.  

We believe the work in this area needs to be done 'up stream.'  On 
Oct 21, 2019, Taddle Creek & Women's College FHTs, in 
conjunction with TC FHT's Patient Advisory Committee, hosted a 
Seniors Seminar titled, ‘When You have to Leave Your Own Home.’  
The facilitator was an independent planning specialist with expertise 
in aging and long term care. Participants learned the following:
- the difference between a Retirement Home, Senior Residence, 
Senior Community Living, Homecare and Nursing Home
- the difference between for profit, non profit, government 
assistance or no assistance
- when to remain at home, and when to start transitioning (what are 
the flags)
- planning for transitions 
It was a great success by all accounts with more than 70 seniors 
attending. Evaluations were positive; 88% rated the quality of the 
seminar as excellent and 90% felt they got the information they 
were seeking. The slides can be found on TC FHT's website under 
Patients/HealthCare Resources – Downloads – SAVI Seminar Oct 
2019.

TC FHT's Executive Director also attended two Mid-West Toronto 
Home Based Primary Care Meetings hosted by Drs. Pauline Pariser 
and Samir Sinha. At the first meeting (Sep 16, 2019) we,
- Reviewed TCLHIN data regarding primary care at home services 

for homebound seniors 
- Planned for primary care at home services for homebound seniors
- Discussed collaborative practices that can improve care for this 
population and increase ease in delivery of this service for Primary 
Care at Home Programs.  
The second meeting (Jan 27, 2020) focused on sharing resources, 
mapping of services and creating a formalized network.

TC FHT works closely with a Care Coordinator (previously CCAC 
Care Coordinator) to ensure patients receive adequate home-care 
to stay as long as possible in their homes and when they can no 
longer stay in their home, TC FHT primary care providers and social 
workers work collaboratively with our Care Coordinator to find 
alternative care.  TC FHT also has a PrimaryCare@Home Program 
that supports up to 50 community based homebound patients.  
Again this work is done in conjunction with our assigned Care 
Coordinator.

VIRTUAL CARE
On Mar 17, 2020, the Government of Ontario legally closed many 
establishments and prohibited gatherings of over 50 people to stop 
the spread of COVID-19.  On Mar 30, in an effort to further stop the 
spread and keep people home, the Government extended their 
Emergency Declaration by closing non-essential workplaces. On 
Mar 20, the ON MOHLTC encouraged all primary care providers 
(PCPs) to implement a system for virtual and/or telephone 
consultations when and wherever possible.  TC FHT was well 
positioned to transition to virtual care. The majority of our PCPs 
were enabled to work remotely from home and had an eHealth 
ONEID which enabled them access eHealth's Clinical Viewer and 
Ontario Telemedicine Network's (OTNs) Hub to provide video 
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appointments.  We also had a patient portal (HealthMyself) that 
enabled us to email securely with patients and send patient 
communiques widely. In addition, we maximized our Website's 
messaging power by creating alerts on our homepage.

In 'normal times', TC FHT has adopted digital healthcare tools in 
order to deliver virtual care.  In terms of patient facing tools, our 
FHT subscribes to three digital platforms:
1)  HealthMyself Patient Portal - enables patients to ebook 
appointments 24/7, communicate with FHT on non-urgent matters 
via a secure messaging system and to receive appointment 
reminders
2)  CognisantMD OCEAN - enables practitioners to send patients 
medical screening and assessment instruments prior to attending 
in-office appointments
3)  OTN - for virtual appointments   

In terms of provider-facing tools, our electronic medical record 
(eMR) is fully accessible remotely using our remote virtual privacy 
network (rVPN) and is integrated with the following provincial 
digital platforms:
1) OntarioMD's Health Report Manager (HRM) - allows PCPs/NPs to 
seamlessly access hospital medical records and diagnostic imaging 
reports
2) Ontario's Laboratory Information System (OLIS) - allows seamless 
integration of lab results directly into our eMR  

TC FHT will be adopting a new virtual care tool in 2020; Canada 
Health Infoway's PrescribeIT's digital platform for pharmacies and 
eMR Vendors.  Our current prescribing process is to auto fax 
prescriptions from our eMR to pharmacies who in turn have to 

transcribe the prescription into their pharmacy management system 
creating opportunities for transcription errors.  From a renewal or 
cancellation perspective, our process often involves multiple phone 
calls/faxes between pharmacists and a PCP (and/or their medical 
secretaries or pharmacy assistants).  PrescribeIT is a secure digital 
platform between an authorized prescriber and a patient's 
pharmacy of choice.  Using our eMR and the pharmacies 
management software, prescriptions/renewals/cancellations can be 
transmitted as data via an encrypted two-factor authentication 
process. Prescription details are auto-populated directly into the 
pharmacy software. As a result, prescription/renewal/cancellation 
data is transferred securely, transcription errors at the pharmacy are 
reduced, phone calls/faxes back and forth are decreased all leading 
to improved privacy, patient safety and decreased medication error 
rate.

CONTACT INFORMATION
Sherry Kennedy, Executive Director
Taddle Creek Family Health Team (TC FHT)
790 Bay Street, Suite 306, Box 57
Toronto, Ontario
M5G 1N8
416-260-1315 ext.307
Cell 416-570-0560
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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 

on ______________________

Board Chair

Quality Committee Chair or delegate

Executive Director/Administrative Lead

Other leadership as appropriate
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