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Outline

ÅContext 

ÅtŀǘƛŜƴǘΩǎ aŜŘƛŎŀƭ IƻƳŜ

ïWhat is it? 

ïWhy now? 

ï²ƘŀǘΩǎ ǘƘŜ ŜǾƛŘŜƴŎŜ ǘƻ ǎǳǇǇƻǊǘΚ 

ïWhat will it take? 

ÅCall to Action 
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THE ONTARIO COLLEGE 
OF FAMILY PHYSICIANS 
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PROVINCIAL CHAPTER OF THE CFPC 



OCFP: Who We Are 

The voice of family medicine in Ontario 

Representing 11,000+ family physicians across 
various models, geographies, and settings

4



The Ontario Chapter 

The hƴǘŀǊƛƻ /ƻƭƭŜƎŜ ƻŦ CŀƳƛƭȅ tƘȅǎƛŎƛŀƴǎΩ 
vision is that every Ontarian receive 

high-quality, coordinated, comprehensive and 
continuing care from a primary 

health-care team led by family physicians and 
supported by an integratedand sustainable

health-care system. 



Our Strategic Pillars 
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Education Leadership

Research Advocacy



OUR JOURNEY TO SUPPORT 
PATIENTôS MEDICAL HOME 

Background 
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FFS

Comprehensive 

Care Model - CCM

Family Health 

Groups - FHG

Family Health 

Network - FHN

Family Health 

Organization - FHO

Rural & Northern 

Physician Groups

Community Health 

Centres (CHC)

Group Heath 

Centre

Evolution of Ontario Primary Care Models
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Family Health 

Teams (FHTs)



Health IT + 
Integrated 

EMRs

Training + 
Development

Aligned Payments 

Governance + 
Management 

Research + 
Evaluation 

Patient-
Centred

Coordinated
Care

FP-led* 

Comprehensive 
Care with

IHP Team

Continuing 
Relationship 

with 
Physician/ 
Clinician*

Enhanced 
Access 

+ 

Equity

Quality 
Improvement 

+ 

Safety

* An Nurse Practitioner (NP) may be 
the Most Responsible Provider (MRP) 

What is the Patientôs Medical Home? 



PMH + COPD Case Study:  Fred 

Fred: 

63 year old male

Calls your office: 

ĄComplains of shortness 
of breath (SOB)  

Doctor provides advanced 
access scheduling Ą
appointment scheduled later 
that day

Nurseputs him in a room

Å Takes brief history

Å Checks his vitals before FP 
sees him
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History: 
Å 45 pack per year smoker
Å 3-day history of:
Å increasing SOB 
Å change in sputum 

colour(green)
Å cough and fatigue

Lives alone since his wife 
passed away 3 months ago

Quit his job to care for her

Enhanced 
Access + 

Equity

FP-led

Team Based 
Care



PMH + COPD Case Study:  Fred 

FP completes history + physical 
exam

FP decides: 

ƎƛǾŜƴ CǊŜŘΩǎ hн ǎŀǘ Ҍ ŘŜƎǊŜŜ 
of SOB, he needs to go to the 
ER via community EMS

FP prints out the record from 
ǘƻŘŀȅΩǎ Ǿƛǎƛǘ to accompany Fred 
and call EMS
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Next day:

FP is notified that Fred has 
been admitted to hospital 
with a COPD exacerbation 

FP asks ǎǘŀŦŦ ǘƻ ŦƭŀƎ CǊŜŘΩǎ 
chart so FP knows when 
Fred is discharged

Coordinated
Care

EMR 
optimization



PMH + COPD Case Study:  Fred 

3 days later

Å Fred = discharged 

Å Fred told to see his 
Family Physician within 
the next 7-14 days

Å Office staff are alerted of 
his discharge via the 
hospital

Å Office staff book Fred to 
see FP in 2 days
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2 days later

ÅFred sees FP and does 
not bring his discharge 
paperwork or the new 
meds he was prescribed

ÅAdmin team are able to 
link to the community 
pharmacist to clarify 
the name of his 
antibiotic + the new 
inhaler

FP-led

Team 
Based Care

Coordinated
Care



PMH + COPD Case Study:  Fred 

Same visit: 

Å Fred tells FP that he 
ƘŀǎƴΩǘ ǎƳƻƪŜŘ ǎƛƴŎŜ ƘŜ 
was sick but he is having 
a difficult time 

Å Fred mentions that he 
has been struggling with 
the loss of his wife
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Referral to clinic nurse trained 
in smoking cessation 
counselling

FP refers Fred to local hospice 
for grief counselling 

FP-led

Team 
Based Care

Coordinated
Care


