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1. OVERVIEW: 
This charter is meant to be the key document to guide this group in its efforts, and to be an explicit statement to answer three questions inherent to the Model for Improvement 1) What are we trying to accomplish? 2) How will we know that a change is an improvement? (measures) 3) what changes can we make that will result in an improvement? (boundaries, scope, agreement). Like a frame of reference this document will guide our actions and answer questions regarding implementation of programs and initiatives at the FHT.

It is important that we review where we have been and appreciate the steps in the journey to date. An overview of our Vision, Mission and Values, an explanation of the Triple Aim philosophy and documents in the appendix demonstrating previous work are the foundation.

Vision

“A Healthier Hamilton”

Mission

Provide excellent, comprehensive and collaborative primary health care to achieve the best possible health and quality of life for our community.

Values

Collaborative Inter-professional Teams that: 
· Provide innovative primary care and are physician led 

· Empower all health care providers

· Provide comprehensive care

· Foster trust and mutual respect

· Value strengths & support differences

Aiming for Excellence and Quality:
· Improved quality – prevention & CDPM

· Outcome focused

· Evidence-based goals

· Using information effectively

· Technology enabled

Community Integrated Care:

· Working collaboratively with the community health and social services sectors 

· Providing community leadership

· Supporting inclusiveness

· Addressing the external determinants of health

Empowered patients:

· Self-management
· Collaborative primary healthcare

· Patient centred-care 

Accessibility:

· Improved access 

· More patients, timely, comprehensive
In our vision, mission and values statement, created in 2006, the values are easily grouped according to the Triple Aim. The patients’ experience of care will be improved by co-located collaborative teams working full scope and providing evidence based care at the point of care, as opposed to the patient being referred out. Community integration and improved accessibility will reduce the costs of care in our healthcare system while also improving the patient experience. Prevention and chronic disease management is the cornerstone of improving the health of populations one practice at a time.
What is meant by the Triple Aim?

As members of the Triple Aim Group we must all have a deep understanding of the implementation implications of adopting that philosophy as a frame of reference.  An article by Berwick, Nolan and Whittington printed in 2009 describes the triple aim the best. The article has been edited to remove some of the U.S. references and to render more applicable to the Canadian context. (Appendix B). 
An executive summary:
The Triple Aim, proposed by the Institute for Health Care Improvement, is increasingly being adopted by health care systems and organizations that are working with identifiable populations (however these are defined). It challenges them to achieve the three goals of improved health outcomes for populations being served (better health), a better experience of seeking and receiving care and for the provider when delivering care (better care) and a more efficient and cost-efficient use of resources (better value).  The Triple Aim also stresses the importance of achieving all three inter-related goals at the same time, rather than, resourcing a new initiative that has great outcomes, but creates increased wait times because of the diversion of resources.
Another key concept of the Triple Aim is the need for an “integrator”.  It is the integrator that will assist in bringing together different parts of a system to improve transitions, flow, coordination, building partnerships, negotiating with funding sources and developing common concepts that will increase the likelihood of this Triple Aim being achieved.  In our model, the central management team plays that role.  

Throughout the Ontario health care system as well as international organizations, the consistency of focus for improvement is apparent (Appendix C).  

We are in a position to assist our practices and teams to identify where their specific opportunities for improvements lie, and through the introduction of the Improvement Model and small rapid tests of change (PDSAs) can assist them to create interventions that are sustainable, efficient and cost effective.
The other component that is integral to achieving the Triple Aim is creating a culture of continuing improvement where everyone on the team is testing improvement in the care they deliver and is encouraged and supported in bringing forward ideas that the team can test.

The Hamilton FHT sees the three goals of the Triple Aim (better health, better care, and better value) as encapsulating exactly what we are trying to achieve as we change the way that primary care is delivered in our practices and our community.
From a practice perspective, the application of the Triple Aim may look like this:

(1) BETTER HEALTH


Better health means improving the general health of your total panel of patients including those who rarely, if ever, come into your offices. There are two main components of this:

(i) The preventive medicine component means routinely screening for colon, breast, cervical and prostate cancer, osteoporosis, diabetes, hypertension, cholesterol, smoking, lung disease, overweight, drug and alcohol abuse, mental illness, and immunizations.

(ii) The chronic disease management component means having registries systems in place to monitor and treat chronic diseases in your practice such as diabetes, hypertension, obesity, chronic pain and depression, etc.

(2) BETTER CARE

Better care means providing care that is safe, of high quality (evidence-based, best practice), patient-centred, accessible, comprehensive, continuous, compassionate, coordinated, culturally sensitive and fair. The result of this type of care would have every patient in the practice answer in the affirmative to the question “I get the care I want and need, when I want and need it”.
(3) BETTER VALUE

Better value means working more efficiently. Are you using your office staff and IHPs’ to full scope of practice? Are there small changes you could implement to make your office run more smoothly? Are you making good use of community resources? Do you use groups for support and treatment of some of your patients?
2. BACKGROUND
At the inception of the Family Health Team (succeeding the HSO Program) the Clinical Programs Group (CPG) was struck and was chaired by the Director of Programs. Documentation from that time indicates that the mandate of that committee was to coordinate and integrate all professional programs and their offerings. Program planning and monitoring, event planning and policy development were identified as core issues (see Appendix D). Time was also spent working through various frameworks and models in an attempt to simplify the highly complex task of driving improvement in the practices (see Appendices A, F,G,H,I,J,K,L). Although guidance from the Ministry has been lacking, in the last five years we chose to approach the improvement discussions with the practices from a practice centered approach, meaning that we left it up to the individual practice to decide whether they wished to participate in improvement at all. The structure at 10 George was set up such that we had clinical subject matter experts (coordinators) responsible for clinical initiatives and reporting to clinical managers, CDPM/Improvement experts (Facilitators) responsible for assisting practices and reporting to a manager, and Managers responsible for initiatives in their clinical domain reporting to the Executive Director.
The stimulus for the restructuring of the committee at this time is multifactorial. As an organization we continue to struggle to ensure that all members of the organization realize that the FHT is an “improvement initiative” that has expectations attached to the funding. Within the current FHT structure there is often a lack of standardized implementation of initiatives and, in fact, there is often competition for willing practices which has resulted in co-located practices being overwhelmed with offers and many solo practices choosing to make no improvements.
The Excellent Care for all Act (ECFAA) was passed in 2010 and there is the real potential for ECFAA to be expanded into primary care, requiring the formation of a Quality Improvement Committee of the Board, and an annual Quality Improvement Plan (QIP).
There is an increasing need to align the activities of the HFHT administration with the priorities of the Board of Directors. TAG has the potential to play a central role in this alignment. However, given our mandate for improvement, the focus of this group currently needs to shift from an internally driven committee to an implementation body guided by a Quality Improvement Plan endorsed by the Board of Directors of the FHT.  The responsibility for the spread of the improvement agenda and the accountability for gathering measures will lie with this committee.  
Clarity of vision is imperative; our expectations are that HFHT care teams will work together, with the leadership of the family physician, to care for a panel of patients rostered to that physician,  to provide comprehensive primary care (basket of services) in the most efficient and effective way possible while encouraging the patients’ participation in that care. In order to optimize primary care delivery, we may also have to influence the wider system to ensure that duplication of work is not happening in our community.
Before any improvement initiative begins, every practice team will know its purpose and will have the metrics to explain why they have chosen to tackle particular initiatives. They will have a practice improvement plan that aligns with the HFHT Quality Improvement Plan. They will know their patients both individually and from a population health perspective, and will consider their panel’s needs, not just those who call for an appointment. Each practice team will have developed a practice profile that assists them in panel management.  Practice teams will have registries of particular groups of patients (chronic conditions/risk factors) that may require alternate forms of care delivery. Each practice team will know what every team members’ skill set is and how it contributes to managing their panel of patients. They will have the tools to determine what currently happens in their practice and feel confident that they, as a team, have the tools to make continuous sustainable improvements. Each member of the team will be empowered to utilize the time that they have devoted to that team in the most efficient and effective way possible in collaboration with their team mates and in service to their patients.
3. AIM STATEMENT:
To develop, implement and evaluate initiatives that derive from the Quality Improvement Plan endorsed by the Board of Directors, while promoting sustainable improvements within each practice that result in proactive efficient patient care by an engaged workforce aligned with the Triple Aim of better care, better health and better value. 
4. Key Objectives, Deliverables and Milestones

The key objectives of this committee are:

(1) To develop, implement and monitor the Quality Improvement Plan in conjunction with the Board of Directors. 

(2) To provide a forum for discussions and alignment prior to initiative or project planning in order to ensure stakeholder input. 

(3) To ensure that resource allocation (leadership, administration, time, input from stakeholders, and organizational support) is in line with the level of relative priority established by the Quality Improvement Plan. 
The key deliverables of this committee include:

I. A draft two-year Quality Improvement Plan, with one-year metrics, presented to the Board of Directors for endorsement.
II. Included as part of the Quality Improvement Plan, one-year program work plans with improvement activities advancing the priorities, measures and resources needed for each activity

III. Reporting on the metrics to assist in achieving the Quality Improvement Plan.
IV. A yearly calendar identifying all major projects, events, and meetings.
V. Alignment of planning and implementation of improvement activities with the organizational priorities.
VI. Maintenance of a comprehensive “repository” of initiatives and their measures in order to inform semi-annual Board report.
5. SCOPE
Triple Aim Group is a decision making committee that will: 
· Utilize Improvement literature/material, stakeholder needs, lead physicians, practice and patient experiences, and current HFHT data to determine the priorities and measures that will constitute the two-year Quality Improvement Plan presented to the Board of Directors, and further develop the detail of the plan once the Board endorsement has occurred.
· Apply outcome measures to all projects, initiatives, programs and activities that are intended to advance progress on the Quality Improvement Plan.
· Determine the resource needs to associated with the implementation of the Quality Improvement Plan and adjust other HFHT activities to ensure that the necessary resources are in place to support the plan.

· Ensure that the program work plans included in the Quality Improvement Plan reflect the priorities of the Plan and that the attached metrics are adequate to measure progress, and will meet the reporting requirements of TAG to the Board of Directors.

Items that will come to Triple Aim Group for alignment with the Quality Improvement Plan include (but are not necessarily limited to):
· Annual Practice Survey / Communication

· HFHT Events (AGM)

· Interprofessional Education

· Continuing Professional Education

· Program Reviews

· Patient / Employee Surveys

· New Programs / Community Requests

· Partnerships
The scope of Triple Aim Group will not include:

· Discussions / Decisions around specific practice/physician issues

· Discussions / Decisions around employee issues

· Updates on program / department activities that haven’t been given measures for the advancement of the Quality Improvement Plan

· Budgeting Discussion / Decisions

· Discussions around political issues (except in how such issues may influence the development and implementation of the Quality Improvement Plan)
6. ASSUMPTIONS
· All members of the HFHT see our purpose as an “Improvement Initiative”.

· Triple Aim Group agendas will be aligned to the one year Quality Improvement Plan, and will focus on the time lines, discussions, and decisions that are necessary to move forward with the plan.
· The committee will develop a one year calendar for when particular agenda items will be active.

· Materials pertinent to all discussions at Triple Aim Group meetings will be forwarded to the group in a timely manner, allowing all members to prepare appropriately for the meeting.

· All Triple Aim Group members will come to each meeting prepared to contribute and will be engaged in the discussion. All viewpoints will be considered and all members will have an equal opportunity to contribute; however, TAG members are expected to keep focused on the topic at hand. All members of TAG will be free to voice their thoughts in an environment free from judgment and disrespect.
· Decisions will be made by consensus of the committee. Triple Aim Group members with dissenting viewpoints will have the opportunity to voice concerns before moving on. Once a decision has been made, TAG members will support the decisions outside of the TAG meeting.

· Agenda items that come to Triple Aim Group for discussion of measures will be at a planning stage early enough that TAG measures can be agreed upon and applied.
· The Board of Directors and the Lead Physician group have the authority to approve or reject any item of the draft Quality Improvement Plan developed by the Triple Aim Group, and is empowered to make its own recommendations on priorities and associated measures.
· Adequate time will be allowed for all discussions and decisions. This is contingent upon the meetings starting on time, members arriving on time and prepared, and focus staying on the particular agenda item under discussion.
7. Critical Success Factors

In order to achieve the goals of the Triple Aim Group, measurable changes must be made to the way the committee functions. In one year, we will know that Triple Aim Group has been successful in its restructuring if the following measures are achieved:

Short term measures:

· Practice teams and the sustainability of their improvements are the primary concern of this committee.

· Key decisions are made at the TAG meetings rather than outside of TAG.
· Committee decisions and actions are confirmed at the end of every discussion.
· Measures of success are established prior to project/initiative launch.

· All discussion materials are provided to the group with adequate time for review.
· Shared accountability for all Quality Improvement initiatives is achieved among all TAG members. 
Long term measures:
· The Board of Directors is satisfied with the performance of TAG.
· Practice teams report satisfaction with HFHT involvement/support.
· Established objectives are achieved for every program/initiative.
· A plan for the next year is produced, with key milestones and dates identified.
· Projects are completed on time.
· Progress is shown on the Quality Improvement Plan’s metrics.
8. COMMITTEE AUTHORIZATION
Committee Roles and Responsibilities   
	Role
	Staff
	Responsibilities

	Chairperson 
	Kathi Carroll
	· Set meeting agendas based on broad directions

· Start / adjourn meetings

· Facilitate group discussions ensuring all voices are heard

· Facilitate the decision making process

· Repeat and confirm all decisions and action items
· Approve meeting minutes

	Co-Chair
	Jim Williams
	· Assist in setting the meeting agendas

· Assist in facilitating group discussions / decision making

	Participants


	Executive Director, Associate Lead Physicians, Managers, Directors, Facilitators
	· Participate in discussions, offering opinions, perspectives and ideas when appropriate

· Bring forth programs and projects for review by TAG

· Review the meeting agenda and all related documents to be prepared for the discussion

	Note taker
	Aaron Randall
	· Assist chair with preparing the agenda

· Summarize discussions, decisions and action items for the minutes

· Assist in the creation of documents to facilitate discussions

· Ensure room set up and all required equipment is available

· Communicate to the group – memos, scheduling, forwarded documents


Signatures affixed below indicate that the undersigned…

· Have read the charter

· Have formally documented any concerns 
· Certify that the charter accurately represents their expectations and conditions required for committee work
· Are unaware of any condition that prevents this charter agreement form from being followed.
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	Name
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	Date

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	
	October 2011
	Page 1 of 11



