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Patient Medical 
Home Model

Team-based Care

36,000
Acute Episodic
Illness Visits

102,000
FHT Visits

13,000
Mental Health

Visits

20,000
Diabetes

Visits

6,000
Nutrition

Visits
7,000

Hypertension
Visits

10,000
INR Visits

1,100
Memory

Cognition
Testing

+ Patients

18,000
Distinct
Patients

1,400
Health Link

Visits 

2,000
Psychiatry

Visits

2,800
Exercise

Visits 3,700
In-home

Visits

3,700
Footcare

Visits

700
Chronic Pain

Visits

637
Wellness
Workshop 

Registrations

2,500
Pharmacy 

Counselling

Patients get the care they need when they need it.

*Data represents visits by Guelph FHT staff (not including physician visits).

Guelph FHT



Patient Self-Efficacy

85%
Chronic Pain patients learned 
new strategies and better 
understand how to manage 
their pain

91%
Mental Health and Addictions 
patients with increased 
self-management ability

98.5%
Foot Care Clinic patients 
felt more confident about 
their ability to properly 
care for their feet

Patient 
Engagement
Informed and engaged 
patients and improved 
outcomes 

Patient Access

64.4% Patients report getting same/
next day appointment

36,000
Same day/next day visits by 
Nurse Practitioners to 
improve access

100%
Gestational diabetes patients 
were seen within 24-72 hrs 
of referral

Patient Experience

87%
Psychiatry patients had the 
opportunity to ask questions 
and felt heard

93%
Primary Care patients 
indicated they felt involved 
in their care

96%
Primary Care at Home patients 
said they are treated with 
dignity and respect

Patient Outcomes

34% Smoking quit rate

82% 
Patients with diabetes have 
their blood sugar levels 
between 7-8%

91% INR patients are in 
therapeutic range

Patients feel good about the care we provide.



Community 
Partnership  
Working together

Integrated Hospice 
Pallative Care

Coordinated
Lung & Heart

Health Strategy

Overdose
Prevention

Site

Enteral Feeding
for Children

Postpartum
Mood Disorder

Program

We work with our community to build a better health system.

Nutrition Support/
Dietitian Services

for HIV/AIDS
& Transgender

Community

Guelph-Puslinch
Sub-Region

Leadership Group

Rapid Access
Addiction Clinic

(RAAC)

Act As One Service

Mental Health 
& Addictions Service
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We feel good about our work.

AFTHO Conference

Biannual physician meetings

Monthly clinical team meetings





Strive to 
be the Best 
Employer
Achieving our mission of patient-guided
quality focused care through the individual
and collective efforts of the people of
Guelph Family Health Team.

In-house IT computer support

Practice-based staff meeting

Privacy training for all staff

EMR training and support

Practising-Wisely workshop (OCFP)









FUNDING
Guelph

FHT

Primary 
Care

At Home

Diabetes 
Care

Guelph
HealthLink

REVENUE $8,859,774 $571,457 $944,676 $225,664

EXPENSES $8,654,588 $571,457 $973,265 $225,664

FUNDING TOTAL

REVENUE $10,601,571

EXPENSES $10,424,974

Financial Summary Report

Guelph FHT
Interdisciplinary

Providers
43%

Guelph FHT
Primary Care at Home

6%

Diabetes Care Guelph
10%

Medical Supplies
1%

Clinic Admin
Support

2%

Management
& Admin

8%

Clinic Rent
Expenses

7%

Psychiatry
5%

General Overhead
6%

Payroll Expenses/
Benefi ts

12%

2017 - 2018

A Message from Dr. Will Ruddock
As Chair of the Guelph FHT, I am very excited about the opportunities that lie ahead for primary care 
in the Guelph and Puslinch area. Over the past 10 years we have worked hard on many initiatives 
aimed at improving care in our community. Together, with our community partners, Guelph FHT 
staff and Family Physicians have built a strong foundation for a primary care-based health system. 

The Guelph FHT’s new strategic plan will guide us into the future. We will maintain a focus on 
patient experience, community partnerships, and strengthening our teams. Increasingly, we are 
taking on leadership roles in health system planning in our community while building new and 
stronger partnerships. We foresee care improvements through more integration with primary care. 

Enhancing access to mental health and addictions care has been a key priority this past year. 
Our leadership through Act As One Service is yielding results, with new WWLHIN investment and 
improved collaboration among primary care and system partners. This work will continue as we 
look to addressing this significant service gap. The Guelph FHT has also been instrumental in 
supporting new services including Rapid Access Addictions Medicine, Overdose Prevention and 
Safe Recovery Beds.

In addition, this Annual Report highlights a wide range of other activities that are either led by the 
FHT or where our staff and Board are very active contributors. We have been fortunate to have 
many of our physicians contribute time to committees and less formally to the FHT endeavours.
We will continue to need your support and involvement as we move forward. The Board and staff 
are increasingly being asked to be involved in system planning. But there are opportunities for more 
active involvement as we shape the future of health care in our community.

Will Ruddock, MD
Board Chair, 
Guelph Family Health Team

www.guelphfht.com

HealthLink


