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Terminology

Throughout this guide you’ll see references to ‘attached’ and ‘unattached’ patients. Here’s what

those terms mean in the context of primary care within the Barrie and Area Ontario Health Team
(BAOHT).

Attached Patients

Attachment to a primary care provider in the BAOHT is defined as a person who is able to access
comprehensive primary care by seeing a family physician or nurse practitioner on a regular basis, or a

person who regularly sees a primary care provider at a Community Health Centre, Nurse Practitioner-Led
Clinic or Indigenous Primary Care Team.

Unattached Patients

Unattached patients are individuals who do not have regular access to comprehensive primary care
because they are not connected to a family physician or a primary care provider at a Community Health
Center, Nurse Practitioner-Led Clinic, or Indigenous Primary Care Team.

Barrie and Area OHT | Health Home Plan for Barrie and Area
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What is a Health Home?

A Health Home is a connected circle of care, where every person has access to a family doctor, nurse
practitioner and a team of professionals supporting their health at every stage of life.’

Health Homes describe a vision for how primary care providers work with other health care professionals

to provide their patients with access to high-quality local care.? Practices aligned with the values of Health
Homes already exist and have been shown to improve quality of care while also potentially lowering costs
within the health care system.’

Each Health Home is created to uniquely meet the needs of the community that it serves, providing
benefits including shorter wait times, reduced emergency visits, earlier prevention of health issues and
providing care close to home!”

The team of providers within a Health Home varies between different communities, but may encompass
physicians, nurse practitioners, nurses, interdisciplinary health professionals, social workers and traditional

healers.
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Health Homes within Barrie and Area

The Barrie and Area Ontario Health Team (BAOHT) has established Health Home models to support
residents across Barrie, Innisfil, Springwater, Oro-Medonte and Essa. These models are designed to
enhance coordinated care within the BAOHT region.

The BAOHT is committed to a connected, community-based health system where every resident has
access to timely, high-quality primary care close to home.

The following maps illustrate the location of the Forward Sortation Areas (FSAs) that fall within the BAOHT
and the distribution of health homes and primary care providers throughout the region. Together, these
providers form a coordinated network that can address a wide spectrum of health needs, ensuring care is
not only close to home, but culturally appropriate as well. By expanding partnerships across these sites,
the BAOHT is shaping a future health care system where every resident has equitable access to primary
care in their own community.

Barrie and Area OHT | Health Home Plan for Barrie and Area
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Health Homes within Barrie and Area
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Expanding Health Homes to Meet Community Needs

Ontario Health Teams like BAOHT help existing clinics and health teams work together more closely by
enhancing integration, local collaboration and flexible funding using a population health management
approach.” Rather than creating new structures, OHTs build on these models, enabling them to serve
broader populations. By promoting shared digital tools, cooperative care planning, and data-driven
service expansion and program evaluation, OHTs help teams deliver more coordinated, equitable and
patient-centred local care across the continuum.

Within the BAOHT, the following primary care organizations are key contributors to this effort, each
offering distinct services to collectively support a Health Home model.

Barrie and Community Family Health Team (BCFHT)

The BCFHT is committed to enhancing access to comprehensive, patient-centred, team-based primary
health care. The BCFHT works closely with a Family Health Organization (FHO) model, where groups of
family physicians collaborate to provide coordinated, comprehensive care for their patients. Locally, the
BCFHT is affiliated with the Barrie FHO, linking more than 90 physicians and over 150,000 patients through
shared electronic medical records. Together, the approach empowers patient self-management,
strengthens chronic disease care through community-linked programs and emphasizes health promotion
and disease prevention.

Communication between Primary Care Provider (PCP)
and visiting team members:
+ Direct face-to-face
= Asynchronous through technology
o EMR notes

— Barne and cammunltg > o Messaging
Family Health Team

Referral from one PCP to team members:

+ Direct

Certain providers can work
+ Through EMR

out of the primary care
space on certain days

Communication and record sharing for all:
« EMR

Primary Care Office

As interdisciplinary team members share physical
spaces and work out of these spaces part-time, a
shared EMR can enable communication of patient
records through this movement.
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Barrie and Community Family Health Team (BCFHT) continued

The Barrie Family Health Organization (FHO) has a strong track record of successfully recruiting and
retaining physicians who work collaboratively with the BCFHT to deliver high-quality, interdisciplinary care.
This success is supported by evidence from Q200 billing code trends, which reflect new patient
attachments to physicians. Over the past decade, data indicates that 153,738 new patients have been
rostered. Patient rostering has continued through 2025, demonstrating ongoing growth in access to
primary care. The rostered patient numbers for the past 10 fiscal years are as follows:

Fiscal Year 24/25 23/24 22/23 21/22 20/21 19/20 18/19 17/18 16/17 15/16
Total Unique Patient Counts 10,806 22,717 17,661 14,981 10,600 16,367 17,238 19,321 19,580 14,467

Georgian Nurse Practitioner-Led Clinic (NPLC)

The Georgian NPLC offers accessible, patient centered primary and allied health care to meet the diverse
needs of residents.’ The Georgian NPLC, and its providers, be they nurse practitioners or allied health, are
in the same building, which enhances accessibility and quality of care. Across the two sites, the Georgian
NPLC has rostered approximately 3200 and 2800 to provide care closer to home and is active in new
attachment from the Health Care Connect (HCC) list, as well as aiding in the management of unattached
cancer screening local follow-up.

Barrie Community Health Centre (BCHC)

The Barrie Community Health Centre empowers individuals and communities to improve and manage
their own health and wellbeing through the provision of integrated health care programs and services.’
The BCHC and its providers, be they family physicians or allied health, are in the same building, which
enhances both accessibility and quality of care. This co-location also enables case coordination and
formalized approaches to wrap-around care. The provision of chronic disease management,
physiotherapy, and mental health programs, as well as on-site geriatric consultation assist individuals with
chronic complex conditions to maintain their health and wellbeing.

The BCHC has long-established formal and informal partnerships with community and social service
agencies required to address social determinants of health, particularly for vulnerable populations. An
integral member of the interprofessional team are BCHC's Community Health Case Coordinators. These
Case Coordinators assist BCHC clients with systems navigation, income supports, food insecurity and
access to cultural and community recreation programs.

The BAOHT supports and advocates for the expansion of satellite health centre in South Barrie and
Angus.

Barrie and Area OHT | Health Home Plan for Barrie and Area
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Mamaway Wiidokdaadwin Indigenous Primary Health Care Team

The clinic, operated through the Barrie Area Native Advisory Circle, offers a wide range of services that
integrate Indigenous traditions with modern health practices. Its interdisciplinary team includes traditional
healers, Indigenous midwives, registered nurses, social workers, and therapists, working together to
support physical, emotional, mental, and spiritual well-being. Programs and services span family health
care, prenatal and postnatal support, immunizations, sexual health education, chronic disease
management, cancer screening, nutrition, foot care, and counselling. Mamaway Wiidokdaadwin also
provides specialized support for addictions and mental health

Our Approach
Working Together

The BAOHT includes close to 50 community health care partners serving a diverse population throughout
Barrie, Innisfil, Springwater, Oro Medonte and Essa.” Strategic directions include improving community

access and equity, advancing and spreading integrated care, and strengthening collective leadership and
collaborative government.® Currently, approximately 25,000 of our patients live outside of the Barrie area.
To promote local attachment, OHTs should collaborate to facilitate coordinated redistribution of patients.

Accessible

When you need care, it should be easy to find—whether it’s in person, online, or after hours:

« Family Health Organization physicians and solo practitioners are distributed widely across
neighbourhoods in Barrie and the surrounding areas. The plan is to match unattached patients with
providers local to them, providing convenient access to care.

e The existing Barrie Community Health Centre provides integrated health care programs and services
including a Children’s Clinic for families with children aged 0-5 years not attached to a Primary Care
Provider (PCP).2 We envision new BCHC satellite sites will be in areas with a high demand for
unattached patients. Having a new community health centre built in a location with a need for primary
care will provide these patients with access to health services close to home.

Barrie and Area OHT | Health Home Plan for Barrie and Area
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Accessible Continued

¢ The Homeless and Addiction Recovery Treatment (HART) Hub aims to support the treatment and
recovery of people experiencing or at-risk of homelessness through services including primary care,
mental health and addiction support, social and employment services, and housing. This integrated
service model will include access points, pathways, and referral systems to support a low-barrier
approach. Designed to support highly marginalized populations, the HART Hub will bring healthcare
and social services to people in need in a more convenient and accessible manner.’

e Compassionate Care Without Barriers (CCWB) is a team located in downtown Barrie that promotes
wellness by addressing the unique needs of marginalized populations. This team serves individuals
and families who have low yearly incomes and do not have primary care providers. CCWB provides
routine care, diagnostics, vaccinations, and treatment for various conditions. The mission of the CCWB
is to provide inclusive and accessible care by treating individuals with respect and dignity.”

e Youth Haven Outreach Clinic - Youth Haven is a shelter for youth experiencing homelessness that
aims to equip homeless youth in Simcoe County with guidance and skills to become healthy and
independent adults." The Barrie Family Medicine Teaching Unit (FMTU) supports Youth Haven clients
by running a weekly clinic out of the youth shelter. This provides convenient and accessible care to
youth experiencing homelessness.

Connected Online

The BCFHT, Georgian NPLC, and Barrie Community Health Centre all use the same electronic medical
record (EMR) system. FHO phuysicians can communicate with allied health in a secure manner. Introduction
of new digital solutions can be coordinated in the community and this digital integration allows for data-
driven population health management approaches in program service and delivery.

The Ocean Provider Network was designed to streamline the consultation and referral process for health
care providers without disrupting existing workflows.” Clinicians can locate a specialist, send a consult or
referral, maintain a record in the EMR, and even track the status of a referral at any time, all from a single
platform.” The BAOHT aims to support the expanded uptake and support existing use of eConsult and
eReferral across all partner primary care providers and organizations.

My Healthcare refers to a secure, online patient portal that provides access to your electronic health
record from all four of Royal Victoria Regional Health Centre (RVH) partner sites, which include
Collingwood General and Marine Hospital, Georgian Bay General Hospital, Headwaters Health Care
Centre and RVH.”

Barrie and Area OHT | Health Home Plan for Barrie and Area
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Care for All

The BAOHT aims to deliver culturally and linguistically responsive and safe care that meets the needs of
the local population, including underserved communities. BAOHT uses public health data to identify
neighbourhoods facing challenges like lower income or access to services.

This map describes the distribution of marginalization across dissemination areas, using data from Public
Health Ontario’s Ontario Marginalization Index (ON-Marg).* The Material Resources Index is closely
related to poverty, describing access and attainment of material needs (housing, food, clothing,
education), including indicators such as % unemployment and % without a high school degree.” This index
scores dissemination area into quintiles: quintile 1 indicates lowest marginalization (highest access to
resources), quintile 5 indicates highest marginalization (lower access to resources). The darker colors on
the map indicate areas with higher marginalization.

Ontario Material Resources Barrie and Area
Oy
B:
D

The BAOHT’s long term strategies aim to better support the delivery of services where they are needed.
The development of the HART Hub will target a wide range of services to marginalized populations
experiencing homelessness and addiction. Compassionate Care Without Barriers is in downtown Barrie to
bring care closer to individuals in need, providing a variety of health services as well as outreach and
health education to improve the wellbeing of this population.

Barrie and Area OHT | Health Home Plan for Barrie and Area
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Care for All Continued

The Barrie Family Medicine Teaching Unit (FMTU) in collaboration with the Lawson Centre is running a
social prescribing initiative partnered with 211 Ontario. This initiative aims to impact child and youth health
through research, community engagement, community partnerships, and political commitment to bring
about feasible and sustainable change at the individual and community level. The goal is that through
increasing access to healthy childhood and youth programs, development of chronic health conditions in
adulthood can be mitigated. The current mechanism for social prescribing in the Barrie area is through a
2M-referral form in the EMR. 211 is a provincial helpline that connects people to social services and
community programs. Primary care providers can use a form in the EMR to refer their patients to 211, and
211 will contact the patient to connect them to an appropriate social service.

Primary Care Network (PCN) members through the Barrie FMTU hope to pilot a new Wellness Navigator
role with the aim of better addressing inequalities in access to non-medical health related services. This
new navigator role will be filled by a social worker equipped with the knowledge and skills to make direct
connections between the patient and the prescribed social services. The Wellness Navigator will be able
to provide individualized care and assist with application processes that often function as barriers to
accessing various community programs and local services.

Free Activity

Equipment
Referral through EMR Social Prescription
Primary Care Provider . Wellness Navigator ' L3

+ Identifies the non- + Knowledge of local Heui;hg Fods

medical health- programs and resources
related needs of + Helps families navigate
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Always Ready

The BAOHT brought together partners from primary care, the Simcoe Muskoka District Health Unit, the
City of Barrie, and the University of Toronto through over two years of consultation, creating an
integrated network serving around 200,000 residents.”® This collaboration focuses on coordinated,
patient-centred care for vulnerable populations, aiming to improve accessibility and health outcomes in
the region.”

The Healthy Barrie initiative uses a data-driven population health management approach to improve
community health by engaging residents and stakeholders, collecting diverse data, and implementing
evidence-based strategies.”” Barrie's Community Safety and Well Being Plan exemplifies this method,
incorporating survey feedback and local insights to address specific health and safety needs. This
collaborative, data informed process enables targeted interventions and ongoing evaluation to build a
healthier, safer community for all residents.

Using the ARCg.is software program, we have identified areas in the Barrie and area that require
intervention and can readily update without the need for central Ontario Health to provide the data.

Enablers and Barriers to Success

Enablers

To achieve increased attachment, we already have active participation in our PCN. The Barrie and Area
Physician Recruitment task force is actively attempting to recruit family physicians to the area. The Barrie
FMTU trains new doctors through the University of Toronto program to help recruit family physicians to
our region as well. By training new family physicians locally, we hope to recruit them to practice in the
area. The recently announced FHO+ model will hopefully attract more physicians into comprehensive
primary care.

Essa Township

An exciting recent addition to the Barrie and Area OHT are primary care providers located in Essa
Township, west of Barrie, including Angus and parts of CFB Borden. These are areas where residents need
more local care options.

Essa Township is a mixed urban and rural area with a current population of approximately 24,000, as well
as about 1500 civilians from CFB Borden. Despite high rates of mental health and addiction and chronic
disease among vulnerable populations in the area, there are pre-existing barriers to equitable primary
care access and mental health supports.

Barrie and Area OHT | Health Home Plan for Barrie and Area PAGE 11
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Enablers Continued

With the current family physician ratio of 1 per 5000 and minimal allied health support (including no
current nurse practitioners), a long term goal is to create an integrated and collaborative primary care
satellite opportunity to actively attach patients to local primary care providers, create a sustainable and
supportive health system that promotes the recruitment and retention of primary care providers, and
provide comprehensive primary health care to this historically under-served population.

Huronia Urgent Care Clinic (HUCC)

The HUCC provides walk-in and same-day urgent-care services for non-life-threatening medical issues.
The clinic does not provide routine family medicine, ongoing prescriptions, or well-woman exams. For
severe or life-threatening conditions, patients are directed to the nearest hospital emergency department.

The HUCC, in partnership with the BAOHT, and Royal Victoria Regional Health Centre (RVH), is launching
a nurse practitioner-led referral clinic for unattached patients discharged from HUCC or RVH’s Emergency
Department. The clinic will serve patients with new diagnoses of diabetes or hypertension, or those
needing follow-up for incidental diagnostic findings.

In addition to improving access, coordination, and chronic disease management, while reducing repeat
visits to the ED or HUCC, this referral clinic’s primary aim is to stabilize and optimize the health of
unattached patients, ensuring their conditions are well-managed and they are better prepared for
attachment to a permanent primary care provider.

Privately-Owned and Operated Practices

A key opportunity lies in strengthening collaboration with the 10 privately owned and operated walk-in
and family practice clinics that continue to expand in the region. Many unattached patients in our
community currently rely on these clinics for both episodic and ongoing primary care. Several of these
practices are also sponsoring physicians relocating from other countries to establish family practices and
enroll local patients.

We have made consistent outreach efforts to these clinics and built strong relationships with many of
them, evidenced by the fact that more than half are now formal partners of the BAOHT. Some have
expressed interest in building rosters through the HCC waitlist, and we have supported this by facilitating
connections with the local Ontario Health atHome Connector.

Barrie and Area OHT | Health Home Plan for Barrie and Area PAGE 12
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Barriers

As much as these independent clinics can present opportunities, they also present unique a barrier.
Despite repeated attempts through multiple channels, a number of practices remain difficult to engage.
Even among those engaged, hesitancy persists regarding the use of the Health Care Connect (HCC)
waitlist. While we have communicated the new financial incentives for attaching HCC patients, many
clinics prefer to build rosters with existing walk-in patients they already know, or they are reluctant due to
the complexity of HCC patients.

Because these clinics operate independently, with their own business and funding models, they are not
formally accountable to the BAOHT or Ontario Health. This lack of alignment makes it difficult to
coordinate efforts to best support patients in the region, particularly those waiting for attachment through
HCC.

The most prevalent barrier in our region is the lack of Health Human Resources (HHR). We need more
team members such as nurses, social workers and allied health support to meet the growing demand.
The capacity of current providers will not meet the demands without the support of expanded teams.
Additionally, there is a need for further funded nurse practitioners and family physicians, as well as
appropriate remuneration for allied health providers.

The Route to Success

There are key milestones along the patient journey, from being unattached to becoming connected with a
local primary care provider. It requires a collaborative effort from all community health and social care
partners to ensure every resident has access to timely, equitable care close to home, that supports the
vision of fully integrated Health Homes within the BAOHT.

With ongoing investment in the expansion of Health Homes, the BAOHT can move towards its goal of
integrated health care close to home for all. This requires not only infrastructure but also sustained
investment in primary care teams and in recruitment and retention strategies.

By strengthening interprofessional teams and ensuring providers are supported, the BAOHT can stabilize
primary care capacity and ensure timely, equitable access for residents.

Barrie and Area OHT | Health Home Plan for Barrie and Area PAGE 13




Py | /
1
@4 Barrie and Area
Ontario Health Team

References

1 Family Health Teams of Lanark, Leeds & Grenville. (n.d.). Health Home._https://flaoht.ca/pages/health-home

2 College of Family Physicians of Canada. (n.d.). The Patient’s Medical Home. https://www.cfpc.ca/en/policy-
innovation/health-policy-goverment-relations/the-patient-s-medical-home

3 Barrie and Area Ontario Health Team. (n.d.). Home. https://baoht.ca/

4 Ontario Ministry of Health. (2024, January 22). Ontario Health Teams: Guidance for health care providers and
organizations [PDF]. https:.//www.ontario.ca/files/2024-01/moh-oht-hcp-guidance-doc-en-2024-01-22.pdf?
utm source=chatgpt.com

5 Barrie Family Health Team. (n.d.). Barrie Family Health Team. https://barriefht.ca

6 Georgian Nurse Practitioner-Led Clinic. (n.d.). GNPLC. https://gnplc.ca/

7 Barrie Community Health Centre. (n.d.). Barrie Community Health Centre. https://bchc.ca

8 Family Health Teams of Lanark, Leeds & Grenville. (n.d.). Health homes: A shared model of care across the FLA
OHT [PDF]. https://cdn.shopify.com/s/files/1/0722/4885/2792/files/FLA-OHT Health Homes Report -
FINAL.pdf?v=1748966499

9 Simcoe County. (n.d.). HART (Homelessness Action Response Table). https://simcoe.ca/hart

10 Canadian Centre for Women's Empowerment. (n.d.). Home. https://www.ccwb.ca

11 Youth Haven. (n.d.). Who we are. https://youthhaven.ca/who-we-are

12 Centre for Effective Practice. (n.d.). eConsults & eReferrals. CognisantMD.
https://support.cognisantmd.com/hc/en-us/categories/115000080271-eConsults-eReferrals

13 Royal Victoria Regional Health Centre. (n.d.). My healthcare. https://www.rvh.on.ca/my-healthcare/

14 Public Health Ontario. (n.d.). Ontario Marginalization Index. https://www.publichealthontario.ca/en/Data-and-
Analysis/Health-Equity/Ontario-Marginalization-Index

15 Public Health Ontario. (n.d.). Ontario Marginalization Index dashboard.
https://oahpp.maps.arcgis.com/apps/dashboards/44d0f17d5a0a45aeb47bcdb59902b37e

16 Barrie and Area Ontario Health Team. (n.d.). Ontario Health Team announced for Barrie area.
https://baoht.ca/ontario-health-team-announced-for-barrie-area

17 University of Toronto, Department of Family & Community Medicine. (2023). Healthy Barrie: A data-driven
approach to building healthier communities.
https.//issuu.com/dfcm/docs/2023 dfcm family_medicine report final - single/s/22977476

Barrie and Area OHT | Health Home Plan for Barrie and Area PAGE 14



https://flaoht.ca/pages/health-home
https://flaoht.ca/pages/health-home
https://www.cfpc.ca/en/policy-innovation/health-policy-goverment-relations/the-patient-s-medical-home
https://www.cfpc.ca/en/policy-innovation/health-policy-goverment-relations/the-patient-s-medical-home
https://baoht.ca/
https://www.ontario.ca/files/2024-01/moh-oht-hcp-guidance-doc-en-2024-01-22.pdf?utm_source=chatgpt.com
https://www.ontario.ca/files/2024-01/moh-oht-hcp-guidance-doc-en-2024-01-22.pdf?utm_source=chatgpt.com
https://barriefht.ca/
https://gnplc.ca/
https://bchc.ca/
https://cdn.shopify.com/s/files/1/0722/4885/2792/files/FLA-OHT_Health_Homes_Report_-_FINAL.pdf?v=1748966499
https://cdn.shopify.com/s/files/1/0722/4885/2792/files/FLA-OHT_Health_Homes_Report_-_FINAL.pdf?v=1748966499
https://simcoe.ca/hart/
https://www.ccwb.ca/
https://youthhaven.ca/who-we-are/
https://support.cognisantmd.com/hc/en-us/categories/115000080271-eConsults-eReferrals
https://www.rvh.on.ca/my-healthcare/
https://www.publichealthontario.ca/en/Data-and-Analysis/Health-Equity/Ontario-Marginalization-Index
https://www.publichealthontario.ca/en/Data-and-Analysis/Health-Equity/Ontario-Marginalization-Index
https://oahpp.maps.arcgis.com/apps/dashboards/44d0f17d5a0a45aeb47bcdb59902b37e
https://baoht.ca/ontario-health-team-announced-for-barrie-area/
https://issuu.com/dfcm/docs/2023_dfcm_family_medicine_report_final_-_single/s/22977476

Barrie and Area
Ontario Health Team

baoht.ca

The Barrie and Area OHT is supported by
funding from the Government of Ontario




