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The Primary Care Neighbourhood Network, envisioned and established by WellFort
Community Health Services (CHS) and its partners, has increased attachment and access to
primary care for over 3600 patients in just its first three months. This case study describes the
Neighborhood Network model and how it delivers team-based primary health care.

Components of the Neighbourhood Network Model

This model is deeply rooted in health equity. It began with the concept of segmenting the
population, identifying complexity and creating a medical home that ensured all individuals
receive care where they need it and when they need it. Additionally, it focussed on connecting
primary care practices across neighbourhoods to operate as an integrated system of care
without disrupting independent organizations.

Increasing shared interprofessional system resources

A key feature of this model is that it builds primary care capacity and increases access to
interprofessional, team-based primary care by pooling and sharing resources among partners.
As a community health centre (CHC), WellFort CHS understood that by having the appropriate
interprofessional resources attached to primary care, they could increase the number of visits to
a primary care practitioner, as patients would receive the right care from the right person while
maintaining a close patient-provider relationship. In short, this model was specifically designed
to increase the system’s capacity to attach patients to primary care, provide wrap-around team-
based care, and reduce administrative burden so “patients are put before paperwork”.

Implementing new Population Health Clinic for unattached population.

The second component of this model is the Population Health Clinic embedded within
WellFort CHS. This is a one-stop shop where individuals can be screened, supported, and
assessed for all their needs, such as primary care, interprofessional resources, and/or
population health programming, and then be stabilized by creating a long-term relationship of
attachment. Depending on the patient’s health complexity and care needs, they may continue
as a patient of the CHC or be transitioned to one of the three family health organizations (FHOs)
or two family health teams (FHTSs) in the community. The FHOs have approximately 50 to 60
primary care providers, and the FHTs have about 40 primary care providers.



Setting up centralized intake and navigation support that connects
people to the right care where and when they need it.

Successfully attaching patients to primary care when multiple partners are involved requires a
central coordinating body. As a community health centre (CHC), WellFort had the necessary
expertise to take on that responsibility. Because they can support both clinical and social
determinants, they are able to provide low-barrier access to primary care resources for
unattached, marginalized and complex patients.

The centralized intake process includes a single point of contact, initial assessment,
personalized care planning — including tiered mental health supports offered through CMHA —
and navigation to primary care. This process allows for a common assessment which all
partners in the network have agreed upon and trust as valid. This helps the network maintain a
consistent understanding of population needs for primary care attachment and to do
population segmentation using standardized data. On a broader level, population health-based
assessments are being used to identify care needs for unattached population in the
neighbourhood network.

Increased backbone support to enable the model and serve most
complex patients.

Backbone support for the model is provided by WellFort CHS, which is also the central
fundholder for the project. WellFort has also taken responsibility for hiring their
interprofessional resources for the FHOs in the network, using expansion dollars, and they are
providing leadership in clinical governance. This includes education and professional
development; oversight of standards, policies and practices, including documentation of care
delivery; Electronic Medical Record systems, technology, and IT infrastructure; and
administrative support for collecting data and understanding measures of attachment and
access.

Key Steps to Implementing the Model

Identifying unmet needs

WellFort CHS narrowed their scope to a 500,000-resident population spanning parts of
Toronto as well as Mississauga and Brampton. This population was identified to have:

o An 11%-21% unattachment rate,

e Less than 80 family physicians per 100,000 residents,

e A high proportion of solo primary care practitioners,

e A high proportion of visible minorities,

o A 20% prevalence of medium to high comorbidities, and
e An 18% prevalence of mental health diagnosis.
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Getting buy-in from partners

Once potential partners were identified, research was used to show how attaching
interprofessional support to primary care would increase the supply of primary care visits, and
how this model would serve and meet the needs of patients. For example, by increasing access
to social work, the network could free up approximately 500 primary care visits for other needs.
Additionally, making it easier for patients to be transferred between primary health care
organizations in the community could help ensure that people have access to the most
appropriate level of care. For example, a patient who has been receiving care from the CHC for
complex health and social needs may become stabilized over time and no longer need such
intensive supports. In an integrated network, the CHC now has an opportunity to transfer this
patient to a nearby neighbourhood primary care partner. Likewise, if a FHO or FHT in the
network has a patient whose needs
become more complex, they can
reach out to the CHC and ask to have
that patient transferred there.

Creating the vision
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Considering Risks Figure 1: The Neighbourhood Network Model
Risk mitigation strategies were developed to meet to the health human resource challenges
that come with short-term funding. A high organizational risk tolerance has been essential to
trailblazing this innovation in a partnered model with multiple organizational focuses. Additional
change management strategies have been necessary for supporting the implementation of
large-scale population health approaches and advancing internal and external transformation.
Managing these changes and risks has required investments in interprofessional education and
the establishment of clear cross-organizational visioning.

Key Facilitators of the Model

Trust

A key element to developing strong relationships between network partners was making time
for conversations to explore community health needs and each organization’s willingness to
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work in a new way. It was important for all partners to understand that implementing the
Neighbourhood Network model would not be a takeover but a move towards deeper
collaboration and meaningful implementation of integrated care.

Leadership

To build trust between partners, WellFort CHC leveraged their expertise in operations, clinical
governance, and knowledge of the community to foster an environment for their FHT and FHO
partners to come together, receive

support, and trust that this model I strongly believe that our role as CHCs and other
could work. Alliance members is to provide leadership to others in
the primary care system.

Model of Health and This is a huge opportunity, and it means we must
: work in a different way. It means we must use our
Wellbemg knowledge and expertise to help teach and mentor
The staff at WellFort has a deep other parts of the system and support our partners in
commitment to the people and building a strong collaborative network.
community we serve and to the The CHC ability to think about population
Model of Health and Wellbeing as segmentation, their skill in collaboration and focus
a framework for delivering on health equity should be an impetus to this work.
comprehensive primary health By ensuring we work alongside others, we will reap
care. This has enabled us to strong rewards. | believe that is where we can shine
consistently apply a population and really support our populations overall.
health approach to supporting the Kimberley Floyd, CEO of WellFort CHS

health and wellbeing of

marginalized people and

communities. This approach

addresses not only traditional

health needs but also the social determinants that influence and impact health.

Impact and Next Steps

In a few short months, the Population Health Clinic has become operational; primary care
providers are working together and sharing resources; and interprofessional team members
continue to be hired and onboarded across the network. As a result, over 3600 patients have
been attached to primary care and have increased access to interprofessional team members.

WellFort CHS and its partners are now working on improving providers' experience to support
retention in the community. A comprehensive provider experience survey was created to gauge
provider experience in working within this new model to continuously improve model function
and provider experience.

Future work includes developing care pathways and creating further partnerships (including the
local Primary Care Network, Health Care Connect, Urgent Care, emergency departments, and
the local Ontario Health Team) to expand the model to other neighborhoods.
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