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Abstract
Background The Ontario Health Team (OHT) model is a form of integrated care that seeks to provide coordinated 
delivery of care to communities across Ontario, Canada. Primary care is positioned at the heart of the OHT model, 
yet physician participation and representation has been severely challenged at planning and governance tables. The 
purpose of this multiple case study is to examine (1) processes and structures to enable family physician participation 
in OHTs and (2) describe challenges to family physician participation.

Methods We chose a qualitative, exploratory multiple-case study approach following Yin’s design and methods. 
The study took place between June and December 2021.We conducted semi-structured interviews with OHT 
stakeholders in four communities and carried out an analysis of internal and external documents to contextualize 
interview findings. Thematic analysis was applied within case and between cases.

Results Four OHTs participated in this study with thirty-nine participants (17 family physicians; 22 other 
stakeholders). Over 60 documents were analyzed. Within-case analysis found that structures and processes should be 
formalized and established to facilitate physician participation. Skepticism, burnout, heavy workload, and the COVID-
19 pandemic were challenges to participation. Between-case analysis found that participation varied. Face-to-face 
communication processes were favoured in all cases and history of collaboration facilitated relationship-building. All 
cases faced similar challenges to physician participation despite regional differences.

Conclusions The implementation of OHTs demonstrates that integrated care models can address critical health 
system issues through a collective approach. Physician participation is vital to the development of an OHT, however, 
recognition of their challenges (skepticism, burnout, COVID-19 pandemic) to participating must be acknowledged 
first. To ensure that models like OHTs thrive, physicians must be meaningfully engaged in various aspects and levels of 
governance and delivery.
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Background
An integrated health system seeks to decrease patient 
transitions, minimize deleterious impacts on health out-
comes, and reduce ever-rising taxpayer costs in many 
countries [1, 2]. While there are multiple definitions to 
describe integrated care [2], the essence of each remains 
the same: to reduce barriers between services by improv-
ing coordination among healthcare providers and organi-
zations. Physician perspectives can play a significant role 
in shaping integrated care delivery to be more efficient, 
safe, and patient-centred [3] due to their role in continu-
ity of care to patients throughout the lifespan. However, 
communities across Canada are facing dire shortages 
of family physicians (FPs) [4, 5] as they find themselves 
increasingly burdened with administrative duties, ham-
pering meaningful participation in system reform. There 
is little global literature examining physician participa-
tion meriting broader examination of the topic.

Healthcare integration
Inspiration for past integrated care initiatives have been 
drawn from a variety of models including those in the 
United States and the United Kingdom [6]. The processes 
and outcomes of an integrated care model can vary sig-
nificantly depending on the various stakeholders involved 
(physician groups, patients, policymakers, researchers, 
and the public). Integrated care models and outcomes 
also overlap with other initiatives that seek to bring about 
healthcare system reform through collaborative means.

Large system transformation initiatives adopting a 
complex adaptive systems approach also aim to create 
coordinated, systemwide change by involving multiple 
organizations and care providers [7]. Likewise, health 
alliances implemented in New Zealand feature and rely 
on specific governance arrangements across districts to 
support integration between different healthcare organi-
zations [8]. Healthcare alliances feature a leadership team 
to ensure top-level governance and includes members 
from a variety of service providers and consumer groups 
from different districts. The desired result is to shift ser-
vices from hospitals to primary care settings with the 
goal of cost savings [9].

Of significance, Accountable Care Organizations 
(ACOs), a model of integrated care originating in the 
United States, have shown the effectiveness of integrated 
care between providers. An ACOs’ primary outcome 
is on shared savings that are reinvested into the organi-
zation toward prevention and cost reduction [10]. The 
financial incentive attached to an ACO is a powerful push 
toward integration. Savings can then be reinvested to 
benefit communities [10].

In Ontario, Canada, integrated care initiatives have 
been underway since the early 2000s including rural 
health hubs, integrated funding models, Community 

Care Access Centres, Francophone services, and Indig-
enous Healing and Wellness Strategies [11]. Ontario 
Health Teams represent the most comprehensive 
approach to date, due to efforts to connect large net-
works of diverse providers [11].

Ontario Health Teams
In June 2018, the Ontario government led a major shift in 
the healthcare system and announced that the fourteen 
regional health networks known as Local Health Integra-
tion Networks (LHINs) would be replaced with a local-
ized, community-driven approach called Ontario Health 
Teams (OHTs) [12]. LHINs were crown corporations 
established through Bill 36, the Local Health System 
Integration Act, to create regionally-integrated health 
systems and allow for local planning [12, 13]. OHTs dif-
fer from LHINs as membership is drawn from the com-
munities they serve whereas board members of previous 
LHINs were appointed by the government and remained 
accountable to the Ministry of Health. While the intent of 
both models of health system integration are the same – 
decentralization of health system management, and pro-
motion of a seamless system of care for patients, OHTs 
are ‘ground-up’ and unique to each community.

Regions and communities were defined for LHINs and 
OHTs by patient access patterns, with LHINs covering 
wider geographic areas than OHTs, evident in the num-
ber of each (14 LHINs vs. 42 OHTs). Neither model pro-
vided financial incentives for local community healthcare 
organizations to collaborate, although OHTs represent a 
better opportunity for communities to work together on 
local priorities as they are community-driven with rela-
tionships between organizations and providers already in 
place.

Additionally, one super-agency, Ontario Health, would 
be established to provide provincial supports in align-
ment with the Quadruple Aim– reducing costs, improv-
ing population health, patient experience, and better 
provider experience [12, 14]. OHTs were designed “to 
work as one coordinated team to improve patient out-
comes, strengthen local services, and make it easier for 
patients and families to navigate the system and transi-
tion between health care providers” [15].

Communities applied to become an OHT with strict 
criteria related to the inclusion of partners. Partners are 
diverse, including primary care, hospitals, community 
support services, and patient and community partners 
[15]. Steered by provincial guidelines, each OHT defined 
regional priorities to create a localized approach to sys-
tem integration. Between December 2019 and November 
2020, 42 OHTs were approved, covering 86% of the pro-
vincial population [16].

Partnerships between providers are necessary for 
integration. Primary care is arguably one of the critical 
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partners within the OHT, often referred to as ‘the cor-
nerstone’ [17, 18] in a healthcare system. FPs have inti-
mate knowledge of service gaps, patients’ needs, and 
community services as they see more patients than other 
providers [19]. Partnering for change is not without its 
challenges [1]. FPs, the provider of the most-oft used type 
of care, experience substantial challenges to participate in 
integrated care initiatives [20]. FPs in Ontario are inde-
pendent businesses and may subscribe to one of several 
practice models (solo or team-based) or payment models 
(fee-for-service, capitation). Payment models are prod-
ucts of government policy and individual choice. Some 
payment models, such as those attached to Family Health 
Organizations as opposed to Family Health Groups or 
fee-for-service, have greater representation in service 
due to the stability of the payment structure. The lack of 
a common structure used by FPs in most communities 
challenges coordination for consistent representation at 
health system tables and a stable mechanism for informa-
tion exchange.

Emerging studies on OHTs have focused on its evolu-
tion and growth [21, 22], engagement of patient and fam-
ily advisors in health system redesign [23], collaborative 
leadership, and early lessons [24]. However, few studies 
have explored the factors impacting FPs’ participation in 
the development and maturation of OHTs [25]. Without 
FPs as part of reform efforts, OHTs will struggle to foster 
regional change and build a transformative and sustain-
able integrated healthcare system [15, 26].

The purpose of this study is to explore how FPs are par-
ticipating in OHTs, specifically, whether any organizing 
structures and/or key processes enabled them to do so. 
Drawing on functional organization theory, this study 
aims to draw out insight to solutions that increase FP 
participation in OHTs. Two research questions guided 
this project:

1. How are FPs engaging with and/or being engaged by 
the OHT, and were there any structures or processes 
that were beneficial to participation?

2. Why is it challenging to include FPs in OHT decision 
making and system change?

Through a multiple-case study design, this study aims to 
answer these questions by examining FP participation in 
four diverse communities, highlighting real-world suc-
cesses and challenges related to system integration.

Methods
We chose a qualitative, exploratory multiple-case study 
approach for this study, following Yin’s design and meth-
ods [27]. As OHTs are community-driven, a Yinian 
approach which allows for comparisons of similarities 
and differences between cases and seeks to understand “a 
contemporary phenomenon within its real-life context” 
was fitting. The case study design utilized a constructivist 

worldview in which insights and interpretation is drawn 
from the lived experiences and perspectives of the partic-
ipants. Consistent with this approach, we have adhered 
to a systematic progression of research components to 
remain true to the ‘yardsticks’ identified by Yin to ensure 
rigour in the research. These criteria include: construct 
validity, internal validity, external validity, and reliabil-
ity [27]. The uniqueness of each case further supported 
the researchers’ decision to use multiple-case study and 
allow for cross-case analysis and a deeper exploration of 
theory related to the need for structures and processes to 
support the participation of FPs in OHTs [28] (Fig. 1).

Phase I: plan and design
Study design
A case study protocol was developed; it included the proj-
ect workplan and definitions, roles and responsibilities of 
the project team members, a framework for data analysis, 
and timeline to completion. As per Yin’s approach to case 
study, the research questions that guided this investiga-
tion focused on the ‘how’ and ‘why’ of the phenomenon.

Theoretical framework
Burrell and Morgan’s sociological theories, specifically 
the principles within the functionalist paradigm, often 
used for organizational study, provided the theoretical 
framework for this research [28]. Theories within this 
paradigm are based on the notion of stability and order 
for a healthy and productive society; structures and pro-
cesses designed to support ongoing participation and 
decision-making by FPs are functional in nature and 
viewed as increasing stability.

Phase II: recruitment, Data Collection and within-case 
analysis
Setting
This study was conducted in Ontario, Canada. Purpo-
sive sampling was used to identify cases using a table that 
was developed to define OHTs by their location (north-
ern, western, etc.), their approval date (Phase 1 or 2), and 
type of location (rural, remote, urban). From there, cases 
were identified that presented maximum diversity. OHT 
Leads (Chair or Physician Lead) from each OHT were 
sent a letter of invitation by email, seeking their interest 
in participating in the study. Five OHTs were identified 
and invited; four OHTs agreed to participate.

Recruitment of participants
Following agreement with a lead at each of the four par-
ticipating OHTs, we identified a gatekeeper for each case 
(usually the same Chair or Physician lead). The gatekeep-
ers communicated to OHT partners about the study, 
responded to our requests for documents and provided 
an initial list of key informants for interviews and assisted 
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with recruitment. In three of the four cases, gatekeepers 
also participated in interviews. Informed consent was 
obtained from all participants via email and reviewed at 
the beginning of each interview.

Key informants in each case included both FPs and 
non-physicians (administrators, healthcare partners that 
were OHT members) who would provide diverse per-
spectives on participation in OHTs, utilizing one inter-
view guide for all. The goal for recruitment was to have 
a balanced mix of participants and to achieve thematic 
sufficiency. Purposeful and snowball sampling were 
both used. A thank-you gift card was provided to each 
participant.

Data collection
Data were collected from three sources: key informant 
interviews, archival documents (pre-OHT stakeholder 
presentations, press releases), and administrative docu-
ments (meeting agendas, minutes).

Prior to conducting interviews a guide was developed 
based on ‘how’ and ‘why’ research questions and by the 
theoretical proposition that some degree of organiza-
tion by FPs would enable their collective participation 
in OHTs. The three primary areas of questions included: 
how FPs were participating in OHTs, why was it impor-
tant for FP participation in OHTs, and why were there 

challenges (if any) to achieving this participation. Three 
authors (SCN CG, NA) conducted semi-structured inter-
views virtually. Of the three study team members collect-
ing data, NA is a family physician. Prior to interviews, a 
group training session was held including a mock inter-
view to ensure that investigators were using the same 
approach and that interview questions were clear. The 
interviews took place between June and November 2021 
and lasted between 35 and 90  min.All interviews were 
audio-recorded and transcribed verbatim. In each case, 
interviews were shared between two investigators to pro-
vide optimal availability for participants.

The second data source was archival documents 
related to the four cases. This included past community 
network documentation (if any pre-empted the OHT), 
news/online stories, press releases or op-eds related to 
OHT development, and stakeholder consultations or 
presentations given prior to approval as an OHT. Prior 
to COVID-19, many communities promoted the OHTs 
and informed potential partners about the application 
to become an OHT. These discussions were documented 
and included PowerPoint presentations along with an 
attendee list.

The third data source included documents considered 
to be current and generated after approval of the OHT 
by the province. These included meeting minutes and 

Fig. 1 Study flow chart detailing the multiple case study design and approach, adapted from Yin & Campbell (2018) and Burrows et al. (2020)
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agendas from steering and physician committees, and 
administrative documents related to the governance of 
the OHT (decision-making frameworks, OHT applica-
tion, organizational charts).

All data (transcripts and documents) were stored in an 
encrypted drive accessible by three investigators.

Data analysis
Within-case analysis was completed by two authors 
(SCN, CG) using NVivo 12. Neither SCN or CG are 
family physicians but have substantive experience work-
ing in primary care research. Each investigator coded a 
transcript independently, compared coding, discussed 
nuances within codes to achieve consensus, and estab-
lished a codebook. SCN and CG each took the lead in 
two cases, with one researcher completing the analysis of 
interview data while the other completed the document 
analysis for those same two cases, increasing rigour in the 
analysis.

SCN and CG each summarized findings for two cases 
and presented to one another for group interpretation 
and discussion. The documents were read over to con-
textualize the major themes found in the study. Through-
out data collection and analysis phases, we consulted the 
gatekeepers and collected additional documents to fill 
in gaps in information. The final themes were presented 
to the rest of the study team for review and validation. 
Throughout the analysis of each of the four cases, copi-
ous notes were taken to document the discussions which 
enabled the two investigators (SCN and CG) to conduct a 
cross-case analysis.

A document analysis matrix was developed to allow 
for consistency and identified; document date and type, 
how obtained, content summary, and any reference that 
aligned with the theoretical proposition that the collec-
tive participation of FPs was evident.

After finalizing the themes, the main findings of each 
case were summarized into a draft report. We shared 
the report with each gatekeeper for verification of the 
findings and interpretation. This triangulation of data 
with the gatekeepers is consistent with Yin’s criterion of 
internal validity which increased our ability to capture 
accurate knowledge in each case [27]. Following minor 
revisions, the final reports were provided to gatekeepers 
for dissemination within their OHTs.

Phase III: cross-case analysis and conclusions
Subsequently, we revisited the data, both within-case and 
across-case, and by analyzing between and across cases, 
we were able to understand key differences, or factors, 
that strengthened, or challenged, OHT development.

Quality of research
Returning to Yin’s research design quality criteria, inves-
tigators remained mindful of each criterion throughout 
the study.

1. Construct validity was reinforced by drawing on 
multiple sources of evidence (e.g. semi-structured 
interviews, OHT-related documents, archival 
documents) and also by asking gatekeepers, who 
were also key informants, to review the summary of 
results.

2. Internal validity was reinforced using triangulation 
techniques with multiple investigators and two 
coders plus the application of pattern matching logic 
in the cross-case analysis, seeking whether individual 
cases show similar outcomes in organizing for FP 
participation. Rival explanations were explored when 
results were presented and discussed by the full study 
team and when stakeholder reports were provided to 
each gatekeeper for feedback and/or confirmation.

3. External validity has been achieved using replication 
logic with the multiple-case method, as each case 
presented enough similarities as a developing OHT 
to enable the inquiry related to similar structures and 
processes.

4. Reliability has been attended to with a well-
developed research design and protocol, investigator 
interview training and documented processes. 
This allowed for consistency of process between 
investigators.

Ethics approval
The study was approved by Queen’s University’s Health 
Sciences Ethics Review Board (HSREB), file #6032595.

Findings
This study sought to understand how FPs are engaging 
with or being engaged by OHTs via a unifying structure 
for decision making purposes (committee, council, alli-
ance) or by employing specific processes that enabled 
participation. We also wanted to understand the chal-
lenges that FPs faced in OHT decision making and sys-
tem change. In total, 39 interviews were completed, 17 
(44%) of those were with FPs (Table 1) and 22 (56%) were 
conducted with other OHT stakeholders such as execu-
tive directors of health care teams (13, 33%), hospital 
directors (2, 5%), managers (4, 10%), and consultants (3, 
8%). We aimed to have 10 individuals from each case par-
ticipate, with a total of 40 participants in total. The inclu-
sion of non- FPs was intended to capture broader cultural 
or structural factors at play in FP participation and to 
examine whether views on FP participation differed from 
those of FPs.

Table 2 highlights the major themes that emerged from 
the cases that answers the research questions.



Page 6 of 13Grady et al. BMC Health Services Research         (2023) 23:1113 

There were several shared themes among cases, and 
some outliers identified by within-case and cross-case 
analysis. Three broad themes were: (1) structure for deci-
sion-making, (2) processes related to communication and 
relationship-building/collaboration, and (3) challenges to 
FP participation (Table 3).

Outliers represent actions or outcomes which either 
enabled FP participation or otherwise made their partici-
pation even more challenging and were evident in some 
of the shared themes (Table 4).

Within-case analysis results
This section details the findings of the within-case analy-
sis. Table 2 demonstrates the major themes that emerged, 
showcasing the similarities and differences of each case.

The following will focus on three shared themes found 
within each case as highlighted in Table 3.

1) Structure for decision making
In each case, the need to have a formalized structure for 
FPs (committee, council) was seen as a valuable mecha-
nism for communication and decision-making.

“On the primary care side, they have to be able 
to organize, to speak with one voice so you’re not 
getting six different answers from six different 
practices”(non-FP/Hospital Director).

2) Processes
Communication strategies and relationship-building with 
FPs were priorities to enable FP participation.

Communication
Communication with FPs was a challenge in all cases. 
Email was the method used most often by OHT admin-
istrators for sharing information although the least pre-
ferred by busy FPs and easily overlooked “when you get 
5 billion emails all the time”(FP). Despite a lack of time, 
FPs identified that, where possible, in-person communi-
cation was the best way to deliver information “because 
a face-to-face meeting is worth a million times an email 
in your inbox”(FP). Meetings that took place after work 
hours enabled FP participation as it would not take 
them away from their clinical work, however, after hours 

meetings were few and far between. Preliminary pre-
sentations were made to the primary care sector at the 
time of OHT approval and/or application in most cases. 
This was seen as a good opportunity for generating dia-
logue with FPs but did not continue once the OHT was 
approved.

Relationship building/collaboration
Partnerships are dependent upon relationships. In all 
cases, relationships played a key role in OHT develop-
ment. Building trust takes time and previous collabora-
tive attempts in a community can either amplify good 
working relationships or resurrect previous clashes 
that hinder movement. In three of the four cases FPs 
referred to “some historical stuff between hospitals and 
community”(non-FP/Executive Director) which impeded 
progress.

Building an integrated system of care requires com-
mitment yet participation to date has been voluntary 
which limited the urgency to participate. FPs expressed 
that there was “no impetus to actually force anybody to 
collaborate” and people came to the OHT planning table 
“because they think it’s the right thing to do”(FP).

A history of collaboration (or absence of such) among 
FPs, and between FPs and other providers or organiza-
tions significantly influenced their participation, support 
for, and value of the OHT and impacted by various fac-
tors. Geographical factors could lead to “a lot of openness 
to sharing resources and ideas” (non-FP/Manager) due to 
shared needs and resources but also lead to longstanding 
divides for the same reasons. Differences in funding mod-
els led some communities and FPs to be more equipped 
to participate in system integration whereas others that 
were under-resourced felt less supported to do so. Other 
cases expressed concerns over “internal politics around 
various physician groups” (non-FP/Consultant) which has 
led to siloed communities. The turnover of previous sys-
tem integration initiatives, like the LHINs, has also fos-
tered a lack of trust among physicians to participate.

3) Challenges to FP participation
Skepticism
Skeptics were plentiful in all cases, primarily among 
FPs. Previous government initiatives limited their 
degree of enthusiasm for participating in OHTs. Several 

Table 1 Case characteristics
Case 1
 • Cohort 2, approved Nov 2020
 • Geography: Rural region
 • Participants: 4 FPs, 6 non-FPs

Case 2
 • Cohort 1, approved Dec 2019
 • Geography: Rural/northern region
 • Participants: 4 FPs, 6 non-FPs

Case 3
 • Cohort 2, approved Nov 2020
 • Geography: Rural/urban mix region
 • Participants: 5 FPs, 6 non-FPs

Case 4
 • Cohort 2, approved Nov 2020
 • Geography: Rural/remote/northern region
 • Participants: 4 FPs, 4 non-FPs
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Table 2 Themes from each individual case
How are FPs engaging with and/or being engaged by the OHT, and were there any structures or processes that were beneficial to 
participation?
Case 1
 • Generational differences in FP engagement (Younger FPs more likely to participate)
 • Physician champions influential
 • Process: Need for process; immature at moment
 • Structure: Previous primary care structure; standalone and separate from OHT

Case 2
 • Generational differences in FP engagement (Younger FPs more likely to participate)
 • Representation from all sites
 • Process:
  ∘ FPs involved in development of governance model
  ∘ COVID-19 pandemic forced FP engagement with OHT
 • Structure: OHT model built on previous project successes

Case 3
 • Physician champions influential
 • Process: FPs invited to table early during OHT application process; High level of FP participation
 • Structure: Established through early buy-in and engagement through a physician council

Case 4
 • Minimal to no processes and structures in place
 • Some existing structures prior to OHTs influencing collaboration, but on a grassroots level

Why is it challenging to include FPs in OHT decision making and system change?
Case 1
 • Skepticism of change
 • Administrative heavy/not relevant to FPs
 • Meetings not good investment of time
 • Inconvenient meeting times
 • Lack of compensation
 • Tangible outcomes needed
 • Lack of FPs in region
 • COVID-19 pandemic interrupting progress
 • Burnout and heavy workload
 • Challenged communication

Case 2
 • Meaningful and consistent communication methods needed
 • Skepticism; promises unfulfilled previously
 • Government and hospital control; power imbalance
 • Time commitment and high workload
 • COVID-19 pausing most OHT activities

Case 3
 • Skepticism, cynicism towards change
 • Silos and power imbalances between different actors
 • Workload and burnout
 • FPs volunteering
 • Unequal resources in region
 • COVID-19 pausing most OHT activities

Case 4
 • Compensation model
 • Limited resources
 • No consultation
 • No tangible impact
 • Power imbalance
 • Skepticism and cynicism towards change
 • Burnout and workload
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participants described their hesitation as “having been 
at this rodeo before” leading them to wonder “is this just 
the repackaged, newest flavor from the government?”(FP). 
This was particularly evident among those that had been 
in practice long enough to see several government-
funded initiatives come and go with little to show for 
them, diagnosing it as the “LHIN hangover”(FP).

Burnout and workload
High levels of burnout among family physicians are evi-
dent everywhere. FPs expressed that “we’re asked to do 
everything by everybody for everyone”(FP). Most FPs are 
already working extremely long days which extend into 
weekends and face multiple workplace stressors, severely 
limiting their capacity to take on more. FPs identified 
that non-FP members of the OHT were limited in their 
understanding of a FP’s workday, evidenced by “con-
stantly having meetings at 2 p.m. in the middle of the day: 
you’ll never get doctors that come out”(FP). Workload was 
also exacerbated in rural regions due to multiple roles as 

“they have emergency room shifts to cover for a week and 
then they’re doing inpatient care for their patients that are 
in hospital and then they’re still running a primary care 
practice” (non-FP/Executive Director).

COVID-19 pandemic
The need to shift priorities from March 2020 and beyond 
for everyone in healthcare was enormous, non-stop, 
and stressful, and OHT development stalled in all cases. 
“It’s unfortunate the way the timing of all of this played 
out because there was some initial momentum and then 
things were shut right down” (non-FP/Manager).

Despite having to pivot away from OHT development 
to deal with the pandemic, the shift for FPs to work 
together to operate vaccination clinics and the continual 
updates about changes in public health policy required 
them to work more closely with one another and was 
seen as beneficial in building relationships. FPs that pre-
viously had rarely communicated with one another were 
now on group zoom calls frequently.

Table 3 Shared themes within cases
Themes Case 1 Case 2 Case 3 Case 4

1. Structure for FP 
participation 
was viewed as 
valuable

Structure pending 
development

Well-defined structure in place 
and active participation

Well-defined structure in 
place and active participation

Discussions started related to a 
FP structure

2. Communica-
tion with FPs a 
challenge
Relationship-
building/
collaboration 
pivotal to OHT 
development

Not well, not “super-
strong”, “horribly 
piecemeal”
Collaboration between 
FPs evident within small 
communities but minimal 
across the region

Too much info, too little that’s 
relevant to FPs; consistent 
mechanism needed
High degree of previous 
collaboration through similar 
integration work very beneficial 
to OHT development and FP 
participation

Strong start to FP commu-
nication but challenged by 
different practice models
Power imbalances between 
providers and OHT partners 
had detrimental impact on 
OHT development

Communication minimal, 
efforts underway to create 
website
Minimal region-wide col-
laboration between FPs due to 
remote nature of services but 
some situational collaborating 
evident

3. Challenges;
Skepticism
FP Workloads
Pandemic 
impact

Some skepticism from FPs 
re: OHT success
Burnout and heavy work-
load of FPs seen as poorly 
understood by non-FP 
OHT partners
Pandemic shifted focus 
away from OHT work

High degree of skepticism from 
FPs noted
Overworked FPs had limited 
their ability to participate
Pandemic response viewed as 
a success due to collaboration 
history

Some skepticism from FPs re: 
government
FPs noted that an integrated 
care model may increase the 
burden on them
Pandemic stalled OHT 
development

Minimal skepticism from FPs 
noted; enthusiasm instead for 
OHT work
Workload for FPs exacerbated 
by need for multiple roles in 
rural regions
Pandemic pushed back all OHT 
activities; late start in securing 
admin lead, digital presence

Table 4 Cross-Case Analysis: exploring outliers within themes
1. Structures for decision making

 A strong emphasis on establishing a governance structure for FPs was clear in 2 cases. In both, FPs were participating at governance 
and community levels with one making a significant effort to ensure representation on all working groups
 In one case FP participation was primarily at the governance level
 In still another case, there were no FPs participating in any role.

2. Communication successes
 Face-to-face communication was highly favoured in 1 case, viewed as respectful by FPs which resulted in more participation by FPs
 FPs in rural communities that practiced in hospitals frequently received OHT updates from the Medical Advisory Committee which 
kept them informed
Relationship-building/collaboration
 In 1 case, relationships that pre-existed before the OHT allowed this community to ramp up quickly as an OHT
 In another case, history played a detrimental role as power imbalances and challenges in partnering made engaging with FPs difficult.
 In one case engagement with a large First Nations community highlighted the need for cultural safety training for all partners
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“It’s really enabled us to have a strong and robust 
COVID response. So a really integrated approach 
initially with the assessment centres between the 
Family Health Team staff and the primary care 
physicians doing the bulk of the testing. That kind 
of evolved into just being ready and able to work 
collaboratively by the time that the vaccine started 
coming” (non-FP/Executive Director).

Cross-case analysis results
This section details the findings of the cross-case anal-
ysis that was completed following the within-case 
analysis. We reviewed the themes and found some out-
liers or examples of unique approaches that significantly 
impacted OHT development.

1) Structures for decision-making
Although each case acknowledged the value of a struc-
ture to enable collective action by FPs, varying levels of 
effort were invested into establishing this structure. Two 
of the cases were much further advanced in this journey. 
In both cases, an existing or pre-existing committee was 
strengthened, primarily in relation to OHT activities. 
Committees had terms of reference, transparent gov-
ernance structures, and decision-making frameworks 
that provided for fair representation among all FPs in 
the region regardless of practice model. Meetings were 
held with regular frequency and consistently high atten-
dance noted. In one of these cases, a worthy effort was 
also made to ensure the inclusion of FPs as co-leads on 
all project-specific groups which increased connection 
between decision-making and action.

In the other two cases, the dialogue about resurrect-
ing a previous regional planning table to facilitate fam-
ily physician’s collective decision making was underway. 
In one, a distinct clarification about the purpose of the 
newly formed group structure was made to emphasize 
that a physician-centric committee would work “along-
side the OHT but not under the OHT”(FP) and FPs made 
it clear that “there are other issues and conversations that 
would benefit from collective dialogue via such a structure 
beyond OHT-specific items”(FP). In the other case, there 
was no evidence of a previous structural model to build 
upon and, while viewed by OHT leads as valuable, this 
was largely premised on perceived expectations of the 
ministry, with no evidence that FPs were yet engaged in 
planning. Nebulous expectations from the province frus-
trated leadership “It’s usually easier to reengineer a sys-
tem by collaborative work and then some sort of direction. 
There’s very little direction here” (non-FP/Consultant).

2) Processes
Communication
The assessment of communication strategies varied con-
siderably between FPs and non-FPs. This was particularly 
evident in one case where, according to one FP, com-
munication with OHT leads was “not ‘super-strong” and 
“horribly piecemeal” while we heard from non-FPs that 
“we are well connected with our physicians” (non-FP/
Executive Director).

In another case, FPs acknowledged occasional face-to-
face meetings with an OHT physician leader which went 
a long way to engaging community FPs in OHT develop-
ment. This reflection in a different case by a FP illustrated 
just how valuable in-person communication was.

“I think in a perfect world someone would sit down 
with us in a face-to-face meeting and explain to 
us what this OHT is going to look like and how the 
vision is of how primary care is going to be involved. 
I don’t feel like that’s happened” (FP).

In one of the cases there was a noted failure to meaning-
fully engage physicians in consultation around the OHT:

“That’s been the feel, on the ground, is the opportu-
nity for consultation has largely been survey-based, 
passive, do this survey for 20 minutes and give us 
your opinion. As a primary care practitioner, the 
starting point needed to be consultation on the 
ground …before any bigger conversation happened 
about who we hire as admin support and which 
communities we include” (FP).

Relationship-building/collaboration
In two cases OHTs were led, or co-led by a competent, 
respected FP with pre-existing relationships in the com-
munity. This was viewed as a key factor for success in 
each of these two cases. One FP noted, “there really are 
the key physicians who have done a lot of the work up 
front, but then they can pull in other physicians in the 
offices” (FP).

In one case, inequities between OHT partners and per-
ceived power imbalances challenged progress. “Family 
physicians need to be treated fairly as equal partners”(FP) 
Distrust among some community partners prevented 
some FPs from wanting to participate; the existence of a 
power struggle was clear. We heard that “it’s the special-
ists and the surgeons that are seen as the top ranked phy-
sicians and the family physicians and practices are local 
yokels… a flip-flop that needs to happen where the spe-
cialists and the surgeons are supporting the family physi-
cians because that’s where people want to be”(FP).
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The history of collaboration varied amongst the cases. 
Only one case reported a strong history of collabora-
tion with previous attempts at system integration. As a 
result, this facilitated a smoother transition into the OHT 
model, “because of its preliminary work which started, 
[…] that was very similar to an OHT, where there was 
strong collaboration” (non-FP/Executive Director).

The rest of the cases were characterized by sporadic, 
grassroots-led instances of collaboration. Prior to OHT 
formation, two cases noted strong grassroots, spontane-
ous collaboration between some FPs, organizations, or 
communities. However, a significant divide was found 
between other FPs in the same cases due to differences 
in resources, funding models, and hospital presence. This 
has led to low incentive in collaboration and minimal 
trust amongst FPs.

Discussion
Integrated care initiatives like OHTs have tremendous 
potential to positively impact patient outcomes and enact 
much-needed change. Primary care is central to any 
health care system. This study sought to fill a knowledge 
gap around the structures and processes used to enable 
to FP participation in OHTs and allow them to function 
as a collective group. Given that the study was carried out 
when most of the OHTs were in preliminary stages, rela-
tively few structures were established. Participation of 
FPs is also influenced by historical and geographical fac-
tors within each region.

Having a formal structure in place to facilitate com-
munication and decision-making by independent fam-
ily physicians undoubtably enables their participation. 
Similarly, designing and utilizing clear and transpar-
ent processes, such as communication strategies and 
relationship development appear to be correlated with 
increased FP interest, engagement, and participation in 
OHTs. However, formal structures and consistent pro-
cesses are insufficient mechanisms to situate primary 
care in the centre of integration as pre-existing barriers 
must be acknowledged and minimized if change is to take 
place. This multiple-case study not only highlights some 
early wins among the four cases that can be replicated in 
other OHTs, but also identifies some glaring hurdles that 
block progress.

The aim of this inquiry was to inform leadership at 
OHT tables across the province about challenges, suc-
cesses, structural supports, and processes that enable 
FPs to have a viable voice in local system transformation. 
While each region throughout the province differs in its 
complement of healthcare services, capacity to collabo-
rate, history of collaboration among providers, geogra-
phy, and priority populations lessons that can be drawn 
from the strengths, weaknesses and challenges of each 
community are informative.

Establishing structure for collective action
Even though primary care remains the largest stakeholder 
in any health system, unless a formalized and demo-
cratic structure is in place to support bi-directional and 
timely communication, the wealth of expertise among 
FPs cannot inform system change. The lack of a how-to 
guide from the province slowed down each region’s abil-
ity to ramp up quickly as a considerable amount of ini-
tial energy went into getting established [25]. Clear and 
distinct provincial supports and direction, minimizing 
the considerable start-up resources invested in determin-
ing governance, developing budget, hiring administra-
tive staff, and planning would have been helpful. Start-up 
activities that are primarily focused on operations are 
generally of limited interest to FPs as it doesn’t make 
good use of their time. The scarcity of resources, training, 
and supports offered by the government also impacted 
the OHT’s ability to generate solutions in a timely 
fashion. Barriers that existed prior to OHTs were not 
removed causing substantial delays in making progress.

Partner members in an OHT must consider that the 
primary care sector is unique and unable to match large 
member organizations (such as hospitals) in freeing up 
representatives for mid-day meetings. Thus, authentic 
efforts at consultation prior to the start of OHT initia-
tives and throughout its development is essential. The 
‘ask’ for participation must be clearly laid out for physi-
cians. Respect for FP expertise must be demonstrated 
and acknowledgement of their time with fair compensa-
tion is crucial. Along the same lines, OHTs must be wary 
and reflexive about the possibilities of tokenism by hav-
ing physician representatives in leadership or committee 
positions but without having engaged the wider physi-
cian population. Mechanisms such as a communication 
feedback loop, frequent check-ins, and reports could help 
physicians who have participated in OHT initiatives gar-
ner a sense of how their engagement influenced practical 
change.

Enhancing communication and relationship-building 
processes
Developing communication mechanisms and leveraging 
post-COVID communication structures
Email can be an ineffective way to receive information, 
particularly if it is used as the dominant communica-
tion modality and particularly for FPs as it takes time 
away from patient care. OHTs could benefit from install-
ing mechanisms that allow for two-way communication 
to remove power differentials by ensuring that FPs have 
the same degree of knowledge, time, and opportunity 
needed to participate in decision making as do adminis-
trators and executives. Such mechanisms would encour-
age dialogue and transparency. Encouraging face-to-face 
communication (such as personal visit from OHT Lead) 
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could foster reciprocal communication. Admittedly, 
where large distances between providers limited the 
ability to meet in person, face to face communication is 
prohibitive; possibly using virtual methods of communi-
cation would be of value here. OHTs could also benefit 
from having consistent modes of disseminating informa-
tion so that FPs can anticipate being well-informed in a 
systematic manner. Various communication tools and 
mediums should be utilized to ensure a wider audience 
is reached. Good communication mechanisms can serve 
to eliminate silos between physicians and to build trust 
between FPs and their OHTs.

The significant disruption caused by the COVID-19 
pandemic could not have been foreseen and continues 
to impact the healthcare system in a multitude of ways. 
Whereas some indication of improved connections 
within communities has led to a more solidified approach 
to specific aspects of healthcare (i.e. mass vaccination 
clinics), the opportunity to retain these strengthened ties 
should be capitalized upon. As the pandemic wanes, the 
focus on OHT work will increase, allowing leadership to 
take advantage of any pandemic-associated communica-
tion channels or relationship building that can aid in pro-
gression of integration. Having a risk management plan 
in place may help to better mobilize should an adverse 
event (such as COVID-19) present. This is particularly 
pertinent given the increasing shortage of FPs in Canada 
affecting the growth of waitlists and the loss of care for 
many Canadians [4, 29].

Partnering for the common good
Smoother transitions between services which arise from 
the ability of providers and organizations to collaborate 
and remove operational barriers is beneficial to patients 
[2]. Improved integration lessens wait times, avoids 
unnecessary hospital admissions, and provides better 
patient care for the patient. The development of sustain-
able partnerships between providers and organizations 
takes time, trust, and energy. Previous issues among team 
members can re-appear as obstacles and prevent prog-
ress. As seen in some cases, presumed hierarchies among 
healthcare organizations or competition between com-
munities limits the ability for community partnerships; 
on the other hand, previous community-building efforts 
in one case increased the ability of the OHT to quickly 
ramp up.

Addressing challenges to FP participation
On burnout and workload: Recognition via remuneration, 
accessible meeting times, incentives, and evidence of success
As FPs grapple with increasing burnout as well as con-
tinued high demands on them with current crisis in fam-
ily medicine [30], OHT leaders must think creatively in 
order to gain the participation and input from primary 

care. Acknowledgement and understanding of current 
overwhelming workloads of a FP is a good start to build-
ing relationships with this sector. Solutions are less iden-
tifiable, nevertheless, efforts to increase awareness of the 
limitations for FPs in participating in integration initia-
tives must be made. At the least, solutions should ensure 
that participation does not lead to an increase in the 
administrative burden placed on FPs.

Project managers, coordinators, and administrators 
could play an integral role in a physician’s workflow. 
Remuneration is a minimum and mandatory consider-
ation in any request for physician participation which 
was evident in our study. Family physicians are busy pro-
fessionals and must see that their expertise, and time, will 
be well utilized.

The lack of tangible incentives for the community 
further drains the energy from OHT work and often 
resembles some of the previous administration’s gains 
with LHINs and, seemingly, easily dismissed. Initiatives 
that would benefit from practical, action-based expertise 
must include FPs, but creative solutions are required to 
seek out that expertise. Reigniting strong partnerships 
and putting in place clear communication mechanisms 
could provide physicians with a clear sense of tangible 
outcomes for both patient care and physician working 
conditions. This can help physicians feel that their contri-
butions are worthwhile.

On skepticism: necessity of transparency
The palpable level of skepticism among FPs will con-
tinue to limit their participation in regional initiatives 
unless OHT gains are evident early and relevant to family 
practice and patient care. Political willingness to stay the 
course with ongoing and increased supports is also vital 
as change must be seen on the ground and not simply 
aspirational or a project that is short-lived and can easily 
become extinct like the LHINs. The ability of any com-
munity to partner for change depends upon trust that all 
parties are working toward the same end goal [31]. The 
installation of meaningful and relevant performance met-
rics and outcomes so that challenges or shortfalls can be 
recognized and mitigated is necessary.

Transparency at the steering committee level and 
efforts to build trust among partners is necessary and 
formative. Simple, practical suggestions could increase 
transparency. Meeting minutes could be made public for 
FPs to read and easily access. FPs could be invited at any 
point in time to join a meeting as a guest and primary 
care leads can engage FPs early and often. The need to 
address skepticism is paramount as it will not only affect 
current attempts at rallying family physician participa-
tion but also attempts at ensuring participation in the 
future.
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Strengths and limitations
Our study had several strengths: the use of case study 
which allows for an exploration of the numerous dimen-
sions of a developing OHT, the inclusion of multiple and 
diverse cases, and a team of researchers with practice 
expertise as a FP, and seasoned researchers knowledge-
able about integrated care systems. The research design 
allowed for an in-depth exploration within cases and 
the detection of similarities and differences between 
cases in each unique context. Triangulation of data using 
gatekeepers’ knowledge and their review of preliminary 
reports led to increased reliability of findings and is also 
seen as a strength of this study.

Limitations include the capacity of the research 
method as it relates to generalization of findings, how-
ever, the use of multiple cases increases the applicability 
of findings to other developing OHTs with similar geog-
raphy or at similar stages in development. The use of 
snowball sampling, and reliance on gatekeepers to iden-
tify potential participants naturally led to the inclusion 
of most FPs with some association with an OHT which 
may represent a biased sample. Furthermore, the goal of 
having 50% of participants who are FPs was not achieved 
with the final representation at 44%. Inclusion of FPs that 
were not already part of the OHT would have provided 
a broader perspective on FPs awareness, support for, 
and intention of participating in OHTs. Additionally, the 
presence of researchers in qualitative data collection may 
have impacted subject’s responses as well.

In face of mounting healthcare costs, wait-times, and 
increasingly complicated care demands, integrated care 
approaches show promise to meet longstanding chal-
lenges. OHTs present another opportunity to advance 
system transformation withparticipants fully supportive 
of the integral role of FPs to system change. While efforts 
are being made, risks remain for providers and organiza-
tions which are not ameliorated by a government decree 
to work better together. Regardless of the acknowledged 
necessity and value of including primary care in inte-
gration efforts, wishing it to be so is foolhardy without 
regard for the challenges that make it difficult for FPs to 
fully participate in healthcare reform. Existing skepticism 
must be acknowledged; a focus on fostering improved 
relationships with FPs through improved communica-
tions and recognition of work overload could be helpful. 
Making best use of a FPs time and expertise, including 
through formal structure which can allow for democratic 
process and regular dialogue which FPs can contribute to 
is also identified as a positive step in addressing the chal-
lenges for FPs to participate in system change. Despite 
the dearth of academic literature on this topic, challenges 
to FP participation were mostly pre-existing and well-
known by nearly all participants in the study. The value of 
this study is found in the successes uncovered in various 

parts of the province which can inform and guide other 
integration initiatives. While more work must be done 
towards authentic FP participation in change efforts, 
Ontario is on the right path by situating the importance 
of primary care at the centre of the OHT.

Abbreviations
OHT  Ontario Health Team
FP  Family Physician
ACO  Accountable Care Organization
LHIN  Local Health Integrated Network

Acknowledgements
The research team would like to express gratitude for all the individuals who 
participated in the study. In particular, the research team would like to thank 
the gatekeepers responsible for assisting with recruitment, clarification of 
research findings, and for their enthusiasm throughout the study.

Authors’ contributions
CG: Study conception, design of the work, drafted the work, approved the 
submitted version SCN: Acquisition, analysis, interpretation of the data, drafted 
the work, approved the submitted version DM: Study conception, revised 
the work, approved the submitted version NA: Acquisition, analysis of the 
data, revised the work, approved the submitted version All authors to have 
agreed both to be personally accountable for the author’s own contributions 
and to ensure that questions related to the accuracy or integrity of any part 
of the work, even ones in which the author was not personally involved, are 
appropriately investigated, resolved, and the resolution documented in the 
literature.

Funding
This study was supported by the INSPIRE-PHC Applied Health Research 
Question (AHRQ) grant.

Data Availability
The datasets generated and/or analysed during the current study are not 
publicly available due to the possibility and risk of participant identification 
but are available from the corresponding author on reasonable request.

Declarations

Competing interests
The authors declare no competing interests.

Ethics approval and consent to participate
This study was reviewed and approved by the Queen’s University Health 
Sciences Research Ethics Board (HSREB), file #6032595. Each participant in the 
study provided written informed consent prior to their participation in the 
study. We confirm that all methods were performed in accordance with the 
relevant guidelines and regulations.

Consent for publication
Not applicable.

Received: 2 November 2022 / Accepted: 25 September 2023

Reference list
1. Martin G. Partnership and accountability in the era of integrated care: a tale 

from England. J Health Serv Res Policy. 2020;25(1):1–3.
2. World Health Organization. Integrated care models: an overview: working 

document. Geneva: Health Services Delivery Programme; Division of Health 
Systems and Public Health; 2016.

3. Nicholson C, Jackson C, Marley J. A governance model for integrated 
primary/secondary care for the health-reforming first world - results of a 
systematic review. BMC Health Serv Res. 2013;13(1):528.



Page 13 of 13Grady et al. BMC Health Services Research         (2023) 23:1113 

4. Critical family physician shortage must be addressed.: CMA [press release]. 
Canadian Medical Association 2022.

5. College of Family Physicians of Canada. Family doctor shortage in 
Canada: College of Family Physicians of Canada; 2022 [Available from: 
https://www.cfpc.ca/en/news-and-events/news-events/news-events/
news-releases/2022/family-doctor-shortage-in-canada.

6. Zonneveld N, Raab J, Minkman M. Towards a values framework for inte-
grated health services: an international Delphi study. BMC Health Serv Res. 
2020;20(1):224.

7. Best A, Greenhalgh T, Lewis S, Saul JE, Carroll S, Bitz J. Large-System Transfor-
mation in Health Care: a Realist Review. Milbank Q. 2012;90(3):421–56.

8. Gauld R. The theory and practice of integrative health care governance: 
the case of New Zealand’s alliances. J Integr care (Brighton England). 
2017;25(1):61–72.

9. Akmal A, Gauld R. What components are important for effective healthcare 
alliance governance? Findings from a modified Delphi study in New Zealand. 
Health Policy (Amsterdam). 2021;125(2):239–45.

10. Centers for Medicare & Medicaid Services. Accountable Care Orga-
nizations (ACOs) Baltimore: U.S. Centers for Medicare & Medicaid 
Services; n.d. [Available from: https://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/ACO.

11. Evans C, Dion A, Waddell K, Bullock H, Lavis JN, Grimshaw J. Rapid synthesis: 
Lessons learned from integrated-care initiatives in Ontario to inform Ontario’s 
Health Teams. Hamilton: McMaster Health Forum; 2020.

12. Pilon M, Brouard F. Description and observations of the transition from LHINs 
to Ontario Health Agency. Carleton University; 2020.

13. Cheng SM. Study of the Local Health Integration Network: impact of Ontario’s 
regionalization policy. J Integr care (Brighton England). 2018;26(4):277–85.

14. Arnetz BB, Goetz CM, Arnetz JE, Sudan S, Vanschagen J, Piersma K, et al. 
Enhancing healthcare efficiency to achieve the Quadruple Aim: an explor-
atory study. BMC Res Notes. 2020;13(1):362.

15. Ministry of Health and Long Term Care. Ontario Health Teams: Queen’s Printer 
for Ontario; n.d. [Available from: https://health.gov.on.ca/en/pro/programs/
connectedcare/oht/.

16. Ontario Announces 13. New Ontario Health Teams [press release]. Queen’s 
Printer for Ontario; 2020.

17. Lawn JE, Rohde J, Rifkin S, Were M, Paul VK, Chopra M. Alma-Ata: rebirth and 
revision 1 - Alma-Ata 30 years on: revolutionary, relevant, and time to revital-
ise. The Lancet (British Edition). 2008;372(9642):917–27.

18. Wright RA. Community-oriented primary care: the cornerstone of Health 
Care Reform. JAMA: The Journal of the American Medical Association. 
1993;269(19):2544–7.

19. Ontario College of Family Physicians. In: Physicians OCF, editor. Involving 
Family Physicians in Health Reform: Tips for Ontario Health Teams. Ontario 
College of Family Physicians; 2020.

20. Health Quality Ontario. System Performance: Queen’s Printer for Ontario; 
n.d [Available from: https://www.hqontario.ca/System-Performance/
Primary-Care-Performance).

21. Embuldeniya G, Gutberg J, Sibbald SS, Wodchis WP. The beginnings of 
health system transformation: how Ontario Health Teams are implement-
ing change in the context of uncertainty. Health Policy (Amsterdam). 
2021;125(12):1543–9.

22. Pilon M, Brouard F. Description and observations of the transition to a model 
of Ontario Health Teams. Ottawa: Carleton University; 2020.

23. Sibbald SL, Kokorelias KM, Embuldeniya G, Wodchis WP. Engagement of 
patient and family advisors in health system redesign in Canada. Journal of 
health services research & policy; 2022.

24. Downey S, McKay S, Feng P. Towards Value in an Integrated Care Envi-
ronment: early Lessons from an Ontario Health Team. HealthcarePapers 
(Toronto). 2020;19(1):11–8.

25. Everall AC, Kokorelias KM, Sibbald SL, Wodchis WP, Embuldeniya G. Factors 
impacting primary Care Engagement in a New Approach to Integrating Care 
in Ontario, Canada. Int J Integr care. 2022;22(1):20.

26. Ontario Ministry of Health and Long Term Care. Ontario Health Teams: Digital 
Health Playbook. Toronto: Ontario Ministry of Health and Long Term Care; 
2019.

27. Yin RK, Campbell DT. Case study research and applications: design and meth-
ods. Sixth edition. ed. Thousand Oaks, California: SAGE Publications, Inc.; 2018.

28. Burrell G, Morgan G. Sociological paradigms and organisational analysis: 
elements of the sociology of corporate life. London: Heinemann Educational; 
1979.

29. Angus Reid Institute. Doc Deficits: Half of Canadians either can’t find a doctor 
or can’t get a timely appointment with the one they have. 2022.

30. West CP, Dyrbye LN, Shanafelt TD. Physician burnout: contributors, conse-
quences and solutions. J Intern Med. 2018;283(6):516–29.

31. Craighead PS. Public Skepticism in Canadian Healthcare: the Real cause of 
Inertia in the system? Healthcare quarterly. (Toronto Ont). 2003;6(4):63–5.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://www.cfpc.ca/en/news-and-events/news-events/news-events/news-releases/2022/family-doctor-shortage-in-canada
https://www.cfpc.ca/en/news-and-events/news-events/news-events/news-releases/2022/family-doctor-shortage-in-canada
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/ACO
https://health.gov.on.ca/en/pro/programs/connectedcare/oht/
https://health.gov.on.ca/en/pro/programs/connectedcare/oht/
https://www.hqontario.ca/System-Performance/Primary-Care-Performance
https://www.hqontario.ca/System-Performance/Primary-Care-Performance

	Family physicians partnering for system change: a multiple-case study of Ontario Health Teams in development
	Abstract
	Background
	Healthcare integration
	Ontario Health Teams

	Methods
	Phase I: plan and design
	Study design


	Theoretical framework
	Phase II: recruitment, Data Collection and within-case analysis
	Setting
	Recruitment of participants
	Data collection
	Data analysis

	Phase III: cross-case analysis and conclusions
	Quality of research
	Ethics approval
	Findings
	Within-case analysis results
	1) Structure for decision making
	2) Processes
	Communication
	Relationship building/collaboration


	3) Challenges to FP participation
	Skepticism
	Burnout and workload
	COVID-19 pandemic

	Cross-case analysis results
	1) Structures for decision-making
	Relationship-building/collaboration


	Discussion
	Establishing structure for collective action
	Enhancing communication and relationship-building processes
	Developing communication mechanisms and leveraging post-COVID communication structures
	Partnering for the common good


	Addressing challenges to FP participation
	On burnout and workload: Recognition via remuneration, accessible meeting times, incentives, and evidence of success
	On skepticism: necessity of transparency

	Strengths and limitations
	Reference list


