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Foreword

Four practice guides for Ontario Health Teams

The following four practice guides were prepared 
for Ontario Health Teams (OHTs). The guides 
are relevant for any group of providers and 
organizations aiming to implement a connected 
health care system centred around patients, 
families and caregivers. Each of the four guides 
focuses on a different aspect of a more connected 
and better integrated approach to care and has a 
slightly different emphasis and target audience. The 
guides can be read independently but achieving 
the overall implementation of OHTs will require 
attention to all dimensions presented. 

The first guide focuses on essential aspects of 
implementation. It outlines key activities that 
are necessary at the organizational and inter-
organization levels and activities required of 
senior management across organizations in order 
to enable managers and providers to reorganize 
around patient and family/caregiver-centred 
care. The implementation of OHTs will not be 
successful unless organizations think differently 
about care and set parameters so that providers 
and managers realign their care to think across 
organizational lines to encompass the patient’s 
journey. The primary audience for this guide is 
organizational leadership. 

The second guide focuses on what it means for 
care to be centred around patients, families and 
caregivers and highlights 6 essential attributes of 
patient and family/caregiver-centred care. Two case 
vignettes are presented that characterize when a 
care system is well organized around a patient, and 
when the care system is fragmented. Achieving the 
well-coordinated system is a common thread that 
runs through all of the guides with specific mention 
in 3. This guide is central to the overall focus of 
Ontario Health Teams and is relevant to all leaders, 
providers, patients and the public.

The third guide focuses on the activities of 
providers and managers that are necessary to 
achieve patient and family/caregiver-centred 
care. The activities are organized around the 6 
attributes and specific vignettes are provided that 
demonstrate what providers and managers have to 
do to enable the well-organized system in contrast 
to the fragmented case. The audience for this guide 
is primarily providers and managers though it is 
relevant to senior leadership that need to create 
the context that enables providers and managers 
to focus on these new activities and to create the 
space and time required for change.

The fourth guide focuses on governance. This 
guide outlines the internal and external changes 
that have to occur to create sustainable systems 
of connected care. The audience for this guide is 
organizational leadership and governors.

While there are many important aspects to 
implementing integrated care, this starter set 
provides a basis for understanding important 
new ways of working and fundamental shifts 
in collaboration across health and social care 
providers. Many more topics are important 
including population-based management, 
co-design, human resources and workforce 
transformation to name just a few. The most 
important guidance is to retain a focus on what 
is important to patients and caregivers; gather 
together the people you need to work with; agree to 
a common vision and principles that support your 
planning and implementation work; and build and 
support trusting relationships with all your team 
members. These essential ingredients, blended 
with courageous action, will accelerate your 
success.
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How can organizations implement integrated care?
In this practice guide, we review lessons learned in implementing integrated care in Canada and other 
countries and offer some guidance for leaders and boards on change management strategies.

What are the 3 key takeaways?What are the steps involved?
Reviews of experience elsewhere have 
outlined four phases in the development of 
integrated care:

1/ Initiative and design phase

2/ Experimental and execution phase

3/ Expansion and monitoring phase

4/ Consolidation and transformation
      phase

The literature on integrated care 
includes a diverse set of models 
that have performed well, and a 
number of critical success factors 
are common to most of these 
models. 

Critical issues in early stages 
of integrated care include the 
identification of target patient 
groups who will benefit from 
integrated care, the development 
of trusting relationships and 
agreements among service delivery 
partners, and the recruitment of 
clinical team members who have 
the competencies and support 
needed to test and refine new 
models of care.

Developing new information 
strategies to share clinical data, 
collaborate on care plans and 
coordinate activities facilitates 
better teamwork and better patient 
outcomes and experiences.

Success in moving forward through these four 
stages rests on a number of critical success 
factors, including a compelling common vision 
for improving care for specific populations, trust 
and collaboration among key stakeholders, strong 
clinical engagement, effective care coordination, 
well-designed care protocols, care coordination and 
follow up, involvement of patients in the co-design 
of care, and ensuring staff possess appropriate 
skills and expertise. Leaders must make long-term 
commitments to a shared vision and common 
principles.

Leaders must recognize that the changes 
required for successful integrated care are 
not just technical (e.g., new information 
systems or new care protocols) but also 
adaptive (e.g., new relationships, new 
role and team assignments, and shared 
accountabilities for care and coordination). 
Adaptive changes require coaching and 
support, not just training. 

Change needs to be guided from the top, 
but led by front-line team members who 
understand the challenges of care delivery 
and coordination and whose experiences 
inform the design of new work flows, 
effective information and coordination 
strategies, and the maturation of new teams 
across agencies.

3

2

1

>

>

1 Practice Guide Summary
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Why this is important

Designing and implementing integrated care 
requires collaboration across care delivery 
partners, including front-line clinicians, and 
program and organizational leaders. Lessons 
from international experiences highlight the 
key implementation activities, developmental 
milestones and critical success factors involved 
in effective integrated care. Implementation 
approaches using adaptive leadership styles 
that encourage engagement in service design 
and improvement will promote more effective 
designs and sustainability. This section provides 
an overview of integrated care and implementation 
strategies setting the groundwork for the more 
specific advice in the sections that follow.

Lessons from international experiences with 
integrated care

Integrated care is complex, involving multiple 
care interventions, new teams, increased 
communications among providers and greater 
coordination of care. Different approaches to 
integrated care have been undertaken in various 
countries, such as Accountable Care Organizations 
in the U.S., and Integrated Care Systems in England 
and Europe. Successful efforts in Canada have 
also been demonstrated. A variety of policy levers 
have been used to shape these integrated care 
efforts in different jurisdictions. The common 
denominator for these integrated care initiatives 
is the focus on improving outcomes for specific 
populations defined in terms of health status (e.g., 
frail elderly), disease groups (e.g., COPD, CHF, 
multi-morbid) or specific services (e.g., hip and 
knee surgery patients) (Nolte and McKee, 2008; 

Nolte, 2017). Our guidance on the implementation 
of integrated care starts with understanding the 
key implementation activities involved and the 
characteristics of successful initiatives. Despite 
differences between models of integrated care, 
there are some common characteristics and 
similarities in the developmental paths for 
integrated care initiatives.

How this relates to Ontario Health Teams

The Ontario Ministry of Health and Long Term Care 
have outlined a Maturity Model for Ontario Health 
Teams (OHTs) that identifies the expectations for 
OHTs from initiation to maturity. The materials 
included here provide a more granular focus on 
critical issues based on the evidence base for 
integrated care.

Introduction
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Key implementation activities 

Based on a literature search and expert review, 
Minkman and colleagues (2016) identified 
9 clusters of activities that contribute to the 
development of integrated care. They labelled 
these clusters as: commitment, roles and tasks, 
inter-professional teamwork, delivery system, 
client-centredness, quality care, performance 
management, results-focused learning, and 
transparent entrepreneurship (see Figure 1). 
Minkman argues that integrated care initiatives 
follow a developmental pathway beginning with 
an initiation and design phase, an experiment and 
execution stage, an expansion and monitoring 
phase and a consolidation and transformation 
stage. These stages have been validated in other 
studies. The key implementation activities are 
listed in Table 1.

Insights

Development of integrated care 
can be grouped into four phases...
1/ Initiative and design

2/ Experiment and execution

3/ Expansion and monitoring

4/ Consolidation and
      transformation

9PRACTICE GUIDE 1 - HOW DO ORGANIZATIONS IMPLEMENT INTEGRATED CARE?



Table 1/ Key implementation activities in the 
developmental model of integrated care

(Adapted from Minkman, 2016)

Phase 1/ Initiative and design

Delivery system partners identify a targeted 
patient group and relevant services and care 
processes

A multidisciplinary team designs a new care 
model for the targeted patient group

Delivery system partners sign agreements 
to work together

Phase 2/ Experiment and execution

New initiatives and projects are designed 
and tested to improve care for the target 
population

Care protocols and pathways are developed 
based on the initial experience

Care coordinators are embedded to 
facilitate navigation by patients and 
caregivers

Information protocols are developed to 
exchange data on patients and their care 
and to facilitate collaboration among the 
team members

New ways of working are tested to improve 
care and care coordination

Evaluation metrics are used to assess 
the scale and impact of integrated care 
programs

Phase 3/ Expansion and monitoring

Integrated care projects are expanded to 
new sites or patient groups

Agreements on the content, tasks and roles 
of delivery system partners are revised and 
approved

Outcomes, including patient experiences, 
are systematically monitored and used for 
improvement

Delivery system partners examine inter-
organizational barriers and suboptimal 
financial arrangements to improve care 
delivery

Phase 4/ Consolidation and
                  transformation

The integrated care program is no longer 
seen as a pilot, but rather the established 
way of delivering care to target patient 
groups

Coordination has been extended across the 
continuum of care and information is shared 
on outcomes and experiences across sites 
and care delivery partners

Performance monitoring provides ongoing 
results and informs improvement efforts

Organizational structures are shifted 
to support the new integrated delivery 
processes

Financial agreements are shifted to support 
new care models and desired outcomes

Care delivery partners seek new 
opportunities for collaboration with current 
or new partners.
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Figure 1/ Development model of integrated care

(Minkman, 2016)
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Critical success factors

In addition to the developmental phases of 
integrated care, a number of authors have 
identified critical success factors (see reference 1) 
for integrated care. These factors reflect leadership 
and contextual supports necessary for successful 
integrated care. This list of critical success 
factors is based on research on Accountable Care 
Organizations in the US, integrated care initiatives 
in the UK and Europe, and recent research on 
3 successful integrated care efforts in Ontario 
undertaken by as part of a larger project examining 
integrated care in 3 jurisdictions. Table 2 lists these 
factors in 6 categories: leadership and governance, 
strategy and design, provider and manager 
activities, teamwork, funding and performance 
monitoring and improvement. 

Table 2/ Critical success factors for integrated 
care

1/ Leadership and governance

Trust and collaboration established among 
key stakeholders in development of 
integrated care 

Building on a history of successful 
partnerships 

Compelling vision for change especially 
around potential benefits for patients 

Transparency and communication among 
partners 

Partnerships that span a comprehensive 
range of social and community-based as 
well as healthcare services that specific 
populations require 

Strong leadership and governance that is 
fully committed to clearly defined goals and 
helps to facilitate change 

Strong physician and other clinical 
leadership who support quality 

improvement and cost and help engage 
front-line staff in service redesign 

Create a strategic communications plan 
to provide clear messages to internal and 
external stakeholders 

Recognize that integrated care is a long-
term agenda

2/ Strategy and design

Create a coherent strategy that incorporates 
the key implementation issues 

Identifying patient groups where benefits 
are greatest through population-based 
needs assessment (segmentation and 
stratification) 

Supporting clinician involvement in service 
planning, and implementation of new 
initiatives 

Strong care coordination, embedded and/or 
linked to physician practices 

Restructuring care to deliver services in 
different sites/sectors 

Contracts or agreements with all 
participating partners (e.g., on data sharing, 
co-location of services) 

Geographic coverage to maximize access 
and reduce duplication of services

3/ Provider and manager activities

Following clear and consistent criteria 
to identify patients who will benefit from 
integrated community-based health and 
social care services 

Giving patients and caregivers opportunities 
to share what is most important to them in 
their care and including these preferences 
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in individual care planning and decision 
making 

Involving patients and caregivers in service 
(co)-design and organizational decision-
making processes 

Supporting and empowering patients to 
take control of their health (self-care) 

Using the workforce effectively and seeking 
innovations in skill mix and substitution 

Adopting standardized care protocols, 
pathways and care plans, adapted to local 
settings 

Identifying a single point of access for 
onboarding and assessing new patients 

Ensuring effective flow and tracking of 
patient referrals (i.e. referrals are accepted, 
sent and followed up on, within your 
organization and across other organizations 
in the health and social care continuum) 

Regular patient follow-up and case 
management, particularly for the most 
complex patients 

Facilitating transitions across care settings 
for patients and caregivers 

Addressing broader determinants of 
health that impact patient and caregiver’s 
experiences 

Linking patients, families and/or caregivers 
to informational/educational and 
community resources 

Ensuring case managers have appropriate 
skills and expertise to execute their roles 

Developing approaches to manage the cost 
of delivering integrated care services 

Promoting and supporting self-management 
practices 

Ensuring that patients and caregivers have 
someone they can contact if health and 
social care needs arise 

4/ Teamwork

Building effective professional and 
interpersonal relationships with providers 
and other members of each individual 
patient’s healthcare team 

Creating multidisciplinary provider teams 
with clearly defined roles and tasks 

Sharing patient information among 
providers 

Developing information strategies and 
technology such as EMRs and shared 
communications tools 

5/ Funding

Funding mechanisms that promote 
teamwork and distribute resources to 
needed services 

6/ Performance monitoring and
      improvement

Use a well-developed performance 
measurement and quality improvement 
system including feedback to physicians and 
other staff about results and performance 
accountability

Supporting experimentation in design and 
delivery of collaborative, patient-centered 
care 

Continued and regular inter-organizational 
knowledge sharing 

Creating forums and opportunities 
for learning from external experts and 
organizations 

>
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Change management strategies

The list of critical success factors in Table 2 
underlines the complexity of integrated care 
and the range of changes needed in developing 
new or expanded roles, expanding program and 
organizational supports, creating collaborations 
and improving teamwork and engaging patients 
and caregivers, clinicians and leaders. Successful 
integrated care initiatives require transformations 
at several different levels: between patients 
and providers; among inter-professional team 
members; and in developing strategies and 
approaches for communication and coordination 
among a network of agencies and organizations.

Nick Goodwin (2017), who has observed integrated 
care efforts in many different settings, argues that 
beyond specific activities, the change management 

process must focus on 3 main goals: alignment, 
agility, and attitudes.

While each integrated partnership may vary 
somewhat in its developmental path, Goodwin 
suggests that success is dependent upon a long-
term commitment from leaders to enable changes 
in work processes and relationships to mature and 
become embedded.

The developmental trajectory for integrated care 
initiatives is challenging since many of the critical 
changes are adaptive rather than technical (Heifetz 
and Linsky, 2002). While technical changes can 
be solved with the current skills and problem-
solving methods within organizations, adaptive 
changes require learning new ways of working and, 
often, new skills for solving problems. Adaptive 
changes require not just new technology, but new 
approaches that require facing fundamental issues, 
in some cases they require rethinking how an 
organization or program works.

Front-line change

While change is necessary at all levels, the critical 
transformation to integrated care relies on 
changes in the work of front-line professionals 
with support from leaders to enable that change. 
This has several important implications for change 
strategies.

First it means that the rate of change is linked to 
the capabilities of staff (and engaged patients) 
to redesign care and learn new ways of working. 
In many cases, experienced and capable staff 
must learn to work differently, collaborating with 
staff in other programs or organizations, sharing 
responsibilities for patient care and support. Staff 
development and coaching, both in the technical 
skills required for their new tasks and roles, and in 
the adaptive process of adjusting to new challenges 

The change management process 
should focus on...
1/ Alignment
Supporting organizations to develop 
integrated care as part of their core business.

2/ Agility
Developing systems and processes that 
support staff in implementing new care 
processes and enabling integration to happen 
at different levels.

3/ Attitudes
Addressing the cultural changes needed to 
support new ways of working.

HOW CAN WE IMPLEMENT INTEGRATED CARE?  -  PRACTICE GUIDE SERIES14



can be critical to their success. This can be 
frustrating for leaders who want the pace of change 
to move more quickly. However, accelerating these 
changes depends upon supporting front-line staff 
in changing their behaviors and skills, not simply in 
pushing harder for change.

Thus, the second important implication of effective 
change strategies is that change has to be bottom-
up as well as top-down. Staff need space to develop 
new approaches to care and collaboration, and 
support to innovate and adapt improvements. 
Many successful integrated care initiatives have 
found coaching resources, practice facilitation 
and quality improvement expertise essential to 
the development of integrated services. These 
resources and skills help to support change from 
the bottom-up and contribute to an environment 
supporting clinician engagement, a crucial success 
factor for integrated care. 

Beyond specific skills for designing, coordinating 
and improving integrated care, Evans and 
colleagues (Evans et al., 2016) have identified 6 
competencies for leading systems of integrated 
care for populations with complex care needs (see 
opposite).

The six competencies for doing 
integrated care well are...
1/ Framing and reframing issues to create 
clarity, enable shared purpose and build 
consensus

2/ Taking the perspective of others to 
build trust and create safe spaces for 
collaboration

3/ Co-designing care with patients and 
caregivers to ensure systems provide care 
that meets patients’ needs

4/ Systems thinking to optimize the 
performance of the system as a whole

5/ Sharing power to enable others to 
make decisions and act

6/ Reflective learning that enables 
learning from successes and failures

15PRACTICE GUIDE 1 - HOW DO ORGANIZATIONS IMPLEMENT INTEGRATED CARE?



Three key takeaways

Developing new information 
strategies to share clinical 
data, collaborate on care 
plans and coordinate activities 
facilitates better teamwork and 
better patient outcomes and 
experiences.

Critical issues in early stages of 
integrated care include the identification 
of target patient groups who will 
benefit from integrated care, the 
development of trusting relationships 
and agreements among service delivery 
partners, and the recruitment of 
clinical team members who have the 
competencies and support needed to 
test and refine new models of care.

The literature on integrated care 
includes a diverse set of models 
that have performed well, and a 
number of critical success factors 
are common to most of these 
models.

1

2

3
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Exercise: Identify priority activities

The guidance documents for Ontario Health Teams list multiple components that 
must be developed by those submitting proposals for OHTs (http://health.gov.
on.ca/en/pro/programs/connectedcare/oht/docs/guidance_doc_en.pdf).

Components for OHTs include: 

1/ Patient care and experience

2/ Patient partnership and community engagement

3/ Defined patient population

4/ In-scope services

5/ Leadership, accountability and governance

6/ Performance measurement, quality improvement and

       continuous learning

7/ Funding and incentive structure

8/ Digital health

The critical success factors for integrated care listed in this practice guide 
include a number of other relevant features that have contributed to the success 
of integrated care initiatives.

Using both of these lists, identify 3 specific priority activities for discussion and 
decisions for your organization and the partners engaged in your planning of 
integrated care.

17PRACTICE GUIDE 1 - HOW DO ORGANIZATIONS IMPLEMENT INTEGRATED CARE?
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How can we better understand and meet the needs of patients and caregivers?
In this practice guide, we describe 2 key things: what matters to patients and caregivers and how to engage 
them in their care.

2

What are the 3 key takeaways?What matters to patients and 
caregivers?
Patients and caregivers told us that they want 
to:

1/ Be heard

2/ Have someone they can count on

3/ Know how to manage health and
      what to expect

4/ Easily access health and social care

5/ Be independent 

6/ Feel safe

How can we engage patients and 
caregivers in their care?
Patient and caregiver engagement in care is 
influenced by their: 

1/ Perception of services

2/ Comfort in asking for things

3/ Beliefs about roles

4/ Access to resources

The things that matter most to 
patients and caregivers include 
relationships (how they feel when 
they interact with providers) as well 
as activities that make them feel 
human (hobbies), not just having 
medical needs addressed.

Taking the time to get to know 
patients and their caregivers will 
not only help them feel heard, 
it will help providers and teams 
understand the things that get in 
the way of them managing their 
health and participating in their 
care.

Activities to support self-
management of care needs to 
consider the context of the patient 
and family (where they live, their 
comfort in their surrounding 
community and accessibility to 
health and social activities) as well 
as their ability to access resources 
(finances, etc.) to supplement care. 

The practice document describes these things 
in greater detail, using the words of patients and 
caregivers.

This practice document describes how to consider 
these barriers in practice.

3

2

1
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Why this is important

Efforts to improve care delivery and optimize 
experiences require understanding what is most 
important to people, particularly patients with 
complex health and social care needs and their 
family and friend caregivers. A precursor to 
understanding experience is effective engagement 
(i.e., partnership). Patient and caregiver 
engagement activities can range from providing 
input into care plans, to co-designing services, and 
setting organizational priorities (Carman et al., 
2013).  A recent systematic review demonstrated 
that engaging people in their care (at these 
various levels) can enhance care experiences and 
outcomes (Bombard et al., 2018). 

While there is a critical role for patient and 
caregiver engagement at the leadership and 
governance level, this practice brief focuses on 
patient and caregiver experiences and engagement 
at the micro level—the care interactions that 
people and their caregivers have with front-line 
staff and care teams. Not only do we look at what 
an optimal experience entails, but outline how 
providers engage patients and caregivers in care to 
optimize their experiences.

We focus on people with complex care needs as 
well as family and friend caregivers. People with 
complex care needs tend to have multiple health 
and social care needs and are poorly understood 
despite using health care more than the general 
population (Wodchis et al., 2016). Importantly, 
some people with complex care needs are not 
connected to the health care system and are at risk 

of decline and poor outcomes. Caregivers (typically 
unpaid family members and friends) shoulder a 
huge burden, often making enormous sacrifices as 
they provide care (in their personal and work lives). 
Caregiving is often met with financial challenges 
(stemming from lost days at work and through the 
cost of equipment, medication, home modifications 
and services not covered through Medicare or 
other insurance schemes. Caregivers report feeling 
unrecognized, excluded from the care team, and 
have few breaks even when services are in place 
(Kuluski et al., 2018).

How this relates to Ontario Health Teams

This practice guide will provide Ontario Health 
Teams (OHTs) with practical guidance on how to 
1) address the things to matter most to patients 
and caregivers and 2) engage with patients and 
caregivers to enhance their relationships with them 
and improve their care. Through practical activities 
at the end of this document, OHTs can review their 
own strategies to engage patients and families (and 
that of their partner organizations) and outline 
barriers and facilitators to effective patient and 
caregiver engagement.

This practice guide provides concrete examples of 
what matters most to patients and caregivers in 
their care along with specific details of how things 
look when they work well. While some of these 
things may be known (or implemented) by your 
care team, some examples may offer new ideas 
on how to enhance people’s experiences in your 
practice.

Introduction
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How we uncovered what matters to patients 
and caregivers 

We draw our examples from a multi-jurisdiction 
study including 173 ethnically diverse older patients 
with complex care needs and their caregivers 
(mostly family), from Ontario, Quebec and New 
Zealand. These patients and caregivers participated 
in one-to-one in-person interviews to share 
their experiences and care needs. Patients and 
caregivers were using an array of services including 
primary care, home and community care, specialist 
care, hospital, emergency rooms and rehabilitation 
services. Many patients and caregivers relied 
on community and social services to manage 
transportation, food, housing and social activities in 
addition to health services.

Following in-depth analyses of interview content, 
the things that mattered most to patients and 
caregivers across these multiple jurisdictions of 
study were synthesized and described. We learned 
not only what mattered most to patients and 
caregivers but about the activities that supported 
these things. We also looked at the things that get 
in the way of people engaging (i.e., participating). 
It is critical to understand barriers to engaging 
patients and caregivers to ensure that steps are 
taken to create a comfortable environment for 
patients and caregivers, from all generations, 
cultures and linguistic groups, to participate in a 
way that is meaningful to them.

We understand that your target populations will 
include other groups, aside from older adults 
with complex care needs, including children 
with medically complex care needs, people with 
developmental disabilities, episodic acute care 
needs, etc. While we suspect that core attributes 
of care will be similar as to what is detailed below, 
as an OHT it will be important to determine other 
things that matter to patients and caregivers, which 
can be determined through the strategies and 
examples provided below.

Insights
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1/ Being heard captures the relational aspects 
of care and is characterized by many activities 
including:

Treating patients and caregivers like equal 
partners (having a friendly demeanor, 
using a neutral tone of voice, creating a 
comfortable space to interact)

Not rushing them 

Asking about non-health care related things 
(social activities, family members, etc.)

Listening intently

Understanding (and asking about) their 
preferences and incorporating this 
knowledge into care planning 

Patients and caregivers are more likely to feel 
heard, appreciated and comfortable if their 
provider(s) and care team is consistent over time. 
Having consistent care providers will enhance 
familiarity and foster trust. Empathy is also an 
important trait that is required of all parties in the 
care interaction (patient, caregiver and provider). 
While it’s not possible to completely relate to 
another person’s experience until you have 
walked in their shoes, exercising empathy (trying 
to understand and acknowledge the feelings of 
another) can enhance the relationship and support 
the management of expectations.

For example, in getting to know a patient, you 
may come to understand that self-care is difficult 
given the stresses felt in other parts of their life. 
In response, recommended self-care strategies 
can be adapted to suit the unique needs of the 
patient, and if applicable, their families or care 
partners. Likewise, when a patient recognizes your 
constraints (as a provider), they may adjust their 
expectations, so long as they feel that you care 
about them and are doing what’s possible to meet 
their needs.

What matters most to patients and caregivers 
in their care 

Patients and caregivers want to be heard; have 
someone they can count on; know how to manage 
health and what to expect; easily access health and 
social care; be independent; and feel safe. 

>

>

>

>

>

What matters most to patients 
and caregivers is that they...
1/ Be heard

2/ Have someone they can
      count on

3/ Know how to manage
      health and what to expect

4/ Easily access health and
      social care

5/ Be independent

6/ Feel safe
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2/ Having someone to count on helps patients 
and caregivers get access to the broader system. 
This “counted on” person is typically a paid 
provider who serves a coordinating function and 
has access to a broader interdisciplinary team with 
whom they regularly interact and can contact with 
questions. The trusted go-to person is: 

Easily accessible to the patient or caregiver 
by text, phone or email

Can get resources/questions answered 
from other team members in a reasonable 
amount of time (and manages expectations 
around response times)

Keeps track of appointments, sends 
reminders and determines if the patient is 
able to get there 

This ‘go-to person’ connects patients to needed 
community based resources including primary 
care to avoid unnecessary hospital and emergency 
room visits. This role can also alleviate caregiver 
stress, by getting timely responses to care related 
questions and concerns.  

3/ Knowing how to manage health and what 
to expect. Patients and caregivers want clear 
information on their health status and know what 
they might expect in the future regarding their care, 
symptoms and needs (even if things are uncertain). 
Key supporting activities include:

Using lay language (avoiding the use of 
complex medical jargon)

Teaching patients and caregiver’s skills to 
self-manage by providing a written list of 
steps, or ‘how-to’ guides, exercises, etc. that 
take into consideration their contexts and 
capabilities

Accepting (and preparing patients and 
caregivers for) a ‘trial and error’ approach 

>

>

>

>

>

>

to health management (trying different 
treatment/medication regimens, and 
working closely with them by checking in 
continuously and modifying the plan as 
needed)

Providing clear explanations as to why 
certain treatment options are being 
recommended and what to expect 

Working with caregivers to anticipate and 
prepare for a patient’s future trajectory (e.g., 
stages of dementia and decline)

Managing expectations through dialogue such as, 
“we might not get it right the first time, but let’s try 
this first and I’ll follow-up with you” helps patients 
and caregivers understand that complex care 
management requires ‘continuous tweaking’ as 
opposed to a silver bullet solution.  

4/ Easily accessing health and social care that 
is meaningful is activated through the ‘go-person’ 
described earlier. Access to health care resources 
(doctor’s and specialist visits, homecare) as well 
as social care resources (such as getting to the 
grocery store with ease, participating in social 
activities and hobbies) is typically required. At 
times, access is only met ‘half way’ - for example, 
a specialist appointment may be booked but 
transportation is not arranged or an assistive 
device is delivered to the patients home but not 
installed. Example activities in support of access 
include:

Offering different methods of service 
provision to accommodate patient function 
(home visits, videoconferencing, etc.)

Allowing patients and caregivers to easily 
change appointments if not feeling well 

Providing health and social care services 
under one roof or within a similar 
neighborhood  

>

>

>

>

>
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Being independent is intricately connected to 
(and sometimes trades off with) safety. As noted 
above, caregivers try hard to preserve patient 
independence for as long as possible but at certain 
points (typically as patients approach the latter 
stages of functional decline or onset of dementia) 
they become more concerned about safety. 
Caregivers, at times, feel distressed as they try to 
determine the right balance between independence 
and safety. Patients continue to prioritize 
independence and do not always understand why 
activities are restricted.

6/ Feeling safe (minimizing risk) both inside and 
outside the home is important to patients and 
caregivers. Activities that support feeling safe 
include: 

Training patients and caregivers on how 
to use mobility aids inside and outside the 
home

Ensuring that caregivers can safely perform 
transfers and personal care without putting 
their health at risk (may require training, 
equipment or help from an extra person)

Getting someone to go to the patient’s 
home and working with caregivers to 
address care needs (such as behaviours and 
unpredictable events that typically arise with 
dementia or complex medical treatment)

Providing caregivers with additional 
supports to offer peace of mind so they 
are able to attend appointments or social 
outings and know the patient is safe  

The things that matter to patients and caregivers 
overlap, intersect and sometimes trade-off (see 
Figure 1).

Coordinating medical appointments and 
transportation

Spanning boundaries (having food available 
at the primary care clinic or organizing 
a community group to offer programs in 
spaces where patients get medical care)

Ensuring that resources offered can be fully 
utilized (e.g., knowing all the steps required 
to get someone to their appointment)

5/ Being independent is a top priority for patients 
and something that caregivers try to honour 
as much as possible, even as patients decline 
physically or cognitively. Being independent is 
supported by:

Assistive devices inside and outside the 
home to support easy navigation and 
mobility

Opportunities for patients and caregivers to 
participate in enjoyed activities (traveling, 
hobbies, visits with friends)

Caregivers getting a “true” break (e.g., 
respite) by having a trusted and familiar 
provider available that the patient feels 
comfortable with so the caregiver can get 
away and not worry about the patient  

Giving patients and caregivers choices in 
their care plan 

>

>

>

>

safety
independence

>

>

>

>

>

>

>
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Figure description: Being heard, having someone 
to count on, and knowing how to manage health 
can be thought of as three key attributes of a 
care delivery model when patients and caregivers 
access health and social care (three inner circles 
linking to the fourth at top).

While health care includes medical and professional 
supports (in a clinic or home setting such as 
nursing, occupational therapy and physician care), 
social care includes both instrumental activities of 
daily living (supports with housecleaning, meals, 

medication management) as well as the social 
determinants of health (housing, financial support, 
food security, etc.).

Core attributes such as independence and safety 
(outer circle) can be thought of as outcomes 
(patients and caregivers feeling as safe and 
independent as possible). Finding the appropriate 
balance between independence and safety is key 
and will require priority-setting between patients, 
families and care teams.

Figure 1/ The intersection of the things that 
matter most to patients and caregivers.

Having 
someone to 

count on

Knowing how to 
manage health

Being 
heard

Easily access health 
and social care

Being independent

Feeling safe
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Factors that influence patient and caregiver 
engagement in their care

In addition to understanding what matters most 
to patients and caregivers, there are a number 
of factors that influence patient and caregiver 
engagement in care. These include their perception 
of services; their comfort in asking for things; their 
beliefs about roles; and their access to resources.

More specifically, patients and caregivers are 
reluctant to use what is available or offered to them 
if they perceive the quality of care to be poor. These 
perceptions of poor quality are shaped by previous 
experiences or their observations of others 
experiences.

Patients and caregivers are reluctant to ask for 
things if they feel the ‘system’ is not able to respond 
to them or if they fear being reprimanded for 
voicing unmet need.

Role beliefs such as perception of whether or 
not it is appropriate to question care providers 
or relinquish personal responsibilities (such as 
caregiving duties) also plays a role. For example, 
cultural or generational factors may influence a 
patient’s willingness to question their care team or 
engage in goal setting activities.

Finally, factors such as a common language, 
adequate health literacy and access to financial 
resources influence the extent to which patients 
and caregivers can meaningfully participate in their 
care. 

These factors that influence engagement relate to 
the core attributes of care. For example, patients 
and caregivers are more likely to feel comfortable 
asking for things if they are working with a provider 
(or team) that they know and trust.  Furthermore, 
the ‘go-to’ person is often the person who 
connects patients and families with tools (financial 
resources, translators, information, and self-
management resources) to enhance engagement.

Patient and caregiver engagement 
is influenced by their...
1/ Perception of services

2/ Comfort in asking for things

3/ Beliefs about roles

4/ Access to resources
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Three key takeaways

Activities to support self-management 
of care needs to consider the context 
of the patient and family (where they 
live, their comfort in their surrounding 
community and accessibility to health 
and social activities) as well as their 
ability to access resources (finances, 
etc.) to supplement care.

Taking the time to get to know 
patients and their caregivers will not 
only help them feel heard, it will help 
providers and teams understand 
the things that get in the way of 
them managing their health and 
participating in their care.

The things that matter most to 
patients and caregivers include 
relationships (how they feel when 
they interact with providers) as 
well as activities that make them 
feel human (hobbies) not just 
having medical needs addressed.

1

2

3
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Exercise: Self-Assessment

We now ask you to reflect on the types of resources and tools that your practice 
has regarding patient and caregiver engagement (with a focus on addressing 
barriers to engagement).

Does your practice have…

A point person that patients and caregivers feel comfortable contacting 
with questions or making complaints?

Translation services/interpreters available for patients and caregivers 
who don’t speak the same language as their providers?

Self-management/educational resources available in the preferred 
language of patients/caregivers?

A point person to assess additional resources required (such as financial 
support, volunteer services) that might be required for patients and 
caregivers to manage care?

An understanding of the preferences/expectations/capabilities of the 
patients and caregivers regarding their role (e.g., is the family comfortable 
having strangers coming into the home to provide personal care) 

Opportunities for patients and caregivers to participate in various 
modes of engagement (such as co-design of care services or sitting on 
organizational planning committees?)

Resources and supports to orient staff and managers to the philosophy of 
patient engagement (e.g., training for staff)?

As an OHT, we recommend that you connect with your partner organizations to 
see what kinds of strategies they have in place to engage patients and caregivers. 
What works and what needs to change from their point of view? Taking note of 
this will help you leverage the strengths of your partners and build a common 
approach together. We recommend building in an in-person, brainstorm session 
to share strategies.
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We now share two scenarios to illustrate a real-world example of what it looks like when the needs and 
preferences of the patient and caregiver are understood and addressed versus not.

Needs and preferences of patient and caregiver are NOT understood or addressed.

Poor outcomesA
One day...
Mrs. Lee woke up feeling unwell. She’s an 
87-year-old widow and lives alone in her 
apartment. Her daughter, Laura, just returned 
from a short vacation and tries to reach her 
Mom by phone, and after several tries there is 
no response. She drives over to check on her. 
When she arrives, her Mom appears confused 
and tells her daughter that she feels dizzy.

There have been several coordinators involved in 
her Mom’s care and she is unsure who to contact. 
She doesn’t feel comfortable calling the primary 
care doctor directly so she calls 911 and her Mom 
is taken to the emergency room where she waits 
for several hours. Laura and her mother meet with 
several people where they have to repeat their 
story over and over again.

They decide to keep her overnight to run tests. Due 
to a lack of rooms she is in a stretcher in a hallway 
where it’s noisy and unfamiliar. Laura is exhausted 
and frustrated at the lack of timely response to her 
Mom’s needs. Her Mom is scared and eats very 
little, making her feel increasingly tired and weak. 
She misses another dose of her medication as she 
waits and is feeling increasingly dizzy.

On her way to the washroom she has a fall and 
fractures her hip and is now waiting for surgery. 
Given the lack of operating rooms she waits for 
several days and then catches pneumonia which 
further delays her surgery. Laura, the sole family 
caregiver is exhausted, confused, frustrated and 
takes several days off work without pay so she can 
be there to advocate for her Mom who doesn’t 
speak English. 

Scenarios
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We now share two scenarios to illustrate a real-world example of what it looks like when the needs and 
preferences of the patient and caregiver are understood and addressed versus not.

Good outcomesB
One day...
Mrs. Lee woke up feeling unwell. She’s an 
87-year-old widow and lives alone in her 
apartment. Her daughter, Laura, just returned 
from a short vacation and tries to reach her 
Mom by phone, and after several tries there is 
no response. She drives over to check on her. 
When she arrives, her Mom appears confused 
and tells her daughter that she feels dizzy.

Their care coordinator, Sandra, whom Mrs. Lee 
and Laura have gotten to know quite well over 
the years, always encourages them to call if they 
need something. Mrs. Lee doesn’t feel comfortable 
asking for help, but her daughter knows to contact 
Sandra when something is wrong. She rings Sandra 
and she answers quickly and listens to Laura’s 
concerns. During this phone call her Mom starts to 
feel better but is very tired.

Sandra is in regular contact with Mrs. Lee’s primary 
care team and is able to arrange a home visit with 
her primary care provider that afternoon. During 
the home visit Mrs. Lee has her vitals checked and 
blood work done and later it’s determined that she 
needs to adjust her medication. The primary care 
doctor calls the pharmacy and arranges for the new 
medication to be dropped off.

During this visit it’s also clear that Laura is feeling 
burnt out and is concerned about leaving her Mom 
alone for long periods of time during the day while 
she is at work. The primary care doctor shares 
this with Sandra who connects back with Laura 
to tell her about a Day Program that caters to the 
Chinese population. Since the day program is with 
her Chinese speaking peers, Mrs. Lee agrees to go, 
and her daughter, who gets to know the staff, feels 
comfortable knowing that her Mom is happy and 
safe. Attending the program also helps Mrs. Lee feel 
independent as she does not want to move into a 
long-term care facility. 

Scenarios

Needs and preferences of patient and caregiver are understood and addressed.
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Scenario Questions

If faced with the scenario (in bold, above), what tools and approaches would your 
team use to respond to Mrs. Lee and Laura (her caregiver)?

1/ For example, would Mrs. Lee and her caregiver know who to call on your team? 

2/ Who would be responsible for responding to the needs of Mrs. Lee and her 
caregiver? 

3/ What types of tools or approaches would your team use to address the needs 
of Mrs. Lee and her caregiver? 

4/ What barriers would you anticipate in meeting the needs of Mrs. Lee and her 
caregiver?

5/ How would you/your team continue to engage with Mrs. Lee and her caregiver 
if you wanted to draw on their experience to design improvements in your 
practice?  

6/ Regarding Mrs. Lee and her caregiver, what engagement barriers do you 
anticipate and how would you address them? (hint: Laura, the caregiver, has a 
very busy work schedule and Mrs. Lee does not speak English)
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How can patient and caregiver needs be met by providers and managers?
In this practice guide, we present the activities done by providers and managers working in integrated care 
models and discuss how these meet patient and caregiver needs.

3

What are the 3 key takeaways?What activities are done by 
providers and managers in 
integrated care?
We present 32 activities done by providers 
and managers working in integrated models of 
care. We distinguish the activities as occurring 
on either the front-stage or back-stage of care 
delivery:

1/ Provider front-stage activities involve
     interactions between providers and
     patients

2/ Provider back-stage activities involve
      interactions between providers

3/ Manager front-stage activities involve
      interactions with staff and patients

4/ Manager back-stage activities involve
      interactions with other managers and
      stakeholders

Identify what activities you are 
already doing across partners at 
both the front-stage and back-
stage and see where there are 
gaps. Think about how activities are 
interconnected and co-dependent. 
Components already in place may 
require adaptation and modification 
to align with an integrated model 
with network partners.

When building teams of providers 
and managers, think about the 
diverse skill sets needed to be able 
to engage in both front-stage and 
back-stage activities. Often both 
clinical and relational skills will be 
required to be successful in both 
front-stage and back-stage roles.

The 32 activities of providers and 
managers can, and should, be 
adapted to local contexts through 
co-designing with providers, 
patients and families.

3

2

1

We illustrate how these activities are interrelated, 
with the success of some relying on the presence 
of others. Importantly, we show how providers and 
managers will require diverse skill sets (including 
both technical and relational skills) in order 
to engage in both front-stage and back-stage 
activities. 

The presented interconnected activities can be 
used as a starting point for Ontario Health Teams, 
but these should be co-designed to fit local 
contexts and regularly monitored through the 
implementation process to ensure they are helping 
meet patient and caregiver needs.

Practice Guide Summary
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Why this is important

Once committed to the vision of delivering more 
integrated health and social care services to meet 
the needs of patients and families, the next step is 
determine what front-line staff and management 
teams will actually do make it a reality. 

A recent scoping review found that models 
of integrated care include a number of key 
components including: person-centredness, 
holistic or needs assessment, integration and 
coordination of services, collaboration, and self-
management (Struckman et al., 2018). These 
components can be achieved through different 
activities that providers and managers engage 
in every day as part of the delivery of care. 
However, research in the field of integrated care 
has demonstrated that it is not simply about 
putting a new set of processes in place, but about 
understanding how these processes interact with 
one another and work within different contexts to 
achieve desired outcomes (Shaw et al., 2018; Kirst 
et al., 2017; Vargas et al., 2015).

This guide uncovers the activities of front-line 
providers and managers working in integrated care 
models; discussing what these activities look like, 
how they’re different from how you may have been 
working before, and, perhaps most importantly, 
how these activities are linked and related to each 
other. For the purposes of this guide, the term 
providers refers to clinical and point-of-care staff 
(physicians, nurses, social workers, therapists, 
care coordinators, physician assistants, volunteers, 
and reception/clerical staff) that interface directly 
with patients and caregivers to deliver health and 
social care services. The term managers refers to 
administrative staff that support, guide and lead 
operational processes (administrators, IT support, 
quality improvement staff, managers, directors).  
The two Mrs. Lee case vignettes are used to 
illustrate how front-stage and back-stage activities 
can lead to each of these two scenarios.

Introduction

Collaboration. How well does your 
organization connect and collaborate 
with other programs and organizations 
in the community?

Coordination. How well does your 
organization coordinate service delivery 
for patients and their families across 
programs and organizations in the 
community?

Self-Management. How well does your 
organization support self-management 
of patients and families?

Very wellNot well

1 2 3 4 5

Very wellNot well

1 2 3 4 5

Very wellNot well

1 2 3 4 5

But first, a quick self-assessment...
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How this relates to Ontario Health Teams

Ontario Health Teams (OHTs) will be tasked with 
providing a “full and comprehensive continuum of 
care at maturity” (MOHLTC, 2019). This will require 
redesigning care pathways that encompass a full 
continuum of care within and across organizational 
partners, with an aim to establishing care teams 
that will be responsible for delivering services 
across that continuum. 

OHTs can use this practice guide to identify 
activities that care teams and managers engage in 
when delivering integrated care. Importantly, this 
document will help OHTs to: 1) identify the more 
obvious front-facing activities of care delivery they 
will need to engage in (e.g., setting up a care plan), 
as well as the less obvious; and 2) link front-facing 
activities to less obvious back-end processes 
and managerial support activities (e.g., building a 
supportive and collaborative culture) required for 
those care teams to be successful.

Meeting patient and caregiver needs through 
provider and managerial activities: Lessons 
from the literature and iCOACH study

The accompanying patient and caregiver practice 
guide summarized 6 attributes of the care 
experience that matter most to patients and 
caregivers. Taking these attributes as a starting 
point (representing the desired outcomes of 
patients and their families), we link practical 
activities of providers and managers that support 
these attributes. To identify these activities, 
we engaged in: 1) a targeted literature review 
identifying existing reviews of key activities of 
integrated care; 2) a symposium session with 
managers and providers who deliver integrated 
care services to review and discuss the value of 
these activities; and 3) comparing the findings 
of the literature review to data from the iCOACH 
study. This strategy yielded a list of 32 activities of 
providers and managers delivering integrated care 
for older adult patients. 

Notably, these activities overlap with the critical 
success factors identified in the accompanying 
practice guide on implementation, demonstrating 
that some of the factors can and should be 
achieved through the activities of both managers 
and providers. This connection between success 
factors and the provider and manager activities of 
care delivery further demonstrates the importance 
of collaborative leadership approaches as 
successful implementation is contingent on the 
work of leaders driving the change, as well as the 
activities of providers and managers engaging in 
the change. 

Insights
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The list of 32 activities emphasizes the day-to-day 
work and processes that providers and managers 
will need to engage in to support an integrated 
model of care. Some of these activities are more 
obvious and explicit in the delivery of integrated 
care and play a front-facing role; for instance, in-
taking new patients or creating a care plan with an 
inter-professional team. However, what the iCOACH 
study (Shaw et al., 2018) and other research 
on integrated models has shown is that these 
activities can only be successful if other processes 
or activities are in place in the back-end (Kirst 
et al., 2017; Vargas et al., 2015; Ling et al., 2012). 
For example, creating environments that support 
strong relationship building between providers 
is critical to help support professionals to work 
effectively as a team (Karam et al., 2018). 

Front-stage and back-stage activities

To unpack these multiple-layers and inter-
relationships, we use the analogy of front-stage 
and back-stage to describe the types of activities 
required of providers and managers to realize 
integrated care. This is not to suggest that one 
layer of activity is more important than another, but 
rather to bring to light how the layers interact, and 
require that providers and managers play multiple, 
and sometimes new, roles to engage in these 
different types of activities.  Understanding these 
roles more clearly can help in assigning tasks best 
suited to the training and skills of providers and 
teams, and can further help identify competency 
gaps amongst teams to help drive training and 
hiring planning (see Figure 1).

The front and back-stage activities presented in 
the next section may represent entirely new work 
by providers and managers or an expansion and 
re-design of activities already in place. Adaptive 
change approaches outlined in the implementation 
practice guide may be particularly useful in re-
design work as it will involve modification of the 

existing work flows rather than necessarily putting 
in entirely new activities and processes. Activities 
may require expanded roles for providers and 
managers who will need to engage in new ways of 
thinking about work (new cognitive models) as part 
of the shift towards more integrated models of care 
(Nutting et al., 2011).

Table 1 maps the 32 activities of integrated care 
models to the attributes of patient and caregiver 
experience and organizes them into front-stage 
and back-stage work of providers and managers. 
In reviewing the table, it should be noted that: 1) 
provider and manager activities are mapped to the 
first 4 attributes that are specifically related to care 
processes. These activities are expected to result 
in achieving the last 2 outcome-oriented attributes 
(independence and safety); and 2) providers and 
managers sometime share activities in the front- 
or back-stage. These shared roles of front-line 
providers and leaders point to the importance of 
engaging in bottom-up change discussed in the 
implementation practice guide.

Finally, we note some activities as “foundational,” 
meaning they do not align to specific attributes of 
patient and caregiver experience, but rather act 
as important enablers to the other activities listed 
above. As such, these activities mainly occur at the 
back-stage.
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Front-stage and back-stage activities 
can be defined as...
1/ Provider front-stage

Activities that are patient- or caregiver-facing. 
These are any activities involving interactions 
between providers and patients or their caregivers, 
whether synchronous or asynchronous (e.g., clinic 
visits, phone calls, video conferencing, emails).

2/ Provider back-stage

Activities that are provider- or manager-facing. 
These are any activities involving interactions 
with other health or social care providers (internal 
or external to their organization), volunteers or 
managers, or independent administrative and 
preparatory work (e.g., charting, case conferencing, 
training and education) without direct contact with 
patients or caregivers.

3/ Manager front-stage

Activities that are patient-, caregiver- or provider-
facing. These are any activities involving 
interactions with patients, caregivers, or health or 
social care providers (internal or external to their 
organization), volunteers or managers.

4/ Manager back-stage

Activities that are manager- or stakeholder-facing. 
These are any activities involving interactions with 
other managers (internal or external), care delivery 
stakeholders (from collaborating organizations), 
policy stakeholders (health ministries and 
regionally-based organizations with a mandate 
to drive care delivery or quality), other funders 
(e.g., charitable, not-for-profit and philanthropic 
funders), or independent administrative and 
preparatory work stakeholders (e.g., preparing 
staff meetings, problem resolution, change 
management, any co-design work).

Figure 1/ The four types of activities 
that are important for integrated care.
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Table 1/ The 32 activities of integrated care 
mapped to attributes of patient and caregiver 
experience.

Foundational 
activities

These activities are at the 
provider and managerial 
level and cross cut the 
attributes by enabling 
other activities

For both providers and managers

> Supporting experimentation in 
design and delivery of collaborative, 
patient-centered care

> Supporting adoption and meaningful 
use of IT systems

> Engaging in regular performance 
measurement and quality improvement 
activities and initiatives

Provider back-stage

> Developing approaches to manage 
the cost of delivering integrated care 
services

Manager front-stage

> Supporting clinician involvement in 
service planning, and implementation 
of new initiatives

Manager back-stage

> Creating forums and opportunities 
for learning from external experts and 
organizations 

> Ensuring providers and case 
managers have appropriate and 
feasible caseloads

> Ensuring that organizational 
mandates and strategic directions 
continually promote integrated care as 
a core mission

> Developing approaches to manage 
the cost of delivering integrated care 
services
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Attribute 1

Being heard

Examples

• Provider focuses on 
the person outside the 
diagnosis

• Provider probes for 
personal context 
outside of health care 
to understand family/
social life, interests, and 
priorities for patients and 
caregivers

• Patients and providers 
talk to each other, 
sharing appropriate 
information so everyone 
knows what is going on.

Provider front-stage

1/ Giving patients and caregivers 
opportunities to share what is most 
important to them in their care 
and including these preferences in 
individual care planning and decision 
making

2/ Addressing broader determinants 
of health that impact patient and 
caregiver’s experiences

Provider back-stage

3/ Exchanging information (such as 
patient records or notes) with providers 
within your organization and across 
health and social care continuum.

4/ Using technologies to improve 
information exchange, service delivery, 
access to data, and communication for 
client care 

5/ Ensuring specific patient data is 
routinely collected in health records so 
that all team members have the same 
information 

6/ Building effective professional 
and interpersonal relationships with 
providers and other members of each 
individual patient’s healthcare team 

7/ Engaging in inter-professional 
teamwork (with health care providers 
from other disciplines), within your 
organization and outside of your 
organization (e.g., creating shared-care 
plans) 

Manager front-stage

8/ Using technologies to improve 
information exchange, service delivery, 
access to data, and communication for 
client care  

9/ Ensuring patients and service 
providers from different sectors 
can access and share information 
electronically (e.g. patient records/
charts.) 

10/ Ensuring shared understanding 
among the healthcare team regarding 
roles, responsibility, accountability, and 
communication

11/ Building effective professional 
and interpersonal relationships with 
providers and other members of each 
individual patient’s healthcare team

Manager back-stage

12/ Addressing broader determinants 
of health that impact patient and 
caregiver’s experiences

13/ Ensuring specific patient data is 
routinely collected in health records so 
that all team members have the same 
information
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Provider front-stage

14/ Routinely monitoring patients’ 
status (e.g. strategically scheduled 
follow-up assessments)

15/ Ensuring that patients and 
caregivers have someone they can 
contact if health and social care needs 
arise

Provider back-stage

16/ Ensuring case managers have 
appropriate skills and expertise to 
execute their roles 

Manager front-stage

17/ Ensuring that patients and 
caregivers have someone they can 
contact if health and social care needs 
arise

Manager back-stage

18/ Ensuring case managers have 
appropriate skills and expertise to 
execute their roles 

Attribute 2

Having someone 
to count on

Examples

Having a trusted ‘go-to’- 
person (typically a paid 
provider) who is:

• Responsive and can 
connect to the broader 
team when needs arise

• Accessible so the 
patient/caregiver have 
direct contact details 
and able to reach them 
directly

• Easily identifiable for 
patient/caregiver

Attribute 3

Knowing how to 
manage health 
and what to 
expect

Examples

• Instill confidence in 
patient and family by 
teaching them skills to 
self-manage 

• Providing instructions, 
written list of steps, 
how-to guides on how to 
manage symptoms, and 
activities (e.g. specific 
exercises to support 
better function)

Provider front-stage

19/ Promoting and supporting self-
management practices

20/ Linking patients, families and/or 
caregivers to informational/educational 
and community resources 

Manager front-stage

21/ Involving patients and caregivers in 
service (co)-design and organizational 
decision-making processes 

22/ Linking patients, families and/or 
caregivers to informational/educational 
and community resources 

23/ Promoting and supporting self-
management practices 
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Attribute 4

Easily accessing 
health and 
social care

Examples

Access enabled by having a 
‘go-to’ person who:

• Works to connect and 
facilitate access to health 
and social resources 

• Wears multiple hats 
so both health and 
social needs can be 
met simultaneously 
(e.g., physician who 
teaches tai chi, social 
worker that can provide 
transportation tokens 
or liaise with housing 
support)

• Mobilizes services and 
resources

Provider front-stage

24/  Identifying a single point of access 
for onboarding and assessing new 
patients 

25/ Facilitating transitions across care 
settings for patients and caregivers 

Provider back-stage

26/  Following clear and consistent 
criteria to identify patients who will 
benefit from integrated community-
based health and social care services

27/ Ensuring effective flow and 
tracking of patient referrals (i.e. 
referrals are accepted, sent and 
followed up on, within your organization 
and across other organizations in the 
health and social care continuum) 

Manager front-stage

[26/] Following clear and consistent 
criteria to identify patients who will 
benefit from integrated community-
based health and social care services

[27/] Ensuring effective flow and 
tracking of patient referrals (i.e. 
referrals are accepted, sent and 
followed up on, within your organization 
and across other organizations in the 
health and social care continuum) 

28/ Facilitating transitions across care 
settings for patients and caregivers 

Manager back-stage

29/  Identifying a single point of access 
for onboarding and assessing new 
patients 

30/ Building collaborations with 
organizations within the local 
healthcare geography to promote 
improvements to patient care 

31/ Developing formalized agreements 
between organizations (e.g., data 
sharing or co-location agreements) 

32/ Assessing patient and population 
needs to inform the planning of 
services 
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Scenarios
To demonstrate how these activities may change what is already being done on a day-to-day basis, we present activity 
maps around the two scenarios of Mrs. Lee presented in the patient and caregiver practice guide (also included in 
the appendix for this guide). In these scenarios, we see two very different stories unfold after Mrs. Lee, an 87-year-old 
widow, wakes up feeling unwell one day. Figure A below illustrates what activities are in place when her needs are not 
understood nor addressed. Figure B depicts the activities in place when her needs are met.

Poor processA Provider and manager activities when needs and preferences of Mrs. Lee and her daughter 
are NOT understood and addressed and the process of care is broken.

Care coordinator for 
home care services

Adult day program team 
communicates

Monthly meetings within 
team about clients that 

come in - little information 
about other services

Collecting 
performance 

measures

Within organizations 
and clinics

Strategic planning

Within organizations 
and clinics

Resource allocation

Within organizations 
and clinics

Attending team 
meetings

Within organization

Supporting training 
on the EMR system 

for the clinic

Identifying 
assessment tools 
the team can use

Primary care EMR

Single practice, data only 
accessible by doctor

Home care team meetings 
and EMR

Trouble communicating 
with family doctor

Clinic/organization-specific IT systems

Assessments inputted on 
practice EMRs

But cannot share across 
organizations

Care coordinator for 
transportation and 

Meals on Wheels

Care coordinator at 
Adult day program

Family doctor

Home care 
assessments

Adult day program 
assessments

Being heard

Providers talk 
to each other 

sharing relevant 
information

Foundational
activities

Patient attributes Provider
front-stage

Provider
back-stage

Manager
front-stage

Manager
back-stage

X

Easily accessing 
services

Having a go-to 
person who 
connects to 

needed services?

Discussion of Scenario A

The model of care offered to Mrs. Lee has many 
components that have likely helped her in her 
care to this point. She has access to a primary 
care doctor and care coordinators that have been 
providing her with care plans and health and social 
care services to help her stay independent at home. 
The breakdown in this scenario happens early on. 
While Mrs. Lee seems to have a lot of support, a 
clear single point of contact with a person that 
Mrs. Lee and her daughter trusts to deal with this 
situation has not been established.

All the supporting structures at the back-stage and 
managerial level are similarly fragmented, offering 
support only to their single teams or organizations 

rather than creating meaningful connections 
across the team. The components are in place, but 
there is no communication between the players, 
leaving Mrs. Lee and her daughter uncertain of 
what to do, who to go to for help, and thus ending 
up in the ER with unnecessary secondary negative 
outcomes.
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Good processB Provider and manager activities when needs and preferences of Mrs. Lee and her daughter are 
understood and addressed and the process of care is integrated.

Easily accessing 
services

Having a go-to 
person who 
connects to 

needed services

Single point of 
access

Sandra, the care 
coordinator

Engaging in inter-
professional team work

Sandra works with other 
providers

Building 
collaborations 

between 
organizations

Sandra can easily 
connect Mrs. Lee 
to other services

Addressing 
broader 

determinants of 
health

Managers 
recognize the 

need to collect 
this data and 

support it

Ensuring shared 
understanding 
amongst team 

regarding roles and 
responsibilities

Sandra and the 
team know what 

their roles are

Information exchange 
between providers

Sandra able to connect 
with other providers

Ensuring effective flow and tracking of referrals

Sandra has a referral process she can follow

Supporting adoption of meaningful use of IT systems
Ensuring appropriate 

case loads

Building effective relationships

Sandra works well with the other providers on the team 
to find a solution

Facilitating 
transitions

Sandra connects to 
other providers and 

services

Addressing broader 
determinants of 

health

Sandra attends to 
health and social 
care needs and 

connects to other 
providers

Being heard

Providers talk 
to each other 

sharing relevant 
information

Foundational
activities

Patient attributes Provider
front-stage

Provider
back-stage

Manager
front-stage

Manager
back-stage

Discussion of Scenario B

In this second scenario Mrs. Lee has many of the 
same services available as in the first scenario, the 
key difference being that she and her daughter 
know to call Sandra who has established good 
relationships with her other providers and a strong 
communication pathway. Sandra additionally 
addresses broader determinants of health for both 
Mrs. Lee and her daughter, attending to caregiver 
burnout in a proactive way. As can be seen in Figure 
B, Sandra’s ability to work with Mrs. Lee and her 
daughter and connect them to the health and 
social services required is reliant on a number of 
back-stage activities, notably: 

Providers afforded the ability to exchange 
information with other providers within 

and across organizations, enabled through 
available technologies

Providers engaging in inter-professional 
teamwork within and across organizations

Managers supporting the building of 
effective professional and interpersonal 
relationships between providers in the circle 
of care

Managers ensuring a shared understanding 
of the team regarding roles, responsibilities, 
accountability and communication

Managers building effective professional 
and interpersonal  relationships and 
partnerships across organizations>

>

>

>

>
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While Sandra, the care coordinator, is doing much 
of the front-stage work in this scenario, she may 
also need to hand-off care to someone on his 
team. For instance, where Sandra was able to 
call other providers to get advice regarding Mrs. 
Lee’s medication in this scenario, many models 
could also facilitate home visiting by multiple 
team members, such as a physician’s assistant, 
pharmacist, or family physician, who could come 
in to Mrs. Lee’s home to assess her needs in 
collaboration with Sandra, Mrs. Lee and Mrs. Lee’s 
daughter to determine the best course of action.

Establishing flexible staffing and funding models 
that can adapt to changing needs of patients can 
support this type of team work. Alternately using 
technologies like video conferencing, and secure 
messaging, can help the team to easily connect 
and trouble shoot. Keeping in mind potential 
restrictions on professional roles will also be 
important in determining the best individuals to 
be involved in these more flexible positions. For 
instance, unionized professions may experience 
more barriers to adaptation and variation in work 
processes. 

The relationship between these activities cannot be 
understated and demonstrates that providers and 
managers will require diverse skills sets to engage 
in both front-stage and back-stage activities. In this 
mapping we can see that providers need clinical 
skills to engage with patients and families, as well 
as strong collaborative and teamwork skills to 
work with other professionals. Managers also not 
only require skills in directing staff, but they also 
need good relational skills, as well as an ability 
to build a collaborative culture within and across 
organizations.

Co-designing a front-stage back-stage map

The activities list linked to front and back stage 
activities offered in Table 1 can act as a starting 
point to identify what activities will help meet 
patient/client values and outcomes. It should 
be noted some of these activities are identified 
in generalized ways (e.g., ensuring that patients 
and caregivers have someone they can contact if 
health and social needs arise). We purposely do not 
specify who this person needs to be on the team 
as we have found these details are best left to be 
determined by the teams who need to adapt these 
activities to their own contexts.

For example, one model may rely on a single care 
coordinator who would act as the central point of 
contact for all patients on their roster, whereas 
another model may deploy an inter-professional 
team and the main point of contact may be the 
individual with whom the patient/client is most 
comfortable. Both examples work well in different 
contexts. In order to determine the best way 
to operationalize these activities we suggest 
working together with the providers and managers 
delivering the services to establish processes 
(Ham and Walsh, 2013), and, where possible with 
patients and families as well (Rocco, 2016). We 
further recommend revisiting these processes 
regularly to adapt, modify and refine, particularly in 
the early phases of implementation outlined in the 
implementation practice guide. 

How to know if you are doing this well

The advantage of mapping front and back-stage 
activities of providers and managers is that it 
can help identify where there may be gaps in 
processes that are impeding progress towards 
programs goals. As can be seen in the difference 
between Figures A and B, the linked activities 
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show where different providers and managers 
need to act in the process of delivering care. If 
evaluations are demonstrating that the program 
is falling behind addressing any of the 6 attributes 
of patient and caregiver experience, go back to 
the activities map to see where the problems may 
be. It is recommended this activity is done with all 
providers and managers involved in the activity 
chain so different perspectives can be represented. 

The mapping of activities also offers an opportunity 
to engage in co-designing solutions with providers 
and managers (as well as patients and families), 
which can improve team engagement. When an 
issue arises look to the maps created together. The 
scale ratings done at the beginning of this section 
can also be revisited to check-in on these core 
components of delivering an integrated model of 
care. Discuss as a team how to move the dial.
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Three key takeaways

The 32 activities of providers and 
managers can, and should, be 
adapted to local contexts through co-
designing with providers, patients and 
families.

When building teams of providers and 
managers, think about the diverse 
skill sets needed to be able to engage 
in both front-stage and back-stage 
activities. Often both clinical and 
relational skills will be required to be 
successful in both front-stage and 
back-stage roles.

Identify what activities you are already 
doing across partners at both the 
front-stage and back-stage and see 
where there are gaps. Think about 
how activities are interconnected and 
co-dependent. Components already 
in place may require adaptation and 
modification to align with an integrated 
model with network partners.

1

2

3
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Exercise: Map your Activities

Now that you have learned about front-stage and back-stage activities for 
integrated care, use the steps below to map out the activities needed to achieve 
one of the 6 patient and caregiver attributes within your OHT. Remember, 
integrated care is a team sport – do this exercise with your team.

To map your activities...

Pick one attribute from the 6 that matter most to patients and families 
that you’d like your OHT to tackle. 

Map out the front-stage and back-stage activities of all partners in your 
OHT to achieve the attribute, including both provider and manager levels. 
Some of these activities may already be in place and some may be new. 
Use the 32 integrated care activities to help you.

Next draw links between the activities, and try to identify who on the team 
will engage in these activities. The links will help you visualize how you 
need to structure teams and communication processes to enable your 
activities in your OHT.

Finally identify what can help you realize this vision and what might be 
standing in your way. Think about how you can mitigate these barriers.
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The following two scenarios are presented in the practice guide for patient and caregiver engagement 
and illustrate a real-world example of what it looks like when the needs and preferences of the patient and 
caregiver are understood and addressed versus not.

Needs and preferences of patient and caregiver are NOT understood or addressed.

Poor outcomesA
One day...
Mrs. Lee woke up feeling unwell. She’s an 
87-year-old widow and lives alone in her 
apartment. Her daughter, Laura, just returned 
from a short vacation and tries to reach her 
Mom by phone, and after several tries there is 
no response. She drives over to check on her. 
When she arrives, her Mom appears confused 
and tells her daughter that she feels dizzy.

There have been several coordinators involved in 
her Mom’s care and she is unsure who to contact. 
She doesn’t feel comfortable calling the primary 
care doctor directly so she calls 911 and her Mom 
is taken to the emergency room where she waits 
for several hours. Laura and her mother meet with 
several people where they have to repeat their 
story over and over again.

They decide to keep her overnight to run tests. Due 
to a lack of rooms she is in a stretcher in a hallway 
where it’s noisy and unfamiliar. Laura is exhausted 
and frustrated at the lack of timely response to her 
Mom’s needs. Her Mom is scared and eats very 
little, making her feel increasingly tired and weak. 
She misses another dose of her medication as she 
waits and is feeling increasingly dizzy.

On her way to the washroom she has a fall and 
fractures her hip and is now waiting for surgery. 
Given the lack of operating rooms she waits for 
several days and then catches pneumonia which 
further delays her surgery. Laura, the sole family 
caregiver is exhausted, confused, frustrated and 
takes several days off work without pay so she can 
be there to advocate for her Mom who doesn’t 
speak English. 

Appendix: Scenarios
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The following two scenarios are presented in the practice guide for patient and caregiver engagement 
and illustrate a real-world example of what it looks like when the needs and preferences of the patient and 
caregiver are understood and addressed versus not.

Good outcomesB
One day...
Mrs. Lee woke up feeling unwell. She’s an 
87-year-old widow and lives alone in her 
apartment. Her daughter, Laura, just returned 
from a short vacation and tries to reach her 
Mom by phone, and after several tries there is 
no response. She drives over to check on her. 
When she arrives, her Mom appears confused 
and tells her daughter that she feels dizzy.

Their care coordinator, Sandra, whom Mrs. Lee 
and Laura have gotten to know quite well over 
the years, always encourages them to call if they 
need something. Mrs. Lee doesn’t feel comfortable 
asking for help, but her daughter knows to contact 
Sandra when something is wrong. She rings Sandra 
and she answers quickly and listens to Laura’s 
concerns. During this phone call her Mom starts to 
feel better but is very tired.

Sandra is in regular contact with Mrs. Lee’s primary 
care team and is able to arrange a home visit with 
her primary care provider that afternoon. During 
the home visit Mrs. Lee has her vitals checked and 
blood work done and later it’s determined that she 
needs to adjust her medication. The primary care 
doctor calls the pharmacy and arranges for the new 
medication to be dropped off.

During this visit it’s also clear that Laura is feeling 
burnt out and is concerned about leaving her Mom 
alone for long periods of time during the day while 
she is at work. The primary care doctor shares 
this with Sandra who connects back with Laura 
to tell her about a Day Program that caters to the 
Chinese population. Since the day program is with 
her Chinese speaking peers, Mrs. Lee agrees to go, 
and her daughter, who gets to know the staff, feels 
comfortable knowing that her Mom is happy and 
safe. Attending the program also helps Mrs. Lee feel 
independent as she does not want to move into a 
long-term care facility. 

Appendix: Scenarios

Needs and preferences of patient and caregiver are understood and addressed.
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How can patient and caregiver needs be met by collaborative governance?
In this practice guide we describe how senior managers, clinical leaders and boards of directors can effectively 
collaborate with other organizations working together in an integrated model of care. We describe the 
“outward” and “inward” components of governance, and present collaborative governance as a strategy to 
enable good governance of integrated care.

Practice Guide Summary4

What are the 3 key takeaways?

What is collaborative governance?

What is the difference between 
outward and inward governance?
Outward governance refers to the governance 
decisions of an organization that influence 
how the organization relates to its 
environment. This includes performance 
reporting to funders, and also engagement 
of community members to ensure services 
actually meet community needs.

Inward governance refers to the governance 
decisions of an organization that influence 
how well the organization performs. This 
includes processes related to internal 
decision-making and risk management.

Collaborative governance is an approach to 
governance in areas where organizations 
need to work closely together in order to 
achieve their goals. Collaborative governance 
involves respecting the circumstances in 
which collaboration takes place, committing 
to face-to-face meetings to establish trust, 
and respecting a process that all parties agree 
upon for making collaborative decisions.

By responding to a series of questions 
informed by collaborative governance, 
organizations can orient their governance 
activities in a more collaborative way for more 
integrated care. 

Integrated care demands a 
new approach to governance, 
where organizations focus on 
collaborative governance that 
explicitly acknowledges the 
challenges and opportunities of 
governing multiple organizations 
under a single structure.

The most important consideration 
for establishing collaborative 
governance is the establishment of 
a shared vision that all collaborating 
members can support. This 
requires investing in face-to-face 
discussion and understanding the 
experiences and perspectives of 
collaborators with empathy.

Governance structures and 
processes are subject to a learning 
process just as much as the skills of 
clinical collaboration. It takes time 
to develop governance structures 
and processes that work well 
for integrated care, and boards 
of directors should enable their 
collaborators to implement more 
integrated approaches to service 
delivery while constantly revisiting 
governance over time.

3

2

1
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Why this is important

Experienced leaders know that good governance 
is an important foundation for high-performing 
organizations, especially in times of change. 
In an environment as complex as health care, 
governance becomes all the more important. 
How should government policies be interpreted 
when the tools used to deliver health care are 
evolving so rapidly? What kind of performance 
management approaches should organizations use 
when promoting innovation through collaboration? 
These are just two examples of the questions that 
help to define governance for integrated care, and 
will become important parts of the effort to help 
organizations develop strong and sustainable 
collaborations. Meaningful progress on integrated 
care requires a new approach to governance that 
emphasizes collaboration at the highest level. 
Figuring out how to establish such collaborative 
approaches to governance is the focus of this 
practice guide. 

One important point to note at the outset is 
that governance for integrated care means the 
governance of collaborations, not the governance 
of individual organizations. Although organizations 
are involved, and governance decisions about 
integrated care will affect individual organizations, 
the challenge is to think about how to govern a 
group of organizations working together to deliver 
better care.

Governance is a slippery concept, and even a 
brief look into research on the topic will show a 
variety of definitions and best practices (Stoker, 
1998; Rhodes, 1996). One point that is consistent 
across research on governance is that even in 
environments where regulation by government 
policy is strong (such as in health care), the 
role of individual organizations, organizational 
leaders, and boards of directors continues to 
become increasingly important (Tuohy, 2003). 

This is because there is a broader, long-term 
shift underway toward increasing the role and 
responsibility of non-governmental organizations 
in the delivery of public services, which have 
historically been the responsibility of governments 
(Tuohy, 2003). Government of course still plays 
an important role, but the roles of organizations 
that are independently owned and operated such 
as health care delivery agencies are becoming 
increasingly important to the future of health care 
(Pyone, 2017). 

In that spirit, the importance of governance 
in the effort to implement integrated care 
becomes clearer. Many boards of directors 
and organizational leaders will need to think 
differently about how they view concepts such 
as accountability and performance management 
in order to enable their staff and collaborators to 
achieve care that resonates with the “when things 
work well for Mrs. Lee” scenario. Good governance 
enables good management, and good management 
enables good care. In this practice guide, we outline 
why this is the case and describe the approach of 
“collaborative governance” that can best support 
the implementation of integrated care.

How this relates to Ontario Health Teams

For the effort to develop Ontario Health Teams 
(OHTs), collaborative governance for integrated 
care means bringing organizations across the 
continuum of care together to think about a single 
vision and a shared governance structure that 
makes sense in Ontario’s health system. Each 
organization involved in an OHT will have its own 
longstanding governance structure, and that 
remains important. However, it is the ways in which 
leaders can bring organizations together to make 
decisions that matter for all those involved that will 
be most important. And that requires establishing 
an approach and a structure for how organizational 
leaders (e.g., senior management and boards 

Introduction
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of directors) will make shared decisions related 
to issues such as sharing government funding, 
agreeing on strategic directions, and solving 
problems that affect more than one organization 
involved. 

For the effort to build OHTs, face-to-face meetings 
between leaders from collaborating organizations 
will be an essential first step in the effort to build 
the trust on which collaborative governance so 
clearly depends. This is the primary way in which 
leaders can take meaningful steps toward building 
a shared vision that truly respects the histories 
and capabilities of each organization involved. In so 
doing, organizations can develop and agree upon 
a process for coming together to make decisions 
that can be respected by all parties. This process 
will help to protect the integrity of shared work and 
support a sustainable approach to collaborative 
governance for OHTs. 

Insights

What we know about governance in health care

Governance refers to the agreements made among 
members of an organization or a collaborative 
group about decision-making, risk-taking, and 
financial responsibility (Klein et al., 2019). This 
definition focuses on the individual organizations 
that make up the health and social care system, 
which is an important starting point for a 
discussion on the governance of collaborations 
involving multiple organizations. In our case, this 
means health care delivery agencies that may 
span a broad continuum of health and social care, 
including community support services. We will refer 
to all of these agencies collectively as “health care 
delivery organizations”.

As the responsibilities of delivery agencies have 
grown in health care, governments have required 
more explicit accountability for performance 
(Addicott and Shortell, 2014). Performance 
reporting can simply be a matter of reporting 
the specific services that are delivered by a given 
organization to a funder, but this is increasingly 
shifting to reporting on the ability of organizations 
to meet certain quality standards (Porter, 2009). A 
second form of accountability is the accountability 
of health care organizations to the communities 
they serve. The growing trend of including patients 
and other community members more fully in 
governance processes represents this important 
development, and is a crucial component of 
governance for integrated care. We refer to these 
kinds of accountability as “outward governance”, 
indicating that they relate to the relationship 
between an organization and groups to which 
organizations are accountable outside of their 
boundaries.

A second important element of organizational 
governance relates to the general responsibility for 
the wellbeing of the organization. This means that 
there needs to be sufficient oversight related to the 

59PRACTICE GUIDE 4 - HOW CAN PATIENT AND CAREGIVER NEEDS BE MET BY COLLABORATIVE GOVERNANCE?



developed about organizational governance to the 
collaborative group. Here is where the notion of 
“collaborative governance” becomes central.

Collaborative governance and integrated care

Research on the governance strategies used during 
the implementation of integrated care elsewhere 
in the world shows the challenges associated with 
governing integrated care. In the United States, a 
study of the governance strategies that emerged 
for Accountable Care Organizations (ACOs) 
found that clinicians were highly involved in the 
governance of the newly formed collaborative 
organizational structures, but that there was very 
little evidence of truly shared accountability across 
organizations that might be expected with a shared 
funding envelope (Addicott and Shortell, 2014). In a 
very different policy setting, research in Quebec has 
documented the multiple strategies and persistent 
challenges of developing meaningful collaboration 
between organizations in an environment 
where collaboration was “mandated” by policy 
(Rodriguez et al., 2007; Touati et al., 2019). These 
and other experiences internationally illustrate 
the importance of paying close attention to how 
approaches to organizational governance will need 
to evolve in order to promote the success and 
sustainability of new models of more collaborative 
approaches to integrated care. 

Collaborative governance is an idea that represents 
the efforts of organizations to work together 
when making decisions about how to implement 
programs that relate to the public interest (Ansell 
and Gash, 2008). Although much research on 
collaborative governance has focused on getting 
collaborations started, the approach also has much 
to say about sustaining ongoing collaborations 
that involve stakeholders both inside and outside 
of government. Table 1 provides an overview of 
collaborative governance and its relevance to 
implementing integrated care (see Ansell and 
Gash, 2008 for more information). This overview 

development of strategy, the operational approach, 
and the financial responsibility that represent 
the organization’s activities. This component of 
governance includes the development of strategic 
and performance management approaches 
related to collaborative care delivery. We refer 
to this kind of governance activity as “inward 
governance”, relating primarily to the activities of 
the organization in order to successfully deliver 
health services. 

Governance represents both a structure and 
process that links an organization to the larger 
environment, responding to the needs of its 
community and building on the strengths if its 
stakeholders. Where organizations intend to 
develop formal collaborations for integrated care, 
they will need a new approach to governance that 
enables the group to achieve these important goals. 
In so doing, teams will establish both outward and 
inward approaches to governance in new ways. This 
new approach to governance will clarify the roles 
of the organizations involved, their relationships to 
one another, and how they will view both “outward” 
and “inward” governance responsibilities. The 
challenge is to apply the insights that have been 

What is the difference between 
outward and inward governance? 
1/ Outward governance
The governance decisions that influence how 
an organization relates to its environment.

2/ Inward governance
The governance decisions that influence how 
well the organization performs.
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of collaborative governance forms the foundation 
for the more specific guidance on governance for 
integrated care we provide next.

Making collaborative governance happen 

The work of establishing a new model of integrated 
care requires organizational leaders to come 
together to build a new governance structure that 
represents the collaboration of the contributing 
organizations. But there is no single best 
governance structure that can apply across all 
health care environments and many collaborative 
governance structures develop over time with 
the growth in knowledge and trust between 
partners. Thus seeking the “ideal governance 
approach” may actually pose barriers to progress. 

Governance will evolve as the integrated model of 
care evolves. Having a clear, well-articulated and 
transparent process for developing and revisiting 
the governance model should be a primary 
focus. It is more important to have a process for 
coming together to build, discuss, and revise the 
governance structure than it is to get governance 
perfect on the first try. Establishing this process 
and identifying people to champion the process 
are the most important first steps. The process 
and structure of governance for integrated care will 
evolve over time.

Making collaborative governance work for 
integrated care requires close attention to detail 
and a relentless focus on relationships. We outline 
some questions in detail that can help to establish 
a collaborative governance approach for integrated 
care in Table 2. Board members and organizational 
leaders should reflect on these questions as they 
embark on the effort to establish new models 
of integrated care. After independently thinking 
through these questions, facilitated face-to-face 
group discussion will help to establish shared 
understanding. This shared understanding is a 
fundamental step in the effort to successfully 
establish new models of integrated care.

One point worth emphasizing at the outset is 
the importance of establishing a shared vision 
for what the emerging model of integrated care 
should look like. A shared vision relates not only 
to the principles that each partner will abide by 
when engaging in collaborative activity, but also 
the ultimate design of the integrated service that 
patients and caregivers will experience during 
health care encounters. A vision for the service 
includes a clear statement about which providers 
are involved, their lines of communication, and 
the ways in which patients will move through the 
model. Governance decisions will need to be made 
collaboratively related to each of these important 
points.

What is collaborative governance?
An approach to governance in areas 
where organizations need to work 
closely together in order to achieve 
their goals.

It involves...
1/ Respecting the circumstances in 
which collaboration takes place

2/ Committing to face-to-face 
meetings to establish trust

3/ Respecting a process that all 
parties agree upon for making 
collaborative decisions
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Dimension 2

Institutional 
design

The basic protocols and ground rules for the collaboration need to be established as 
a first priority, and these are considered the “institutional design” for collaborative 
governance. This includes determining which stakeholders will be included in the 
governance process. 

Dimension 3

Facilitative 
leadership

A clearly defined leader or small group of individual leaders can emerge organically or 
may be assigned at the outset. A leader who is facilitating collaborative governance 
focuses on respecting the process of establishing and sustaining the collaboration, not 
on the interests of any given party.

Table 1/ The five collaborative governance 
dimensions for integrated care.

(see Ansell and Gash, 2008 for more information)

Dimension 1

Starting 
conditions

The history of the relationships between organizations, and individuals representing 
those organizations, indicate the starting point for engaging in collaborative 
governance.

Positive relationships enable shared understanding, and less positive relationships 
must be improved before collaborative governance can proceed. 

Sub-dimensions

1/ Power/resource imbalances

Some healthcare organizations, such as 
hospitals, have historically had greater 
resources and influence than others. Integrated 
care initiatives must acknowledge these 
imbalances in building trust and shared 
understanding. 

2/ A shared vision and goals are
      prerequisites for success

3/ Incentives to participate

Even when partnering organizations share 
goals in providing the best possible care 
for specific populations, existing or new 

incentives may have differential impact. Thus 
the particular incentives to participate in 
a new model of integrated care need to be 
made explicit. These incentives help to keep 
stakeholders committed to the collaborative 
governance process.

4/ Pre-existing history

Poor previous relationships can be difficult 
to acknowledge, but doing so can be an 
important first step in establishing mutual 
understandings. Acknowledging the past is 
essential when building collaborations, and 
will help to shape the elements of success 
partnerships.
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Dimension 5

Outcomes

Dimension 4

Collaborative 
process

Clear process is essential to collaborative governance, and relies on establishing trust 
and shared understanding.

This is grounded in face-to-face contact, and benefits from establishing intermediate 
goals that can demonstrate early successes.

The desired results of collaborative activity, in this case represented by enhanced 
outcomes for the population served by the model of integrated care.

Sub-dimensions

1/ Face-to-face dialogue

Meeting in person will help build trust and 
clarify shared goals for collaboration in an 
integrated care initiative.

2/ Trust-building

Particularly in situations where there is a pre-
existing history of antagonism, sufficient time 
needs to be budgeted to build trust across 
organizations (and across sectors of health and 
social care). 

3/ Commitment to the process

Where all stakeholders commit to the 
processes that characterize collaborative 
governance, all parties can be assured that they 
will have an appropriate voice in the eventual 
approach to governance agreed upon by the 
group.

4/ Shared understanding

Although the common goal of improving the 
health of a population of people will be clear 
at the outset, achieving this goal is made 
up of a number of sub-goals. Gaining clarity 
on what those sub-goals are, and how each 
stakeholder will contribute to achieving them, 
are key activities for collaborative governance 
of integrated models of care.  

5/ Intermediate outcomes

Based on agreement over what the sub-
goals of the collaborative group are, and how 
those goals will be achieved, the group can 
establish intermediate outcomes and commit 
timeframes to achievement. These outcomes 
help illustrate the progress made by the group, 
and make course corrections as necessary 
respecting the timeliness needed. 
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Table 2/ Guiding questions for a collaborative 
governance approach to integrated care

(see Ansell and Gash, 2008 for more information) 

Establishing a process for 
collaborative governance
Q1/ How will you decide which organizations 
get to participate in the collaboration? Is the 
full continuum of care represented?

This might require unconventional thinking, as 
effective integrated models often include a broad 
spectrum of health and social services.

It will be important for all involved organizations 
to be committed to achieving some consensus, 
especially around a shared vision for the goals of 
the integrated model of care.  

Q2/ How will imbalances in resources be 
acknowledged and addressed?

Smaller organizations are unlikely to have the 
human resources to devote to efforts such as 
quality improvement and advanced data analysis, 
or even governance development. They may also be 
under-resourced to deliver services. Acknowledging 
these differences is important to building trust, and 
to addressing challenges that might be important 
in the delivery of more integrated care. 

Q3/ How will you decide which organization 
takes on which responsibilities in the 
collaboration?

There are a number of things to consider 
when making this decision, including the past 
performance of an organization, the circumstance 
of its past performance, and its plan to develop in 
the future.

These decisions will also require a clearly 
understood starting point for which services will be 
offered in the integrated model of care. Importantly, 
there needs to be a provision to address 
governance for services that may evolve over time. 

Q4/ How will you decide the reporting 
relationships between organizations involved in 
the integrated model of care?

Clearly defined roles and responsibilities include 
well-defined accountability relationships. What 
exactly is each organization responsible to 
accomplish, and how will they be held accountable?

Q5/ What goals will frame the collaboration? 
How do these relate to a shared vision?

Establishing a shared vision about the activities of 
the integrated model of care is essential to guiding 
management activity. 

Goals should include both short-term realistic goals 
and more aspirational long-term goals. Being able 
to demonstrate “quick wins” is an important part of 
motivating collaborating organizations to commit 
and remain committed. Governance needs to 
address the continuing health of collaboration.

Q6/ How do you ensure strong representation 
of clinical groups in leadership and 
governance?

The close involvement of health and social care 
provider representation in governance decisions 
is essential for broad clinician buy-in. Clinicians 
represent the expertise of health care delivery 
that can support new models of integrated care in 
achieving excellence in services. 

Q7/ How will patient and caregiver engagement 
be built into governance decision-making?

Patient and caregiver engagement is an essential 
element of more integrated models of care, and 
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many successful integrated care initiatives have 
the direct input of patients and other community 
members in board-level decision-making 
processes. Determining a strategy for continuously 
engaging patients and other community 
representatives in decision-making for the 
integrated model of care, and how that input will 
relate to the collaborative governance approach, 
will be essential. 

Making “inward governance” 
decisions
Q1/ Which management and administrative 
roles from the collaborating organizations will 
be involved in determining the approach to 
managing the integrated model of care? 

Managers will serve important roles related to 
supporting a collaborative approach to care 
delivery, maintaining interest from collaborating 
members, and solving conflict where it arises. 
These expectations need to be clearly stated in 
their job expectations.

Q2/ How will decisions related to branding be 
made? 

A brand should reflect the shared vision of the 
collaborating organizations, and will be important 
for promoting the integrated program as a whole. 

Q3/ How will decisions about information 
technology and information sharing be made?

Digital tools are increasingly important to the 
delivery of integrated care, and information sharing 
within the boundaries of personal privacy and 
data security is central to a progressive service 
collaboration. Specific governance and security 
protocols approved at the governance level need 
to identify how health care providers are able to 

access information documented by collaborating 
organizations. 

Q4/ How will risks encountered in the process 
of providing effective care be managed?

Serving people with complex needs requires 
creativity and a willingness to solve problems. This 
means that providers and organizations will need to 
take reasonable risks related to interventions that 
can meet individual needs. An example would be 
putting risk mitigation strategies in place in order 
to support an early discharge from hospital. Having 
a strategy in place to support decision-making 
and account for those acceptable risks will be an 
important component of the governance strategy. 

Q5/ How will conflicts be resolved?

Conflict may occur between organizations, 
between providers, or at the level of patient 
encounters. A general approach to resolving these 
conflicts should be agreed upon in advance and will 
require transparency to be meaningful within the 
collaborative context. 

Q6/ Who will be responsible for ensuring the 
financial responsibility and viability of the 
collaborative activities?

The organizations involved will need to commit 
time and energy to getting the integrated model 
of care fully operational, which will require various 
and significant amounts of in-kind contributions. 
These start-up costs and efforts are important 
investments for the integrated model of care, and 
will need to be fully accounted for when thinking 
about the management and sharing of costs. 

Financial management of a collaborative group 
requires unique skills and an open approach to the 
governance of fiscal responsibility. An acceptable 
approach will depend on extensive trust-
building between key people at the collaborating 
organizations. 
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How will you know if this is working well?

Collaborative governance is a challenge, 
particularly in industries as complex as health 
care. However, there are ways to gauge progress in 
achieving a collaborative approach to governance, 
and we present a working start in the exercise “Is it 
working well?” at the end of this guide. 

Making “outward governance” 
decisions
Q1/ Which metrics will determine the quality 
of the performance of the integrated model of 
care?

Certain metrics will be decided by government 
oversight, but others will be determined by the 
organizations involved. Deciding who is responsible 
for measuring and monitoring these metrics is an 
important component of governance. 

An important element of governance responsibility 
includes making meaningful information available 
to the broader public community.
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Three key takeaways

Governance structures and processes are 
subject to a learning process just as much 
as the skills of clinical collaboration. It takes 
time to develop governance structures and 
processes that work well for integrated care, 
and boards of directors should enable their 
collaborators to implement more integrated 
approaches to service delivery while 
constantly revisiting governance over time.

The most important consideration for 
establishing collaborative governance 
is the establishment of a shared vision 
that all collaborating members can 
support. This requires investing in face-
to-face discussion and understanding 
the experiences and perspectives of 
collaborators with empathy.

Integrated care demands a new 
approach to governance, where 
organizations focus on collaborative 
governance that explicitly 
acknowledges the challenges and 
opportunities of governing multiple 
organizations under a single structure.

1

2

3
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Exercise: Is it Working Well?

Rate how well your organization is doing on the following dimensions of 
collaborative governance [1 represents poorer performance and 5 represents 
better performance]. Responses should serve as an opportunity for reflection 
and improvement in governance processes. After completing your response 
on each item, choose one area of focus and establish a plan for making 
improvements with leaders from collaborating organizations. Once satisfied with 
your progress, select another item, and repeat.

1/ We have a clear understanding of how each stakeholder group views the effort 
to collaborate in an integrated model of care.

2/ We have discussed together any challenges perceived by each stakeholder 
group.

3/ We have face-to-face meetings regularly occurring throughout the course of 
a year. 

4/ We have principles or guidelines in place to protect the integrity of the 
collaborative process.

5/ We have a clearly identified leader or leaders who are responsible for 
the collaborative process, over and above their responsibility to their own 
organizational goals. 

6/ All members of the collaborative group understand the goals of the 
integrated model of care. 

Very wellNot well

1 2 3 4 5

Very wellNot well

1 2 3 4 5

Very wellNot well

1 2 3 4 5

Very wellNot well

1 2 3 4 5

Very wellNot well

1 2 3 4 5

Very wellNot well

1 2 3 4 5
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Notes Use the space below to capture your thoughts and reflections.
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