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Executive Summary  

 
This interim report presents provisional findings from a qualitative evaluation of Integrated Care 
Pathways (ICPs) in Ontario, conducted by the Health System Performance Network (HSPN). 
The evaluation examines the design and implementation of three ICP types — Heart Failure 
(HF), Chronic Obstructive Pulmonary Disease (COPD), and Lower Limb Preservation (LLP) — 
across 11 Ontario Health Teams (OHTs). Data were collected from 81 participants across 46 
interviews and focus groups, drawing on perspectives from OHT and ICP leaders, clinical and 
organizational leads, frontline providers, and patients and caregivers involved in pathway co-
design. 
 
Purpose 
 
ICPs are designed to improve coordination across the continuum of care for people living with 
chronic disease, bringing providers and organizations together around shared, evidence-
informed approaches to service delivery. In Ontario, ICPs have been advanced through OHTs 
as part of provincial efforts to strengthen integrated care in three priority clinical areas. This 
evaluation examines how implementation is occurring in practice, including what is 
working, what is challenging, and what is being perceived as impactful, in order to build 
knowledge that supports future improvement, scale, and spread. 
 
Key Levers of Change 
 
Across all three pathway types, implementation is organized around two interlinked strategies: 
clinical enablement and patient navigation support. Clinical enablement involves bringing 
specialists, primary care providers, and community organizations together to co-design pathway 
steps, develop shared clinical protocols, and create efficient referral processes. Patient 
navigation support involves the development of tools and roles such as nurse practitioners, 
physician assistants, and case managers, to help patients and providers move through pathway 
steps, communicate across care settings, and support self-management at home. Clinical 
leadership is central to both strategies, with physician and specialist champions playing a key 
role in building provider trust, driving education, and sustaining pathway engagement. 
 
Key Findings 
 
What is working well. ICPs are creating meaningful integration at care transition points, 
particularly in moving patients from acute care to community follow-up and improving access to 
diagnostics and specialist services. The HF pathways have fast-tracked patients to Heart 
Function Clinics and remote monitoring; the COPD pathways have broadened access to 
spirometry and pulmonary rehabilitation; and the LLP pathways have created expedited access 
to chiropody, wound care, and vascular surgery. Provider education initiatives were seen to 
have improved primary care confidence and awareness of pathway resources. Community 
paramedicine is emerging as a promising area of integration, extending pathway reach into 
evenings and weekends. Early equity-oriented efforts — such as connecting unattached 
patients to care and funding diagnostics and equipment — represent meaningful progress. 
 
What is challenging. Primary care engagement remains a persistent challenge. Structural 
barriers, including provider workload and the administrative difficulty of mapping primary care 
contacts across communities, limit full participation. Where the value proposition for primary 
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care involvement is not immediate and clear, engagement is difficult to sustain. A second 
tension exists between hospital-driven pathway design and community priorities: when 
pathways are perceived to primarily reflect acute care volume reduction goals, buy-in from 
primary and community care partners is harder to achieve and maintain. Geographic and equity 
barriers present additional challenges, particularly for rural, remote, and Indigenous populations, 
for whom service extension alone is insufficient. Specialist and diagnostic capacity constraints 
such as limited respiratory and chiropody availability create structural bottlenecks that affect 
implementation feasibility. Finally, the time-limited nature of ICP funding is already shaping 
implementation behaviour, curtailing longer-term investment in roles, infrastructure, and 
relationships. 
 
Perceived impacts. Early perceived impacts are positive across patients, providers, and the 
broader system. Perceived patient impacts include improved access, more continuous care, 
reduced navigation burden, and better capacity for self-management. Primary care providers 
report improved confidence in managing complex chronic conditions and stronger connections 
to specialist colleagues. Specialists report cleaner referral streams and better ability to transition 
stable patients back to community care. At the system level, ICPs are generating relational 
infrastructure (cross-sector relationships, shared language, and common processes) that has 
value beyond individual pathways. Whether a meaningful shift in where chronic disease is 
managed is occurring at scale is not yet evident from available data, though early indicators are 
encouraging. 
 
Interim Recommendations 
 
ICP teams across all three pathways offered consistent recommendations. These include: 
moving from short-term pilot funding to stable, multi-year investment; designing pathways 
through genuinely collaborative processes that centre primary care, community partners, and 
patients; embedding pathway tools and data collection into existing EMR workflows to reduce 
provider burden; acknowledging and actively planning around workforce shortages and 
diagnostic capacity gaps; building equity analyses into pathway planning from the outset; and 
recognizing culturally safe, relationship-centred approaches as legitimate and measurable 
implementation activities, particularly for Indigenous-serving contexts. 
 
Conclusion 
 
The findings from this interim evaluation indicate that ICPs hold real promise as a vehicle for 
improving chronic disease care in Ontario. Progress is evident across all three pathway types in 
clinical integration, provider engagement, and early patient impacts. At the same time, the 
effectiveness of ICPs is contingent on a set of interdependent conditions, including relational 
trust, workforce capacity, equity-oriented design, digital infrastructure, and funding stability, that 
extend beyond the scope of individual teams. Strengthening ICPs will require coordinated action 
at the system level alongside continued local efforts to build the relational and operational 
infrastructure that sustains integrated care over time. The final report will incorporate additional 
data from Indigenous-led ICP cases and multi-OHT validation focus groups and will present 
further comparative analysis and recommendations. 
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About this Interim Report 

 
This interim report presents provisional descriptive findings from the qualitative evaluation of 
Integrated Care Pathways (ICPs). It provides an overview of key success factors, enablers and 
barriers for designing and implementing ICPs, synthesized from interviews and focus groups 
across the three pathways: Heart Failure (HF); Chronic Obstructive Pulmonary Disease (COPD); 
and Lower Limb Preservation (LLP). While there are more than 35 funded ICP programs at 
present, this report is based on in-depth interviews and focus groups gathered from three to four 
ICP teams per pathway for a total of 11 ICP cases. Teams participating in interviews provided 
comprehensive perspectives on pathway design and implementation; teams participating in focus 
groups helped broaden our findings by capturing a wider range of implementation experiences, 
challenges, and adaptations. 
 
Pathway-specific provisional findings can be found in the following appendices: 

• Appendix I: Heart Failure ICP Cross-Case Analysis 

• Appendix II: Chronic Obstructive Pulmonary Disease ICP Cross-Case Analysis 

• Appendix III: Lower Limb Preservation Cross Case Analysis 
 
Excluded from this report are findings from one Indigenous case (LLP ICP team) due to on-going 
data collection, as well as the three multi-team validating focus groups which are still underway 
at the time of reporting. 
 
The final report will include analysis from this additional data, present additional comparative 
analysis and recommendations, and address areas of interest to the ICP Evaluation Advisory 
Committee. 
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Introduction 

 

Chronic diseases are a leading cause of poor quality of life, disability, and death in Ontario (CCO 
and Public Health Ontario 2019). Together, cancers, cardiovascular diseases, chronic lower 
respiratory diseases, and diabetes account for a substantial share of mortality in the province 
(ibid). Care for people living with chronic disease is often fragmented across prevention, early 
detection, primary care, specialty care and hospital services. This fragmentation can make it 
difficult for patients to access coordinated, timely and continuous care. 
 
Integrated Care Pathways (ICPs) are one approach to improving coordination across the 
continuum of care. ICPs are designed to support integrated, patient-centred care by bringing 
providers and organizations together around a shared, evidence-informed approach to service 
delivery. An ICP outlines the steps of care for a defined patient group, such as people living with 
heart failure, and clarifies how services should be coordinated across settings and stages of care. 
By linking partners across sectors, including primary care, community care, and hospital care, 
ICPs aim to improve access, reduce fragmentation, and support a more consistent patient 
journey. 
 

Purpose and Context of the Evaluation  

 

In Ontario, ICPs have been advanced through Ontario Health Teams (OHTs) as part of broader 
efforts to strengthen integrated care. As outlined in The Path Forward (Ontario Health, 2022), the 
provincial focus on Heart Failure (HF), Chronic Obstructive Pulmonary Disease (COPD), and 
Lower Limb Preservation (LLP) reflects an effort to operationalize integrated care in priority clinical 
areas. These priority areas are intended to be addressed using integrated care pathways that 
align with Ontario Health quality standards and support improvements in diagnosis, management, 
treatment, patient experience, and outcomes over time. 
 
Evidence suggests that ICPs can improve continuity of care, strengthen patient experience, and 
support more standardized, evidence-based care delivery (Health Quality Ontario and Ministry of 
Health and Long-Term Care 2015). In some contexts, they have also been associated with 
improved clinical outcomes, reduced length of hospital stays, and stronger adherence to clinical 
guidelines (Rotter et al. 2010). At the same time, implementation is complex and shaped by local 
context. Factors such as leadership, interprofessional collaboration, digital infrastructure, local 
capacity, and the ability to adapt pathway models to community needs can all influence success. 
Persistent challenges, including siloed funding, fragmented service structures, and operational 
differences across sectors, may also limit implementation. 
 
Given these complexities, there is a need to better understand not only whether ICPs are 
achieving their intended outcomes, but also how implementation is occurring in practice. This 
qualitative evaluation is intended to examine the experiences and perspectives of those involved 
in the design and implementation of ICPs to better understand pathway objectives, 
implementation processes, enabling factors, barriers, and perceived impacts. The goal is to build 
an understanding of ICPs that can support future improvement, scale and spread. To pursue this 
goal systematically, the evaluation was structured around four guiding questions. 
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Key Evaluation Questions  

 
This qualitative evaluation explores the perspectives and experiences of participants involved in 
designing and implementing integrated care pathways. The evaluation is guided by the following 
questions: 

1. What are the objectives and values of the programs, and what changes or program 
components have been prioritized to achieve them? 

2. What key implementation facilitators and challenges have been experienced by ICP 
teams? 

3. What are teams’ perspectives on the impact of ICPs on patients, providers, and the health 
system? 

4. What are the recommendations for future ICP development and implementation? 
 
The following methodology was designed to address these questions through an in-depth, multi-
case examination of ICP design and implementation. 
 

Methodology 

 

This study uses a multiple case study design to examine the design and implementation of ICPs 
across a diverse group of operational and clinical teams. ICP teams are composed of 
administrative and clinical staff from Ontario Health Teams (OHTs) and hospitals. They often 
include representatives and designated leads from the primary and community care sectors and 
patient and caregiver OHT advisory committees. Some OHTs and hospitals lead more than one 
ICP, and often, ICP teams have people who work on multiple ICP programs. 
 
In the first phase of this evaluation, two teams per ICP (heart failure, chronic obstructive 
pulmonary disease, and lower limb preservation) participated in semi-structured interviews 
designed to elicit a variety of perspectives on ICP design, implementation, facilitators and barriers, 
and perceived impacts on patients and providers. These six teams were in six different OHTs. To 
capture additional design and implementation perspectives from OHTs with multiple ICPs, three 
of these six teams participated in a focus group about their second ICP.  
 
The second phase of this evaluation included three ICP teams from three additional OHTs. These 
teams participated in focus groups, which helped to broaden preliminary findings by identifying 
whether themes from the interviews also resonated with other pathway contexts, and by capturing 
a wider range of implementation experiences, challenges, and adaptations across teams. A final 
set of three multi-OHT focus groups helped to expand ICP contextual information and validate 
provisional findings (analysis from these focus groups will be included in the final report). 
 

Case Selection  

 
Cases were selected to capture meaningful variation in implementation contexts, structures, and 
experiences across participating teams. Selection was guided by a set of considerations rather 
than strict inclusion criteria, recognizing that full variation across all dimensions may not be 
feasible within the available sample. 
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Considerations for case selection included: 

• Pathway type (heart failure, lower limb preservation, chronic obstructive pulmonary 
disease) 

• Geography 

• Ontario Health Region  

• Number of ICPs initiated 

• The centrality of the OHT in pathway development and delivery 

• Clinical focus (for example, upstream/community-based versus hospital-based models) 

• Timing of pathway planning and implementation 

• Inclusion of some teams viewed as strong performers 

• Willingness to participate 
 

Participant Recruitment  

 
Participants were purposively sampled to capture a range of perspectives across the roles and 
sectors involved in ICP design, implementation, and oversight. Potential participants were 
identified through reviewing ICP team members noted in provincial ICP reporting documents, and 
through ICP leaders’ suggestions. The participants included OHT and ICP leaders, clinical and 
organizational leaders from partner organizations, frontline care providers, and patients and 
caregivers who were involved in pathway co-design. Individuals from the recommended list were 
contacted by email with an invitation to participate. 
 

Data Collection  

 
Data collection included a document review, semi-structured interviews, and focus groups. The 
document review provided contextual background to familiarize the evaluation team with a 
baseline understanding of each ICP. Relevant documents included implementation plans and 
roadmaps, logic models, year-end evaluation reports, governance materials, and clinical and 
service delivery maps. Semi-structured interviews and focus groups were employed to gather 
information on the key evaluation questions. This report includes data from 81 participants across 
46 interviews, focus groups from 11 OHTs. 
 
TABLE 1: OVERVIEW OF PARTICIPATING OHTs 
 

Pathway Focus OHT 

Heart Failure 
  
  
  

Mid-West Toronto 

Frontenac, Lennox & Addington 

Middlesex London 

North Toronto 

Multi-OHT Group (analysis ongoing) 

Chronic Obstructive 
Pulmonary Disease 
  
  
  

Middlesex London 

Couchiching 

Greater Hamilton Health Network 

Noojmawing Sookatagaing  

Multi-OHT Group (analysis ongoing) 

Greater Hamilton Health Network 
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Lower Limb 
Preservation  
  

Mid-West Toronto 

Hastings Prince Edward 

Maamwesying (data collection and analysis ongoing) 

Muti-OHT Group (analysis ongoing) 

 
 

Ethics 

 
This study was approved by the University of Toronto’s Office for Research Ethics (Protocol 
#38072). 
 

Provisional Results 

 
This section presents preliminary findings from the evaluation. It provides an overview of each 
type of ICP included in the study and highlights important issues collated from interviews and 
focus groups across all ICPs. Detailed, pathway-specific reports are included in the appendices. 
 

1. Overview of HF, COPD, & LLP ICPs 

 
Heart Failure (HF) ICPs 
 
The HF ICPs aimed to reduce preventable emergency department (ED) visits, hospital 
admissions, and readmissions among heart failure patients, as well as improve the quality of life 
for people living with heart failure. They are designed to move patients through acute care more 
efficiently and shift care and follow-up outside of hospitals to community and primary care 
settings. ICP teams hired new clinical roles, such as nurse practitioner navigators and physician 
assistants, and worked with contracted chronic disease case managers1 embedded in primary 
care. Some teams focused on hospital pathways, streamlining patient enrollment across ED, 
cardiology and general internal medicine, and ensuring expedited access to Heart Function 
Clinics for diagnostics and post-discharge follow-up care. Teams in more rural OHTs focused on 
primary care provider education and outreach, aiming for better identification of heart failure 
patients and faster access to diagnostics and cardiologists. This helped shift the management of 
patients with mild and moderate HF from acute care to primary and community care. Clinical 
guidance was key for all HF ICPs. Clinical guidance supports ranged from a phone hotline for 
primary care providers to speak with a HF ICP nurse practitioner allowing them to escalate 
patients to care steps along the pathway; a risk score for hospital EMRs to better sort patients for 
cardiology or out-patient follow-up; and remote monitoring phone applications that allowed 
patients to upload health data from their home and check-in with a HF ICP nurse practitioner if 
they needed additional support.  
 
Chronic Obstructive Pulmonary Disease (COPD) ICPs 
 
The COPD ICPs aimed to improve early identification, diagnosis, and management of patients 
with COPD. ICP teams focused on expanding access to spirometry (a non-invasive breathing test 
to measure lung function) across their communities, which included hiring and training mobile 

 
1 Contract case managers and navigators varied across HF ICP teams and OHTs. Best Care was 
mentioned most often as a provider of these roles. 
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nurse practitioners on administering spirometry. Most teams also created pulmonary rehabilitation 
programs and provided certified respiratory education (CRE) to health providers to broaden 
access to rehabilitation and self-management for COPD patients. Pathways included steps for 
expedited access to respiratory specialists and improving post-discharge care after a patient had 
an exacerbation that required a hospital stay. Teams utilized contracted case managers2 in 
primary care and nurse practitioner navigators in chronic disease hubs to help coordinate care 
between the hospital and a patient’s primary care provider or self-management process at home. 
Some teams created partnerships with community paramedics and community respiratory 
therapists to support primary care providers. These partnerships involved ICP leads providing 
training to allied health providers in COPD management and pathway steps in an effort to allow 
those providers to care for patients on evenings and weekends. Some teams created Indigenous-
led pathways to allow for diagnostics and care to be centred in Indigenous communities. These 
Indigenous-led pathways brought providers to First Nations reserves and urban Indigenous 
populations. 
 
Lower Limb Preservation (LLP) ICPs 
 
LLP ICPs are designed to prevent lower-limb amputations resulting from diabetic foot disease 
and vascular disease. These ICPs focus on identifying patients earlier in their disease trajectory 
and connecting patients across primary care, community, and acute care settings. ICP teams 
focused on increasing early detection in primary and community care through the spread and 
scale of the Inlow Foot Screening tool3, and awareness campaigns informing members of the 
public as well as primary care and allied health providers of the need to check feet for ulcers or 
sores regularly. Some teams hired nurse navigator roles to serve as system connectors. These 
navigators worked in primary care and community settings, including encampments and seniors’ 
buildings, and collected and tracked patient data as they helped a patient follow the pathway. 
Pathway documents list resources available for patients at each step, including funded chiropody 
services, wound care services, offloading devices (shoes, orthotics, walking boots), and expedited 
referral routes to vascular specialists. LLP ICP teams also focused on equity of access and 
reaching populations at risk of limb loss, employing strategies such as training community 
paramedics, community service and shelter organization staff on foot screening and pathway 
steps. Urban ICP teams aimed to “go where the patients are,” such as encampments, drop-in 
centres, and seniors’ buildings, and rural ICP teams focused on primary care provider 
engagement and education on standardized assessment tools and referral processes to ensure 
consistent care across geographically dispersed communities. 
 
While each pathway has distinct clinical priorities and target populations, a common 
implementation logic cuts across all three, centred on two interlinked strategies. 
 

2. Key Levers of Change: Clinical enablement and patient navigation support  

 
Change across pathways involves two interlinked strategies: clinical enablement and patient 
navigation support. Clinical enablement refers to the work of ICP teams to bring specialists, 
primary care providers, community providers and organizations together to co-design pathway 
steps in accordance with the standard care guidelines, create efficient referral processes, and 
gather or develop shared clinical protocols and tools such as referral forms and online ICP 

 
2 Best Care was also mentioned most often as a provider of these roles in COPD ICPs. 
3 The Inlow Foot Screening Tool can be found at: https://www.woundscanada.ca/about-us/19-healthcare-
professional/resources-health-care-professionals/25-foot-screen  

https://www.woundscanada.ca/about-us/19-healthcare-professional/resources-health-care-professionals/25-foot-screen
https://www.woundscanada.ca/about-us/19-healthcare-professional/resources-health-care-professionals/25-foot-screen
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document repositories. This work requires clinical leadership to act as champions of the pathway, 
including champions from primary care and specialty or acute care. It also requires support from 
OHT or hospital project staff who convene steering committees, run provider education sessions, 
apply project management processes, conduct data analysis and reporting, and disseminate and 
house the pathway products in an accessible manner.  
 
Patient navigation support refers to the work of ICP teams to develop patient support tools or 
connect existing resources for patients in the community. This work often included the hiring of 
staff (such as nurse practitioners, physician assistants, and case managers) to do patient 
navigation support activities. These navigation roles help both patients and providers move 
through the pathway steps, communicate patient updates to appropriate providers, connect with 
patients at home who are self-managing their condition, and collect and report data on ICP 
progress. 
 
Organizationally, change is being structured around the hub-spoke-node model, with some ICP 
teams creating single-access hubs and others using a multi-access-point education model, 
depending on geography and available infrastructure. Hubs concentrate intake and triage; multi-
point models distribute capacity more broadly. In some locations, the ICP hub is co-located with 
a Family Health Team (FHT), which has created problem-solving capacity that is faster and more 
informal than other referral and engagement activities. In hospital-based ICPs, teams rely on 
clinical navigators and electronic information systems to embed faster access to ICP information 
and enrollment. The addition of patient navigation roles function as integration infrastructure, 
helping to solve workflow issues and making the jobs of clinicians and patients easier.  
 
Clinical leadership is key to driving change. Leaders become champions for ICP work, either as 
a primary care champion, specialist champion, or partnership between the two. These clinical 
champions are well-respected in their fields and in their communities and engage their respective 
colleagues in understanding the benefits of the ICP. They also provide formal education to 
providers on the clinical standards guidelines, pathway steps, and referral processes. Clinical 
champions also help build informal trust between providers, drawing on their deep local 
knowledge and personal commitment in sustaining pathway work. Strong collaboration is 
especially visible in smaller and more rural OHTs, where clinical leaders have a strong sense of 
community and lasting relationships forged during the formation of OHTs and the COVID-19 
pandemic. 
 

3. What is Working Well 

 
ICPs are creating strong care 
integration at care transition points 
such as escalating a high-risk patient 
from primary care to acute care as 
appropriate, including specialist 
consults and clinics, or helping 
patients get follow-up care after a 
hospital stay. ICPs have largely 
focused on changing care workflow 
patterns across a patient’s journey, starting with improving diagnostics and early intervention, 
setting out clear steps for escalation and specialist involvement, and planning for post-hospital 
care or self-management at home.  
 

“Not very often do we get primary care and 
specialists in the same room to talk about care plans 
and come up with an agreement to ensure that 
referrals are streamlined. That was a big win.” – 
COPD ICP Participant 
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This workflow integration includes the development of clinical guidelines, referral forms, service 
maps, access to funded supports for patients who experience financial barriers, and navigator 
roles that take on communication and reporting between care steps. The HF pathways helped 

fast-track patients to HF clinics and set 
patients up with remote monitoring, the COPD 
pathways increased access to spirometry and 
pulmonary rehabilitation services, and the LLP 
pathways created expedited access to 
chiropody, wound care, and vascular surgery.  
 

Education and awareness initiatives were seen to have produced shifts in provider attitude and 
behaviour, even where referral volumes have not yet increased substantially. Primary care 
providers who have participated in ICP-related education report improved confidence in managing 
the pathway condition and better 
awareness of available resources and 
referral pathways. ICP educational 
investments have created a basis for 
more capable management of the 
pathway condition in the community. 
 
Across ICPs, there are signs of 
progress in engaging the broader 
care community in pathway programs. In primary care, specialist and primary care physician leads 
connect with primary care providers to tell them about the ICP and provide training on managing 
pathway conditions. This has begun to shift provider confidence in managing pathway conditions 
and increase awareness of pathway care opportunities. On the community organization side, 
deliberate system mapping and relationship development with partner organizations have helped 
extend the pathway to community health centres, shelters, and other community providers. 
Paramedicine is one of the more promising areas of emerging integration: paramedics are being 
trained to identify high-risk patients and support self-management at home as well as pathway 
entry and escalation. This is providing practical care support during evenings and weekends when 
other ICP hub organizations aren’t available. Attention to equity is a key feature of ICPs that is 
showing early wins. For example, ICP teams are proactively connecting unattached patients to 
pathway care and providing funded diagnostics, treatment, rehabilitation, and equipment to 
patients that could not otherwise afford them.  
 
Alongside these areas of progress, ICP teams also identified a consistent set of structural and 
relational challenges that have limited the pace and reach of implementation. 
 

4. What is Challenging 

 
Across ICPs, teams reported a persistent challenge in robust and lasting engagement in primary 
care. Teams have used town hall gatherings, in-person ‘travelling road shows’, newsletters, email 
blasts, and advisory committee structures to reach primary care providers. Structural issues are 
preventing full engagement from this sector. Primary care providers are already overburdened, 
and participation in ICP adds work unless there is clear, immediate value. When the value 
proposition for primary care involvement was clear, such as faster access to diagnostic or 
specialist appointments for their patients, primary care providers were seen to be better engaged 
in ICP work. ICP teams were also challenged administratively to map the existence and contact 

“People think it’s [the ICP] the right thing to do, and 
they’ve seen a lot of the shortcoming of our current 
approaches, and they care about having the right 
thing to do. It empowers people, and acknowledges 
their expertise.” – LLP ICP Participant 

“The hospital is taking ownership over what 
they can do to make family docs’ lives 
easier.” – HF ICP Participant 
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information of primary care providers in their area, given the variety of primary care practices that 
exist across communities.  
 
Another challenge to ICP success is 
the tension between hospital-driven 
pathway design and community 
priorities. Some pathways, particularly 
HF, have been designed primarily 
around hospital volume reduction 
goals. Community and primary care 
partners sometimes see different priorities as more urgent, such as primary care attachment for 
unattached patients, broader chronic disease prevention, or basic digital or operational 
infrastructure. When pathway design does not reflect genuinely shared priorities, it risks depleting 
the social capital it depends on. Implementing an ICP and maintaining positive relationships were 
considered more difficult if partners in primary and community care believed the pathway only 
reflected a hospital’s priorities.  
 
Geographic and equity barriers also pose challenges for some ICP teams. Large geographic 
areas with diverse small communities require flexibility in pathway models and more investment 
in project management support to reach providers. Patients in rural and remote areas face 
additional barriers such as long travel distances and limited digital connectivity, making care 
transitions and follow-up care when complications or exacerbations occurs more difficult. 
Indigenous populations and populations with distinct cultural, linguistic, or social service needs 
also require pathway flexibility. Some teams note that for Indigenous patients, pathway 
effectiveness has been limited by the mistrust and avoidance rooted in historical trauma with 
Western health systems. Culturally safe and trust-centred approaches require sustained 
relationships rather than service extension alone. Further analysis on Indigenous-led ICPs will be 
included in the final report. 

 
Structural bottlenecks in pathway 
implementation remain. Specifically, 
regions with limited respiratory and 
chiropody specialist capacity struggle 
to fully implement COPD and LLP 
ICPs. In some regions, a single 
specialist serves large geographic 

areas; in these contexts, integration is less about optimizing referral flows and more about 
compensating for access issues by shifting tasks between providers and building more community 
capacity. Teams also report anxiety 
about the ambiguity of ICP funding 
sustainability, and this is already 
shaping implementation behaviour. 
The knowledge that ICP funding is 
time-limited affects how deeply 
partners are willing to invest in new 
structures, roles, and relationships. 
This creates a more pragmatic 
approach to sustainability planning, 
curtailing ICP spread and scale.  
 

“We saw a lot of interest in the early phase of the 
ICP, and now as funding has been cut each fiscal 
year, it’s really prevented us from scaling and having 
more of a regular presence [among providers]” – LLP 
ICP Participant 

“We are tasked with very lofty goals that don’t always 
seem rooted in the reality of what people in our 
communities are facing.” – COPD ICP Participant 

“We were unable to answer the basic question of 
how many patients are on the ICP, because data 
from [partner organizations] and hospital sites cannot 
be linked.” – HF ICP Participant 
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Despite these challenges, participants across all three pathway types described meaningful early 
impacts on patients, providers, and the broader health system. 
 

5. Perceived Impacts on Patients, Providers, and the Broader Health System 

 
Patients 
 
Clear patient impacts were found to be increased access, continuity, and the experience of 
navigating complex care. Faster transitions from acute care to community follow-up reduce the 
gap when patients are most vulnerable to exacerbation, which could result in a hospital 

readmission. The availability of 
navigators and dedicated coordinators 
means that patients are not left to find 
their own way through complex referral 
pathways. Combined clinics reduce the 
burden of multiple appointments across 
different sites. 
 

For patients who engaged with self-management 
and remote monitoring supports, ICP teams find 
that the patients report improved capacity to 
manage their own conditions, using appropriately 
tailored plans rather than generic protocols. 
Person-centred approaches in which NPs and 
coordinators work with patients to develop plans 
that reflect patients’ actual self-management 
capacity and preferences represent a meaningful 
departure from purely protocol-driven disease 
management. 

 
However, these benefits are distributed 
unequally. Patients who are attached to 
primary care, digitally connected, in closer 
proximity to hub services, and comfortable 
with the Western health system are best 
positioned to benefit. Unattached, rural, 
socially isolated, or culturally marginalized 
patients face structural access barriers that 
some pathways have yet to address.  

 
Providers 
 
Primary care providers who have participated in 
ICP education report improved confidence in 
managing HF, COPD, and LLP, better 
knowledge of available resources, and a 
stronger sense of connection to specialist 
colleagues. ICPs are creating a different kind of 
primary care provider relationship with complex 
chronic disease, one that is less reflexively 

“Families always come back and say, you guys gave 
us “x” amount of time that we wouldn’t have had, or 
that we would have spent going back and forth to a 
hospital for this or for that.” – HF ICP Participant 

“We had tremendous patient stories of 
patients moving through [care] quickly and 
smoothly. Patients who couldn’t walk and 
were suffering in great pain, who 
successfully healed and got the resources 
[they needed] to prevent amputation.” – LLP 
ICP Participant 

“Unhoused patients need extra attention. They 
don’t have a permanent address or contact 
information, and they have other barriers which 
cause difficulty when trying to get them attached 
to a provider for the pathway.” – HF ICP 
Participant 

“So far, the feedback from family 
physicians has been positive, and they find 
that [the ICP] eases some of the burden on 
them.” – COPD ICP Participant 
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deferential to specialist management and more focused on community and home-based 
management.  
 
For specialists, the pathways have created cleaner, more reliable referral streams and enabled 
faster throughput of appropriate patients. Standardized assessments reduce the back-and-forth 
of incomplete referrals. Transition protocols enable specialists to refer stable patients back to 
community care more confidently, which 
preserves specialist capacity for higher-
acuity needs. Navigators and clinical 
coordinators have emerged as new 
roles that are specifically relational and 
transitional. These are people who hold 
the pathway together in practice, not just 
in policy. This is a meaningful role 
evolution with real value, but it is also 
vulnerable to funding changes. 
 
The Broader Health System 
 
At the system level, the most significant potential impact is a shift in where and by whom chronic 
disease is managed. If ICPs succeed in their aims, more HF, COPD, and LLP care should occur 
in community settings, primary care offices, and virtual follow-up models rather than in emergency 
departments, inpatient wards, or overtaxed specialist offices with long waiting lists. Whether this 
shift is occurring at scale is not yet evident from the data available to this evaluation, but the early 
perceived evidence is positive. Many teams reported that the current reporting timeline, in which 
ICPs have been in operation for 
between one and three years, is not 
long enough to see this system impact.  
 
ICPs are also generating relational 
infrastructure — new cross-sector 
relationships, shared language, and 
common processes — that have value 
beyond any individual pathway. The 
trust and working relationships built 
through ICP implementation create a 
foundation for future collaboration, such 
as projects to connect stakeholders 
around patients’ palliative care needs, and this is a system-level investment with value beyond 
the pathways. 
 

Interim Recommendations from ICP teams 

 
Across the three ICPs, participants consistently recommended moving from short-term pilot 
funding to stable, multi-year investment so teams can build workforce capacity, retain key roles, 
and measure outcomes over time. They emphasized designing pathways through collaborative, 
bottom-up processes that meaningfully involve primary care, specialists, patients, and community 
partners, while embedding referral tools, documentation, and data collection directly into EMRs 
and routine workflows to reduce burden and support sustainability. Across HF and COPD ICPs, 

“We know COPD and HF are the two highest 
reasons for admissions to the hospital, but I just 
know that system impact takes a lot longer than a 
year. That’s what’s tough. But I can tell you right 
now, if even half of primary care providers in our 
area understands the ICP and knows what to do with 
their patient who may have COPD, that’s going to 
impact the system.” – COPD ICP Participant 

“I finally have some breathing room, where I’m still 
able to see new patients. If I didn’t have the ICP, I 
would not be seeing any more new patients.” – HF 
ICP Participant 
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recommendations also focused on strengthening primary care capacity, simplifying access to 
specialist advice, improving data-sharing infrastructure, and expanding team-based roles such as 
navigators, nurse practitioners, respiratory therapists, and administrative supports. For LLP ICPs, 
recommendations placed particular emphasis on shifting toward prevention as a standard of care, 
embedding pathway work in primary and community care rather than hospitals, and addressing 
structural gaps such as the lack of OHIP-funded chiropody. Taken together, the three ICPs point 
to a need for longer-term funding, stronger workforce and digital infrastructure, clearer provincial 
guidance with local flexibility, and sustained coordination functions to keep integrated care in 
place over time. A high-level overview of the recommendations from discussions with ICP teams 
is represented below. 
 
1. Focus on relationship-centred approaches to primary and community care sector 

engagement 
 
To shift care from acute or specialist settings to primary and community care when a patient’s 
condition is stable or low-to-moderate risk, good relationships between providers along the 
care continuum are required. While clinical and operational supports (such as clinical guideline 
education and advice, referral processes, and data integration) are critical to ICP functioning, 
primary care providers are often overburdened and may feel that ICP participation adds to 
their workload. Building trusting, reciprocal relationships among providers across sectors is 
key to sustaining ICP participation. Activities to do this could include identifying peer physician 
champions of the work, providing practical skill-building opportunities, co-creating the value 
proposition for primary care involvement using available data, and investing in digital 
infrastructure to make clinical communications easier. 

 
2. Balance pathway standardization with local adaptation and flexible implementation 

 
ICP teams expressed interest in greater standardization of what a pathway is, what a patient’s 
journey looks like, what to measure, and how to show success, while maintaining the need for 
local adaptation and flexible implementation. Standardized assessments, referral forms, and 
escalation protocols appear to increase specialist confidence that referrals are appropriate 
and to support more consistent patient experiences across providers. At the same time, 
geographic spread, resource variation, and the realities of rural, remote, and northern settings 
mean that a single uniform pathway cannot apply universally. Core ICP elements may need 
to remain consistent while local tailoring (for example, in delivery models, staffing 
configurations, and outreach approaches) is necessary. 
 

3. Acknowledge and address the system constraints of workforce shortages and lack of 
diagnostic capacity 
 
System-level constraints on ICP work include a shortage of specialists, an overburdened 
primary care sector and a lack of diagnostic infrastructure, especially in rural and remote 
communities. These structural gaps directly shape the feasibility of sustaining integrated care 
pathways, affecting some contexts more than others. ICP planning frameworks could formally 
incorporate these limitations, acknowledging and addressing the need for additional capacity 
planning for health provider roles (nurse practitioners, respiratory therapists, community 
chiropodists) and equipment (offloading devices, spirometry). 
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4. Build equity into ICP feasibility planning and design at the outset 
 
Geography, primary care attachment status, digital connectivity, winter travel conditions, and 
cultural safety all shape who can benefit from integrated care pathways. Patients without a 
primary care provider, those in remote or under-serviced communities, and Indigenous 
patients navigating systems marked by historical trauma face structural barriers that pathway 
design could actively address. Activities could include building equity analyses into pathway 
planning, examining structural access conditions alongside service utilization data, and, for 
Indigenous-serving contexts in particular, relationship-building and culturally safe care could 
be included as legitimate and measurable implementation activities.  
 

5. Conduct sustainability planning that includes multi-year stable funding 
 

Across all pathways, the temporary nature of funding is already influencing partner 
engagement, staffing decisions, and organizational willingness to invest in program 
infrastructure. Teams are operating in a constrained planning horizon and making early 
decisions about what is worth building for the long term. Navigator and coordinator roles, 
EMR-integrated tools, and community-based programming, all of which were seen as 
important to successful pathway implementation, are among the elements most at risk when 
project funding ends. Sustainability planning and stable, multi-year funding are recommended. 
 

These recommendations indicate that the effectiveness of ICPs is contingent on a set of 
interdependent conditions. Relationship-centred engagement, pathway standardization, equity-
oriented design, and local flexibility operate in combination and are shaped by underlying system 
constraints such as workforce capacity, diagnostic access, digital infrastructure and funding 
stability. Across ICP teams, these constraints shape the scope and pace of implementation, even 
where progress has been made through clinical leadership, cross-sector relationship-building and 
the local adaptation of pathways. Strengthening ICPs will therefore require coordinated action 
beyond individual teams, alongside continued local efforts to build relational infrastructure, clarify 
value for partners and iteratively adapt implementation in practice. These recommendations point 
toward a set of system-level conditions that should be addressed if ICPs are to achieve their 
intended impact at scale.  
 

Conclusion  

 
The qualitative evaluation of Heart Failure, Chronic Obstructive Pulmonary Disease, and Lower 
Limb Preservation ICPs reveals a picture of genuine optimism and momentum. ICP teams 
demonstrate strong engagement and a shared belief in the value of integrated care, supported 
by early evidence of improved access, stronger care transitions, and better provider coordination. 
Implementation is progressing, though not without challenges. Primary care engagement remains 
difficult to sustain, yet where teams have invested in relationship-building and collaborative 
pathway design, primary care providers have come to the table. This suggests that the conditions 
for broader engagement are achievable through deliberate co-design approaches. 
 
A recurring tension exists between the need for greater standardization and the reality of highly 
variable local contexts. There is appetite for clearer provincial guidance on core pathway 
standards and outcome measures, while implementation must remain flexible enough to reflect 
variation in local resources, geography, and population needs. For Indigenous communities in 
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particular, culturally safe and trust-centred approaches are foundational to the effectiveness of 
pathways and must be reflected in how they are designed and evaluated. 
 
Ultimately, the long-term success of ICPs depends not only on how well providers collaborate 
across sectors, but on how well pathways support patients in managing their own conditions 
between points of care. Strengthening self-management support is as important to pathway 
effectiveness as the infrastructure that connects providers. 
 
The path forward requires stable funding, clearer standards with local flexibility, and deeper 
investment in primary care, community engagement, and patient self-management. The final 
report will draw on additional data from Indigenous-led ICP cases and multi-OHT validation focus 
groups to further develop these conclusions and offer recommendations for the next phase of ICP 
development and implementation. 
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Appendix I: Heart Failure ICP Cross-Case Analysis 

 
About Heart Failure 
 

Heart Failure (HF) is a chronic condition that is caused by the heart not functioning properly. It 
can cause fatigue, swelling in the legs and abdomen, and shortness of breath. Common risk 
factors include damage to the heart muscle caused by a heart attack, coronary artery disease, 
and high blood pressure. Other risk factors include diabetes, tobacco and alcohol consumption, 
unhealthy diet and low exercise. Heart failure is a progressive and ultimately fatal condition. In 
Ontario, approximately 1.8% of the population had a heart failure diagnosis in 2015 (Ontario 
Health 2022). Heart failure is one of the five leading causes of hospitalization and 30-day 
readmissions (ibid.). 
 
Integrated Care Pathway Objectives 
 
Heart Failure ICPs aim to move care beyond the acute hospital setting and toward a more 
integrated, community-based, and patient-centred model. Across the four HF ICP teams 
participating in this study, the overarching goal was to reduce preventable emergency department 
visits, hospital admissions, and readmissions by ensuring heart failure patients receive 
coordinated, timely, and appropriate care across the continuum. Core objectives included: 
aligning HF care to quality standards and guideline-directed medical therapy; establishing clear 
pathways from the first point of contact for patients (emergency department, primary care, 
community) through to stable outpatient management; improving communication and 
collaboration among hospitals, primary care, specialists, and providers; engaging patients in self-
management through remote monitoring; and supporting for health equity for ICP patients. 
 

Findings 

 
This report draws on findings from four HF ICP teams. Two teams participated in individual 
interviews, which provided in-depth perspectives on pathway design and implementation from 
administrative and clinical stakeholders. Two additional teams participated in focus groups, which 
were used to broaden the findings by identifying whether themes identified in the interviews also 
resonated with other pathway contexts, and by capturing a wider range of implementation 
experiences, challenges, and adaptations across teams. 
 

Activities to Create Change 

 
HF ICP teams identified a wide variety of actions they put in place to improve integrated care. 
While activities varied according to ICP team context, funding, and capacity, they generally 
focused on improving coordination across sectors, creating more responsive systems for HF 
patients at risk of deterioration, and improving the flow and referral processes of patients between 
primary care, community cardiology, and hospital-based heart function clinics. 
 

1. Remote Monitoring and Home-Based Care  
 

Remote monitoring technologies and community paramedicine extended care into the home, 
enabling earlier intervention and reducing emergency and hospital use. Teams reported the 
following activities: 
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• Deployed phone applications and virtual care platforms4 to transmit patient vitals to care 
teams in near real time, supporting a "hospital at home" model for up to six months post-
discharge 

• Trained community paramedics to assess patients, draw bloodwork, administer IV Lasix, 
and relay monitoring data directly to HF clinics 

• Established a lending library for remote monitoring equipment to support equitable access 
 

2. New Clinical Roles for Coordination and Continuity 
 

ICP funding enabled new and expanded roles central to pathway coordination, follow-up, and 
cross-sector integration. Teams reported the following activities: 
 

• Introduced NP navigators and integrated coordinator roles spanning heart failure and 
other chronic disease programs 

• Embedded Physician Assistants in hospital cardiology and internal medicine to identify 
patients, support referrals, and manage follow-up 

• Embedded contracted chronic disease case managers5 in Family Health Teams to 
proactively identify patients and support medication optimization 

• Supported a dedicated ICP project manager for operations, education, and reporting 
 

3. Primary Care Engagement and Education 
 
Teams invested in building primary care relationships and capacity as important to pathway 
uptake and ongoing HF management in the community. Teams discussed the following strategies 
to engage primary care: 

• Used a "road show" model where ICP clinical leads visited primary care offices in person 
to introduce the pathway and build relationships 

• Embedded structured pathway documents (management steps, clinical thresholds for 
referral, escalation processes) into primary care EMRs 

• Established an NP-staffed HF hotline and e-consult system for real-time specialist advice 

• Offered small stipends and engaged physicians through councils, newsletters, and 
symposia 

 
4. Streamlined Access, Triage, and Referral 

  
Teams simplified referral pathways and created faster, more coordinated connections between 
primary care and specialist services. Activities included: 

• Established a one-number HF hotline for same-day guidance, expedited echocardiograms 
(within two weeks), and fast-track clinic access 

• Developed HF risk stratification (integrated into digital health information systems in 
emergency departments) to identify and refer appropriate patients earlier, linked to rapid 
discharge clinic models 

• Used hub, spoke, and node models and a virtual program that connects primary care 
providers to hospitals and directs patients to the right level of care based on risk 

 
4 Phone applications and virtual care platforms varied across OHTs and ICP teams. Medly and Atonics 
were mentioned frequently by evaluation participants. 
5 Contracted case managers varied across OHTs and ICP teams. Best Care was mentioned frequently by 
evaluation participants. 
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• Created formal referral arrangements with community cardiology clinics, including 
reciprocal communication for deteriorating patients 

 
5. Alternatives to Emergency Care 

  
Practical alternatives to the ED reduced unnecessary hospitalizations and better matched patients 
to appropriate care settings. Teams reported activities including: 

• Established IV Lasix infusion sub-clinics so patients requiring diuresis could avoid the ED 

• Supported home-based HF management through community paramedicine as a formal 
pathway component 

 
6. Shared Tools, Data, and Care Infrastructure 

  
Shared documentation, stronger data systems, and integrated care infrastructure improved 
coordination, communication, and follow-up across the pathway. Teams reported the following 
activities: 

• Co-developed shared pathway documents with primary care and specialists; created a 
public-facing regional services map 

• Established data analyst roles and modernized communication protocols to reduce fax 
reliance and improve referral processes 

• Developed patient-focused performance measures that were collected post-appointment 

• Developed standardized patient education materials across organizations 

• Created discharge packages with a year's worth of cardiac medications and pre-booked 
community follow-up 

• Integrated specialty clinics (cardio-renal, palliative care, geriatrics) to reduce fragmented 
visits 

 

Facilitators for Successful ICP Design & Implementation  

 
ICP teams reported many factors they considered important for ICP success. Table 1 presents 
these factors, organized into five domains: (1) clinical leadership and champions; (2) stakeholder 
engagement and relationships; (3) governance, structure and project management; (4) funding, 
policy and financial enablers; and (5) clinical model and remote patient monitoring. 
 
TABLE 1: FACILITATORS FOR HF ICP SUCCESS 
 

Domain 1: Clinical Leadership and Champions 

Facilitator Enabling Factors Supporting Evidence 

Strong, Respected 
Clinical Lead 

• Across all teams, having an energized, 
well-connected clinical lead for the HF 
program was identified as essential to 
driving collaboration and maintaining 
momentum. 

• The ideal lead combined disease-
specific expertise with strong 
interpersonal relationships across 
departments and organizations. 

“We had a physician lead who’s an 
expert in heart failure who was at the 
table and really deeply invested. They 
were instrumental in the design phase 
itself, and sustainment, and really 
championing the ICP amongst their 
cardiology team members.” 

Co-Leads and Shared 
Clinical Ownership  

• Having co-leads from other specialties 
created shared investment and 
distributed responsibility across the 
team. 

“The open communication between the 
different providers is really the key to 
recognizing how we’re managing these 
patients and keeping them as well as 
we can.” 
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• A multidisciplinary team, including 
pharmacy, social work, allied health, 
palliative care, nephrology, and 
geriatrics, provided wraparound patient 
support. 

• Combining clinics across specialties 
reduced the number of separate visits 
patients needed. 

Pre-Existing Clinical 
Relationships and Prior 
Pathway Work  

• Pre-ICP relationships between clinical 
leads and partners — some tracing back 
to the QBP pathway work — gave the 
ICP a strong foundation to build on. 

• In some cases, the clinical lead had 
begun designing the pathway and 
building partnerships before ICP funding 
arrived, enabling a faster launch. 

• Building on existing pathways and 
networks meant the ICP was not 
perceived as an externally imposed 
initiative. 

“The team was really well prepared to 
launch quite quickly because we’d done 
a lot of the legwork in advance.” 

Domain 2: Stakeholder Engagement and Relationships 

Facilitator Enabling Factors Supporting Evidence 

Value Alignment 
Among Providers 

• Where staff across organizations shared 
a belief in integrated care as the right 
model, collaboration was smoother and 
more durable. 

• Shared values reduced friction during 
difficult conversations and helped 
sustain engagement through the longer 
implementation phases. 

“Everyone believed in the model of 
care… and believed that where there 
were improvements needed, the 
integrated care pathway was the model 
to get there.” 

OHT as a Neutral 
Convener  

• The OHT model brought operational and 
clinical teams into contact around a 
common purpose in ways that had not 
previously occurred. 

“OHTs as an entity have the ability to 
be a neutral collaborating party that 
brings people together so that any 
power dynamics are less likely to 
happen.” 

Proactive Primary Care 
and Community 
Outreach  

• Structured outreach to CHCs, shelters, 
and primary care providers — including 
training sessions, newsletters, rounds 
presentations, and in-person visits — 
broadened engagement and built 
referral relationships. 

• Hospital investment in reducing wait 
times and guaranteeing fast access to 
diagnostics- made primary care 
physicians’ work easier and 
strengthened buy-in. 

• OHT town halls and primary care 
network (PCN) newsletters served as 
accessible, low-barrier channels for 
reaching primary care providers. 

“The hospital is taking ownership over 
what they can do to make family docs’ 
lives easier.” 

Patient and Caregiver 
Co-Design 

• Patient and caregiver involvement in 
working groups and the service mapping 
process from the outset shaped design 
decisions and strengthened the 
relevance of the pathway. 

• Patient experience measures and 
feedback reinforced the value of the 
pathway for staff and supported ongoing 
engagement. 
 

“Our Community Council is sort of a 
self-led group. They set their own 
agenda and we just kind of help them 
coordinate meetings and such. They 
were heavily involved in the mapping, 
and we kept bringing back whatever 
changes we had made based on their 
feedback.” 
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Domain 3: Governance, Structure, and Project Management 
Facilitator Enabling Factors Supporting Evidence 

Structured Project 
Management and 
Dedicated ICP Leads  

• Dedicated project managers and ICP 
leads coordinated across organizations, 
managed Ontario Health reporting, 
organized education sessions, and kept 
pathways updated. 

• Steering committees, structured 
workflow development, and early 
problem-identification sessions 
established a strong operational 
backbone. 

• Without this coordination infrastructure, 
reporting and cross-sector collaboration 
would not have been sustained. 

“I would say facilitators would be 
structured project management, 
structured development, and time and 
energy spent talking about what’s 
happening, where we are getting into 
trouble, and strategizing around it.” 

Clear Role Definition 
and Team 
Accountability  

• Having clear roles for each team 
member, with regular communication 
and mutual accountability, created 
clinical reliability and reduced ambiguity. 

• Hiring the right people — with disease-
specific knowledge and the 
interpersonal skills to build trust across 
providers and patients — was identified 
as a key structural enabler. 

• Navigator and coordinator roles 
developed processes and awareness of 
processes that were resilient in the face 
of staff transitions, supporting continuity 
of care across pathway partners  

“What helped was everyone being 
responsible for what they are 
responsible for and being responsible 
to each other.” 
 

Co-Location of Key 
Roles 

• Embedding the ICP project lead at the 
hospital ensured proximity to specialists 
and access to ED and HF clinic data. 

• Strategic co-location across sectors 
supported both clinical and relational 
dimensions of integration. 

“Having the project lead at the hospital 
is very helpful because we’re working 
with specialists so often, and trying to 
change how we are reviewing the 
emergency room data, and how we are 
doing work within our heart function 
clinic, and having the project lead there 
is strategic.” 

Flexibility and 
Responsiveness in 
Design 

• Willingness to pivot quickly in response 
to feedback was identified as a key 
governance strength — for example, 
redesigning the care pathway approach 
after an initial decision-support tool was 
rejected by primary care. 

• An environmental scan at the outset 
mapped existing programs and services, 
allowing the ICP to build on strengths 
rather than duplicate efforts. 

• Overlapping working group membership 
with the COPD ICP created efficiencies 
and cross-pollination of ideas. 

“That idea came out of just a small 
group connecting together and flagging 
the need, and we were able to 
implement the solution relatively 
quickly.” 

Domain 4: Funding, Policy, and Financial Enablers 
Facilitator Enabling Factors Supporting Evidence 

Bridge Funding Across 
Hospital and 
Community Budgets 

• ICP funding created a way for hospitals 
to direct funding to community partners, 
breaking down longstanding silos 
between hospital and community 
partners. 

• This bridging function was described as 
an essential and previously unavailable 
structural enabler. 

“Never before have hospitals given 
money to community because that’s not 
in their TPAs. Nor has community given 
money to hospitals… So that bridging 
piece is an essential element.” 
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QBP No-Loss Provision  • The Quality-Based Procedure (QBP) 
No-Loss provision reduced hospital-side 
financial hesitancy and enabled 
participation from outpatient-only 
hospitals that would otherwise have 
lacked access to funding. 

• Allocating no-loss provision funds to 
partners without QBP access ensured 
all organizations could participate 
equitably in the pathway. 

“When you have a group of 
organizations, some which have access 
to no-loss and some don’t, you need to 
make sure you’re allocating to enable 
all the pathways, not just the QBP 
hospitals.” 

Community Partner 
Willingness to 
Contribute In-Kind  

• Community paramedics and home care 
partners participated without additional 
funding, motivated by the training, 
mentorship, and scope-of-practice 
expansion the ICP offered. 

“We are fine to cover our own 
expenses… we need guidance, 
training, we need the mentorship… this 
collaboration has really enabled 
[paramedic staff] to work within their 
scope but to expand their area and 
build their confidence.” 

Domain 5: Clinical Model and Remote Patient Monitoring 
Facilitator Enabling Factors Supporting Evidence 

Timely Post-Discharge 
Follow-Up  

• Follow-up appointments booked within 
48–72 hours of hospital discharge 
helped prevent readmissions and 
ensured early connection to community-
based supports. 

• The ICP formalized and accelerated 
existing discharge processes, adding 
structure and accountability to 
transitional care. 

“We’re having some really good 
success with discharging patients from 
[hospital name]. Where maybe all these 
patients don’t need to go to a hospital 
clinic to see a specialist, but can be co-
managed or maybe completely 
discharged.” 

Remote Patient 
Monitoring  

• Digital health tools such as phone 
applications supported remote patient 
monitoring and reduced unnecessary 
hospital visits. 

• Strong early buy-in for remote patient 
monitoring at one hub site enabled 
spread to additional hospital partners. 

• Connecting Ontario provided a shared 
platform for clinical notes accessible to 
community sites, improving information 
continuity. 

“So much more can be managed in 
patients homes now, without them 
having to drive for an hour, park for half 
an hour, pay a lot of money, have a five 
minute appointment, and go back home 
again.” 

 

 
Organizational 
Capacity of Community 
Partners  

• Partners with dedicated staff, and 
established intake processes were able 
to absorb patients into the pathway 
efficiently. 

• Larger community cardiology 
organizations with existing infrastructure 
for patient intake and follow-up, 
accelerated partnership formation and 
reduced implementation burden. 

“I think what’s working well is it seems 
like our clinical partners are very good 
at identifying patients that need to be 
referred to our heart function clinic. We 
have a pretty good volume of referrals 
and our community partners know who 
and when to send patients to us and 
when to keep patient care at the 
community cardiology clinic.” 

 

Challenges to ICP Design & Implementation 

 
ICP teams discussed a variety of barriers and challenges they encountered in ICP work. Table 2 
presents these factors, organized into four domains: (1) funding instability and sustainability; (2) 
stakeholder engagement and governance; (3) data interoperability and measurement; and (4) 
clinical operations and patient access. 
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TABLE 2: CHALLENGES TO HF ICP SUCCESS 
 

Domain 1: Funding Instability and Sustainability 
Challenge Constraining Factors Supporting Evidence 

Year-to-Year, Non-
Base Funding 

• Year-to-year fiscal funding was the most 
consistently cited challenge across all 
cases, preventing multi-year planning, 
stalling scaling efforts, and keeping 
programs in a perpetual “pilot mode.” 

• Funding has decreased year-over-year 
in some cases, and delays in signing 
Transfer Payment Agreements added 
further uncertainty. 

• Short-term contracts for NPs, project 
managers, and navigators contributed to 
high staff turnover and constant 
retraining of specialized roles. 

“We feel like we’re constantly in pilot 
mode, and we don’t want to expand the 
service… because we don’t know if 
we’re going to be able to continue the 
work.” 

Differing Financial 
Incentives Across 
Sectors & QBP No-
Loss Provision 
Limitations 

• The no-loss provision was intended as a 
sustainability instrument but did not 
translate in practice: beds freed through 
better community management were 
immediately filled by other patients, so in 
some programs, savings did not flow 
back to fund ICP activities directly. 

• Savings from the no-loss provision 
accrue to the hospital through reduced 
admissions, while the workload increase 
falls on primary care, with no 
corresponding financial recognition. 

• QBP funding reflects acute care 
procedures, not chronic disease 
management, creating a structural 
mismatch between how the system is 
funded and what the ICP is trying to 
achieve 

“So if you don't admit heart failure 
patients, pneumonia patients will take 
the bed, sepsis patients will take the 
bed, asthma patients will take the bed. 
Well, they’re not QBP patients. But it 
doesn't matter because the hospital has 
to still pay for them. And the hospital 
did not let go of nurses or shut down 
wards with the savings that they have. 
So what ends up happening is that 
even though in theory we did save a lot 
of this QBP money, the hospital had to 
pay from their global budget for the 
patients who are non-QBP. And so that 
is the challenge. And how can you 
sustain the pathway long term without 
retaining tangible savings from the 
pathway implementation?” 

 

Domain 2: Stakeholder Engagement and Governance 

Challenge Constraining Factors Supporting Evidence 

Primary Care 
Engagement 

• Primary care physicians are overloaded, 
operate on different EMRs, and are 
resistant to new workflows, making 
consistent ICP engagement difficult 
across all cases. 

• Referrals from primary care remained 
low even where outreach was 
conducted, with the pathway “still very 
underutilized” among providers not on 
shared platforms. 

• Solo primary care practices were 
particularly difficult to engage, and some 
hesitancy existed around delegating 
medication titration to case managers. 

“If you try to implement any new thing, 
it’s an investment… you have to 
dedicate the time and take on some of 
that commitment.” 

 

 

Community and CHC 
Engagement 

• Low patient volumes through CHC 
referral channels made the effort to build 
and sustain those partnerships difficult 
to justify. 

• Patients referred through CHC 
relationships tended to be high-

“We were not seeing many referrals 
come through those CHC 
relationships… that needs to be 
retooled.” 
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complexity and atypical cases, placing a 
disproportionate burden on care 
coordinators. 

•  

Misaligned 
Organizational Values 
and Governance 

• Not all partner organizations had aligned 
values, goals, or expectations at the 
outset, leading to ambiguity about 
commitments and anticipated outcomes. 

• Internal hospital governance sometimes 
pulled organizations in different 
directions, and fewer front-line providers 
were engaged in the HF working group 
compared to COPD, limiting real-world 
input. 

•  

“It was not always clear that everyone 
had the same expectations, what they 
were committing to, and what the 
anticipated outcomes should be.” 

 

Sustaining 
Engagement Over 
Time 

• Initial enthusiasm and structured 
collaboration tended to plateau as 
programs matured, with working group 
participation declining and a sense of 
stagnation setting in. 

• Difficulty demonstrating data-driven 
progress and ongoing funding 
uncertainty compounded 
disengagement over time. 

• A healthcare culture of “what’s in it for 
me” was identified as a sustainability 
risk if not actively addressed through 
relationship-building and demonstrated 
value. 

“As time goes on, you get to a steady 
state, and people change, their level of 
dedication changes, and it is hard to 
keep engagement going.” 

Domain 3: Data Interoperability and Measurement 
Challenge Constraining Factors Supporting Evidence 

Fragmented Data 
Across the Pathway 

• No case had fully integrated data across 
the pathway. Different EMRs across 
primary care, hospitals, and community 
organizations made patient tracking 
difficult and prevented a coherent view 
of who was on the pathway. 

• Hospital IT system transitions during 
ICP implementation caused gaps in 
metrics collection, which meant that data 
mining required dedicated analyst 
resources. 

• Not everyone uploaded to shared 
platforms (e.g., Connecting Ontario), 
leaving communication fractures across 
the province. 

“We were unable to answer the basic 
question of how many patients are on 
the ICP, because data from [partner 
organizations], and hospital sites 
cannot be linked.” 

 

 

Reporting Misalignment 
and Equity Data Gaps 

• No shared accountability metrics existed 
across Ontario Health, hospitals, 
primary care, and OHTs — each level 
tracked metrics independently without 
integration. 

• Teams lacked data on what proportion 
of the eligible patient population was 
being reached and how equitable 
different pathway entry points were. 

• Short-term reporting windows were 
insufficient to capture the multi-year 
timelines required to demonstrate 
upstream prevention impacts. 

“It’s been demonstrated that these are 
great pathways, and we’re still doing 
them voluntarily. But there’s no shared 
accountability metrics for population 
health and patient care. We have 
hospital metrics, and primary care 
metrics, and OHT metrics, but in none 
of those three is there any cross-over.” 
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Digital Tool 
Implementation 
Challenges 

• Nurse navigators managing remote 
monitoring experienced alert fatigue 
when piloting tools with patients, as 
patients did not always input their data 
correctly and could trigger HF alerts that 
were not real.  

• Tools were available only in English, 
creating language barriers for patients 
requiring translation support. 

• Patient-reported data collection and 
feedback loop processes were not 
always standardized across pathway 
partners. 

“Patients didn’t always understand that 
they should enter changes in their 
symptoms, not their daily symptoms, 
which would trigger a lot of alerts.” 

Domain 4: Clinical Operations and Patient Access 
Challenge Constraining Factors Supporting Evidence 

Staff Turnover, Role 
Clarity, and Workload 
Gaps 

• Difficulty hiring for temporary positions, 
high staff attrition, and loss of 
institutional knowledge through 
personnel transitions were recurring 
issues. Where only one person held a 
specialized role with no backup, delays 
cascaded. 

• Nursing perspectives were not included 
in the original program design, leading 
to gaps in documentation protocols and 
workflow expectations that had to be 
retroactively addressed. 

• Central triage models, while reducing 
primary care burden, concentrated 
heavy workloads on a single HF 
physician. Administrative gaps in HF 
clinics created appointment backlogs. 

“ It is very hard to hire in health care. It 
is really hard. Like NPs is almost 
impossible. You really have to beg, and 
try to find people. And it's even harder 
when you're hiring for a temporary 
position. Like these people, they don't 
have shortage of options. So they’re not 
going to choose the option that says 
you're there for one year, and then they 
renew, or you may have to pack your 
stuff and go. And so it is really hard.” 

 

Equity Gaps and Social 
Determinants of Health 

• Unhoused, rural, and high-acuity 
patients with complex social 
determinants of health faced the 
greatest barriers to pathway access and 
sustained engagement. 

• Geographic access constraints led some 
patients to opt out of recommended 
services and seek care elsewhere at 
their own expense. 

• Unattached patients and those outside 
OHT catchment boundaries faced 
difficulty accessing a local primary care 
provider as part of the pathway. 

“A subgroup of this patient population 
that need a bit of extra attention is 
unhoused individuals. They have 
specific barriers. They don't have a 
permanent address. Some of them 
don't have permanent contact 
information. So it causes a bit of a 
barrier when trying to get these people 
attached to primary care for the 
pathway.” 

 

Patient Complexity and 
After-Hours Access 
Gaps 

• Patients with multiple comorbidities 
often did not fit neatly into a single 
disease-specific pathway, creating 
ambiguity about which team was 
responsible for their care. 

• Post-discharge follow-up gaps — where 
patients could not access the HF clinic 
for several weeks — left medication 
titration incomplete during a high-risk 
period. 

• Patients presenting to the emergency 
department but not admitted fell outside 
the ICP’s reach, particularly after hours 
when navigators and case managers 
were unavailable. 

“It’s not quite this pathway, but it’s not 
quite that pathway either… patients fit 
different criteria with lots of 
comorbidities.” 
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Perceived Impacts on Patients, Providers, and the Broader Health System 

 
Patients 
 
Across HF ICP teams, evaluation participants reported that they perceive patients to have 
experienced meaningful improvements in both health outcomes and quality of life. One of the 
most significant benefits that teams are beginning to see is reduced hospitalizations and 
emergency department visits, with patients being kept out of hospital and supported to live longer, 
better-quality lives at home. Estimates from one participant suggested that patients gain 
approximately a year of more valuable, quality time because of the program. An ICP team member 
said that, based on their team’s metrics tracking, “you can absolutely see a steady decrease in 
admissions, there’s a decrease in wait times to be seen at the heart function clinic, and there’s an 
increase in referrals.” 
 
ICPs are also showcasing that heart failure patients are now being diagnosed earlier through ICP 
initiatives such as centralized triage at a heart function clinic. One participant said that “if 
transferred to our hub site (from hospital or primary care), usually patients are booked within 72 
hours and then seen within two to four weeks.” Patients are receiving guideline-directed medical 
therapy closer to home rather than waiting months for specialist or hospital-based care. Access 
to remote monitoring equipment has enabled many patients to be followed at home, reducing the 
burden of travel to appointments. Where acute treatment is needed, innovations like IV Lasix 
infusions administered in clinic or at home have allowed patients to avoid unnecessary ED visits 
and admissions. 
 
Beyond clinical care, patients enrolled in the pathway can benefit from the navigational and 
emotional support provided by care coordinators and nurse practitioners. After a heart failure 
crisis, patients and families are often overwhelmed; the navigator has been described as "a gift 
of time, information, hand-holding, confidence and empowerment."  Another participant noted, “I 
hear routinely from patients about the actual individuals who are our integrated care coordinators. 
Patients are very vocal about how they feel so tremendously supported.” Patients leave the 
hospital with a clearer understanding of heart failure as a chronic condition and greater capacity 
to self-manage, supported by enhanced health literacy and a sense of having a reliable safety 
net.  
 
Multidisciplinary care teams have expanded patient access to pharmacy, social work, palliative 
care, transportation assistance, and other allied health services. Improved quality of life has been 
confirmed through validated tools including KCCQ12 surveys and patient-reported outcome 
measures. Some barriers remain, however — lower-risk patients may face longer waits, and 
geographic distance from services continues to be a challenge for rural populations. 
 
Providers 
 
Providers across multiple teams have reported largely positive experiences with the ICP. Many 
describe a renewed sense of professional purpose and satisfaction, noting that the program offers 
an opportunity to deliver care that meaningfully changes patients' lives. One provider described 
the work as "joyful," while another said it was "refreshing to be doing something focused on 
quality." 
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Primary care providers have benefited particularly from greater empowerment to manage mild to 
moderate heart failure independently within their own practices, supported by clear, co-developed 
pathways and access to specialist guidance. Those participating in the evaluation report that the 
program has given them tools and information that make their day-to-day work more 
straightforward. Providers also report that being involved early in the design and development of 
the ICP has led to the model becoming embedded in their practice as standard of care. One 
participant described the main changes: “This is what used to happen. The patient comes to their 
family doctor with a symptom that may be or may not be heart failure. The family doctor writes a 
referral. The patient waits four or five months, then they get seen. And sometimes they don't even 
have heart failure.[…] The change now has been remarkable. So now I would say 99% of patients 
that we see in the clinic have already had all their work-up done […]. When I first started here, it 
was very rare to have the primary care providers do it. Now they do it all the time. […] Now, the 
second change is patients are actually being started medications in the community, too. And that 
is partly attributed to access to guidance about what treatments to initiate. So now when patients 
get the diagnosis in primary care offices, they also get started with the treatment.” 
 
For specialists, the ICP is seen to have created meaningful capacity gains. By shifting appropriate 
patients to community and primary care settings, specialists are seeing only those who truly 
require their expertise, with full diagnostic workups already completed — allowing earlier initiation 
of treatment and more fulfilling clinical interactions. Providers also reported benefits from the 
ability to collaborate with social work and palliative care colleagues for patients with complex 
social or goals-of-care needs. One specialist described the capacity gains as “finally having an 
opportunity to get some breathing room, and where I'm still able to see new patients. Which is 
absolutely phenomenal because I should have shut my doors down like years ago. If I didn't have 
the ICP, I would not be seeing any more new patients.” 
 
Some challenges persist. Centralized triage arrangements can place a disproportionate volume 
burden on the provider managing referrals, and pathway ambiguity for complex patients who don't 
fit neatly into eligibility criteria creates uncertainty for those involved in their care. 
 
Health System 
 
At the system level, the ICP has generated some measurable results. Hospital admissions and 
ED visits for heart failure have declined across multiple teams, and post-discharge data from one 
program demonstrated reductions in heart failure patient rehospitalization at 30, 60, and 90 days. 
One program reports a bounce-back rate from hub-and-spoke sites back to the specialist node of 
less than 1%, indicating highly efficient care transitions. Referral-to-assessment timelines have 
also improved, with some patients now seen within two to four weeks of referral compared to 
waits of four to five months prior to the ICP. 
 
The model of care has started to shift from fragmented, episodic, specialist-centred management 
toward integrated, coordinated, longitudinal disease management. Pathways have been co-
developed by specialists and primary care providers, creating shared ownership and stronger 
inter-organizational relationships. Expanded linkages with palliative care, nephrology, geriatrics, 
general internal medicine, pharmacy, and allied health have broadened the system's capacity to 
address the full continuum of heart failure care. Accessible HF service directories have improved 
visibility of available community resources for providers across the region. 
 
Some teams reported that the ICP financial incentive of the no-loss provision has enabled 
reinvestment in outpatient and chronic disease infrastructure. ICP funding has also supported the 
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growth of heart function clinic capacity across hospital sites. However, some teams report 
frustration with the no-loss provision, noting that the money saved from a reduction in heart failure 
admissions is still needed for patients with other conditions. These teams noted that despite the 
no-loss provision, they perceived the ICP to be asking hospitals to spend funds on care outside 
of hospital walls. 
 

Interim Recommendations and Sustainability of the HF ICP 

 
HF ICPs have generated a rich body of learning across multiple Ontario Health Teams (OHTs) 
and providers. The following reflects interim recommendations and sustainability considerations 
drawn from participants. 
 
Funding and Financial Sustainability 
 
Stable, multi-year funding is the single most critical enabler of the HF ICP. Heart failure 
management is a long-term change management exercise that requires a minimum five-year 
horizon before meaningful system-level impact can be measured. Year-to-year funding creates 
instability, limits scaling, and contributes to staff turnover. The QBP no-loss provision has not 
always functioned as an effective sustainability instrument, and its reduction or discontinuation 
creates significant risk to ICP continuity across teams. Small stipends for primary care physician 
participation, while modest, have been meaningful in recognizing the time clinicians invest in 
ongoing pathway activities such as providing feedback for improvement, updating care guidelines, 
and participating in education sessions regarding those updates, and these stipends should be 
sustained. Resources dedicated to project management were also found to be important, as these 
operational roles help preserve pathway documentation, updates, meetings and communication, 
and metrics reporting. 
 
Design and Implementation 
 
Effective ICP design begins before formal launch. Teams that invested time in building primary 
care relationships ahead of implementation experienced smoother rollouts. Nursing staff and 
frontline perspectives should be included from the outset, alongside meaningful co-design with 
patients, community members, Indigenous councils, and community councils. Hospital 
leadership and executive buy-in are equally essential — without it, operational resources do not 
follow.  
 
A key lesson across teams is that primary care providers need simpler workflows and direct 
access to specialists. New decision-support tools or forms that add administrative burden are 
unlikely to be adopted. In-person, relationship-based outreach to primary care is far more 
effective than newsletters or large presentations. Technical and data teams should also be 
engaged early to establish data collection infrastructure, including patient-reported outcome 
measures (PROMs), from the start of the program. 
 
Embedding Pathways in EMRs, Standardizing Data Collection, and Using Digital Health 
Tools 
 
Pathway processes and documents need to be embedded directly into participating organizations’ 
electronic medical records to increase usability. ICPs would benefit from moving out of pilot mode 
and into a more standardized model of care, which would require more attention to 
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standardization of data collection to enable meaningful performance measurement and 
evaluation.  
 
Digital health tools and patient self-management platforms are increasingly important. Human 
resources alone cannot scale to meet the growing burden of heart failure, and digital triage tools 
have been identified as having real potential to extend reach and support prioritization of high-
risk patients. 
 
Workforce and Roles 
 
The right people in clinical lead and navigator roles make a meaningful difference to pathway 
outcomes. Careful selection, ongoing succession planning for clinical champions, and investment 
in team-based chronic disease nursing within primary care teams are all essential. Nurse 
practitioners and physician assistants remain underutilized and should be engaged more 
deliberately in heart failure care integration. 
 
Patients without a primary care provider represent a distinct challenge. An integrated care 
coordinator role could effectively serve as a "quarterback" for unattached patients, ensuring they 
are not managed in a fragmented or specialist-only way. Streamlined access to social services, 
cultural safety training for the full care team, and attention to multi-linguistic care environments 
are also important for equitable, holistic care. 
 
Sustainability Outlook  
 
For most clinical components, sustainability is achievable once practices become embedded in 
routine care. Elements such as the one-number-to-call hotline for heart failure clinical advice and 
integration with community paramedics and home care are viewed as potentially sustainable, 
provided that mentorship and training infrastructure remain in place. 
 
Longer-term sustainability depends on primary care physicians becoming confident in managing 
mild-to-moderate heart failure independently, reducing over-reliance on specialist care. Open 
communication between providers, shared data infrastructure across pathway organizations, and 
a philosophical shift toward proactive population-level management are foundational to this goal. 
As one participant put it, the aim is to keep changing the disease trajectory for patients — but 
realizing those savings and outcomes requires time, investment, and sustained commitment 
across the system. 
 

Conclusion 

 
The Heart Failure Integrated Care Pathway shows strong early evidence of improving how care 
is organized and experienced across settings. Findings suggest the pathway is helping to reduce 
hospital use, strengthen transitions after discharge, improve access to community-based 
supports, and better equip primary care and other providers to manage patients proactively. Just 
as importantly, it reflects a broader shift from reactive, hospital-centred care toward a more 
integrated, person-centred model of chronic disease management. At the same time, participants 
emphasized that sustaining this progress will require solutions to persistent structural barriers, 
particularly fragmented data systems, short-term funding, and limited capacity across sectors. 
Overall, the findings suggest that the HF ICP is a promising model for improving outcomes and 
integration, but its long-term success will depend on sustained investment, shared accountability, 
and commitment to integrated chronic disease care as a standard approach.   
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Appendix II: Chronic Obstructive Pulmonary Disease ICP Cross-Case Analysis 

 
About COPD  
 

Chronic obstructive pulmonary disease (COPD) is a progressive lung disease that limits airflow 
and makes breathing difficult. It includes conditions such as emphysema and chronic bronchitis. 
Common risk factors include smoking and vaping, asthma, recurrent respiratory infections, and 
exposure to air pollution (Blazer & Stanbrook, 2023). COPD is a growing health concern in 
Canada, affecting about 10% of adults, and exacerbations remain a leading cause of 
hospitalization despite declining smoking rates (ibid.). Social determinants of health also shape 
COPD outcomes, with people experiencing lower income and socioeconomic disadvantage 
facing higher rates of hospital admission and readmission (Gershon et al. 2019). 
 
Although COPD cannot be cured, earlier identification and better management can improve 
quality of life, reduce exacerbations, and slow disease progression. Key goals of care include 
confirming diagnosis through spirometry (a common, non-invasive breathing test that measures 
lung function), relieving symptoms, improving exercise tolerance and overall health status, and 
preventing acute flare-ups. Yet gaps in care remain. In Ontario, only 10% of patients with COPD 
received a referral to a respirologist, and in 2021/22, only 40% received spirometry testing to 
confirm diagnosis, with substantial regional variation across the province (Ontario Health 2024). 
 
Integrated Care Pathway Objectives 
 
The four COPD ICP teams that participated in this study shared foundational objectives: to 
improve identification, diagnosis, and management of COPD patients, particularly those who are 
high-risk, unattached to a primary care provider, or facing barriers to accessing care. While the 
specific program components varied by context, several common approaches emerged: 1) 
Increase access to spirometry and formal COPD diagnosis, 2) reduce ED visits and hospital 
admissions through earlier intervention, self-management support, and community-based follow-
up, 3) improve care coordination between primary care, specialists, hospital, and community 
services and reduce wait times for respirology, and 4) reduce barriers to access to care and 
support patients who are unattached to a primary care provider. 
 

Findings 

 
This report draws on findings from four COPD ICP teams. Two teams participated in individual 
interviews, which provided in-depth perspectives on pathway design and implementation from 
administrative and clinical stakeholders. Two additional teams participated in focus groups, which 
were used to broaden the findings by identifying whether themes identified in the interviews also 
resonated with other pathway contexts, and by capturing a wider range of implementation 
experiences, challenges, and adaptations across teams. 
 

Activities Used to Create Change 

 
COPD ICP teams identified a variety of actions they took to improve integrated care. While 
activities varied according to ICP team context, funding, and capacity, they generally focused on 
improving early identification, diagnostics, and self-management as well as engaging primary care 
providers and coordinating care using community services. 
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1. Increase access to spirometry and formal COPD diagnosis 

 
Across all four ICP teams, limited access to spirometry was identified as a key barrier to timely 
diagnosis and pathway implementation. Teams addressed this through some of the following 
activities: 

• Investing in spirometry equipment and provider education across OHT communities 

• Training hospital staff, including internal medicine teams, to refer patients for spirometry 

• Developing an Indigenous-led spirometry pathway in reserve communities 

• Training mobile Nurse Practitioners (NPs) to provide spirometry in remote areas 

• Rolling out Certified Respiratory Educator (CRE) training across the region 
 

2. Establish expedited pathways to specialist care and improve referral processes 

 
Several teams focused on improving access to specialist care by streamlining referrals and 
creating more coordinated intake processes. Activities included: 

• Harmonizing referral forms co-designed by respirology and primary care, with integration 
into EMRs or follow-up by navigators 

• Establishing a central chronic disease hub to coordinate intake and referrals to 
respirologists 

• Creating multiple entry points into the pathway, including self-referral, primary care, the 
emergency department, and unattached patient clinics 

• Automating the identification of COPD patients in hospital EMRs to replace manual chart 
review and support pathway referral 

• Expediting access to respirology for patients entering the pathway 
 

3. Strengthen post-discharge follow-up and after-hours care 
 

To improve continuity of care following hospital discharge, teams described strategies to enhance 
follow-up, coordination, and access to support outside regular clinic hours. Activities included: 

• Leveraging community paramedicine to provide evening and weekend ICP support in 
patients’ homes 

• Sending referral notifications to primary care and case managers6 or navigators following 
each hospital discharge or emergency department visit 

• Deploying navigators and case managers to improve post-discharge connections to 
community services 

• Having hospital navigators attend inpatient rounds to identify and support eligible patients 
prior to discharge 

 
4. Build knowledge and capacity in primary care 

 
Building primary care capacity was a key strategy for improving early identification, referral, and 
ongoing management of COPD. Teams reported the following activities: 

• Hosting primary care town halls featuring specialist-led education on COPD quality 
standards 

 
6 Case managers and navigators varied across OHTs and ICPs. Best Care was mentioned frequently by 
evaluation participants. 
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• Using NPs to support knowledge exchange between specialists and primary care 
providers 

• Developing pamphlets and centralizing referral forms, tools, and educational materials in 
an online repository 

• Providing spirometry and CRE training for rural and allied health providers 
 

5. Reduce barriers to access for unattached and underserved patients 

 
Teams also described efforts to reduce structural barriers and improve access for patients who 
were unattached to primary care or otherwise underserved. Activities included: 

• Designing flexible entry points so patients without a regular primary care provider could 
still access the pathway 

• Hiring an NP for an unattached patient clinic, partially funded through ICP resources 

• Using asset and service mapping to identify service gaps and inform resource allocation 

• Creating an Indigenous-led pathway in which an Indigenous NP delivered care in homes 
and on-reserve health centres, reducing transportation barriers and supporting culturally 
safe care 

• Establishing a pop-up clinic at a shelter organization to improve access for patients 
experiencing homelessness 

 

Facilitators for Successful ICP Design & Implementation  

 
ICP teams reported many factors they considered important for ICP success. Table 1 presents 
these factors, organized into five domains: (1) design process and stakeholder engagement; (2) 
ICP model and implementation; (3) equity-centred, flexible, and culturally safe design; (4) clinical 
leadership champions and multidisciplinary practice; and (5) provider education and knowledge 
translation. 
 
TABLE 1: FACILITATORS FOR COPD ICP SUCCESS 
 

Domain 1: Design Process and Stakeholder Engagement 
Facilitator Enabling Factors Supporting Evidence 

Broad and Diverse 
Stakeholder 
Engagement 

• Cross-sector working groups included 
primary care, specialists, hospitals, 
community organizations, and 
patient/caregiver representatives. 

• Representation ensured the pathway 
reflected real-world system needs. 

"Not very often do we get primary care 
and specialists in the same room to talk 
about care plans and come up with a 
shared agreement to ensure that 
referrals and delivery of care is 
streamlined. That was a big win." 

Culture of Trust, 
Respect, and Inclusion 
 

• All contributors, regardless of role or 
title, were treated as valued team 
members. 

• Trusted relationships enabled candid 
conversation and productive 
collaboration. 

• Pre-existing relationships helped, but 
formalizing partnerships remained 
necessary. 

“There’s that community conversation 
happening there. It's having that 
discussion around where the gaps are, 
and then what can each organization 
bring forward? And then what 
awareness is helpful?....the 
engagement was there from a genuine 
perspective. Everyone who was at the 
table wanted to be there.” 

OHT as a Neutral 
Convener and Project 
Manager 
 

• OHTs, positioned outside any single 
sector, managed operational legwork 
(roadmaps, meetings, service mapping), 
freeing clinical staff to focus on ICP 
content. 

“Our OHT, it’s an amazing group of 
people that have really great 
relationships with each other, who are 
really proactive and work together to 
support positive change very quickly 
and are willing to take risks...To think 



 
 

38 
 

• Neutral positioning reduced territorial 
tensions and built cross-sector buy-in. 

outside of the box, physically outside of 
the hospital, I see a lot of value in 
having the lead be more of a neutral 
role like the OHT. It sends the message 
of being more collaborative.” 
 

Domain 2: ICP Model and Implementation 

Facilitator Enabling Factors Supporting Evidence 

Flexibility to Design 
Context-Specific ICPs 

• Ontario Health’s latitude for OHTs to 
adapt ICPs to local contexts enabled 
rural/remote adaptations, Indigenous-
specific pathways, and non-traditional 
outreach settings. 

• An improvisation mindset and 
willingness to adapt care models to local 
realities were essential in resource-
limited settings. 

"Figuring out how to have this run in a 
community in a way that works for them 
was important.” 

 

Clear Leadership 
Structures and Close 
Primary Care 
Relationships 
 

• Designated leads for each area (primary 
care, specialist, admin, hospital) 
enabled cross-sector accountability. 

• Co-location with, or close ties to, a 
Family Health Team (FHT) provided the 
organizational infrastructure and staff 
capacity to support ICP work. 

• Co-location with an FHT allowed shared 
EMR access between NP pathway 
navigators and primary care physicians. 

"The FHT made sure we are front and 
centre for the ICP work…their 
openness to allow their providers and 
admin staff to be there so we can get 
the work done." 
 

Balanced OHT and 
Hospital Leadership 
 

• Hospital partners contributed resources 
and implementation capacity; OHTs 
brought community buy-in and cross-
sector coordination. 

• ICPs were framed as community tools, 
not hospital-driven initiatives.” 

“I work in a hospital setting that has all 
the resources I could ask for, and it’s 
helpful when I want to push the 
envelope and ask for something...but 
that doesn’t mean it’s the best way, 
because you don’t have the same buy-
in from people in the community, you 
know, in the trenches managing these 
patients on a daily basis in the family 
doctor’s office. I think you get a little bit 
more of that with the OHT, but the OHT 
can also be thinking too broad...so I 
think a combination of leadership is 
nice.” 
 

Accessible, Living ICP 
Repository 

• Hosting pathway documents, referral 
forms, and clinical resources in an 
updatable online platform kept the ICP 
current and reduced duplication of effort 
for providers. 

“We heard very, very strongly from 
everybody in the health system, “we 
don’t want to keep doing the same 
work. Figure out where you can put the 
work and update it and keep it relevant 
for providers and people in the health 
system” so that’s what we did in 
creating a pathway document 
repository.” 

Integration with Other 
Chronic Disease 
Programs 
 

• The ability to enroll patients in multiple 
chronic disease programs during a 
single ICP visit reduced burden and 
promoted more holistic care. 

"If I'm seeing the patient first for COPD, 
HF, diabetes… I can sign them up for 
other programs at the same visit." 
 

Domain 3: Equity-Centred, Flexible, and Culturally Safe Design 

Facilitator Enabling Factors Supporting Evidence 

Indigenous-Led and 
Culturally Safe Care 
Models 

• Having Indigenous providers lead ICP 
implementation with Indigenous 
populations was a key success factor. 

"The Indigenous population has gone 
through a lot of trauma in their 
background... so just being mindful of 
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 • Outreach models (home visits, on-
reserve care) reduced access barriers 
for those facing stigma or transportation 
challenges. 

• Trauma-informed, non-judgmental, and 
flexible approaches were embedded in 
the model. 

the different situations you might come 
into when you're going into their 
homes... not being judgmental, just 
being open, being there to help, and 
flexible and respectful." 

Access for Unattached 
Patients 
 

• Dedicated unattached patient clinics, or 
providers stepping into the MRP role 
during ICP enrollment, ensured patients 
unattached to a primary care provider 
could still access COPD care. 

“Every practitioner wants to do their 
practice a certain way...but what we 
agreed to was to have a respiratory 
therapist in our office that would see all 
COPD patients, including those without 
a primary care provider, and the ICP 
Primary Care lead became the 
designate to coordinate with the 
hospital...the hope was that in our office 
we could optimize patient care to the 
point they could be managed in the 
community.” 

Domain 4: Clinical Leadership Champions and Multidisciplinary Practice 
Facilitator Enabling Factors Supporting Evidence 

Navigators, Allied 
Health, and Transitional 
Care Roles 

• Hospital navigators supported hospital-
to-home transitions by enrolling patients 
in the COPD ICP and sending follow-up 
referrals at discharge. 

• NPs, community paramedics, 
community respiratory therapists, and 
nursing roles helped increase capacity 
for home-based care. 

“Transportation is something that we 
hear our clients struggling with a lot...so 
they love the community paramedicine 
because they are able to be treated in 
their home, we’re able to respond to 
their exacerbations and connect to their 
primary care provider or on-call medical 
team and leave them with any 
medications that they might require 
right there in their home...so that’s 
breaking down a lot of barriers.” 
 

Specialist Support for 
Primary Care 
 

• Specialists contributed to pathway 
design and provided ongoing education 
to help primary care providers 
understand clinical guideline changes 
and COPD care needs. 

• This two-way relationship strengthened 
confidence and competency across the 
ICP team and enabled primary care 
providers to play a bigger role in caring 
for less complex cases. 

“Even during our initial ICP project 
design days, there was a lot of 
involvement from the respirologist and 
other specialists to get their input and 
make sure we are following current 
guidelines and what are the clinical 
needs of our community.” 

Domain 5: Provider Education and Knowledge Translation 
Facilitator Enabling Factors Supporting Evidence 

 
ICP framed as an 
accessible clinical tool 

• Provider uptake improved when the ICP 
was understood not as an administrative 
referral form, but as an accessible 
clinical guide for tracking disease 
trajectory, initiating conversations, and 
determining when to refer or escalate. 

• Presenting the ICP to providers as a 
practical, time-saving tool instead of an 
added burden and incorporating their 
preferences into communication 
materials strengthened uptake. 

“When we were introducing primary 
care providers to the pathways, I had a 
bit of a set-back because one of the 
presenters introduced it as a referral 
system. I intervened to reframe that it 
was not just a page to look up where to 
refer your patient…it is a resource 
when a patient arrives huffing and 
puffing in your office, you can open the 
pathway and see what is the first thing 
to assess…it is a clinical cheat 
sheet…and provides guidance on 
starting the conversation with the 
patient and when to send them to a 
specialist.” 
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Wayfinding and System 
Navigation 
 

• The ICP gave providers clearer 
communication lines and a shared 
understanding of roles, reducing 
uncertainty about escalation and 
referral. 

"I now know who to call for any 
troubleshooting that's required, any 
patient care escalations." 
 

 

Challenges to ICP Design & Implementation 

 
ICP teams discussed a variety of barriers and challenges they encountered in ICP work. Table 2 
presents these factors, organized into four domains: (1) data, information sharing, and reporting; 
(2) funding instability and sustainability; (3) capacity and human resources; (4) stakeholder 
engagement and governance; and (5) equity, access, and local context. 
 
TABLE 2: CHALLENGES TO HF ICP SUCCESS 
 

Domain 1: Data, Information Sharing, and Reporting 

Challenge Constraining Factors Supporting Evidence 

Fragmented IT 
Systems 

• Hospital EMRs, primary care EMRs, 
community organizations, and 
paramedics rarely share IT 
infrastructure, forcing reliance on fax 
and phone for referrals and follow-up. 

• Community paramedics could view 
patient records on Connecting Ontario, 
but could not upload post-interaction 
notes, meaning after-hours 
exacerbations were not systematically 
captured. 

• Case managers were not notified when 
their COPD patients were discharged 
from hospital, creating gaps in continuity 
of care. 

“We’ve been investing a lot of time 
trying to get access to clinical 
information… and it’s not readily 
available.” 

Late and Unclear 
Reporting 
Requirements  

• Ontario Health’s request for ICP patient 
enrollment data after ICP design was 
completed and implementation was 
underway created ambiguity about who 
“counts” as an ICP patient and how to 
link data across disconnected systems. 

• New requirements for patient identifiers 
and Indigenous data fields added work 
without corresponding resources, data 
infrastructure, or guidance being 
provided. 

• Short reporting windows (1.5–2 years) 
were insufficient to demonstrate 
meaningful ICP impact on major clinical 
indicators. 

“When we don’t understand the 
quantitative expectations when we 
design the ICP, our process and plans 
won’t align with those reporting or 
impact measurement expectations.” 

 

Limited Data for ICP 
Design and Evaluation  

• At the outset, OHTs lacked data on their 
COPD patient populations, making it 
difficult to design an evidence-informed 
pathway. 

• Data collection methodology was 
challenging: capturing a patient who 
appears mild may not reflect the care 
journey already taken, making it hard to 
demonstrate impact. 

“I feel like we were making decisions 
that were not necessarily data 
informed.” 
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Domain 2: Funding Instability and Sustainability 

Challenge Constraining Factors Supporting Evidence 

Year-to-Year, Non-
Base Funding 

• The absence of annual base funding or 
a multi-year funding commitment 
creates uncertainty about long-term 
sustainability and limits the ability to plan 
staffing, programming, and 
infrastructure.  

• Short-term contracts for NPs, case 
managers, and navigators contributed to 
high staff turnover and constant 
retraining of specialized roles. 

“It is a specialized area of knowledge. 
So once we build that capacity and then 
lose those people, it’s constant 
retraining. It’s a built-in fail from the 
very beginning.” 

Restricted and 
Inflexible Funding 
Structures  

• Limitations on what ICP funding can be 
used for constrained OHTs, particularly 
those in rural or geographically large 
areas requiring non-traditional 
approaches. 

• Funding could not cover community 
paramedicine roles or full-time NP 
hours, leaving gaps in service coverage. 

“We can’t implement a pathway in our 
OHT...we are not in a metropolitan 
centre or a neighbourhood where we 
can do this. So equity was top of mind 
in terms of thinking about what are the 
quality standards, what are the priorities 
and values of the OHT, and how can 
we leverage the ICP work to start to 
build the foundation so we would be 
able to step into this space in the 
future?” 
 
 

Domain 3: Capacity and Human Resources 
Challenge Constraining Factors Supporting Evidence 

Provider and 
Stakeholder 
Overextension  

• Providers, specialists, and staff are 
overextended, making consistent 
engagement in ICP working groups 
difficult. 

• ICP-related work is largely in-kind and 
competes with providers’ other clinical 
priorities, leading to variable 
participation and meeting attendance. 

• In some rural contexts, providers wear 
many hats (e.g., smoking cessation, 
diabetes education, nursing duties), 
making it difficult to focus on ICP-
specific work. 

• After the active design phase, some 
teams report a sense of stagnation: less 
frequent meetings, reduced cross-team 
communication, and a feeling that 
progress has slowed even when it has 
not 

“Asking primary care to get involved in 
ICP work is like pouring salt on an open 
wound.” 
 

Health Human 
Resource Shortages 

• Specialist scarcity is acute in some 
regions (e.g., one respirologist for all of 
northwestern Ontario). 

• Community-side human resource 
challenges can limit what the ICP can 
deliver in practice. 

• Providers working in isolation (e.g., the 
only spirometry trainer in a region) lack 
colleagues for peer learning and 
support. 

 
 
 
 

“We’re trying to deliver a program, 
we’re trying to increase reach and 
impact… and when it can’t be 
supported in the way that it’s intended 
from the community side, where we 
have no influence, that can be 
challenging and disheartening.” 
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Domain 4: Stakeholder Engagement and Governance 

Challenge Constraining Factors Supporting Evidence 

Primary Care 
Engagement 

• Primary care physicians face competing 
demands, making consistent ICP 
involvement difficult. 

• The most common pathway entry point 
was hospital discharge, not primary 
care, showing the current limits of early 
identification in the community.  

• Primary care providers require 
knowledge translation support to keep 
pace with COPD guidelines and manage 
complex patients with limited resources. 

“Chronic disease [management] is a 
team sport, and it’s complicated, and 
the majority of these patients are being 
managed in primary care with no 
resources.” 
 

Imbalanced Specialist 
Engagement  

• Specialist involvement in ICP design 
and governance was sometimes 
disproportionate relative to primary care, 
creating an imbalance in whose 
perspectives shaped the pathway. 

• Some specialists felt insufficiently 
integrated into the work; others exerted 
significant influence over referral 
pathways between primary care and 
specialist care. 

“I think this is a balancing act, because 
I feel sometimes there’s too much from 
specialists, for example, in our updated 
guidelines every COPD patient should 
go to a specialist, and that’s impossible 
to do, that’s a bottleneck....also I find 
they don’t always have the time to 
commit [to ICP work].” 
 

Governance Model 
Tensions  

• Hospital-led ICP governance does not 
always translate well for chronic disease 
management, but OHT-led ICP 
governance does not always carry 
formal authority and funding direction. 

• Combined leadership and governance 
models are resource-intensive as they 
require deliberate effort to keep the 
pathway connected across all partners. 

“[In the health system], we’ve been 
doing hospital-led for a very long time, 
and nothing’s changed… most patients 
have never seen a specialist… building 
a system for chronic disease 
[management] led by hospitals makes 
no sense to me at all.” 

Domain 5: Equity, Access, and Local Context 
Challenge Constraining Factors Supporting Evidence 

Rural, Remote, and 
Northern Inequities  

• Travel barriers, health human resource 
shortages, and limited internet 
connectivity constrain care delivery and 
patient engagement in rural and remote 
communities. 

• OHTs are evaluated against metrics 
designed for better-resourced, urban 
contexts, making it difficult to 
demonstrate value and advocate for 
investment. 

• Virtual programming is inequitably 
accessible due to differential internet 
infrastructure. 

“If we don’t appear to be doing as much 
because we aren’t meeting the metrics 
that a Toronto-based system has set as 
our baseline, then it’s really hard for us 
to advocate for the people in our 
community.” 

Patient Access and 
Engagement Barriers  

• Patients with economic barriers may 
lack reliable phone access, leading to 
last-minute cancellations or missed 
appointments. 

• Post-COVID shifts in community 
behaviour have reduced participation in 
group programming and in-person 
events. 

• Patients who present to emergency but 
are not admitted fall outside the ICP’s 
reach, particularly after-hours when 
navigators are unavailable. 

“Something has shifted since COVID in 
the way that we go about our lives. 
People aren’t doing as many group 
activities, and people aren’t going out 
as much.” 
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Local Priority 
Misalignment  

• In some communities, COPD pathways 
do not reflect the most pressing local 
priorities, such as mental health, 
substance use, or overdose crises. 

• The “right thing to do for the system” 
framing of ICPs is not resonating with 
organizations whose communities face 
more immediate and complex needs. 

“The ICP is way too top-down for the 
realities that we are facing… we are 
getting no support to focus on helping 
those [patients with other needs], and 
that feels extremely out of touch with 
what we see in our communities.” 
 
 

 

Perceived Impacts on Patients, Providers, and the Broader Health System 

 
Patients 
 
COPD ICP teams reported that the ICP has meaningfully expanded access to care for patients 
who previously had limited or no access to COPD services, particularly unattached patients, those 
with advanced disease, Indigenous individuals, and people with low health literacy or significant 
transportation barriers. For some of these patients, they were attached to a designated COPD 
care provider for the first time. An earlier COPD diagnosis is another perceived benefit for patients. 
Improved access to spirometry — including in Indigenous communities and closer to patients' 
homes — means patients are receiving diagnoses earlier in the disease course rather than 
presenting at end-stage. One participant explained that “patients are receiving education, and are 
leaving the hospital with a lot more support than when they came in. When they are discharged, 
they are being referred into programs...with is huge for their ability to manage themselves outside 
of the hospital.” Another participant cautioned that while full outcomes are yet to be seen in data, 
they felt that “the primary care piece of the ICP, patients love it, and doctors love it...and their 
getting spirometry done, they’re getting all the medical management, they’re feeling better, they’re 
getting to resources they need.” 
 
Patients are also seen to benefit from improved navigation of the health care system. Rather than 
expecting patients to self-navigate, ICPs use nurse practitioners and care coordinators to 
proactively manage follow-up, book appointments, and connect patients to appropriate services. 
This is especially impactful for elderly, frail, and lower-income patients, as well as those who face 
mobility or transportation challenges. NPs can book multiple appointments on the same day and 
coordinate care across services, further reducing the burden on patients. One participant 
explained, “we've had some really good feedback from both patients and caregivers, saying, 
“wow, I didn’t know I had all these resources available” and having a dedicated team to support 
them. That’s what we hear a lot from patients, just the amount of connection for them, instead of 
stories of not knowing who to call and where to go...a lot of feedback we get is about that level of 
care and commitment to helping them get support.” 
 

Access to pulmonary rehabilitation was described as “giving patients their life back”, and 
community paramedicine has enabled patients with COPD exacerbations to be treated at home 
during evenings and weekends, preventing unnecessary emergency department visits. One ICP 
team partnered with a hospital program that connects patients to care at home once they leave 
the hospital, and through ICP implementation that provided additional focus on this program for 
pathway patients identified in the hospital, the program has seen a 15% increase in uptake. A 
participant described feedback from a patient, saying, “My patient yesterday [whom I had sent for 
referral to pulmonary rehabilitation], said it gave them hope back, like the patient was teary, and 
said “it was the best thing I’ve done, I feel better than ever.” The participant continued, “I would 
say patients not having to drive in and sit in emerge for hours is excellent.” 
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Providers 
 
The ICP has supported primary care providers by giving them access to knowledge translation 
resources and clinical expertise in COPD management. Additional roles such as case managers, 
NPs, respiratory therapists, and Certified Respirator Educators reduce the need for primary care 
providers to default to specialist referrals for complex COPD management. NPs taking on 
medication management and refills relieves significant burden from family physicians, freeing 
capacity to see more patients. Specialist respirologists are receiving better-prepared referrals and 
contributing to ensuring clinical guidelines are followed across the system. One participant 
acknowledged, “from a hospital perspective, we’re very fortunate to have Most Responsible 
Providers who are willing to take on these patients for a month-long follow-up period and provide 
interventions as needed. We’re fortunate to have willing physicians to cover these patients post-
discharge.” Another participant explained, “sometimes I have three or four or five medications that 
I’m managing, and that takes the burden off of the family care provider...it is also to nice to know 
what services we have available, because the family doctor might not know we have foot care, 
dieticians, mental health, and so I can easily connect my patients to those services...so far, the 
feedback from the family physicians has been positive, and they find it helpful and that it eases 
the burden on them.” 
 
Some participants said that providers are providers are reporting increased awareness of 
available community services and clearer pathways for making appropriate referrals, which has 
enabled more timely and coordinated care. As one participant explained, “we are getting lots of 
good feedback on the important of multidisciplinary teams. It allows other providers to use their 
scope of practice, use their skill sent, and support these patients that they otherwise might not 
[due to a lack of time or skills]. I think the main thing is we’re getting more and more appropriate 
referrals as time goes on, so that’s a good sign that providers are comfortable and supportive of 
the initiative.” Participants also like the ICP work they are doing. For example, one participant 
stated, “It’s going well, I really enjoy it, I really enjoy getting out to see the people. They’re very 
appreciative, so that makes it really rewarding on my side.” 
 
In some teams, access to a shared platforms or a web-based repository7 has given providers a 
single, up-to-date resource for referral forms, clinical guidelines, and service directories, reducing 
ambiguity about where and how to refer patients. Strong administrative support has allowed 
clinical staff to focus on clinical care rather than logistical coordination. However, some teams 
reported a sense of plateauing engagement of primary care providers, as ICP tasks become more 
routine and require more administrative work (such as ICP guideline document updating and 
editing) than substantive design work. 
 

Health System 
 
At the system level, the COPD ICP has contributed to improved communication and more 
integrated referral pathways between hospital, primary care, and community organizations. ICP 
teams report stronger cross-sector relationships, and there is growing system-wide awareness of 
available COPD services and community supports that were previously underutilized or unknown.  
ICPs are expected to reduce hospital admissions and ED visits over time, particularly through 
earlier diagnosis, improved self-management, and after-hours access to community 
paramedicine. In some teams, an exacerbation hotline and home-visit model are already 

 
7 Platforms to house ICPs varied across OHTs and ICP teams. Some teams used hospital or OHT 
websites, and some used tailored repositories such as Health Pathways. 
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preventing ED presentations. However, most teams acknowledge that demonstrating system-
level impact requires sustained implementation and several years of data — the current 
timeframes are too short to show this conclusively. One participant related, “I’m very excited about 
this, to be honest, because not very often when we start system planning do we get to see 
something that’s actually being executed and is in the hands of end users...I do see the value in 
continuing this work, maturing the pathways, and expanding and scaling.” Another participant 
said, “I’m hopeful that it’s reducing admissions, and keeping patients at home longer, and feeling 
more in control of their disease management. I would love to see the data that supports that [in a 
few years].” However, one participant pointed out that while ED visits and admissions may show 
decreases over time, there is “an influx of work [in primary care]” because providers are identifying 
more patients with a diagnosis needing management, and that “it’s kind of a swing of the 
pendulum to say we have identified more in numbers, but we don’t have them showing up on our 
emergency room doorsteps.” 
 
Beyond COPD, relationships built through ICP work are beginning to contribute to broader system 
changes, including EMR transitions and interprofessional primary care funding applications. The 
ICP has also surfaced secondary needs — such as palliative care education for primary care 
providers — that are informing further development of the health system. One participant reflected 
on broader system changes, saying, “One of the things I am grateful for that has come out of all 
this has been the opportunity to build relationships with providers across the region. That will 
make it easier for us to work on other initiatives together...and not just between the OHT and 
providers, but with the OHT being able to pull providers together from across different 
communities because we also see increased collaboration between the communities...and that 
has been nice to know we played a part in people being able to access care close to home.” 
 

Interim Recommendations and Sustainability of the COPD ICP 

 
The COPD Integrated Care Pathway has generated a rich body of learning across multiple ICP 
teams, Ontario Health Teams (OHTs) and providers. The following reflects interim 
recommendations and sustainability considerations drawn from participants. 
 
Design and Planning 
 
Effective ICP design begins before the pathway is built. Teams should start with current-state 
data, service mapping, and patient journey mapping to understand the population being served, 
while acknowledging that early-stage data may be limited. Reporting and impact measurement 
expectations from Ontario Health should be clarified upfront, so that program structure aligns with 
those requirements from the start. Rather than building everything at once, starting with a bare-
bones ICP structure and filling it in collaboratively saves time and allows for local flexibility in ICP 
program design.  Where COPD and HF pathways are both being developed, designing them 
together at the outset is recommended, given the significant overlap in services, resource maps, 
and stakeholder relationships — then splitting into disease-specific pathways for fine-tuning. ICP 
goals should be clear, focused, and practical, avoiding the temptation to do too much at once. 
 
Multi-sector Collaboration 

 
A bottom-up, collaborative design process is strongly preferred over a top-down, prescriptive 
model. Stakeholders from all sectors should be actively involved in shaping the ICP. Identifying 
clinical leads for primary care, specialists, hospitals, and administration and delegating 
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accordingly helps maintain momentum and accountability. Patients and caregivers should be 
engaged meaningfully throughout design and governance, not merely as token participants. A 
culture of honesty, respect, and acceptance of deliberative outcomes among partners is described 
as foundational: without it, integrated care cannot succeed. 
 
Primary Care Engagement 
 
Engaging primary care providers requires demonstrating that the ICP makes their work easier 
and is free and easy to access. Embedding referral forms directly into primary care EMR systems 
as custom forms reduces the burden of participation. Physician champions who can communicate 
peer-to-peer are more effective than top-down directives in achieving buy-in. Practical, skill-
building opportunities, such as CRE certification and spirometry training, have proven to be 
effective engagement levers, particularly in rural and remote contexts. 
 
Data, Technology, and Information Sharing 
 
Fax remains the dominant method of information sharing across sectors and represents a 
significant inefficiency. Working toward integrated EMR solutions for finding data sharing methods   
between primary care and COPD case managers or navigators is encouraged. Hospital systems 
that flag patients affiliated with pathway partners and automatically route discharge notifications 
represent a model worth expanding. A common dashboard to track ICP patient journeys and 
outcomes over time is also recommended. Data infrastructure and measurement expectations 
should be established clearly before the ICP design phase begins, so that program structure 
aligns with reporting requirements from the outset. 
 
Funding and Sustainability 
 
Stable base funding or multi-year funding, as opposed to year-to-year project funding, is 
suggested by all ICP teams. Short-term hiring and secondment-based roles create high staff 
turnover and constant retraining, which fundamentally undermines program sustainability. Stable, 
multi-year funding is needed to enable proper planning, sustained staffing, long-term 
measurement of impact, and meaningful expansion. Investment in supplies, equipment, and 
provider education time is also necessary to keep pace with evolving clinical guidelines. 
Community organizations that provide patient pathway supports also require continued 
investment to maintain capacity. 
 
In rural, remote, and Indigenous-serving communities, sustained investment in infrastructure, 
such as health human resources, technology, and connectivity solutions, is seen as a precedent 
for successful ICPs. As one team member noted, the program currently feels more like its on "life 
support mode" than moving toward sustainability, and the program must be built before it can be 
sustained. 
 
Specific staffing recommendations include expanding NP availability beyond current levels, 
increasing access to respiratory therapists, additional family physicians, and administrative staff, 
and allowing ICP funding to flow to community paramedicine partners who play an integral role in 
after-hours care. 
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Measurement and Evaluation 
 
System-level outcomes such as reduced hospitalizations require more than two years to measure 
meaningfully, and evaluation frameworks should reflect this. At program outset, local clinical 
objectives should drive data collection priorities before aligning with provincial reporting 
requirements. Evaluation metrics and accountability frameworks should also be adapted to reflect 
the realities of rural, remote, and northern OHTs, rather than defaulting to Southern Ontario 
standards. 
 
Provincial Guidance 
 
ICP teams expressed a desire for clearer, more consistent guidance from Ontario Health — 
including what a pathway should look like, what is expected at each phase, and how impact should 
be measured and reported. Greater flexibility for northern, rural, and remote OHTs to define their 
own metrics and timelines that reflect local realities was also strongly recommended. A province-
wide repository of ICPs was suggested as a possible approach to aid with standardization and 
sustainability. 
 
Scaling and Knowledge Mobilization 
 
Teams encouraged the idea of building on existing evidence and programs in chronic disease 
management rather than recreating approaches from scratch. Increasing marketing and outreach 
for the ICP helps demonstrate its value and accessibility. Continued investment in knowledge 
sharing between programs supports creative problem-solving around shared challenges. The 
relationships built through ICP work should be leveraged to advance broader system initiatives, 
ongoing stakeholder engagement and shared learning. 
 

Conclusion 

 
The COPD Integrated Care Pathway shows promising early progress in improving access to 
diagnosis, treatment, and coordinated support for patients who have often faced barriers to timely 
care. Findings suggest the pathway is helping connect patients to spirometry, pulmonary 
rehabilitation, primary care, and community-based services earlier, while also strengthening 
collaboration among hospitals, primary care, specialists, and community partners. Its strongest 
contribution appears to be improving access for underserved populations, including unattached 
patients, Indigenous communities, rural residents, and others who have historically fallen through 
gaps in the system. At the same time, participants emphasized that longer-term success will 
depend on addressing structural barriers such as fragmented data systems, unstable short-term 
funding, workforce capacity pressures, and misalignment between provincial expectations and 
local realities. Overall, the findings suggest that the COPD ICP is a valuable model for more 
equitable and integrated chronic disease care but sustaining and scaling its impact will require 
stable investment, clearer system supports, and time to demonstrate full system-level outcomes. 
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Appendix III: Lower Limb Preservation ICP Cross-Case Analysis 

 

About Lower Limb Preservation 
 
Lower limb amputation is a serious complication of peripheral arterial disease (PAD) (often 
referred to as vascular disease) and diabetes, and can occur due to non-healing foot wounds. 
Between 75 and 94% of all non-traumatic lower limb amputations in Ontario are from PAD or 
diabetes (CorHealth Ontario 2021). Of these types of amputations, up to 85% have been 
estimated to be preventable (ibid). Foot complications, such as ulcers that result from neuropathy 
in diabetes patients, can lead to amputation without proper care. To preserve limbs, early 
assessment and treatment of lower limb wounds, as well as management of vascular disease 
and diabetes is essential.  
 
Integrated Care Pathway Objectives 
 
Lower Limb Preservation (LLP) ICP programs aim to reduce avoidable, non-traumatic major lower 
limb amputations for people with diabetes and peripheral vascular disease. Prevention involves 
screening, early risk identification, culturally safe patient education, and coordinated wound 
management. LLP ICPs outline the steps of care for patients at risk of lower-limb wounds and 
amputation and provide a comprehensive and coordinated approach to the entire patient care 
journey. Across the three ICP teams participating in this study, the fundamental objective was to 
catch patients earlier in their disease trajectory and connect patients across community and acute 
care settings. Additional objectives included building awareness and education among providers 
and patients about foot care and risk assessment, and addressing equity, recognizing that the 
target population of people with diabetes, those experiencing poverty or homelessness, seniors, 
Indigenous populations, face compounding social determinants that drive high amputation rates.  
 

Findings 

 
This report draws on findings from three LLP ICP teams. One team participated in individual 
interviews, which provided in-depth perspectives on pathway design and implementation from 
administrative and clinical stakeholders. Two additional teams participated in focus groups, which 
were used to broaden the findings by identifying whether themes identified in the interviews also 
resonated with other pathway contexts, and by capturing a wider range of implementation 
experiences, challenges, and adaptations across teams. 
 

Activities Used to Create Change 

 
LLP ICP teams identified a variety of actions they took to improve integrated care. While activities 
varied according to ICP team context, funding, and capacity, they generally focused on 
standardizing assessment tools and educating providers on how to use the tools, creating 
structured referral pathways from primary to acute care, and engaging navigators to help connect 
patients across the system. 
 

1. Standardized Assessment Tools 
 

• The Inlow Foot Screening Tool was central to all three teams, providing a shared language 
and risk stratification framework usable by any trained provider — nurses, nurse 
practitioners, allied health providers, or community paramedics. 
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• The tool enabled consistent patient assessment and determination of the appropriate 
pathway step regardless of care setting. 

• Implementation varied by context: in some teams the tool was already embedded in EMRs 
but underutilized; in others, broad training was offered to any provider who wanted it.  
 

2. Provider Education and Awareness Campaigns 
 

• A large-scale education effort directed at both providers and patients was a key lever, with 
educational materials developed for primary care teams, community providers, and 
patients. 

• One team created a video campaign called “Socks Off”, which encouraged primary care 
providers to check the feet of diabetic patients during every routine visit. It also featured a 
patient representative showing how he checks his feet daily for cuts, blisters, or other 
sores that could lead to an ulcer or amputation. This video and media campaign were 
distributed widely for public consumption and for provider education. 

 
3. Navigator Roles 

 

• All three teams identified navigator roles as a pivotal components for change. 

• Community navigators served as connectors between all partners, conducted education 
in primary care offices and community settings (including encampments and seniors' 
buildings), collected and tracked patient data, and ensured patients followed the pathway 
through to resolution. 

• A nurse navigator embedded at a local Family Health Team (FHT) was described as "a 
game-changer" — available immediately when providers identified an LLP concern during 
an unrelated visit. 

• Across all teams, the loss of funding for navigator roles was identified as a significant 
threat to program continuity. 

 
4. Convening Providers Across Sectors 

 

• A particularly powerful change lever was bringing acute care and community providers 
together to jointly map service gaps, understand each other's roles, and agree on shared 
pathways. 

• Large educational events co-hosted across organizations helped providers see their roles 
in an integrated care model beyond traditional wound treatment. 

 
5. Clearly Defined Pathways with Funded Resources 

 

• All three teams emphasized the importance of a clear, mapped-out pathway with 
corresponding resources available at each step and defined referral routes to vascular 
surgery. 

• Formal, approved referral protocols replaced informal and uncertain processes, giving 
providers clarity on who to refer, when, and what information was required. 

• Funded provision of chiropody services and offloading devices, which are items used to 
reduce pressure on specific areas of the foot where ulcers have formed and include 
specialized shoes, orthotics, and walking boots, were considered very important 
components of ICPs. One team found that approximately 60% of their assessed patients 
could not afford basic needs. 
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6. Accelerated Specialist Referral Routes 

 

• A key structural change across all teams was establishing faster, agreed-upon pathways 
to vascular surgery, removing historical friction between primary care and specialist 
services. 

• Designated vascular surgeons agreed to prioritize patients identified through the ICP, and 
providers gained confidence that referrals would be received and acted upon. 

 
7. Sustainable Infrastructure and Knowledge Transfer 

 

• A train-the-trainer model was adopted to embed knowledge within community 
organizations after initial rounds of training and relationship-building, reducing 
dependency on any single provider or program. 

• Shared digital repositories served as living documents for ICP materials, referral forms, 
and service directories — functioning as a key sustainability tool across organizations. 

• Dedicated project managers and physician champions provided structural leadership and 
credibility. 

• Cross-organizational data sharing and a dedicated resource person for data collection 
supported ongoing monitoring of ICP activity and outcomes. 

 

Facilitators for Successful ICP Design & Implementation  

 
ICP teams reported many factors they considered important for ICP success. Table 1 presents 
these factors, organized into four domains: 1) Community-Centred Design and Trust-building; 2) 
Clinical Leadership and Multidisciplinary Teams; 3) Governance and Project Management; and 
4) Implementation Approach and Adaptability. 
 
TABLE 1: FACILITATORS FOR LLP ICP SUCCESS 
 

Domain 1: Community-Centred Design and Trust-Building 

Facilitator Enabling Factors Supporting Evidence 

Community 
Organizations as 
Central Design 
Partners 

• Community organizations were involved 
as primary partners from the outset, 
which produced a model better suited to 
different target population, such as 
people that use the shelter housing 
system. 

• Community organizations and pathway 
health providers built mutual trust 
through sustained connection and 
providers continued provision of care in 
person at community organizations. 

• COVID-era community partnerships, 
already established and suited to the 
LLP target population, were leveraged 
as a foundation for ICP design. 

• A publicly funded diabetic foot clinic 
partner was elevated from a spoke to a 
hub role after proving their centrality to 
patient flow. 

“They [community organization and 
shelter staff] know their clientele best, 
so that really helps when integrating 
and knowing how to deal with those 
clients… if they trust me as a clinician, 
then that also helps their community 
members or clients to actually want to 
come to the health care service.” 
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Non-Hospital-Centric, 
Co-Designed Model 

• A deliberate decision not to position the 
hospital as the expert or director of the 
pathway built trust across community 
and primary care partners. 

• Stakeholders value having shared 
ownership of design decisions, with 
community partners positioned as the 
experts on their own populations. 

• The co-design approach was described 
as a departure from traditional top-down 
hospital-led models and was identified 
as a key reason partners stayed 
engaged. 

“There’s no takeover model… it was a 
co-designed model between those that 
provide care at different points in a 
person’s potential amputation journey.” 

Patient and Caregiver 
Involvement 

• All three teams included patient or 
caregiver representation in the design 
process, with patient advisors on 
steering committees and in working 
groups. 

• Patient representatives contributed to 
storytelling, materials review, and public-
facing resources (e.g., the “Socks Off” 
video). 

• The patient advocate role was described 
as essential for grounding the work and 
maintaining a shared sense of purpose 
among clinical and organizational 
partners. 

“The patient advocate grounds the work 
and brings everyone back to the 
perspective of why they are getting 
together.” 

Engagement with 
Indigenous and Harder-
to-Reach Populations 

• Culturally sensitive provider 
engagement processes increased foot 
checks and improved outcomes among 
Indigenous populations who had 
historically avoided the Western medical 
system. 

• Early pilot findings revealed that initial 
referrals skewed to lower-complexity 
patients through primary care, prompting 
a refocus on patients without supports 
and with the highest underlying risk. 

• Outreach through trusted community 
channels was more effective than clinic-
based approaches for populations with 
historical distrust of formal health 
services. 

“We’ve heard from [our Indigenous 
organizational partners] that they’ve 
traditionally had people avoiding 
medical care…because of trauma and 
fear of limb loss…and now they are 
getting much less pushback [from those 
patients], more people are telling other 
people to go in and get checked 
because the program is successful at 
delivering the service in the appropriate 
place and culturally sensitive manner.” 

 

Domain 2: Clinical Leadership and Multidisciplinary Teams 

Facilitator Enabling Factors Supporting Evidence 

Clinical Champions 
Across Specialties 

• Specialist leadership from vascular 
surgeons, chiropodists, wound care 
leads, and primary care leadership from 
a local family physician provided 
credibility and momentum for the ICP. 

• In one team, a respected local family 
physician with deep personal 
commitment to lower limb work was 
described as instrumental in driving 
engagement. 

• Clinical champions who were embedded 
in local networks and trusted by peers 
were more effective at securing provider 
buy-in than external or administrative 
advocates. 

“The specialist is passionate about this 
and personally reached out to primary 
care doctors and said, this is going to 
be a game changer for your patients.” 
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Multidisciplinary Team 
and Role Clarity 

• Multidisciplinary ICP leadership team 
drawn from hospital, primary care, 
community organizations, and patient 
representation built strong inter-
organizational relationships and a 
shared understanding of each other’s 
roles. 

• Collaboration with connected care hubs 
for medical-surgical referrals and NP-led 
virtual support extended specialist 
access beyond hospital settings. 

• Access to a large FHT provided custom 
EMR form development, quality 
improvement capacity, and a credible 
primary care champion who engaged 
physicians directly. 

“As a hospital person, I’ve gotten to 
know way more people in the 
community through the ICP.” 

Nurse Navigator as 
Real-Time Care 
Connector 

• The nurse navigator functioned as an 
immediate point of connection within the 
ICP-connected FHT. 

• This real-time availability reduced delays 
between identification and enrollment 
and made the pathway more responsive 
to opportunistic clinical encounters. 

• The navigator role also supported 
continuity by maintaining relationships 
with community organization staff 
between chiropodist visits. 

“Other providers within the FHT could 
run and grab [the nurse navigator] and 
[the navigator] would do an intake and 
get things started with the patient right 
away.” 

Domain 3: Governance and Project Management 
Facilitator Enabling Factors Supporting Evidence 

OHT as Neutral 
Convener 

• The OHT’s neutrality and cross-sector 
relationships allowed it to bring together 
partners from hospital, primary care, 
community, and specialist sectors in a 
way no single organization could have 
initiated alone. 

• The OHT model provided structure and 
direction without allowing any single 
sector to dominate, which was 
particularly important in a pathway 
spanning multiple community settings. 

“The OHT is good at bringing partners 
together. We’ve developed good 
relationships.” 

Dedicated, Flexible 
Project Management 

• Having a funded project manager was 
identified as a significant advantage 
over ICPs that rely mostly on goodwill 
and in-kind human resource support. 

• Strong project management enabled 
rapid pivots when the model needed to 
change — for example, elevating the 
foot clinic from a spoke to a hub when 
its centrality to the patient population 
became clear. 

“We had great project management and 
flexibility, and we were able to pivot and 
adapt and really focus on what is the 
patient need.” 

Domain 4: Implementation Approach and Adaptability 
Facilitator Enabling Factors Supporting Evidence 

Starting Small and 
Scaling Deliberately 

• Testing the model in a small, contained 
community with willing partners (a 
supportive FHT, chiropodist, and 
diabetes educator as nurse navigator) 
before scaling to larger communities 
allowed for learning and refinement at 
low risk. 

“We started in small community, 
brought everyone around the table, 
such as the FHT willing to test the 
assessment and referral tools, and the 
chiropodist and nurse navigator with 
experience in diabetes education, and 
then brought the hospital [into the 
conversation[, and then it got easier to 
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• The proof-of-concept approach built 
confidence among prospective partners 
and made scaling progressively easier 
as the model matured. 

• Geographic constraints in rural and 
remote settings, while logistically 
challenging, also appeared to motivate 
providers’ commitment to making the 
model work. 

scale up as you go to slightly larger 
towns or communities.” 
 
 

Rapid Early Wins and 
Visible Progress 

• Demonstrating visible pathway 
improvements early in implementation 
helped attract and retain provider 
participation by showcasing the value of 
collaboration  

• Early pilot findings that redirected the 
program toward harder-to-reach patients 
showed a willingness to adjust based on 
evidence, which reinforced trust among 
partners. 

“We said [to pathway partners], “you tell 
us what works, what doesn’t work, and 
what we can do to improve...And 
People would actually talk and they 
would share, and there was a pretty 
rapid progression of work, and that 
encouraged people to see that, okay, 
there’s going to be something [coming 
out of] this work together.” 

 

Challenges to ICP Design & Implementation 

 
ICP teams discussed a variety of barriers and challenges they encountered in ICP work. Table 2 
presents these factors, organized into three domains: 1) Funding and Sustainability; 2) Human 
and Clinical Resource Gaps; and 3) Patient Population Complexity and Equity Barriers. 
 
TABLE 2: CHALLENGES TO LLP ICP SUCCESS 
 

Domain 1: Funding and Sustainability 

Challenge Constraining Factors Supporting Evidence 

Time-Limited and 
Uncertain Funding 
 

• Across all three teams, the year-to-year 
nature of funding was the dominant 
structural challenge. Programs designed 
and staffed for continuity were suddenly 
wound down before they had gained full 
traction. 

• Year-to-year uncertainty caused delays 
in development, rushed spending at 
fiscal year-end, and prevented teams 
from scaling activities or maintaining a 
regular presence. 

• Navigator and chiropody roles — 
essential to the pathway’s function — 
were lost when funding ended, removing 
access to care for the patients most in 
need. 

“We saw a lot of interest in the early 
phase of this project and now as 
funding has been cut each fiscal year, 
it’s really prevented us from scaling and 
having a more regular presence.” 

Premature and Poorly 
Timed Spending 
Decisions 

• Pressure to deploy initial funding 
quickly, without sufficient planning time, 
led to premature purchases that could 
not be used. 

• Rushed fiscal year-end spending 
produced waste and created frustration 
among teams who had advocated for 
the resources but could not deploy them 
effectively. 

 
 
 

“Everyone was handed a big pile of 
cash and didn’t know what the heck to 
do with it and bought things 
prematurely.” 
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Domain 2: Human and Clinical Resource Gaps 
Challenge Constraining Factors Supporting Evidence 

Chiropody Workforce 
and Funding Shortfall 

• The inability to access publicly funded 
chiropody was identified as a systemic 
barrier across all three teams. Private-
sector pay far exceeds what publicly 
funded roles can offer, making it difficult 
to attract and retain chiropodists in 
community and primary care settings. 

• The absence of a clear provincial vision 
for chiropody — including inconsistent 
fee structures and no unified approach 
across organizations — left gaps that 
local teams could not fill on their own. 

• In rural areas, the available chiropodists 
focused on orthotics rather than wound 
care, mismatching the clinical needs of 
the LLP population. 

• In one team, the planned separation of 
the integrated care lead and chiropody 
lead roles had to be collapsed into a 
single position because a full-time 
chiropodist could not be hired. 

“It is hard to find a full-time chiropodist 
for the publicly-funded care, because 
the pay is so low compared to private-
sector chiropody.” 

Referral Gatekeeping 
and Access Barriers 

• Access to vascular surgery and infection 
control remained blocked by referral 
requirements that require referral by a 
physician or nurse practitioner instead of 
other allied health providers, such as 
chiropodists. 

• For unhoused or marginally housed 
patients assessed by community teams 
— but without an NP or physician to 
make the referral — the pathway could 
not be activated quickly even when the 
clinical need was urgent. 

“Unfortunately, one of the issues is that 
there’s a lot of gatekeeping with who 
refers for what purpose in the primary 
care sector, probably because most 
physicians get paid to do those 
referrals. Which means for [other non-
physician health care providers] we 
don’t have a direct path for patients to 
access vascular consults or 
surgery…right now, if we think a patient 
is urgent, and we can’t get through to 
their primary care provider, we send 
them to the emergency room…we even 
pay for their cab. There’s not a lot of 
looking at the scope of the allied health 
providers that provide day-to-day 
services for patients.” 

 

Primary Care Capacity 
and Resistance to 
Standardization 

• Primary care providers were often 
overwhelmed with existing workloads, 
leaving little capacity to adopt new 
screening protocols. The Inlow tool was 
perceived as a duplicative screen by 
some physicians who used their own 
screening process 

• Smaller FHTs and solo practices 
struggled significantly more than well-
resourced large FHTs, creating uneven 
engagement across the region. 

• Some physicians resisted following a 
standardized pathway, perceiving it as 
undermining clinical autonomy.  

“This is culture changing work, and it 
needs to take time to sow seeds for 
entrenchment and trust… the concern 
is that a pathway is a cookie-cutter 
approach to care that interferes with 
[primary care providers’] autonomy, 
authority, knowledge, and expertise.” 

Data Capture, EMR 
Fragmentation, and 
Evaluation Gaps 

• Data sharing barriers were significant: 
early in implementation, PHI could not 
be transferred digitally, and someone 

 “Modifying EMRs or using staff time to 

manually capture things is one 

approach, but [different EMRs across 

organizations] is a perennial 
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had to physically collect data from 
offices. 

• EMR connectivity was limited to 
providers within a shared system; 
otherwise, communication defaulted to 
phone, fax, or email. 

• Outcomes data for provincial reporting 
were the hardest to collect. Amputation 
data were not stratified by geography, 
making it difficult to attribute outcomes 
to the ICP specifically. 

challenge….A lot of the data collection 

that happens with initiatives like this is 

around activities, like how many people 

are coming through, how many screens 

are completed, what is the impact on 

patients, for example can we see data 

on wound closure? We are luck to have 

[our data analyst] but that’s a lot of work 

to capture that and manually calculate 

it. There are certain pieces of 

information that are somewhat 

straightforward to collect, and there are 

really valuable pieces of information on 

outcomes and impact that does take 

more time and energy.” 

 

Clinical Space and 
Operational 
Infrastructure 

• Dedicated drop-in space for foot checks 
didn’t exist in many community settings, 
and finding consistent space in 
community centres was an ongoing 
logistical challenge. 

• The absence of point-of-care diabetes 
testing in community settings limited 
what could be done during outreach 
visits. 

• Rural geographic areas required 
designing slightly different pathway 
implementation plans for each 
community, adding complexity and 
coordination burden. 

“Clinical space can be a challenge. Our 

monthly drop-in at [name of community 

health centre] is great, but it’s not 

something that we can count on going 

forward. We are looking for more of a 

home that we can rely on for more of a 

regular presence for drop-in 

assessments and chiropody care.” 

 

Domain 3: Patient Population Complexity and Equity Barriers 

Challenge Constraining Factors Supporting Evidence 

Complexity of the 
Target Population 

• Many patients had multiple 
compounding social and medical factors 
— homelessness, poverty, food 
insecurity, unattachment to primary 
care, and shame around their physical 
condition — that made foot care difficult 
to address in isolation. 

• High recurrence rates for foot wounds, 
combined with no clear plan for 
sustained preventive care post-healing, 
meant that patients cycled back through 
the system without achieving durable 
improvement. 

• Patients who were working but time- and 
resource-poor, or who were 
homebound, also faced access barriers 
that standard pathway entry points did 
not accommodate. 

“Navigating the system is very difficult 
for these patients, unless they have 
somebody to connect them to social 
support.” 

Gaps in Wraparound 
and Social Support 

• The LLP pathway addressed one clinical 
need within a web of unmet social 
needs. Without wraparound supports 
like social services, housing, and food 
security, foot care gains were difficult to 
sustain. 

• Patients unattached to primary care had 
no clear entry point into the formal 

“A lot of the clientele at [our drop-ins] is 
very transient. They don’t have access 
to primary care. Often I’m asking them 
if they have diabetes, and some of 
them don’t know, they’re just trying to 
survive the day. Follow-up care is quite 
difficult as well. So you need the point-
of-care testing for diabetes, you need 
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referral system, and community teams 
lacked the authority to activate specialist 
referrals independently. 

wraparound services, and social 
supports.” 

 

Geographic and OHT 
Boundary Inequities 

• Patients do not organize their care 
around OHT boundaries, but service 
availability and quality varied 
significantly across those boundaries. 

• Rural and remote communities faced 
compounded challenges: travel barriers, 
sparser specialist availability, limited 
internet connectivity for virtual options, 
and a smaller pool of providers to draw 
on. 

 “I think the OHT boundaries are kind of 
limiting projects like this. Patients aren’t 
really aware of boundaries, and where 
they are able to seek care. In this 
instance, if they lived west [of a 
neighbourhood], they wouldn’t have 
been able to take advantage of our 
services.” 

 

Perceived Impacts on Patients, Providers, and the Broader Health System 

 
Patients 
 
LLP ICPs teams reported that they think patients have had meaningful benefits from the pathway. 
Most notably, patients experienced faster and smoother movement through the care system, with 
high-risk individuals expedited to vascular surgery more quickly than would otherwise have been 
possible. For patients with severe foot and wound complications, this translated into real quality 
of life gains: wounds healed and closed, amputations were prevented, and patients who had been 
unable to walk and were suffering in serious pain were successfully treated. One participant felt 
that “there were definitely some examples of us getting patients at risk from a peripheral vascular 
disease standpoint to the necessary care providers in an expedited fashion. We got some people 
to vascular surgery quicker.” Another reported that their ICP team “had tremendous patient 
stories. Patient’s moving through quickly and smoothly. Patients who couldn’t walk and were 
suffering in great pain, who successfully healed, and got the resources [they needed].” 
 
Many patients (estimated by one team to be 60% of their assessed patients) received funded 
access to pressure offloading shoes, orthotics, and wound care devices they could not have 
afforded independently. In some teams, care was brought directly to patients through community 
paramedics, nurse practitioners at shelters, and community buses serving encampments and 
seniors' buildings, reducing the burden of accessing appointment-based care. One participant 
noted the needs of some populations were “eye-opening.” The participant continued, “this ICP 
really showed the benefits of why we need [publicly funded offloading devices]. Our team went 
out to encampments, and we gave them the basics, like well-fitting shoes with orthotics so they’re 
not wearing flip flops.” 
 
Team members relayed that their patients reported feeling genuinely heard and supported. In one 
team, patients described being grateful that someone was listening to their challenges and 
committed to their care — a particularly powerful outcome for Indigenous patients and others who 
had previously disengaged from or avoided the Western medical system. The care navigation 
function also played a role in keeping patients on track, following up on missed appointments and 
ensuring continuity throughout their care journey. A gap remains, however, at the point of hospital 
discharge in some pathways, where patients transitioning home still face delays in accessing 
offloading and pressure redistribution supports. 
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Providers 
 
LLP ICPs have shifted how providers approach lower-limb care and relate to one another across 
the system. One team reported that the initiative produced a noticeable cultural shift in clinical 
practice, with an increase in the prioritization of foot examination in some family physician offices. 
One participant said, “I think there was a message received [in primary care]. I could see there 
was change happening from my perspective.” Participating in the development of educational 
tools further fuelled providers' motivation and engagement. One participant shared the foot check 
campaign on their social media regularly, and when they do, the participant said, “every time I get 
a couple of people that reach out and say, hey, I have someone I need you to talk to [about the 
ICP services].” 
 
Providers across teams reported improvements in referral confidence and competence. In one 
team, specialists noted that trust had been established with primary care providers, reducing the 
friction and back-and-forth that had previously characterized the referral process. Hospital-based 
providers also reported new visibility into the full patient experience across the care continuum, 
including the realities of community-based care and the social determinants affecting access. 
 
Many providers described the work as genuinely empowering and rewarding. The ICP was seen 
to acknowledge providers' expertise and give them structured tools to act on it — described by 
one participant as "almost a sigh of relief" when they could finally find the right help for complex 
patients. Building trust with marginalized populations and seeing the impact of that trust was cited 
as a source of deep professional satisfaction. Providers also became more aware of the social 
and financial barriers preventing patients from accessing care, and the community outreach 
model offered practical ways to work around those barriers. As one participant reflected, “What a 
program like this does is give everyone a line of sight into that whole patient experience. Not just 
when patients are in their clinic, but really understanding, from beginning to end, what that patient 
experience is, and understanding the crucial importance of providers out in the community.” 
 
Health System 
 
At the system level, LLP ICPs have begun replacing informal, siloed, and inconsistent approaches 
to lower limb care with more structured, connected, and visible pathways. In one team, the shift 
was from a landscape where community resources were largely unknown and unmapped, to one 
with a clear pathway and a network of connected providers. In another team, providers from all 
sectors came to rely on chiropodist care and the pathway as a standard feature of their service 
offering. In one team, the ICP drew attention to the disconnect between community and acute 
care in the LLP pathway, and to gatekeeping practices in referrals to vascular care — problems 
that had not been publicly named or addressed before.  
 
More broadly, LLP ICPs have built cross-sector relationships, improved inter-organizational 
awareness, and contributed to a gradual culture shift in how the health system operates. Providers 
and system leaders acknowledge that changing practice "little by little" is a long-term undertaking, 
and that rural system strain, OHT boundary limitations, and ongoing underfunding of primary care 
and community agencies remain real and unresolved challenges.  
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Interim Recommendations and Sustainability of the LLP ICP 

 

Moving to Prevention as Standard of Care 
 
Chronic disease prevention and early intervention, particularly for conditions like diabetes and 
vacular disease, should be mandated as a standard of care, not treated as an optional pathway. 
Participants drew a parallel to how acute protocols such as stroke or cardiac emergencies are 
handled: without a firm mandate, providers can opt out, leading to inconsistent patient 
experiences. Patient experience should not differ based on where or from whom they receive 
care, and mandating a standard of care for prevention would enable consistent care. 
 
Stable, Multi-Year Funding 
 
Teams were consistent in calling for sustained, multi-year funding backed by accountability 
frameworks. Year-to-year or one-time funding creates instability, forces rushed decisions, and 
leads to gaps in personnel and programming. Moving these large-scale system indicators — such 
as reducing amputation rates — requires a shared understanding that meaningful change takes 
time, sustained investment, and coordinated effort. Short funding cycles directly undermine the 
capacity to build, scale, and retain the partnerships and staff needed for success. 
 
OHIP Coverage for Chiropody 
 
Publicly funding chiropody services through OHIP was identified across multiple teams as both a 
practical necessity and a long-term policy goal. Currently, the cost of foot care falls 
disproportionately on patients — many of whom are low-income and least able to absorb it and 
thus often do not receive it — or is managed inadequately through primary care and home care. 
 
Embedding ICP Work in Primary Care, Not Hospitals 
 
The LLP ICP and similar programs are better suited to primary care and community-based teams 
than hospital-led structures. Multiple providers recommended that pathway work be built into 
interprofessional primary care networks, with responsibility shifting to allied health professionals 
such as chiropodists, dietitians, pharmacists, nurses, and appropriately trained personal support 
workers. This upstream model is both more accessible to patients and more sustainable over 
time. Foot screening and routine assessment, in particular, do not require a physician or a hospital 
environment. 
 
Workflow Integration  
 
For change to stick, referral pathways, assessment tools, and clinical protocols need to be 
embedded directly into everyday workflows — through EMR-integrated forms, built-in referral 
modules, and structural changes that reduce administrative burden on providers. Without this kind 
of systemic embedding, even well-designed pathways risk being bypassed or forgotten when 
project funding ends. 
 
Centralized, Accessible Pathway Documentation 
 
A central and publicly accessible repository for all ICP materials, including pathways, referral 
forms, risk tools, education resources, and assessments, is needed. This repository should be 
available not only to physicians but also to allied health providers and community organizations. 
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Sharing these tools across ICPs and OHTs prevents unnecessary duplication and supports 
consistency of care across settings. 
 
Sustainability 
 
Sustainability of LLP ICPs depend on several interconnected elements. Navigator roles were 
consistently described as among the most impactful investments in the program. The nurse 
navigator in particular was called a "game-changer" for patient outcomes and care coordination. 
Without someone actively connecting partners, following patient journeys, and keeping providers 
informed, patients fall through the gaps. 
 
Beyond personnel, sustainability requires a backbone function that continues even after initial 
funding ends. Without it, there is no method to ensure that partners remain aligned, forms stay 
current, data continues to be collected, and pathways remain in use. As one participant put it, 
“once funding ends, there is no body to check in and confirm that everyone is still on the same 
page.”  
 

Conclusion 

 
The Lower Limb Preservation Integrated Care Pathway shows promising progress in improving 
earlier identification, referral, and coordinated care for patients at risk of preventable limb loss. 
Findings suggest the pathway is helping move care upstream through standardized screening, 
clearer referral routes, stronger connections between community and acute care, and greater 
attention to the social and financial barriers that shape patients’ access to treatment. Across 
teams, the ICP appears to be particularly valuable in improving care for marginalized populations 
and in building shared understanding among providers who had previously worked in parallel. At 
the same time, participants emphasized that sustaining these gains will require more than local 
commitment alone: long-term success depends on stable multi-year funding, stronger community-
based resources such as publicly funded chiropody and navigation, better data and workflow 
infrastructure, and continued support for cross-sector collaboration. Overall, the findings suggest 
that the LLP ICP is a strong model for prevention-oriented, equity-informed integrated care, but 
its longer-term impact will depend on whether the structural supports needed to sustain and scale 
this work are put in place. 
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