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KEY MESSAGES 
 
Questions 
�x How has integrated care been conceptualized in Ontario, and what have been the core components of 

Ontario -wide  integrated -care initiatives  (i.e. , integrated funding models, Health Links, rural health hubs, 
Local Health Integration Networks, Communit y Care Access Centres, the Entités , French Language 
Service Coordinators within the LHINs, and the Indigenous Healing and Wellness Strategy)?  

�x What quadr uple -aim outcomes have been achieved through integrated -care initiatives in Ontario?  
�x What barriers and facilitators have been encountered during implementation of integrated -care initiatives 

in Ontario?  
�x How have integrated -care initiatives in Ontario been adapted to meet the needs of specific populations?  
 
Why the 
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QUESTIONS 
1) How has integrated care been conceptualized in 
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setting clear objectives, managing uncertainty, tailor in g to population needs, and balancing standar dization with 
flexibility – have a heightened resonance in the current context of the pandemic .  

WHAT WE FOUND  
 
This rapid review considered past integrated -care 
initiative5 (ib)-1TJ
/TT2 1 Tf
0 lO4to2(e)5Fc.9 ( pa)4.8
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�x in terpersonal integration, including interdisciplinary and inter -organizational teamwork;  
�x n o r mative integration, referring to social features, what people believe, and how they behave together;  and  
�x p r ocess integration, describing the course of care -delivery actions or activities (such as referral management 

and the use of shared care planning). (2)   
This framework is similar to other frameworks, including the rainbow model of integrated care.  (3)  
 

OHT building blocks  (which are derived from the minist r y’s original guidance document for OHTs), 
collectively encompass the  five domains . Some  building blocks correspond with a specific domain in Singer  and 
colleague ’s framework . For ins tance, building block 4 (patient care and experiences) largely aligns with process 
integration. However, other  building block s cross multip le domains , highlight in g that to be successful in any 
one of the building blocks requires consideration not only of other building blocks, but also mult ip le types of 
integration.  For example, the OHT building block 3 ( patient partnership and communit y engagement)  includes 
str uctural elements (e .g.,  including patients in governance structures), functional elements (e .g.,  patient -re lations 
processes), interpersonal elements (e .g.,  collaboration through co- design) and normative elements (e .g.,  a 
declaration of patient values).  
 
Integrated -care initiatives in Ontario have focused on various components of integration. Rural health hubs, 
bundled care, and Health Links were all based on conceptualizing integration as volun tary, cross -sectoral 
collaboration to suppor t person- centred c are (for individuals with complex needs, within a single episode of 
care, and across a rural region, respectively). Rural health hubs and Health Links hubs were “low -rules,” flexible 
initiatives with few core components. B undled care, meanwhile, included d efined patient populations, care 
pathways, and episode -based payment. Local Health Integration Networks  (LHINs)  involved more formal 
approaches to integration, with designated author it y over planning, funding and integration (including mergers 
and amalgamations) within a geographic region. Communit y Care Access Centres, meanwhile, oversaw multi -
sectoral communit y -based care, including communit y -based care coordination functions, while also managing 
integration across a number of contractual agreements. The French Language Health Planning Entities 
collaborated with LHINs to ensure legislative and regulatory requirements for French -language services were 
accounted for in planning, while the French Language Service Coordination functions of the LHINs 
coordinate d French -language care for francophone patients. The programs implemented under the Indigenous 
Healing and Wellness Strategy integrated care across minis t ries and health sector , as well as across w estern and 
Indigenous ways of knowing, ensur in g cultural sa fety in services. In Table 1 below, the components of previous  
integrated -care initiatives are mapped to corresponding OHT building blocks . 
 
OHTs share some features with previous integrated -care initiatives. In particular, OHTs have also been 
described as a “low -rules” init iative, with substantial flexibility for local tailor in g and adaptation. However, 
OHT building blocks encompass a much mor e comprehensive vis ion of integration than previous initiatives: 
no initiative described above fully addresses all eight OHT building blocks. OHTs also target a much broader 
context, including attributed  populations based on healthcare -use patterns , and th e complete continuum of 
care.  This is impor tant because k
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Initiative  Components OHT building blocks  (BB) 
Rural health hubs  �x Volun tary networ k s of organization s to 

integrate care in a rural region  
�x BB #1: Defined patient popu lation  
�x BB #2: In -scope services  
�x BB #6: Leadership, accountability, and 

governance  
Integrated funding 
models  

�x Tight ly defined patient po pu lati on 
based on a specific diagnosis or 
procedure  

�x Multi -sectoral care pathways across a 
volu ntary networ k of organizati ons  

�x Single payment for complete epis ode 
of care across the conti nu u m  

�x BB #1: Defined patient popu lation  
�x BB #2: In -scope services  
�x BB #
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�x Focus on cultu ral safety, holi s m, and 
commu nity leadership and engagement  

�x BB #6: Leadership, accountability, and 
governance  

�x BB #7: Funding and incenti ve structure  
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Health Links �x Relative to matched 
comparator s, Health 
Links enrollees had 
poorer outcomes for 
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Health outcomes 
  
Little data was available that directly addressed health outcomes of previous integrated -care initiatives in 
Ontario. More commonly, evaluations studied health -service utilization as an indicator of quality of care. 
Utilization outcomes were mixed across init iatives.  
   
An evaluation of bundled care showed posit ive results  with respect to health -service utilization . Across six 
bundled -care pilot sites, participating facilities achieved greater reductions in length of stay (a reduction of 1.3 
days in participating sites, compared to reduction of 0.57 days in non -participating  sites) .(6) Bundled -care 
facilities also achieved reductions of 6% for both 30 -day return to emergency (or death), and 30 -day 
readmiss io n (or death), compared to no change on these indicators in non- participating sites .(9) The evaluation 
authors note  that these positive results were driven by changes observed within the two largest bundled -care 
pilots, one of which focused on chronic obstructive pulmonary disease (COPD) and congestive heart failure 
(CHF), and the other on cardiac surgery .(6) 

  
Health -service utilization indicators  were not consistently impr o ved in Health Links. A difference -in -difference 
study comparing Health Links enrollees with completed care plans to matched comparators found that:  acute 
hospitalizations decreased by 16% for matched enrollees , but by 34% for matched comparators; days in acute 
care increased by 12% for matched enrollees and decreased by 15% for matched comparators; and ED visits 
decreased by 14% for matched enrollees and 30% for matched comparators .(9) There was no significant 
difference between enrollees and comparators for 30 -day readmiss io ns or seven -day primary- care follow-up .(9) 
In this evaluation, Health Links therefore did not appear to lead to impr o ved utilization . This evaluation also 
found that no individual Health L ink s  performed strongly on all health -ser v ice utilization  measures. Instead, all 
Health Links demons trated variability in impr o vements or setbacks across the set of measured indicators .(9)  
 
An a uditor -g eneral report compared 15 provincewide health -
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a problem affecting patient experience across the LHINs. (11) However, the impact of regional variation on 
patient experiences in CCACs and LHINs has not been formally evaluated.  
 
Family and caregiver experience information was assessed in evaluations of bundled care and Health Links. 
Caregiver sur veys were sent out with bundled -care patient sur veys, and over 150 caregiver sur veys were 
returned. Hospital and communit y experiences were largely pos it ive for caregivers, with 77% reportin g a 
posit ive in -hos pital experience during the program, and 83% reportin g pos it ive pos t- di scharge experiences. (8) 
However, transition s between hospital and communit y were more challenging. Only 59% reported being 
included in transition planning, and 41% were not asked if they were able or willin g to help with the patient’s 
care. (8) A mixed -
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We identified an overarching context of implementation in a low -rules envir on ment , along with eight thematic 
groupin gs of implementation facilitators and barriers . Leadership and to a lesser extent trus t were topics that 
came up across many of these thematic groups.  
 
Implementation in a low-rules environment 
 
When discussing implementation barriers and facilitators, academic and grey literature sources and key 
informants all highlighted the unique challenges of implementation within a low -rules envir on ment. This is 
particularly relevant for OHT s, which are bein g developed within a flexible policy framework.  
  
Successful implementation in a low -rules envir on ment was found by key informants and in the literature to 
require both tolerance for risk and a willin gness to embrace complexity ,(19; 20) and strategies to mitigate 
uncertainty including a clear set of core components and predictable funding .(20) Key informants described the 
latter as facilitating the former. Stable funding was described as an essential enabler of bold action, since 
organizations already operate on tight budgets and may be hesitant to take on ris k. Accountability agreements 
were also noted as a barrier to innovative and risky action in low -rules environ ments, since failure to meet 
original mandates would further threaten funding. With respect to clear expectations, key informants stressed 
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could also be provoke d by overlapping governance. During LHIN implementation, the existence of parallel 
governance bodies  – LHINs overseeing regional health sys tem concerns, and boards overseeing individual 
organizations, including hospitals  – created oppor t un it ies for tension and even impasse .(18)  
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str ucture); relationship s between OHTs and the Ministry of Health also fall into building block 6 (leadership, 
accountability, and governance).  
 
Organizational culture 
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and communit y leaders. This same evaluation of the French Language Health Planning Entities identified 
considerable variability in how the model is operationalized, s haped by socio- economic profiles, workin g 
relationship s with their associated LHINs , and the organizational capaci t y of each French Language Health 
Planning Entity.  Overall, the  model was seen as sufficiently flexible to accommodate these varying contextu al 
factors.(15) However, the same evaluation report highlighted confusion around mandates and overlapping roles 
and respons ibilities, particularly between the French Language Services Coordinator pos it io n s within the 
LHINs and the associated French Language Health Planning Entities , leading to delays in implementation. In 
response, the m inist r y undertook a comprehensive review and consultation around existin g legis lative and 
accountability requirements related to French Language Health Services .(25) While this provided greater clarity 
around the roles and interdependent respons ibilities between the 
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Early data from a report from the Ontario Association of Aboriginal Health Access Centr es indicate that access 
centres contr ibute to reducing emergency -room vis it s and time to follow -up after discharge, and increasing 
comprehensive cancer screening, chronic -disease management and culturally safe health education and 
promot io n. (16) These successes are cruc ial: according to an evaluation  report, clients seen by Aboriginal h ealth 
access c entres and Aboriginal communit y health centr es , on average, require 30 -50% more primary care and 
have more comorbidities compared to the provincial average .(14) The most frequently accessed services at 
Aboriginal health access centres  include diabetes care, smokin g cessation, mental health services, hypertension 
services, and well care .(14) However, many Aboriginal health access centres  face considerable funding 
shortages, critically limit in g  their capacity to meet population need s .(26) Aboriginal health access centre reports 
also highlight j ur isdictional barriers to federal and provincial collaboration not encountered by integrated care 
with non -Indigenous populations in Ontario. (16; 17) In a response to the province’s 
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APPENDICES 
 
The following tables provide detailed information about the review of reviews , primary studies , and grey literature  (including reports, evaluations, and 
other documents) identified in the rapid  synthesis .  
 
All of the information provided in the appendix tables was taken into account by the authors in describing  the findings  in  the  rapid  synthesis . 
Appendices are organized by integrated -care initiative : first province -wide initiatives in reverse chronolo gical  order, and then population- specific 
initiatives in reverse chronolo gical order . 
 
 
Appendix 1: Bundled care 
 

Focus of study  Study characteristics  Sample description  Key features of the 
intervention(s)  

Key findings  
  

Evaluating integrated 
funding models 
throu gh a difference-
in -difference approach 
(5) 

Publication date: 2019  
  
Jurisdiction studied: Ontario   
  
Methods used: Difference-in -difference 
analysis   

A total of 6,005 index 
events from patients were 
identified from project 
registries from integrated 
funding models  (IFM). 
These were pr opensity -
matched to index events 
from historic events from 
the same facility, and 
concurrent events from 
non -participating 
facilities (which were then 
matched with historic 
events withi n that facility). 
Change in IFM sites were 
then compared t o non -
IFM sites.   

Six bundled -funding 
initiatives were included. 
Three bundles addressed  
chronic obstructive 
pulm onary disease 
(COPD) and congestive 
heart failure (CHF), and 
one each addressed 
stroke, cardiac surgery, 
and  urinary tract 
infection (UTI) and 
cellulit is.   Each 
addressed episodes of 
care that began in acute 
care and included post -
discharge home and 
communit y care.  The 
number of participating 
acute -care facilities in 
each bundle ranged from 
one  to nine .

t 0.3 (c)UTI



Lessons Learned from Integrated-care Initiatives in Ontario to Inform Ontario Health Teams 
 

24 
Evidence >> Insight >> Action  

 

and response rate are not 
described in this 
document.  No  more than 
951 respo ndents repl ied 
to any individual 
question.   

interventi on are 
not  described in this 
document.   

to know  what to do if worried about their health post -
discharge.    
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The comparative 
effectiveness analysis used 
a propensity -matched 
sample of IFM patients 
and similar non -
participating patients.   
  
  

transitions. Patients did not have a strong understanding of 
the prog ram and  did not always feel empowered to ask 



Lessons Learned from Integrated-care Initiatives in Ontario to Inform Ontario Health Teams 
 

26 
Evidence >> Insight >> Action  

 

Literature review 
addressing early 
bundled  care initiatives 
in Ontario and making 
recommendations for 
future policie s  (31)  

Publication date: 2015  
  
  
Jurisdiction studied: Ontario and 
international   
  
  
Methods used: Literature review   

 Literature review   Some existing bundled -
care efforts which 
include value -based 
payment for a sing le 
episode of care were 
described.    

Internationally, a stronger evidence base exists for bundled 
care for sing le-disease grou ps, but the authors argue for a focus 
on more complex popu lation s to address the prevalence of 
multim orbidity in contemporary healthcare. They note that 
internationally, juri sdictions were more likely to bundle 
complex care if they had prior experience with care 
integration.    
  
In the Ontario context, at the time of publication some CCACs 
had experimented with sing le -disorder  bundled care. A 
bundled -care approach to school -based speech- language 
patholog y treatment is described, with evidence of reduced 
waitlist s and provider satisfaction. Other attempts including 
CCAC-led bundled wound care have been less effective 
because patient complexity prevent s determining accountability 
for outcomes.    
  
The authors argue that Ontario and international examples 
sug gest the following success factors: a centralized care team ; 
an organizational cultu re committed to change;  a focus on care 
continu it y ; a shared elect ronic health record ; and trusting and 
collaborative relations hips between partners. They sug gest 
starting with bundling care rather than bundling payment, and 
building models around patient needs, using the example 
of Toronto Central CCAC’s efforts to crea te a “one client, one 
team” experience for defined complex po pu lations.    
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Appendix 2: Health Links 
 

Focus of study  Study characteristics  Sample description  Key features of the 
intervention(s)  

Key findings  
  

Hospital utilization and 
costs among Health 
Links enro llees with 
completed care plans, 
and matched 
comparators  (8) 

Publication date: 2019  
   
Jurisdiction studied: Ontario   
   
Methods used: Pre -post analyses of 
health utilization indicators were 
conducted using generalized 
estimating equation regressions.    
   
Propensity- matched difference-in -
difference analysi s  
  

Patients  enrolled in Health 
Links between 2014 and 2017, 
with a completed care plan 
recorded in the Client Health 
and Related Informat ion 
System (CHRIS) registry 
(n=10,871).   

Health Links is a low -
rules policy support i ng 
local care coordination 
for individuals with 
likely high healthcare 
utilization, as sug gested 
by the presence of four 
or more medical 
conditions. Coordinated 
care plans are a central 
feature of Health 
Links.   

In pre -post analyses, it was found that hospitalizations 
decreased by 17% in the year after care -plan completi on 
from 1.23 to 1.02 events per perso n -year. Days in acute 
care increased by 10% from 14.5 days to 15.9 da ys per 
person -year on average. Emergency -department  visit s 
decreased 14% from 2.2 to 1.9 events per person- year. 
Thirty- day readmissions and seven -day primary -care 
follow-up did not change sig nificantly. For  all of the above 
indicators, increases in utiliz ation were observed among 
enrollees who died in the year after care -plan completio n. 
Costs increased by 35% per person -year (from $44,900 to 
$60,800) in an analysis of two years following care -plan 
completio n. Only one Health Link sub -region achieved 
impro vement in some indicators w ithou t having worsening 
performance on ot hers.    
   
In the propens ity- matched difference-in -difference 
analysis : acute hospitalizations decreased by 16% for 
matched enrollees , but by 34% for matched comparators; 
days in acute car e increased by 12% for matched enrollees 
and decreased by 15% for matched comparators; and ED 
visits decreased by 14% for matched enrollees and 30% for 
matched comparators. There was no sig nificant difference 
between enr ollees and comparators for 30 -day 
re admissions or seven -day primary -care follow-up. Costs 
increased in both grou ps , but with a steeper increase 
among enrollees (from $43,300 to $57,900 per person -year, 
compared to an increase from $44,400 to $53,300 among 
comparators).    
   
The study authors  note that only 63% of Health Links 
patients in fact had four or more chronic conditions, 
despite this criterion serving as guidance for identifying the 
target popu lation. They further note that rates of mortality 
and of psychos ocial concerns were high, an d questions 
remain about access to palliative and mental healthcare. 
Finally, while 10,871 completed care plans were evident in 
CHRIS, 36,772 completed plans were reported to HQO, 
suggesting a need for careful design and implementation of 
reporting systems .  
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To understand 
experiences of caregivers 
for Health Links patients  
(9) 

Publication date: 2020 
 
Jurisdiction studied: Ontario  
 
Methods used: Survey and in- depth 
qualitative interviews  

Twenty -seven caregivers 
completed the survey and 16 
took part in interviews. 
Caregivers lived in six 
different regions i n Ontario.  

Participants were all 
caregivers for an adult 
client of Health Link s.  
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Lesson s from the 
implementation of 
Ontario’s Health Links  
(19)  

Publication date: 2017  
  
Jurisdiction studied: Ontario    
  
Methods used: Key informant 
interviews wit h s takeholders from 
regional governance bodies and 
organizations partnering in Health 
Links. Qualitative interview data 
were coded using the key concepts 
of complex adaptive systems of 
sense -making, sel f-organization, 
intercon nectio ns, co -evolu tion, and 
emergence.   
  
  

A total of 37 interviews were 
conducted with 55 
participants. In 
phase 1, 26 managers and 
administ rators from all 14 
LHINs were interviewed. In 
phase 2, 29 participants 
representing 38 of the 56 then - 
active Health Links across 14 
LHINs (some participants 
worked with more than one 
Health Link) were interviewed. 
Participants were recruited 
from a variety of organizations 
including primary -care 
practices (48%), hos pitals 
(35%), and communit y -based 
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Identified enablers of Health Links included flexibility for  
local adaptations, strong pre- exist i ng partnerships, a 
cultu re of collaboration, and data -sharing agreements. 
Challenges included  managing billing and physician 
compensatio n, financial  uncertainty in the absence of a 
long -term funding model, legal  issues with respect to data 
sharing and liability, union respo nses to inter -
organizational working, lack of IT support, duplication  
across Health Links, stru g g les over leadership (including  
hospital resi stance to primary- care leadership), 
sustainability and scale -up, slow responses and silos within 
the m inist r y, and  pressure to produce deliverables in the 
early stages of transformation. Interviewees expressed a 
need for resources , includ ing  IT systems, human resources 
to a ddress the time demands of care coordination, and 
resources to meet social needs including hou sing.  

Hospital utilization and 
costs among Health 
Links enro llees and 
matched comparators  
(32) 

Publication date: 2018  
  
  
Jurisdiction studied: Ontario   
  
  
Methods used:  Pre/post analysis of 
select indicators  usi ng generalized 
estimating equation regressions. 
Analyses were conducted on the 
entire popu lation  and on sub -
popu lations of interest.    
  
A propensit y- matched, difference-
in -difference design was then used 
to compare enrollees to similar, 
non -enrolled patients.   

Data were drawn from the 
Health Link registry and linked 
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Increase in costs and acute -car e use observed following 
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Link’s target popu lation 
in Health Link 
catchment areas  from 
2012 (when Health Link s 
was first launched) to  
2014 (34) 

   
Methods used: Longitudinal trends 
and relative change were calculated 
for specific indicators between 2012 
and 2014  
  

active OHIP card and four or 
more medical conditions. A 
total of 514,848 individuals 
were included for 2012, and 
546,450 were included for 
2014. These individuals wer e 
assig ned to one of 82 Health 
Links based on primary- care 
or usual -care providers’ po stal 
code, or own po stal code 
when there was no prov ider.     

for individuals with 
complex health and  
social needs.   

increased by 2% between 2012 and 2014.  ED visits 
increased by 4%.   Hospitalization s, hospital 30- day 
readmissions, and primary -care enr olment did not change 
sig nificantly.   
   
For members of the target popu lation not assig ned to one 
of the 82 Health Links, no indicators changed significantly 
except ED vis its, which increa sed by 4%.   
   
Among individual Health Links, there was wide variation 
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Focus of study  
  

Study characteristics   Sample description  Key features of the 
intervention(s)  

Key findings  

The best performing LHIN met local targets in 10 areas , and 
worst performing LHINs (4) met only four. Performance gaps 
between LHINs widened over time. There is a need to better 
understand reasons for the widening gap and implement 
changes to narrow that gap.    
  
No  timelines were established for when all 14 L HINs we re 
expected to meet provi ncial targets. Performance measures 
primarily assess ed effectiveness of hospital care with few 
m easures of LHIN performance as planners, funders and 
integrators o f health care.    
  
LHINs were not able to assess whether their  planni ng and 
integration activities were effective in providing a more 
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Focus of study  
  

Study characteristics   Sample description
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Appendix 4: Community Care Access Centres 
 
Focus of study  
  

Study characteristics   Sample description  Key features of the 
intervention(s)  

Key findings  

How CCAC’s Care  
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