Overview

Primary-care leadership will be essential to the success of
Ontario Health Teams (OHTSs). Primary-care leaders and
their OHT partners will need to engage the full diversity of
primary-care providers in order to achieve the quadruple aim
of improving care experiences and health outcomes at
manageable per capita costs, and with positive provider
experiences. Primary care is essential for achieving the first of
these three aims and primary-care providers are a key
provider group for the fourth aim. Moreover, primary-care
providers are a key way through which patients will be
‘attributed’ to OHTSs for the purposes of OHT funding and
accountability.

Teams on an OHT readiness path will need to have an

approach to: 1) helping the full diversity of primary-care

providers understand the OHT landscape; 2) supporting

primary-care providers to become leaders in their OHT and

help shape it; and 3) working with these primary-care leaders

to encourage the active participation of as many primary-care providers as possible in their local OHT. Regardless
of the membership composition and organizational leadership model of a prospective OHT, all teams — even those
that already include strong primary-care leadership — will need to focus on expanding their primary-care leadership
and engagement.

Helping the full diversity of
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understand which priority populations their local team will be focusing on in year 1, as well as have a working
familiarity with the OHT building blocks that their local team will be designing with their input, and the general
timelines for any changes that are likely to affect them.

Helping such diverse types of primary-care providers understand the OHT landscape can be accomplished through
at least three mechanisms:
1) promotion of the outreach efforts of provincial groups that have well-established relationships with and actively
support different types of providers, such as:
a) Ontario College of Family Physicians
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2) the Ontario Medical Association’s efforts to connect physician leaders engaged in OHTs with one another; and
3) the Association of Family Health Teams of Ontario and the Ontario College of Family Physicians, in partnership
with the Change Foundation, which have initiated a Primary Care Virtual Community to support primary-care

leaders in their work on OHTSs (and which can be joined by completing a brief online survey).
Another example of relevant work is the planned adaptation of the ‘10 high-impact actions to [free up] time’ from
the U.K. National Health Service to the Ontario context. One activity to which primary-care providers’ freed-up
time can be devoted is primary-care leadership to help shape their local OHTSs.

Depending on the primary-care model in which a provider works, being asked to take on a leadership role in an
OHT is likely to trigger questions about being remunerated for time spent in such roles, especially when the role
takes them away from direct patient care for which they are paid (as would be the case with many family physicians,
for example). Teams on an OHT readiness path may want to develop a policy about remunerating primary-care
providers for taking on leadership roles (e.g., what types of practice and service models and what type of providers
or staff will be eligible for payment, at what rates, and for which types of expenses).

Encouraging primary-care providers’ active participation in their local OHT

Once local primary-care leaders have been identified, teams on an OHT readiness path can work with them to build
(or rebuild) the type of trusting relations with primary-care providers in their community that are a pre-condition to
many types of OHT success, including the active participation of as many primary-care providers as possible in an
OHT.

Active participation means that primary-care providers voluntarily commit — based on an existing relationship built
on trust or a desire to develop such a relationship — to partner with health providers and organizations in their local
communities to achieve the quadruple aim. The concrete manifestations of such active participation include:

1) signing a team’s self-assessment;

2) signing a team’s application if the team is invited to full application; and

3) signing a contract (or equivalent) with the ministry if the team is invited to become an OHT Candidate.

Signing up is far from a given. Many factors will play into a primary-care provider’s decision to sign up; some
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Five of the nine strategies (or ‘intervention functions’) on the behaviour-change wheel may be appropriate to
address particular capability, motivation or opportunity concerns related to supporting informed decisions about
signing up:

1) education (providing information to increase knowledge or understanding);

2) modelling (providing an example for people to aspire to or imitate);

3) persuasion (using imagery and other communications to induce positive or negative feelings or stimulate action);

4) training



Do they know anyone else who has signed up? (social influences)
Do they feel their current practice is set up for them to join the OHT? (environmental context and resources)

Ideally OHTSs and their primary-care leaders will engage a diverse sample of primary-care providers to work through
this list of questions, and not just those drawn from the same profession or the same practice or service model as
them. The factors that emerge as particularly important will likely vary by type of profession and model (e.g., a solo
family physician with a specialized focus versus a nurse practitioner working in a community-governed
comprehensive primary-care model), by other characteristics of the provider (e.g., early-career physician trained in
an interprofessional model versus late-career physician who is nearing retirement from solo practice), and by
characteristics of the community (e.g., whether there is a long history of trusting relationships between primary-care
providers and local hospital and community leaders).

Primary-care leaders will likely want to have done some preparatory work so they can respond to the queries from
their peers that the list of questions is likely to elicit, such as
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