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RÉSUMÉ 

Comparaison interprovinciale de la mise en œuvre des modèles de services intégrés 

aux personnes âgées : le Québec et l’Ontario 

Par 

Wankah Nji Paul 

Programmes recherche en sciences de la santé 

Thèse présentée à la Faculté de médecine et des sciences de la santé en vue de l’obtention 

du diplôme de philosophiae doctor (Ph.D.) en sciences de la santé, Faculté de médecine et 

des sciences de la santé, Université de Sherbrooke, Sherbrooke, Québec, Canada, J1H 5N4 

 

Introduction: Plusieurs défis sont liés à la mise en place de modèles de services intégrés 

pour les personnes âgées. Les objectifs de cette thèse étaient: 1) d’explorer comment les 

logiques managériales, professionnelles et partenariats influencent simultanément le 

processus de mise en œuvre des modèles de services intégrés; et 2) déterminer les principales 

stratégies que les gestionnaires agissant en tant qu’entrepreneurs institutionnels ont utilisées 

pour améliorer une logique institutionnelle de partenariat lors de la mise en œuvre de 

modèles de services intégrés. 

Méthodologie: Étude de cas multiples d’un modèle de services intégrés pour les personnes 

âgées au Québec et en Ontario. Les données qualitatives comprenaient 65 entrevues semi-

structurées avec des décideurs, des gestionnaires et des professionnels et l’analyse de 7 

documents politiques clés. Une analyse thématique déductive et inductive, s’inspirant de la 

théorie des logiques institutionnelles et de la théorie de l’entrepreneur institutionnel. 

Résultats: En lien avec le premier objectif, dans les deux cas, les gestionnaires et 

professionnels ont connu des situations de tensions et de complémentarité en raison des effets 

mixtes des logiques institutionnelles, managériales, professionnelles et de partenariat sur la 

mise en œuvre des modèles de services intégrés. Par exemple, les infirmières du Québec et 

les médecins de l’Ontario s’inquiétaient de la logique managériale de réductions de coûts qui 

créaient des tensions avec leurs logiques professionnelles de soins de qualité. La logique de 

gestion centralisée des réformes au Québec a peut-être nui au développement de partenariats 

locaux, tandis que la logique de gestion décentralisée en Ontario a peut-être renforcé les 

capacités locales à développer des partenariats. En lien avec le deuxième objectif, dans les 

deux cas, les gestionnaires ont utilisé des stratégies similaires – créer de nouveaux rôles et 

embaucher du personnel, colocaliser le personnel et négocier des ententes – pour améliorer 

les partenariats inter-organisationnels. Les gestionnaires de l’Ontario ont obtenu des fonds 

supplémentaires, tandis que les gestionnaires du Québec ont déployé une formation conjointe 

et des journées portes ouvertes semestrielles pour améliorer les partenariats. 

Conclusion: Les gestionnaires et professionnels exercent leurs activités dans des milieux 

institutionnels complexes. Les décideurs devraient investir dans le renforcement des 

capacités locales afin de mieux surveiller leur environnement institutionnel qui peut 

améliorer ou entraver les efforts de mise en œuvre des services intégrés, et d’investir dans le 

renforcement des capacités des gestionnaires entreprenant qui peuvent développer ou ajuster 

de manière créative les pratiques organisationnelles qui font progresser les modèles de 

services intégrés. 

Mots-clés: Logiques institutionnelles, entrepreneur institutionnel, mise en œuvre, modèles 

de services intégrés, personnes âgées. 
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SUMMARY 

An interprovincial comparison of the implementation of integrated care models for 

older adults: Quebec and Ontario 

By 

Wankah Nji Paul 

Health sciences Program 

A thesis presented to the Faculty of Medicine and Health Sciences in partial fulfillment of 

the requirements of the degree of Doctor of Philosophy in Health sciences, Faculty of 

Medicine and Health Sciences, Université de Sherbrooke, Sherbrooke, Québec, Canada, 

J1H 5N4 

 

Introduction: There are several challenges and barriers to implementing integrated care 

models for older adults. The objectives of this thesis were 1) to explore how the simultaneous 

contribution of a managerial, professional and partnership institutional logic influence the 

implementation of integrated care models; and 2) to identify the main strategies that health 

care managers acting as institutional entrepreneurs used to enhance a partnership institutional 

logic during the implementation of integrated care models. 

Methodology: A multiple case study of an integrated care model for older adults in Quebec 

and Ontario respectively. Qualitative data consisted of 65 semi-structured interviews from 

policymakers, managers and providers and analysis of 7 key policy documents. Drawing 

from the institutional logics theory and the institutional entrepreneur theory, data analysis 

consisted of deductive and inductive thematic analysis. 

Results: Pertaining to the first objective, in both cases, managers and providers faced 

situations of tensions and complementarity due to the mixed effects of the managerial, 

professional, and partnership institutional logics on the implementation of integrated care 

models. For instance, nurses in Quebec and family physicians in Ontario were concerned 

about the managerial logic driving cost reductions that created tensions with their 

professional logics of quality care. The centralized managerial logic of state reforms in 

Quebec may have hindered the development of local partnerships, while the decentralized 

managerial logic in Ontario may have enhanced local capacities to develop partnerships. 

Pertaining to the second objective, in both cases, entrepreneurial managers used similar 

strategies – creating new roles and hiring staff, co-locating staff and negotiating agreements 

– to enhance inter-organizational partnerships. Managers in Ontario secured additional 

funding, while managers in Quebec deployed joint training and biannual open days to 

enhance partnerships. 

Conclusion: Health care managers and providers operate within complex institutional 

environments. Decision makers should invest in building local capacities to better monitor 

key features of their institutional environment that may impact efforts to implement 

integrated care, and to invest in building the capacities of entrepreneurial managers who can 

creatively develop or adjust organizational practices that advance the integration agenda. 

 

Keywords : Institutional logics, institutional entrepreneur, implementation, integrated care 

models, older adults. 
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1. INTRODUCTION AND PROBLEM STATEMENT 

1.1. Fragmented health care systems 

Health care systems are defined as “all organizations, institutions and resources that 

produce actions whose primary purpose is to produce health” (World Health 

Organization, 2003, p. 105). During the second half of the 20th century, modern health 

care systems of developed countries were mostly conceived as hierarchical and 

fragmented structures in which several organizations specialized in the delivery of 

health and social services to their local populations (Couturier, Bonin, & Belzile, 

2016; Kodner & Spreeuwenberg, 2002; Shortell & Kaluzny, 2006; Williams et al., 

2016). 

Health care systems consist of separate but interconnected organisations that have 

complementary missions and goals that enable them to jointly produce quality health 

services for their populations. For instance, the health care system may be constituted 

of core organisations with distinct mandates and missions, such as i) hospitals that are 

responsible for acute and episodic care, ii) local community health centres that are 

responsible for primary and community-based services, iii) rehabilitation centres 

that are responsible for minimizing disabling effects of chronic conditions, iv) long-

term care facilities that are responsible for providing residential care for people living 

with advanced functional disabilities and v) community health departments that are 

responsible for public health (Turgeon, Deschênes, & Simard, 2016; World Health 

Organization, 2003). This configuration is often described as a “heavily medicalised 

and hospital-centric” (Barry, Fhallúin, Thomas, Harnett, & Burke, 2021, p. 9) model 

because the organization of the health care system and distribution of resources is 

centered around hospitals that provided acute care to cure episodic illnesses when 

patients present with serious health problems (Mulvany, 2012; Shortell & Kaluzny, 

2006; Turgeon et al., 2016). Primary care, community services and home care services 

are under-resourced and underdeveloped in hospital-centric systems (Barry et al., 

2021; Kodner & Spreeuwenberg, 2002; Williams et al., 2016). 
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Demographic and epidemiological shifts in the populations of developed countries 

presented unique challenges for hospital-centric health care systems. Demographic 

shifts are manifest in the continuously ageing population of developed countries 

(Couturier et al., 2016; Galor, 2012). For instance, in Canada, it is currently estimated 

that older adults who are 65 years and above account for 18% of the population 

(Statistique Canada, 2020). This increasing proportion of older adults are frequent 

users of the health care system, thus contributing to a tremendous increase in demand 

for health services. This demographic transition is compounded by an epidemiological 

shift manifest in an increasing proportion of older adults living with complex health 

and social needs (Kodner & Spreeuwenberg, 2002). 

These complex needs vary from frailty related physiological ageing with decreased 

resistance to common injuries such as falls, to loss of functional autonomy in activities 

of daily life due to multiple chronic conditions or a single debilitating condition 

(Ferrucci et al., 2004; Fortin, Bravo, Hudon, Vanasse, & Lapointe, 2005). 

Furthermore, rising costs of health care due to the development of new technologies 

that could improve care delivery in community settings threatened the sustainability 

of health systems (Williams et al., 2016). In this context, public authorities promoted 

management approaches like the New Public Management or lean management that 

could improve the efficiency, effectiveness and performance of health care systems 

(Carvalho, 2012; Williams et al., 2016). 

The specialization and fragmentation found in the very fabric of hospital-centered 

models interfere with the performance and efficiency of health care systems (Kodner 

& Spreeuwenberg, 2002). Hospital-centric models are reportedly more effective for 

managing acute episodic disorders like trauma or infections but are less suitable for 

managing chronic long-term care conditions (Couturier et al., 2016; Shortell & 

Kaluzny, 2006). There was urgent need to develop other ways of organising the health 

care system to improve the management of older adults living with complex health 

and social needs. This meant implementing health system reforms that fundamentally 

shifted fragmented hospital-centric models towards more seamless community-based 

and social models (Barry et al., 2021; Kodner & Spreeuwenberg, 2002; Williams et 

al., 2016). 
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1.2. Integrated care models 

Health care system reforms are defined as changes in the structure, functioning, and 

processes of organisations in order to improve health outcomes (Pollitt & Bouckaert, 

2011; Shortell & Kaluzny, 2006). Over the last two decades, several health care system 

reforms have been enacted in developed countries to introduce innovative models or 

approaches to improve the continuity and quality of care for older adults living with 

complex conditions (Béland & Hollander, 2011; Kodner & Kyriacou, 2000; 

Länsisalmi, Kivimäki, Aalto, & Ruoranen, 2006). An innovation is defined as “an 

idea, practice or object perceived as new by an individual or other unit of adoption” 

(Rogers, 2003, p. 12). Three key characteristics of innovations include i) novelty – 

such as introducing new technologies or adjusting new ways of working (Länsisalmi 

et al., 2006), ii) application – important practical uses of the innovation in a given 

context (Länsisalmi et al., 2006) and iii) intended benefit – the innovation is perceived 

as advantageous or improves outcomes for target populations (Länsisalmi et al., 2006). 

Although there are multiple taxonomies of innovations, health care literature mostly 

distinguish technological innovations (e.g. drugs, vaccines, computerised tomography 

scans or telehealth technologies) and organisational innovations (e.g. mental health 

program, or fall prevention programs) (Adams, Meystre, & Tranfield, 2002; Adams, 

Tranfield, & Denyer, 2011). Organisational innovations refer to the development of 

new ways of organising work routines, procedures and practices within a firm or 

workplace (Adams et al., 2002). 

Integrated care models are organisational innovations that aim to reduce 

fragmentations and siloes in health care services in order to enhance collaborations, 

coordination and continuity of care for people living with complex health and social 

needs (Couturier et al., 2016; Goodwin, 2016; Kodner & Spreeuwenberg, 2002). There 

is currently no consensus definition of integrated care (Suter et al., 2017; Wankah, 

Guillette, Lemaitre, Belzile, & Couturier, 2020). Contandriopoulos et al. (2003) 

suggest that integrated care “involves organizing sustainable consistency, over time, 

between a system of values, an organizational structure and a clinical system so as to 

create a space in which stakeholders (individuals and organizations concerned) find it 

meaningful and beneficial to coordinate their actions within a specific context” (p.1). 
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Kodner and Kyriacou (2000) define integrated care as “a discrete set of techniques and 

organizational models designed to create connectivity, alignment and collaboration 

within and between the cure and care sectors at the funding, administrative and/or 

provider levels” (p.1). The Regional office for Europe of the World Health 

Organization defines integrated care as “strengthening people-centered health systems 

through the promotion of the comprehensive delivery of quality services across the 

life course, designed according to the multidimensional needs of the population and 

the individual, and delivered by a coordinated multidisciplinary team of providers 

working across settings and levels of care.” (World Health Organization, 2016, p. 4).  

Drawing from these studies, this thesis proposes an operational definition of 

“integrated care models” based on two key features. First, integrated care models as 

organisational innovations that emphasize strategies and mechanisms to bring together 

different parts of a fragmented health care system to work together as a coherent 

whole. Second, integrated care models as organisational innovations that emphasize 

delivery of quality health care to improve outcomes for people living with complex 

health and social needs. Hence, integrated care models are organisational innovations 

that enhance connectivity, coordination, and collaboration between different parts of 

the health care system to improve the quality of care for people living with complex 

health and social needs. 

Contemporary literature suggests two main types of integrated care models – disease-

oriented models and community-based models. Disease oriented models emphasize 

bringing together various services to address the needs of a target population defined 

by a particular disease. For instance, integrated care models for cancer (Tremblay et 

al., 2015), or integrated care models for mental health (Das, Naylor, & Majeed, 2016). 

Community-based integrated care models emphasize bringing together services to 

address the needs of a geographically defined target population – not a specific 

disease. Some examples of community-based models include integrated care models 

for older adults (Béland & Hollander, 2011) or integrated care models for children and 

young people (Wolfe, Lemer, & Cass, 2016). This thesis specifically focuses on 

community-based integrated care models for older adults living with complex health 

and social needs. 
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1.3. The mixed impact of integrated care models 

The main goals of integrated care models align with the Quadruple Aims for quality 

health care, namely i) to reduce costs and improve the efficiency of health care 

systems, ii) to improve the health of populations, iii) to improve the experiences of 

patients, and iv) to improve the experiences and satisfaction of providers 

(Bodenheimer & Sinsky, 2014; Couturier et al., 2016; Goodrick & Reay, 2016; 

Kodner & Spreeuwenberg, 2002; Sikka, Morath, & Leape, 2015). In order to achieve 

these goals, integrated care models for older adults have been developed and 

implemented in various developed countries. Some notable examples include the 

Program of Research to Integrate the Services for the Maintenance of Autonomy 

(PRISMA) (Hébert et al., 2010) and the System for Integrated Care for Older Persons 

(SIPA) (Béland et al., 2006) in Canada; the Program of All-inclusive Care for the 

Elderly (PACE) and Social Health Maintenance Organisation (SHMO) (Kodner & 

Kyriacou, 2000) in the United States, or the Integrated Care Program for Older Persons 

(ICPOP) in Ireland (Barry et al., 2021). However, converging studies report mixed or 

poor impact of integrated care models for older adults on health outcomes in real-life 

settings (Baxter et al., 2018; Looman, Huijsman, & Fabbricotti, 2019; Mackie & 

Darvill, 2016; Wankah et al., 2020). 

Baxter et al. (2018) carried out a systematic review of the outcomes of integrated care 

in the United Kingdom and internationally. These authors monitored various outcome 

indicators, categorized into three main groups, namely, i) outcomes related to the 

usage of health care resources, ii) outcomes related to the quality of care received by 

patients and iii) outcomes for staff working experience. They notably reported 

improved outcomes for only three indicators - perceived improved quality of care, 

increased patient satisfaction, and improved access to care. The evidence on the effects 

of integrated care on the other outcome indicators were inconsistent or weak. For 

instance, they noted contradictory findings on increased use of community services, 

limited evidence for the reduction of patient waiting time, unclear evidence on reduced 

cost of health services, amongst others. These authors also reported that several studies 

pointed out difficulties in establishing causal relationships between their integrated 

care models and health outcomes. 
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In their systematic review, Looman et al. (2019) selected 46 studies that evaluated the 

effects of 29 distinct integrated care models for community-dwelling older adults. 

They created five categories of outcome indicators, namely i) health outcomes, ii) 

outcomes of informal caregivers and professionals, iii) process outcomes, iv) 

healthcare utilization outcomes, and v) cost-effectiveness. These authors attempted to 

explain their results by linking the outcomes of each integrated care model to the core 

components of the model and the degree of achieving integrated care. The most 

important finding of this systematic review was that most reported outcomes of 

integrated care models for community-dwelling older adults were not significant. 

Specifically, there were positive outcomes for well-being, life satisfaction, frailty and 

desire for institutionalization, but non-significant outcomes for all the other health 

outcome indicators. The outcomes for informal caregivers and professional were 

mostly not statistically significant. The process outcomes were mostly positive. 

Healthcare utilization outcomes were mixed; increased in some studies, reduced in 

others. Limited evidence for cost-effectiveness. Other literature reviews consistently 

show similar findings on the mixed impact of integrated care models in real-life 

settings (Allen & Rixson, 2009; Hopman et al., 2016; Kaufman, Spivack, Stearns, 

Song, & O’Brien, 2019; Liljas, Brattström, Burström, Schön, & Agerholm, 2019; 

Marino et al., 2018; Mitchell et al., 2015; Wankah et al., 2020).  

One key study from the Nuffield Trust suggested that the three main reasons why 

integrated care models do not produce expected results include: i) issues related to the 

design of integrated care models, ii) unrealistic expectations of integrated care 

stakeholders, and iii) issues related to the implementation of integrated care models 

(Kumpunen, Edwards, Georghiou, & Hughes, 2019). First, the authors pointed out that 

the underlying “‘theory of change’ in the design of integrated care models and policies 

is sometimes incomplete or makes assumptions and extrapolations that may not be 

justified by the evidence” (Kumpunen et al., 2019, p. 4). This means that there is often 

lack of strong evidence linking structures, processes and outcomes during the design 

and development of integrated care models. Second, the authors argued that decision 

makers often have very optimistic and unrealistic expectations for the real benefits of 

integrated care models (Kumpunen et al., 2019). They pointed out that integrated care 
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models are highly complex interventions that take time to produce expected outcomes 

– if at all. Hence, there should be more transparency and clarity from all stakeholders 

(including researchers) on the types and levels of outcomes to be expected from these 

innovations. Finally, they pointed out that due to their highly complex nature, 

integrated care models may be challenging to implement as designed in real-world 

settings (Kumpunen et al., 2019).  

Another systematic review suggested that “the lack of attention on how to effectively 

implement integrated care may also be partially responsible for the limited number of 

successful integrated care teams across the UK” (Mackie & Darvill, 2016, p. 86). 

Given the concurring literature highlighting the importance to improve understanding 

of conditions influencing the successful implementation of integrated care models, the 

scope of this thesis is limited to a specific problem area - exploring issues related to 

the “implementation” of integrated care models for older adults. 

1.4. The implementation of integrated care models 

The concept “implementation” is defined as “the process of putting to use or 

integrating evidence-based interventions within a setting” (Rabin, Brownson, Haire-

Joshu, Kreuter, & Weaver, 2008, p. 118). Contemporary literature suggests that the 

implementation of large-scale innovations – like integrated care models – is a social 

process where multiple individuals and groups constantly interact and readjust their 

relationships in the process of collective action (Bauer, Damschroder, Hagedorn, 

Smith, & Kilbourne, 2015; Damschroder et al., 2009; Rogers, 2003). There is 

converging evidence that the implementation of large-scale innovations is an arduous 

process with multiple challenges and obstacles (Bauer et al., 2015; Damschroder et 

al., 2009). Bauer et al. (2015) explicitly pointed out that more than half of innovative 

evidence-based practices are not successfully implemented and routinized in 

organisations. In the health care field, it takes about 17 years for innovations to be 

incorporated into regular practices (Bauer et al., 2015). 

Given the mixed or poor outcomes of integrated care models in real-life contexts, there 

has been increasing attention to understanding how these innovations are properly 

implemented (Hébert & Veil, 2004; Ling, Brereton, Conklin, Newbould, & Roland, 

2012; Mackie & Darvill, 2016; Threapleton et al., 2017). Stakeholders such as 
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decision makers, policymakers, health care managers and health care providers 

increasingly “find they need a better understanding of what it takes to achieve 

successful implementation” (Stetler et al., 2006, p. 1) of health care innovations. This 

often involves identifying obstacles to the implementation of innovations, identifying 

facilitators that enhance the uptake of innovations, identifying modifications and 

adjustments to innovations in their respective contexts, etc. (Stetler et al., 2006). 

Drawing from Stetler et al’s (2006) typology, implementation research can be carried 

out in three main stages, namely; i) as a diagnostic analysis prior to the implementation 

of an innovation so as to improve the likelihood of implementation, ii) as a diagnostic 

analysis concurrent to the implementation of an innovation in order to optimize 

adaptation of the model, or iii) as a retrospective analysis of implementation in order 

to explain successes or failures. This research was carried out concurrent to the 

implementation of integrated care models for older adults in Quebec and Ontario.  

This thesis is embedded in a wider international project – the Integrated Care for Older 

Adults with Complex Health Needs project (iCOACH) (Wodchis et al., 2018) that 

aimed at understanding the main steps to adequately implement integrated care models 

for older adults from multiple perspectives (policymakers, managers, providers, and 

patients/caregivers) in three jurisdictions Quebec, Ontario and New Zealand. The 

overall purpose of this thesis is to contribute to the evidence-base on the 

implementation of community-based integrated care models for older adults from an 

institutional theory perspective (Battilana, Leca, & Boxenbaum, 2009; Thornton & 

Ocasio, 2008). 

The rest of this thesis is presented in the following chapters: i) a knowledge synthesis 

and literature review, ii) research objectives and research questions, iii) methodology, 

iv) results (presented in the form of two scientific articles), v) a discussion and vi) a 

conclusion. 

 



 

 

2. KNOWLEDGE SYNTHESIS AND LITERATURE REVIEW 

This chapter consists of four main sections. First, we present a knowledge synthesis 

of factors influencing the implementation of integrated care models - highlighting 

mixed evidence, literature gaps and key insights. Second, we present a literature 

review on studies that examined the implementation of integrated care models from 

an institutionalist perspective – highlighting the knowledge gap addressed by this 

thesis. Third, we present the theoretical framework of this thesis - highlighting key 

constructs that were used for data analysis. Finally, we outline the policy context in 

which integrate care models for older adults are implemented in Quebec and Ontario. 

Over the last two decades, there have been a substantial number of empirical studies 

(Barry et al., 2021; Billings et al., 2020; Erens et al., 2017; Hébert & Veil, 2004; Ling 

et al., 2012; MacAdam, 2015; Wankah, Couturier, Belzile, Gagnon, & Breton, 2018) 

and literature reviews (Béland & Hollander, 2011; Kirst et al., 2017; Mackie & 

Darvill, 2016; Maruthappu, Hasan, & Zeltner, 2015; Sadler, Potterton, et al., 2019; 

Threapleton et al., 2017) exploring factors influencing the adequate implementation 

of integrated care models. These studies mostly suggest that key factors that influence 

the implementation of integrated care models are related to i) the core elements of 

integrated care models and ii) the context in which integrated care models are 

implemented. 

2.1. Elements of Integrated care models 

Integrated care models are complex multi component organisational innovations 

because they are often constituted of several key elements/components that span 

multiple levels of the health care system (Béland & Hollander, 2011; Kodner & 

Spreeuwenberg, 2002; Valentijn et al., 2015). It is important to review these core 

elements because they represent essential “building blocks” of various integrated care 

models. Drawing from the six core elements of the PRISMA model (Hébert & Veil, 

2004) as an example, we present some key insights on the implementation of 

integrated care. 

2.1.1. Inter-organizational partnership mechanisms 
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A key aspect of integrating care consists of establishing a seamless continuum of 

services between various health and social care organisations. Various terminologies 

used to refer to this process of working together include “partnership working, joined-

up working, interagency working, collaborative working, and joined-up government” 

(Forbes, 2012, p. 1100). Several integrated care models use formal mechanisms where 

partner organisations coordinate joint activities at strategic, tactical, and operational 

levels of the health system. For instance, Hébert and Veil. (2004) explicitly state that 

“coordination between institutions is at the core of the PRISMA model” (p. 3) – this 

model deployed inter-organizational concertation tables for older adults. The 

Community Health Partnership model in Scotland leveraged inter-organizational 

management committees to enhance collaborations between the health care (National 

Health Services) and social services (local municipalities) sectors (Forbes, 2012). 

However, it should be noted that other studies do not explicitly highlight formal inter-

organisational partnership structures as a key feature of their models. For instance, 

Integrated Care Pilots in England evolved as bottom-up structures according to their 

local priorities (Ling et al., 2012), and some fully integrated care models for older 

adults operated on a standalone basis (Kodner & Kyriacou, 2000). 

2.1.2. Single point of entry 

A single point of entry is a common gateway to streamline or simplify access to 

services from multiple organizations (Béland & Hollander, 2011; Hébert & Veil, 

2004). Two main types of activities that were carried out at the single entry point 

include i) triage or rapid needs assessment with screening tools to determine whether 

patients met minimum eligibility criteria for the integrated care model, and ii) rapid 

orientation to other relevant services according to specific needs of clients (Hébert & 

Veil, 2004; MacAdam, 2015). Béland and Hollander (2011) reported that all the nine 

integrated care models for older adults they studied had implemented single points of 

entry. 

2.1.3. Professional coordination 

Older adults often need additional support from health care providers to navigate 

complex health care systems. Coordination is defined as “the arrangements that enable 

different parts of a whole to be organized logically, for a specific purpose” 
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(Contandriopoulos et al., 2003, p. 10). Professional coordinators are those health and 

social care providers who are responsible for supporting clients to continuously benefit 

from an adequate and coherent mix of health and social care services (Couturier, 

Gagnon, Belzile, & Salles, 2013). In the PRISMA model, the professional 

coordination role was carried out by a case manager who could be a nurse or social 

worker (MacAdam, 2015). Case managers were responsible for carrying out thorough 

needs assessment and care planning according to the priorities of clients, arranging for 

relevant services to be delivered by various providers and regularly re-evaluating the 

needs of clients (Hébert & Veil, 2004). 

Various professional disciplines such as physicians, nurses, social workers or other 

ancillary health care providers may assume the role of professional coordinators in 

different integrated care models (Couturier et al., 2013; Hébert & Veil, 2004; Shortell, 

Gillies, Anderson, Erickson, & Mitchell, 1996). Furthermore, professional care 

coordinators may be called case managers, care coordinators, care navigators, 

discharge planners, geriatric care managers or other titles in various integrated care 

models (Béland & Hollander, 2011; Couturier et al., 2013). In other words, although 

dedicated care coordination is an important element of integrating care, there is great 

variation in care coordination models across various integrated care models (Couturier 

et al., 2013). 

2.1.4. Comprehensive needs assessment 

A comprehensive needs assessment in necessary to appraise the holistic needs of 

clients. Clinical tools that facilitate the appraisal of multiple dimensions of clinical and 

social needs of clients are often developed and used in integrated care models. The 

PRISMA model used the SMAF (système de mesure de l’autonomie fonctionnelle) to 

evaluate five dimensions of client needs, namely i) activities of daily life – measured 

by seven indicators, ii) mobility – measured by six indicators, iii) communication – 

measured by three indicators, iv) mental functions – measured by five indicators, and 

v) instrumental activities of daily life – measured by eight indicators (Hébert & Veil, 

2004). Other integrated care models used different clinical tools for assessing client 

needs (Béland & Hollander, 2011; Kodner & Kyriacou, 2000). 

2.1.5. Individualized care plans 
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Following needs assessment, it is necessary to tailor services to the priorities and 

values of clients (Couturier et al., 2016; Hébert & Veil, 2004). Integrated care models 

use individualized care plans that mainly outline the steps to solve priority needs of 

clients – these care plans are re-evaluated after a certain time or when the 

circumstances of clients change (MacAdam, 2015). Care plans often synthesize the 

health goals of clients and link them to all the services that are required to achieve 

these goals. 

2.1.6. Information technology systems 

The main information technology (IT) system that was used in the PRISMA model 

was called the SIGG (Système d'information gérontogériatrique) (Hébert & Veil, 

2004). Three main reasons why IT systems are important for integrating care include: 

i) to provide a platform that facilitates communication between health and social care 

providers as well as organisations (Steele-Gray et al., 2018), ii) to store clinical data 

that can be retrieved by various providers at a later date to monitor the progress of 

clients (Mackie & Darvill, 2016), and iii) to facilitate the management of clinical and 

administrative data to enhance data driven decision-making and continuous quality 

improvement (Steele-Gray et al., 2018). 

 

Insights from the core components of integrated care models 

Three main insights on the implementation of core components of integrated care 

models include: i) the complexity of integrated care models, ii) the degree of 

implementation of integrated care models and iii) the diversity of core components of 

integrated care models. 

 

Complexity of integrated care models 

Studies reveal that complex integrated care models are often very difficult to 

implement (Ling et al., 2012; Mackie & Darvill, 2016; Threapleton et al., 2017). Ling 

et al. (2012) noticed that the design of Integrated Care Pilots in England varied from 

one to ten different core components. These authors defined “complexity” as a function 

of the numbers of components that were implemented (Ling et al., 2012) - this meant 

that pilots with fewer components were perceived as less complex as compared to 



13 

 

 

pilots with more components. Their study revealed that Integrated Care Pilots that 

implemented simple single-faceted components made rapid progress, while pilots that 

implemented multiple components faced significant challenges. The main insight 

from these results is that rather than avoiding complex large-scale innovations, 

decision makers should allocate substantial time and resources to successfully 

implement complex multi-component integrated care models. 

 

Degree of implementation of integrated care models 

The literature suggests that the degree of implementing core components of integrated 

care models influences the production of effects (Hébert et al., 2010; Wankah et al., 

2020). For instance, in their quasi-experimental study, Hébert et al. (2010) carried out 

multiple measures of the implementation and effects of the PRISMA model in the 

intervention and control sites over four years. They noticed that for the first two years 

when the implementation rate of the intervention sites was not significant, both groups 

had similar outcomes. However, during the last two years, when the implementation 

rate of the intervention sites was at least at a 70% threshold, the were significantly 

better outcomes in the intervention group as compared to the control group. The main 

insight is that stakeholders should mobilise enough resources to ensure that a 

minimum threshold of all components of their integrated care model is adequately 

implemented in order to obtain positive outcomes. 

 

Diversity of integrated care models 

Converging literature suggests that there is great diversity and lack of consistency on 

what constitutes core elements – or building blocks - of integrated care models. Béland 

and Hollander (2011) carried out an international comparison of nine integrated care 

models for older adults in Canada, Italy, Australia, Hong Kong, and the United States. 

They illustrated that these models shared common elements such as single-entry 

systems, case management, information systems or financing procedures (Béland & 

Hollander, 2011). However, across the models, there were differences in how these 

elements were developed and implemented. For instance, while individualized care 

plans was a key element in all the models, the Rovereto model in Italy did not carry 
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any individualised care plan (Béland & Hollander, 2011). In another example, while 

all the models explicitly used some sort of case management, the Illawarra model of 

Australia used care coordinators (Béland & Hollander, 2011). In their narrative review 

Marino et al. (2018) identified case management, multidisciplinary teams and geriatric 

assessment as the main components of integrated care models for older adults. In 

another systematic review Mitchell et al. (2015) identified six key components of 

integrated care - interdisciplinary teamwork; communication/information exchange; 

shared care guidelines or itineraries; training and education; access and acceptability 

for patients; and a viable funding model. The main insight is that these studies suggest 

that there is no one-size-fits-all model for integrating care (Béland & Hollander, 2011). 

Hence stakeholders need in-depth understanding of the context in which their specific 

models are developed and deployed to ensure successful implementation. 

 

2.2. The context in which integrated care models are implemented 

Contextual factors refer to salient features (or characteristics) of the internal and 

external environment of organizations that may influence efforts to implement 

integrated care models (Ling et al., 2012; Mackie & Darvill, 2016; Threapleton et al., 

2017). Contextual factors may hinder or facilitate the implementation of integrated 

care models in different ways (Ling et al., 2012; Mackie & Darvill, 2016; Maruthappu 

et al., 2015; Threapleton et al., 2017). 

Decision makers need to adequately understand barriers and facilitators of integrated 

care for two main reasons. First, barriers represent situations or issues that need to be 

overcome or worked around in order to successfully achieve integrated care. Second, 

facilitators represent winning conditions or successful practices that need to be spread 

or strengthened to ensure the adequate uptake of integrated care models. Given that 

“barriers and facilitators [are] often two sides of the same coin (e.g., good 

management/poor management)” (Ling et al., 2012, p. 3) we present these factors by 

theme rather than identifying them separately. In the following subsections 

influencing factors are clustered into three major groupings: macro, meso and micro 

levels of the health care system. 

2.2.1. Macro level factors 
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They consist of key factors at the supra-organisational, system level or external 

environment of organisations that influence efforts to implement integrated care 

models. 

2.2.1.1. External health policies: A health policy may be defined as “a program of 

actions pursued in a coherent and collective manner by a collective or individual actor” 

(Hassenteufel, 2011, p. 7). Studies suggest that existing policies and/or the 

introduction of new policies may either constrain or facilitate efforts to implement 

integrated care models (Béland & Hollander, 2011; Billings et al., 2020; Ling et al., 

2012; Mackie & Darvill, 2016; Threapleton et al., 2017). For instance, Ling et al. 

(2012) highlighted the mixed effects of a policy initiative known as the “Transforming 

Community Services act” on the process of implementing Integrated Care Pilots in 

England. For some pilots, this policy initiative enhanced the process of implementing 

integrated care by clarifying relationships between provider organisations and 

community services. In other pilots, the Transforming Community Services act was 

reportedly an obstacle to integrating care because it explicitly required clear separation 

between commissioning and providing functions in the models (Ling et al., 2012). 

Health policies that establish eligibility criteria for services, outline the distribution of 

resources or modify the scope of competencies of various health and social care 

providers can potentially enhance or hinder efforts to implement integrated care 

(Billings et al., 2020; Threapleton et al., 2017). Hence there is need to constantly 

examine how various policy initiatives directly or indirectly impact efforts to enact 

integrated care practices. 

2.2.1.2. Funding arrangements: The different ways in which organisations and health 

care providers are funded may influence the implementation of integrated care models 

(Béland & Hollander, 2011; Kodner & Spreeuwenberg, 2002; Ling et al., 2012; 

Threapleton et al., 2017). The historical budget is the main funding model of health 

care organisations in developed countries. However, historical budgets that are tied up 

within annual spending plans may be the cause of funding siloes that hinder efforts to 

enhance inter-organizational collaborations in joint projects (Ling et al., 2012). 

Financial regulations that constrain the capacity of partners to merge budgets may 

hinder integration efforts (Ling et al., 2012). Competitive funding structures and 
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unclear financial attributions between partner organisations may also hinder inter-

organizational collaborations (Threapleton et al., 2017). Physicians who are 

remunerated by a fee-for-services model may not be motivated to work with other 

allied health care providers (MacAdam, 2015; Threapleton et al., 2017). 

Certain studies have highlighted innovative funding arrangements that enhanced the 

enactment of integrated care models. These include pooled funding (Béland & 

Hollander, 2011; Threapleton et al., 2017) and capitation (Béland & Hollander, 2011; 

Threapleton et al., 2017) that have been reported to improve collaborative practices. 

Béland and Hollander (2011) found that “capitation funding creates incentives to 

reduce the total cost of care by substituting community and preventive care for acute 

and residential care” (p. 140). Pooled funding to jointly purchase services that was 

used in the Illawarra model resulted in more coordinated and cost-effective services 

(Béland & Hollander, 2011). 

2.2.1.3 External support: External facilitation leverages the experiences and expertise 

of individuals or groups from outside the organisation to support the implementation 

of integrated care models (Billings et al., 2020; Briggs & Araujo de Carvalho, 2018). 

A major feature of the Integrated Care for Older People’s (ICOPE) strategy was to 

deploy international experts from the World Health Organisation to support 

implementation of integrated care for older adults in several European countries 

(Briggs & Araujo de Carvalho, 2018). The International Foundation for Integrated 

Care has acted as an external facilitator to support the implementation of integrated 

care in several European countries (Goodwin & Ferrer, 2012). Management consultant 

firms (Ling et al., 2012) and research groups like the Sustainable Tailored Integrated 

Care for Older People (SUSTAIN) project have provided external expertise to support 

the implementation of integrated care models in Europe (De Bruin et al., 2018). 

External facilitation from experts from the Kings Fund and the Nuffield Trust have 

been reported as an important ingredient of integrating care in England (Billings et al., 

2020). 

Although all these studies illustrate the importance of external support to enhance the 

implementation of integrated care, local organisational and individual factors are also 

critical to the successful implementation of integrated care models. 
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2.2.2. Meso level 

These consist of factors in the internal environment of organisations that influence 

efforts to implement integrated care models. 

2.2.2.1. Organizational leadership: Organisational leadership refers to the ability of a 

group or an individual to provide guidance, direction or influence other staff of the 

organisation to achieve common goals (Billings et al., 2020; Damschroder et al., 2009; 

MacAdam, 2015; Mackie & Darvill, 2016; Mitterlechner, 2020). While health care 

studies have traditionally examined leadership activities within organisations with 

clear hierarchical structures, it is less clear how to operate leaderships across 

organisational and professional boundaries. Mitterlechner (2020) highlighted two 

main models of leadership in integrated care models; i) a centralised leadership 

structure where one lead organisation is responsible for coordinating integrated care 

activities, and ii) a shared leadership structure where all partner organisations jointly 

coordinate integrated care activities. While a powerful lead organisation may establish 

a clear vision and mobilise other organisations to engage in integrated care activities, 

a potential drawback may be lack of strong commitment of partners (Mitterlechner, 

2020). On the other hand, substantial resources, administrative and communication 

processes have to be invested to facilitate shared leadership structures (Mitterlechner, 

2020). A recent study suggests that “manifestation of distributed leadership was 

contingent on the presence of an individual leader who acted as a unifying force across 

their respective network” (Gutberg et al., 2021, p. 1). This means that the capacity to 

create shared leadership structures for integrated care models may be contingent on a 

centralised leader that mobilizes organisations for that purpose. Leadership qualities, 

skills and competencies such as courage, strong communication, and people 

management are essential to building networks, innovate, and drive strategy with a 

variety of providers (Barry et al., 2021; Threapleton et al., 2017) 

Other leadership-related issues include how to manage power and decision-making 

across organisational and professional boundaries (Billings et al., 2020; Mitterlechner, 

2020), and how to mobilize and motivate staff working in different organisations to 

carry out integrated care activities (Mitterlechner, 2020). 
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2.2.2.2. Relationships: Good existing relationships between individuals and 

organisations is frequently reported as an essential ingredient for successful integrated 

care (Barry et al., 2021; Billings et al., 2020; Kirst et al., 2017; Ling et al., 2012; 

Threapleton et al., 2017). Weekly meetings where inter-professional teams of 

providers get acquainted to one another and discuss client cases fosters trusting 

relationships and was described as “the most powerful tool” (Barry et al., 2021, p. 5) 

for integrating care. Managerial strategies to broker and sustain relationships such as 

encouraging the sharing of success stories, investing in the development of 

communities of practice and promoting face-to-face meetings of providers were 

perceived as enhancing the implementation of integrated care vanguards (Billings et 

al., 2020). 

However, studies show that disagreements over goals, resources, processes and 

benefits of integrated care models often strain relationships and hinder the progress of 

integrated care models (Ling et al., 2012; Threapleton et al., 2017). 

2.2.2.3. Commitment of senior management and reporting structures: Successful 

efforts to implement integrated care models were often reported where stakeholders 

were confident that senior management or their team leaders were strongly committed 

to implementing lasting changes (Ling et al., 2012; Threapleton et al., 2017). Senior 

management has to clarify reporting processes because confusions often occur when 

staff report to line managers within their discipline, while other staff report to line 

managers outside their discipline (Barry et al., 2021). 

2.2.2.4. Information technologies: While integrated care literature recognises the 

importance of IT in advancing integrated care by facilitating inter-organisational 

communication, storage of client data and facilitating information sharing (Mackie & 

Darvill, 2016; Steele-Gray et al., 2018) there are several challenges associated to IT 

systems. Data sharing barriers due to confidentiality, privacy and security reasons 

often hinder information exchange (Erens et al., 2017; Mackie & Darvill, 2016; Steele-

Gray et al., 2018). Incompatible and unaligned IT systems between partner 

organisations may hinder data sharing and communication (Erens et al., 2017). 

Layering of new IT platforms onto existing platforms have often complexified the 

implementation of integrate care (Steele-Gray et al., 2018). Health and social care 
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providers often use different IT systems that may lead to duplication of efforts when 

providers have to fill out the same clinical information in different platforms (Erens et 

al., 2017). 

Data sharing agreements and efforts to align incompatible IT systems (Mackie & 

Darvill, 2016) have been used as strategies to work around IT-related obstacles to 

integrating care. 

2.2.2.5 Co-location of staff : Studies suggest that co-locating different providers (e.g. 

nurses, social workers, etc.) in the same working space advanced integrated care 

practices (Barry et al., 2021; Erens et al., 2017). Co-locating staff in the same building 

increases the frequency of communication and improves problem-solving capacities 

by tapping into a broad array of expertise (Ling et al., 2012). Co-locating staff is 

central to developing learnings, shared knowledge and understanding different 

professional roles (Mackie & Darvill, 2016). Timely interdisciplinary communication 

of client clinical conditions was also facilitated by co-location of staff (Mackie & 

Darvill, 2016). However, co-locating staff may also generate conflicts due to different 

professional cultures or unclear hierarchies that may undermine efforts to integrate 

care (Rashid, 2013). 

2.2.2.6. Communication strategy: Some studies found that staff felt demotivated 

when there was an absence of clear and consistent communication from leaders within 

organisations about what work was required and contribution needed from participants 

(Erens et al., 2017; Ling et al., 2012). Lack of clarity in the communication strategy 

may hinder collaborations that are essential for integrating care. Effective 

communication between partner organisations and senior leadership is essential to 

maintaining functional teams in integrated care models (Mackie & Darvill, 2016). 

2.2.2.7. Training and adaptation: Staff of health and social care organisations often 

have to adapt their roles and functions during the process of integrating care. The 

provision of additional training that is specific to the service change may be an 

important aspect of supporting staff that changed their roles and functions (Erens et 

al., 2017; Ling et al., 2012; MacAdam, 2015). Building provider expertise by investing 

in training on how to work together effectively in teams may improve the 

implementation of integrated care (Kirst et al., 2017). Ongoing training and coaching 
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on the goals and processes of integrated care models may improve implementation 

efforts (MacAdam, 2015). 

2.2.2.8. Public service bureaucracy: A recent study suggests that integrated care 

models may carry “genes of bureaucracy” (Couturier, Wankah, Guillette, & Belzile, 

2021). This bureaucracy is manifest in long chains of managerial approval between 

multiple partners of integrated care models and slow decision-making about shared 

goals or resources (Couturier et al., 2021; Ling et al., 2012). Staff are often frustrated 

by bureaucratic constraints that are perceived as hindering progress in the 

implementation of integrated care models. 

2.2.2.9. Resources allocated for integration: Allocating adequate resources for 

integrating care is a critical factor for success (Erens et al., 2017; MacAdam, 2015; 

Mackie & Darvill, 2016; Threapleton et al., 2017). Staff are often demotivated by 

having to complete activities related to their integrated care model in addition to their 

existing workloads (Erens et al., 2017). Difficulties to recruit appropriate number and 

quality of staff may hinder integration efforts (Erens et al., 2017). Furthermore, 

“managers need to be aware of the need to plan for the time and resources to maintain 

staff adherence to the goals of the change” (MacAdam, 2015, p. 12). 

2.2.2.10. Organisational culture: Various work cultures may hinder or enhance the 

implementation of integrated care models. Ling et al. (2012) found that an existing 

“blame culture” in the National Health Services where individuals or organisations 

were singled out for the bad state of affairs hindered efforts to implement integrated 

care. On the other hand, staff were motivated in organisations that had a good “risk 

culture” where individuals and groups could openly discuss and jointly face 

uncertainty (Threapleton et al., 2017). Professional cultures that undervalue social 

models of care may hinder effective inter-professional collaborative practices that are 

essential for integrating care (Erens et al., 2017). 

2.2.3. Micro level 

These consist of individual level factors that influence the implementation of 

integrated care models. 

2.2.3.1. Clinical champions : Studies show that an important success factor for 

integrating care is to have staff that constantly motivate their colleagues (Ling et al., 
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2012; Threapleton et al., 2017). These clinical champions are individuals with the 

capacity to engage with and motivate their peers, and constantly remind them of the 

benefits of integrating care (Ling et al., 2012). Any staff member holding a managerial 

or professional role may be an effective clinical champion. 

2.2.3.2 Staff engagement: It is critical to develop strategies to secure the engagement 

and commitment of managerial and professional staff in order to advance integrated 

care (Kirst et al., 2017). For instance, lack of family physicians engagement to 

integrating care was noted as an “insurmountable barrier to progress” (Ling et al., 

2012, p. 4). Providers are motivated to change practices when they believe in the 

capacity of the model to improve care for their target population (Kirst et al., 2017). 

Professional staff may be demotivated when they feel sidelined in the planning and 

implementation stages of integrated care models (Kirst et al., 2017). Staff may be 

reluctant to engage in integrated care when there is no clear understanding of their 

work requirements or when they do not fully understand their intervention protocols 

(Kirst et al., 2017). 

2.2.3.3. Role clarity: Integrating care may mean that providers have to adopt new roles 

and/or abandon previous roles. Evolving roles may be based on newly defined job 

descriptions (Barry et al., 2021). However, studies show that certain staff may readily 

embrace new roles and competencies without difficulties, while others found that 

integrating care eroded their professional identity (Barry et al., 2021; Erens et al., 

2017; Ling et al., 2012). Successful integrated care strategies dedicated time and 

efforts to support providers by clarifying their new roles and duties in integrated care 

models (Barry et al., 2021). Lack of role clarity and role-specific training may leave 

staff unprepared for their new roles (Barry et al., 2021; Erens et al., 2017). 

 

Insights from contextual factors influencing the implementation of integrated 

care models 

Two main insights related to multiple contextual factors influencing the 

implementation of integrated care include: i) contextual factors as multiple 

ingredients, and ii) limited studies on the institutional environment. 

Contextual factors as multiple ingredients 
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The previous subsections illustrated how multiple contextual factors influenced the 

implementation of integrated care models in various ways. Furthermore, the same 

contextual factor – for example external policies we previously mentioned (Ling et al., 

2012) – may facilitate or impede the implementation of integrated care in different 

situations. This variability of impact and mixed effects of contextual factors may 

partially explain why the successful implementation of integrated care models is still 

not properly understood (Béland & Hollander, 2011; Threapleton et al., 2017). Key 

factors related to the local context have to be taken into consideration when 

implementing integrated care (Béland & Hollander, 2011). Contextual factors are best 

viewed as multiple ingredients that shape the way organisations implement integrated 

care. Hence, it is important for decision makers to build the organisational capacity to 

continuously monitor and examine the various ways multiple ingredients of their local 

context specifically shape implementation efforts in order to inform and continuously 

adjust organisational change initiatives. 

 

Limited studies on the institutional environment 

Most studies report macro, meso or micro level contextual factors that influence the 

implementation of integrated care models. For instance, in their rapid scoping review 

on implementation facilitators and barriers for integrated care models for older adults, 

Threapleton et al. (2017) explicitly categorized macro, meso and micro level factors. 

In their literature review, Maruthappu et al. (2015) proposed a “model for the factors 

required for the adequate implementation of integrated care” that only included 

organisational and system level factors. In their systematic review of factors enabling 

the implementation of integrated health and social care, Mackie and Darvill (2016) 

only mentioned organisational level factors. Taken together, these studies suggest that 

there is limited exploration of how key features of the institutional environment 

influence the implementation of integrated care models for older adults. However, 

features of the institutional environment are powerful behaviour drivers that guide the 

way social actors carry out their daily activities (Greenwood, Oliver, Lawrence, & 

Meyer, 2017; Scott, 2008) – including integrated care activities. 
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In order to address this literature gap, we carried out a literature review that focused 

on understanding how the institutionalist perspective has been used to examine the 

implementation of integrated care models for older adults. 

2.3. Literature review 

The literature review was carried out according to Arksey and O’Malley’s (2005) 

method of scoping studies. This method consists of five steps, namely i) identifying 

clear literature search objectives or questions, ii) identifying relevant studies, iii) 

selecting relevant studies, iii) charting the data from relevant studies, and v) collating, 

summarizing and reporting results (Arksey & O’Malley, 2005). 

2.3.1. Identifying the literature search objective: Our initial literature search 

objective was to identify the body of literature that drew on an institutional theory 

perspective to examine the implementation of integrated care models for older adults. 

However, our initial literature search that included the term “older adults” did not 

reveal any studies. So, we modified the literature search objective to focus on 

identifying extant literature that drew on intuitional theory perspectives to examine 

the implementing integrated care models – not limited to older adults. 

2.3.2. Identifying relevant studies: We used key words to search the following 

electronic data bases: Medline with full text, CINAHL plus with full text, Ageline, 

Abstract in social gerontology, SocINDEX with full text, and Psychology and 

Behavioral Sciences Collection. The key words used were “integrated care models”, 

“implementation” and “institutional theory”. A synthesis of keywords and spelling 

variations are shown in table 1. 

Table 1: Key words for literature search 

Key words Variations of key words 

Integrated care 

model 

“Integrated care” OR “integrated delivery system” OR “integrated 

care model” OR “Integrated health care system” OR intégrat* 

Implementation Implement* OR deploy* OR strategy* OR inplanta* 

Institutional 

theory 

"institutiona* theor*" OR "institutional logic*" OR "institutional 

entrepreneur*" OR "environment* pressur*" OR "institution* 

pressur*" OR "change agent" 
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2.3.4. Selecting relevant studies: The selection criteria for studies consisted of; i) 

articles published between 2000 and 2021 allowed us to focus on recent integrated 

care literature over the last two decades, ii) articles published in English as per the 

main language of the student-researcher, iii) articles that focused on factors 

influencing the implementation of integrated care models, and iv) an institutional 

theory concept was used in the design, analysis or interpretation of findings. 

We had 213 articles from the initial electronic data base search. The Google scholar 

search produced 92 articles with the same combination of key words. 

195 articles were retained after removal of duplicates. 

159 articles were excluded after reading titles of retained articles for the following 

reasons: development studies that focused on various social areas like water 

management or education, research protocols and guidelines, and studies that 

explicitly focused on children and younger adults. 

Of the 36 remaining articles, 19 were excluded after reading their abstracts for the 

following reasons: studies that focused on integrated care model in hospital settings 

without any community-based outreach, and studies that focused on the effectiveness 

or outcomes of integrated care models. 

The full text of the 17 remaining articles were read, and 8 were excluded for the 

following reasons: articles focused on the development of integrated care without 

examining its implementation, conference abstracts that did not offer sufficient details 

on institutional dynamics during the implementation of integrated care models, and 

articles that focused on evaluating the effects of integrated care models without 

examining its implementation. Figure 1 shows a flow diagram of the article selection 

process. 
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Figure 1: Flow diagram article selection process 

2.3.5 Extracting data from selected articles: A data extraction grid (annex 1) was 

used to extract relevant data from the selected studies. The data extraction grid 

consisted of three main sections; i) the first section consisted of extracting the type of 

article, methodology and theoretical frameworks that were used in the study, ii) the 

second section consisted of extracting relevant concepts on the implementation of 

integrated care models, and iii) the third section consisted of extracting, emerging 

themes on the implementation of integrated care models as well as strengths and 

weaknesses of the studies. 

Data extraction and analysis was done by an iterative and inductive approach (Miles, 

Huberman, & Saldaña, 2014) that consisted of identifying emerging and cross-cutting 

themes that were implicitly or explicitly described in the articles on factors that 

influenced the implementation of integrated care models.  

2.3.6 Reporting studies: A narrative synthesis of selected studies is presented below. 

For the purpose of this thesis, the selected studies are presented in a chronological 
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order, starting with the oldest. At the end of this subsection, we present a table 

summarizing the contributions of these studies to the Ph.D. research (see table 2). 

 

Synthesis of selected studies 

Forbes - Scotland (2012) 

Forbes (2012) carried out a qualitative case study to explore the process of 

implementing the Community Health Partnerships model in Scotland. In 2003, the 

Scottish Executive enacted the Partnership for Care policy that required all health 

areas to implement Community Health Partnerships built on existing National Health 

Services (NHS) structures. Specifically, this model required the creation of 

committees between local councils (social services) and local NHS boards (health 

services) to plan for and implement local Community Health Partnerships. The author 

stated that this integrated care model carried an NHS institutional logic because the 

model was dominated by NHS structures, ideas and agenda that was perceived as 

hindering the development of effective partnership working with councils.  

This study focused on understanding how institutional entrepreneurs – defined as 

senior managers in one local NHS board and council - deviated from the government 

mandated model to promote an alternative model called the “Integrated Community 

Health Partnerships” where actors from local councils played a much greater role. The 

author carried out 35 semi-structured interviews of senior managers of the NHS board 

and local council, and analysis of key policy documents. The main findings showed 

that senior managers from the local NHS board and council collectively acted as 

institutional entrepreneurs to advance the Integrated Community Health Partnership 

model by acting at three levels of the health systems. First, at the micro-level, these 

institutional entrepreneurs recognised the opportunity for working together around 

problems of health inequalities within their city. Drugs and alcohol misuse, poor 

housing and poverty were identified priority areas that motivated partnership working 

between the health (NHS) and social services (city council) sector. Second, at the meso 

level, these institutional entrepreneurs designed an innovative Integrated Community 

Health Partnership model that reflected their local priorities and “that it would not be 

dominated by the NHS, making it attractive to the city council” (Forbes, 2012, p. 
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1107). The main idea was to create an alternative integrated care model where the 

NHS board and local council were “equal” partners. Finally, at the macro level, these 

institutional entrepreneurs carried out a series of actions to legitimise their innovative 

model at the local and national level. Local legitimation strategies focused on 

convincing “powerful NHS professionals such as the medical profession of the value 

of the new [Integrated Community Health Partnership model]” (Forbes, 2012, p. 

1108). National legitimation strategies consisted of convincing the Scottish Executive 

to accept and adopt the innovative model in the national plan.  

This article has two main strengths. First, the author provided a detailed methodology 

that showed the different steps he used to collect and analyse data. His detailed 

description of how he created first order and second order axial coding was very 

informative for a novice qualitative researcher. Second, the results of the study were 

very well written and informative. The author clearly described how senior managers 

acting as institutional entrepreneurs invested time and resources to enact an alternative 

form of the government mandated integrated care model. These findings clearly 

illustrated the challenges faced by entrepreneurial managers and the strategies they 

used to mitigate those challenges. The main methodological weakness of this study is 

the fact that only one author collected and analysed the data. It is not clear whether 

this author worked alone or was supported by a wider research group for his data 

collection and analysis. Given the scope of qualitative data he collected and the depth 

of analysis, it would have been interesting from a methodological point of view and 

credibility of the study to know if there was consensus on the final findings. 

 

Novotna – Canada (2014) 

Novotna (2014) carried out a multiple case study to explore the development and 

implementation of integrated treatment for concurrent disorders between a hospital 

and community health centre in Ontario, Canada. People living with concurrent 

disorders were defined as people who simultaneously needed mental health and 

addiction services. The author explored how the institutional logic driving adoptions 

of cost-effective services and the institutional logic driving the adoption of patient-

centered care jointly shaped the implementation of integrated treatments for 
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concurrent disorders. The author carried out 27 semi-structured interviews (nine 

clinicians, eight managers, six patients/caregivers, and four policymakers/experts), 

analysis of government reports, and non-participant observations of biweekly 

administrative and clinical meetings of two programs. The main findings of this study 

suggest that treatment services for concurrent disorders were pressured by government 

to adopt more business-like managerial strategies to enhance the performance culture 

of organisations that were more aligned to a corporatist institutional logic, that often 

conflicted with the core principles of comprehensive care that was aligned to a client 

centred logic that social workers and other providers adhered to.  

This study had two main strengths. First, the authors provided a detailed and well 

researched section on different aspects of institutional theory, while highlighting the 

importance of institutional logics as drivers of behaviour in shaping organisational 

practices. Second, the findings clearly illustrated power dynamics when the 

introduction of managerial-led ideas of cost-effective services conflicted with existing 

professional-led ideas of patient centred care in the management of concurrent 

disorders.  

This study also had two main weaknesses. First, the author did not clearly distinguish 

the two institutional logics she studied. Most of the time the meanings and 

characteristics of the logics were implied in the article and may be hard to understand 

for a reader who is not well versed with institutional literature. It would have been 

interesting to clearly distinguish key features of both institutional logics of interest. 

Second, in the discussion the author does not clearly show the implications of their 

findings for research, practice or the advancement of theory.  

 

Breton et al. – Canada (2014) 

Breton et al. (2014) carried out a multiple case study to explore the development and 

implementation of integrated diabetes centres in Québec, Canada. Specifically, this 

study aimed to understand how organisations transitioned from a service-based 

institutional logic where services were organised and provided according to the 

capacity and resources of organisations to a population based institutional logic where 

organisations jointly assumed responsibility for organising and delivering services to 
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a geographically defined population following government mandated health care 

reforms. The authors carried out non-participant observations, 27 semi-structured 

interviews of senior managers and analysis of policy documents in four study sites. 

The main findings of this study show that the institutional entrepreneurship of 

proactive health care managers was a strong driving force for the successful transition 

of health care organizations to a population-based logic. These managers carried out 

sensemaking activities to redesign services through a population-based lens, they had 

the power to mobilise human and material resources to enact the new services, and 

they invested considerable efforts to mobilise partners to achieve the new population-

based mandate.  

The major strength of this study was the detailed findings sections. The authors clearly 

showed how the institutional entrepreneurship of managers worked in three 

interconnected stages – the emergence of the model, implementation of the model and 

diffusion of the model – to advance integrated care practices. A major weakness of 

this study was that the authors provided a very long and detailed theory section on 

institutional entrepreneurship, but most constructs that were presented were not used 

in the data analysis. It was often difficult to link the theory to results that were 

presented. Maybe a shorter theory section that focused on constructs that were relevant 

to data analysis would have been easier to understand. 

 

Dent and Tutt – England (2014) 

Dent and Tutt (2014) carried out a multiple case study to explore the introduction of 

e-patient information systems within care pathways to advance integrated care in NHS 

primary care trusts in England. Specifically, the authors aimed to explain how health 

care professionals and information specialists collaborated in the implementation of 

the e-patient information systems in two local health networks in the English 

midlands. One local health network was characterised as having a more 

“management-led” institutional logic and the other as having a more “occupationally-

controlled” institutional logic. Both logics shaped the adaptation and implementation 

of e-patient information systems in the cases studied. The main findings of this study 

suggest that success and failures of implementation efforts were related to i) 
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organisational boundaries because various organisations used different information 

systems, ii) hybrid change facilitators (e.g. nurses employed by IT companies to help 

shape design of programs) enhanced the implementation of changes, and iii) investing 

in progress chasing practices that consisted of continuous “patient tracking” to identify 

clients who did not fit the perfect profile of interventions in order to improve the 

intervention.  

This study has two main strengths. First, the authors creatively used two theoretical 

approaches – the institutional logics theory (Thornton & Ocasio, 2008) and the path 

dependency theory (Schreyögg & Sydow, 2011) – to analyse their findings. This 

approach led to a very sophisticated analysis of data with rich results. Second, the 

authors clearly illustrated the practical implications of their findings – for example 

investing in hybrid change facilitators to enhance the uptake of IT innovations in 

integrated care models. Two main weaknesses of this study. First, the theory section 

is sparse, the institutional logics were implied and not properly characterised. Second, 

there is very little details on data collection, data analysis or research participants. 

 

Goodrick and Reay – United States (2016) 

Goodrick and Reay (2016) carried out a study to explore the implementation of 

Accountable Care Organizations (ACO) in the US. These authors argued that each of 

the goals of the triple aim (Bodenheimer & Sinsky, 2014) represented a distinct 

institutional logic on which ACOs were founded. Specifically, i) the first goal – 

improving patient experience of care aligned with a professional institutional logic 

because traditionally “professionals have determined quality based on their “expert” 

evaluation of patient needs” (Goodrick & Reay, 2016, p. 687); ii) the second goal – 

improving the health of populations aligned with a state institutional logic because the 

state in the major actor responsible for “meeting the goals of public health in ensuring 

that citizens have access to care and that societal health is improved” (Goodrick & 

Reay, 2016, p. 687); and iii) the third goal – reducing per capita cost of health care 

aligned with a market institutional logic because “patients are viewed as customers, 

incentives drive behavior, and quality is influenced by consumer demand” (Goodrick 

& Reay, 2016, p. 687). In this study the authors pointed out that stakeholders often 
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faced conflicting situations to reconcile these three institutional logics during the 

process of implementing ACOs. They suggested that the actions of stakeholders to 

reconcile these logics cover a spectrum from i) full compartmentalization to segregate 

the effects of various logics in different departments of ACOs, to ii) full hybridization 

to integrate the effects of various logics in different departments of ACOs. Finally, 

they suggested three main practices for ACOs to embrace institutional complexity due 

to the triple aim – i) to enhance the compatibility of different logics by re-interpreting 

organisational practices; ii) to promote strategies that enhance existing synergies 

between conflicting logics; and iii) investing in strategies that create opportunities for 

frontline stakeholders to develop innovative ways of working that combine multiple 

logics.  

The main strength of this study is the creative way that the authors linked the triple 

aims of quality health care to institutional logics. By doing so, it was easy to link 

organisational practices to the three institutional logics. The main weakness of this 

study is the lack of a methods section. We deduce that this may be a literature review 

with theoretical propositions although the authors do not explicitly mention their 

methodology in the article.  

 

Torjensen et al – Scandinavia (2016) 

Torjensen et al. (2016) carried out an explorative multiple case study to explore the 

integration of primary and secondary health care services in three Scandinavian 

countries – Denmark, Norway and Sweden. They notably explored the possibility that 

policy reforms are shifting health care from an institutional logics of care (defined as 

a traditional worldview of primary care services that focus on prevention and health 

promotion service) and institutional logic of cure (defined as a traditional world view 

of specialist services that focus on diagnosis and treatment) towards a unifying 

institutional logic of integrated care (defined as an innovative approach to health care 

that focuses on establishing seamless services). This study was mostly based on a 

literature review that examined shifts in health care policies and strategies to advance 

integrated care in three Scandinavian countries. The main findings of this study 

suggest that three main mechanisms of i) hierarchy (e.g. mandatory health care 
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agreements between hospitals and municipalities in Norway), ii) markets (e.g. 

financial incentives for general practitioners to follow up clients in Denmark) and iii) 

networks (e.g. national e-health strategy developed by cross-governmental 

organisation in Sweden) were used to promote integrated care in these countries.  

The main strength of this study is that the authors provided a broad range of practical 

examples of strategies used by stakeholders in the three countries to advance 

integrated care. The major weakness of this study is that the authors did not properly 

characterise the cure, care and integrated care institutional logics. It would have been 

helpful to have a table that clearly presents distinguishing features of these three 

institutional logics. 

 

Shaw et al – England (2017) 

Shaw et al. (2017) carried out an ethnographic case study to explore the 

implementation of care transitions in an integrated care model in England. In 2003, 

government enacted the Community Care Act that notably carried two distinct 

institutional logics – i) a partnership institutional logic that required hospital and 

social services to work together to enhance the process of discharging clients from the 

hospital to the community, and ii) a coercive institutional logic that mandated financial 

penalties if timely discharges to the community were not adequate. The authors carried 

out non-participant observations, semi-structured interviews and analysis of policy 

documents. The main findings of this study highlight the institutional entrepreneurship 

of health care managers that promoted a partnership logic to enhance care transitions 

between the hospital and the community. The three main activities carried out by 

entrepreneurial managers included i) creating a new local guidance document that 

outlined specific practices that could enhance collaborations between local health and 

social services in care transitions at the meso-level, ii) creating an inter-organizational 

hub to improve collaboration between health and social sectors at the meso-level, and 

iii) investing in relationship work at the clinical level to advance integrated care at the 

micro-level.  

The main strength of this study is the theory section where the authors presented a 

synthesis of the institutional logics and institutional entrepreneurship concepts. It is 



33 

 

 

easy to understand and interpret the findings of the study since they are closely linked 

to this theory section. One weakness of this study is that the authors introduced the 

idea of a partnership logic in integrated care, but it was not properly characterized. 

Future studies may need to outline key features of this institutional logic. 

 

Bernardi and Exworthy- England (2020) 

Bernardi and Exworthy (2020) carried out a multiple case study to explore the 

implementation of information technology (IT) innovations in integrated care models 

in England. Specifically, they examined how the hybrid identity of clinical managers 

was influenced by three institutional logics, namely, a managerial institutional logic, 

a professional institutional logic and a patient-centered care institutional logic. The 

authors carried out 16 semi-structured interviews, non-participant observations and 

document analysis. The main findings of this study illustrated an association between 

the degree of conflicts (no conflict, moderate conflict and high conflict) between 

logics and the innovation behaviour of health care managers. Specifically, when there 

was no conflict between logics, managers acted as innovation advocates. When there 

were moderate conflicts between logics, managers acted as innovation brokers. When 

there was high conflict between logics, managers acted as innovation laggards.  

Two main strengths of this study. First, the authors provided an extensive theory 

section with detailed description and distinguishing features of the three institutional 

logics they studied. Second, the authors provided a detailed methods section that 

clearly described their data analysis approach, showing how they developed their first 

and second order codes from qualitative data. The major weakness of this study is that 

the authors did not provide a detailed discussion of their findings.  

 

Oksavik et al. Norway (2021) 

Oksavik et al. (2021) carried out a multiple case study to explore the implementation 

of interventions that promote the participation of older adults living with multi-

morbidity in integrated care models in Norway. Specifically, they aimed to show how 

seven distinct institutional logics motivated and shaped the participation of patients in 

integrated care models. These institutional logics were i) the professional logic, ii) the 
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corporate logic, iii) the market logic, iv) the community logic, v) the state logic, vi) 

the family logic, and vii) the religious logic. They carried out four focus groups, direct 

observations, and policy analysis in four municipalities. The findings were presented 

at three different levels. At the macro level all seven logics influenced the participation 

of patients. At the meso level the state logic and the medical professional logic mostly 

influenced participation of clients. At the micro level the state logic, medical 

professional logic and corporate logic mostly influenced participation of clients.  

The main strength of this study is the detailed methodology that clearly showed how 

the authors collected and analysed their data. Specifically, the coding process using 

the institutional logics as a coding framework was well described in the data analysis 

section. The main limit of this study is that the authors tried to use all the seven societal 

institutional logics (Thornton & Ocasio, 2008) to explore the normative integration of 

patients in integrated care models. This may have been an ambitious goal because the 

findings lacked practical examples of how all of these seven logics influenced the 

normative integration of clients. Maybe focusing on the most salient institutional 

logics could have provided richer results. 

 

Table 2: Overview of literature review 

Author 

(date) 

Title; journal or book Contribution to Ph.D. 

project 

Forbes 
(2012) 

Institutional entrepreneurship in hostile settings: health and social care 
partnerships in Scotland, 2002–05; Environment and Planning C: 
Government and Policy 

• Introduction and 
rationale 

• Methodology 

• Institutional 
entrepreneur concept 

• Discussion 

Novotna 
(2014) 

Competing institutional logics in the development and implementation 
of integrated treatment for concurrent disorders in Ontario: A case 

study; Journal of Social Work 

• Institutional logics 
concept 

• Theory section 

Breton et al. 
(2014) 

How healthcare organisations can act as institutional entrepreneurs in 
a context of change; Journal of Health Organization and Management 

• Rationale of the study 

• Institutional 
entrepreneur concept 

• Findings section 

Dent and Tutt 
(2014) 

Electronic patient information systems and care pathways: The 
organisational challenges of implementation and integration; Health 
Informatics Journal 

• Findings section 

• Discussion 

Goodrick and 
Reay (2016) 

An Institutional Perspective on Accountable Care 
Organizations; Medical Care Research and Review 

• Institutional logics 
concept 

• Discussion and 
implications 

Torjensen et 
al. (2016) 

The quest for promoting integrated care in the Scandinavian countries 
- recent reforms, possibilities and problems; Towards a Comparative 
Institutionalism: Forms, Dynamics and Logics Across the 

• Practical examples of 
manifestations of 
institutional logics. 
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Organizational Fields of Health Care and Higher Education; Emerald 
group publishing limited 

• Institutional logics 

Shaw et al. 

(2017) 

The institutional logic of integrated care: an ethnography of patient 

transitions, Journal of Health Organization and Management 
• Introduction and 

rationale 

• Institutional logics and 
institutional 
entrepreneur concepts 

• Theory section 

• Findings section 

• Discussion  

Bernardi and 
Exworthy 
(2020) 

Clinical managers' identity at the crossroad of multiple institutional 
logics in IT innovation: The case study of a health care organization in 
England; Information Systems Journal 

• Institutional logics 
concept 

• Theory section 

• Findings section 

Oskavik et al. 
(2021) 

‘What matters to you?’ Normative integration of an intervention to 
promote participation of older patients with multimorbidity – a 
qualitative case study; BMC Health Services Research 

• Institutional logics 

• Methodology 

 

Synthesis of literature review 

1. Most of the studies we identified used the institutional logics theory (Thornton & 

Ocasio, 2008) and/or the institutional entrepreneur theory (Battilana et al., 2009) 

to explore issues related to the implementation of integrated care models. This 

means that both theories may be interesting perspectives to use for our thesis. 

2. There was high variability in the number and types of institutional logics that were 

used in various studies. For instance, some studies examined the influence of seven 

societal institutional logics (Oksavik et al., 2021), while others examined the 

influence of three institutional logics (Bernardi & Exworthy, 2020; Goodrick & 

Reay, 2016; Torjesen et al., 2016) other examined two institutional logics (Dent 

& Tutt, 2014; Novotná, 2014; Shaw et al., 2017). Although there is no guidance 

on the types of institutional logics that should be used in a study, we realised that 

studies managerial, professional and partnership related logics were frequently 

reported in integrated care literature. We decided to focus on those three 

institutional logics for our thesis. 

3. Some studies did not properly define or characterise their institutional logics 

(Breton et al., 2014; Forbes, 2012; Novotná, 2014). There were overlapping 

definitions of terminologies used frame institutional logics. For instance, the 

partnership institutional logic (Shaw et al., 2017) and the integrated care 

institutional logic (Torjesen et al., 2016) mainly centered around enhancing a 

collaboration ethos between the cure (health) and care (social) sectors. We argue 



36 

 

 

that there is more to integrated care than enhancing collaborations. Integrating care 

also means using shared clinical tools, or information systems etc. (Kodner & 

Spreeuwenberg, 2002). Overall, the variability in terminologies and features of 

institutional logics is beyond the scope of our study. For the purpose of this thesis, 

we decided to use the terminology partnership institutional logic to refer to 

practices advancing a collaboration ethos and in order not to confuse with other 

integrated care practices. 

4. These studies highlighted the key role of institutional entrepreneurs in driving 

organisational changes that led to the successful implementation of integrated care 

models (Breton et al., 2014; Forbes, 2012; Shaw et al., 2017). However, there was 

great diversity and lack of consistency of strategies deployed by institutional 

entrepreneurs across the studies. This means that there is a need to carry out more 

studies to strengthen the evidence base of strategies deployed by institutional 

entrepreneurs to enhance the implementation of integrated care. 

Following insights from the literature review, we developed a theoretical framework 

drawing on the theory of institutional logics (Thornton & Ocasio, 2008) and 

institutional entrepreneurship (Battilana et al., 2009) to guide the thinking and analysis 

of this thesis. 

2.4. Theoretical framework 

Neoinstitutional theory (DiMaggio & Powell, 1983; Meyer & Rowan, 1977) emerged 

in the 1970s when “investigators began to recognize the significant effects on 

organising of wider social and cultural forces: the institutional environment” (Scott, 

2008, p. x). This sociological perspective of organisational studies represented a shift 

from traditional views of organisations as technical systems where the conscious 

actions of rational individuals improved the production of services to social and 

cultural systems that influenced the behaviour and activities of individuals and groups 

in organisational settings (Greenwood et al., 2017; Scott, 2008).  

Earlier neoinstitutional studies sought to understand how socio-cultural forces of the 

institutional environment influenced or shaped the structure and functioning of 

organisations (DiMaggio & Powell, 1983; Meyer & Rowan, 1977). These studies 

suggested that homogenous or isomorphic organisational changes (that is when 
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organisations that operate in the same field tend to closely resemble one another) occur 

when social actors conform to coercive, mimetic and normative environmental 

pressures in order to gain legitimacy and to secure critical resources. While the 

organisational isomorphism concept offers insights into how and why organisations 

adopt similar practices under environmental pressures, it did not explain 

organisational heterogeneity – that is the variety of strategic behaviours that different 

individuals or groups within organisations adopt when subjected to similar 

environmental pressures.  

The theoretical framework of this thesis is based on two institutional theory concepts 

i) the institutional logics theory (Thornton & Ocasio, 2008; Thornton, Ocasio, & 

Lounsbury, 2012) and ii) the institutional entrepreneur theory (Battilana et al., 2009; 

Garud, Hardy, & Maguire, 2007) that can help in understanding the process of 

heterogenous institutional change. 

Institutional logics theory 

Institutional logics are defined as higher order societal values, norms or belief systems 

prevailing in the wider environment of organisations (Friedland & Alford, 1991; 

Novotná, 2014; Thornton & Ocasio, 2008). The theory of institutional logics 

conceives societies as an “inter-institutional system” that is constituted of multiple, 

and often contradictory socio-cultural belief systems (Friedland & Alford, 1991). This 

theoretical perspective has proven its importance in studying heterogenous 

institutional change processes of health systems (Novotná, 2014). For instance, Reay 

and Hinings (2005) explain the radical transformation of Alberta’s health care system 

by illustrating how government reforms in 1994 introduced a business-like health care 

institutional logic that emphasized the determination of quality of services by market 

forces and promoted the provision of services by low-cost providers at the expense of 

an existing medical professional institutional logic that emphasized the quality of 

services controlled by physicians and the provision of services under the direction of 

physicians. In other words, this study suggests that institutional change occurs when a 

“new” dominant institutional logic replaces an “older” existing institutional logic 

(Reay & Hinings, 2005). In another study Dunn and Jones (2010) found that 
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institutional change in the field of medical education was related to fluctuations in the 

salience of a care institutional logic and a science institutional logic. 

Incorporating the institutional logics concept in integrated care research may advance 

our understanding of complex institutional change processes (Bernardi & Exworthy, 

2020; Shaw et al., 2017). Organisational fields, such as integrated care, are exposed to 

multiple institutional logics in their natural environments that constrain, regulate and 

guide the actions of individuals and groups (Greenwood, Raynard, Kodeih, Micelotta, 

& Lounsbury, 2011). Co-existing or simultaneously occurring logics are often 

interdependent in their natural setting. This means that simultaneously occurring 

institutional logics mutually influence each other during the transformation of health 

systems. Studies suggest that co-existing logics interact in two main ways – tensions 

occur when simultaneous prescriptions from multiple institutional logics are perceived 

as having antagonistic effects or hindering change efforts, while complementarity 

occurs when simultaneous prescriptions from multiple institutional logics are 

perceived as having synergistic effects or enhancing change efforts (Greenwood et al., 

2011; McPherson & Sauder, 2013). Bernardi and Exworthy (2020), for example, 

investigated the interplay of a managerial, professional, and patient centered care logic 

during the implementation of integrated community-based Information Technology 

innovations for older adults. They pointed out that tensions between a patient centered 

care logic of bring care closer to the home of clients and a professional logic of 

increased workload of physicians hindered the implementation of a telehealth project 

for heart failure (Bernardi & Exworthy, 2020). On the other hand, these authors argued 

that complementarity between a managerial logic of cost reductions, a patient 

centered care logic of bringing care closer to the home of clients and a professional 

logic of delivering effective clinical services may have enhanced the implementation 

of a telehealth project for obstructive sleep apnea (Bernardi & Exworthy, 2020). For 

integrated care models, this means that tensions between multiple institutional logics 

may hinder implementation efforts, while complementarity between logics may 

enhance implementation efforts. 

Several studies have highlighted professionalism and managerialism as the main 

institutional logics in the healthcare sector (Bernardi & Exworthy, 2020; Goodrick & 



39 

 

 

Reay, 2011; Kitchener, 2002; G. Martin, Currie, Weaver, Finn, & McDonald, 2017; 

Reay & Hinings, 2009; Scott, Ruef, Mendel, & Caronna, 2000; ten Dam & 

Waardenburg, 2020). The professional logic is rooted in the expert knowledge of 

professionals, and ideals of professions as a potential force for good in enhancing high 

quality care (Goodrick & Reay, 2011; Scott et al., 2000). The professional logic 

emphasizes strong beliefs in the autonomy and freedom of professionals in 

determining their practices, professional self regulation and collegial control of health 

issues (Reay & Hinings, 2009). Furthermore, professional groups like physicians are 

often reported to be driven by a professional sub-culture – the medical professional 

logic – that emphasizes the professional privileges of physicians in healthcare 

organisations (Reay & Hinings, 2009; Scott et al., 2000). For instance, Starr (1982) 

farmed “the golden Age of Medicine” as a reference to the mid 20th century when the 

beliefs and values of the medical profession was the dominant force in the organisation 

and transformation of health systems in developed countries. In integrated care 

literature, the central coordination role of physicians or the introduction of medical 

standards in clinical evaluation tools and processes are manifestations of the medical 

professional logic (Mæhle, Small Hanto, & Smeland, 2020).  

The managerial logic refers to the introduction of or the prominence of management 

values and strategies in healthcare settings (Berg & Pinheiro, 2016; Bernardi & 

Exworthy, 2020; Kitchener, 2002; G. Martin et al., 2017; Scott et al., 2000). This logic 

emphasizes core aspects of managerial beliefs, philosophies and practices in the 

organisation and delivery of health services (Bernardi & Exworthy, 2020; Carvalho, 

2012). For instance, Carvalho (2012) argued that the introduction of the New Public 

Management philosophy in the Portuguese health care sector was “a trend of reforms 

based on the three E’s idea: Economy, Efficiency and Efficacy” (p. 525). Some 

features of the managerial logic include standardization of clinical and administrative 

practices; mergers, acquisitions and downsizing to achieve economies of scale; 

optimization and efficiency in the use of human, material and financial resources; and 

performance-based management of organisations (Bernardi & Exworthy, 2020; 

Carvalho, 2012; Kitchener, 2002; Novotná, 2014). The managerial logic influences 

the way daily operations in the health sector are organised (Bernardi & Exworthy, 
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2020). For example, strategies to redesign care processes and task redistribution in an 

integrated care pilot project in Canada was a manifestation of the managerial logic 

(Mansfield et al., 2020). 

Recent studies recognize approaches to build collaborative practice capacities between 

professionals and organisations in the continuum of care as being driven by a distinct 

institutional logic, framed as the partnership logic (Mansfield et al., 2020; Shaw et 

al., 2017). This logic emphasizes beliefs in a collaboration ethos that is critical to 

establishing/enhancing connectivity and working together to achieve collective goals. 

Some features of the partnership logic include shared responsibility for services and 

outcomes, reciprocal obligations between organisations, and a population-based 

approach of organising and delivering health services (Shahzad et al., 2019; Shaw et 

al., 2017; Sittig, Belmont, & Singh, 2018). For example, Shaw et al. (2017) illustrated 

a dominant partnership logic when hospital and social services department staff in the 

English National Health Services committed to work together to improve patient 

transitions to the community. 

 

Table 3: Distinctive features of three institutional logics 

Categories Managerial logic Professional logic  Partnership logic  

Goal The main goal is to 

provide effective and 

efficient services 

The main goal is to provide 

quality clinical services 

Goal is to enhance 

collaborations between 

professionals and 

organisations 

Salient 

Values 

Value performance 

management of the 

health system 

 

Value the provider-client 

relationship as the main 

component of the health system  

 

Value connectivity between 

different elements of the 

health system 

Basis of 

attention 

Focus on administrative 

control of the health 

system 

Focus on collegial self 

regulation and professional 

autonomy in the delivery of 

health services 

Focus on joint responsibilities 

in the organisation and 

delivery of health services. 

 

Although institutional logics provide motives of action that constrain organisational 

practices, certain actors within organisations called institutional entrepreneurs 
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(Battilana et al., 2009) have the capacity to change institutionalized practices through 

their actions. In the next subsection, we present the institutional entrepreneur theory. 

 

 

Institutional entrepreneur theory 

A central tenet of the institutional approach is that institutional change occurs when 

key social actors embrace environmental ideas, beliefs and values that provide motives 

for action to what is considered appropriate or inappropriate behaviour in an 

organisational filed (DiMaggio & Powell, 1983). Institutional entrepreneurs may be 

conceived as change agents who initiate, promote and sustain divergent actions that 

change the structure and functioning of organisations (Battilana et al., 2009; Breton et 

al., 2014). In this way, creative entrepreneurs can introduce new ideas/practices or 

enhance existing practices that eventually become well established over time (Breton 

et al., 2014; Garud et al., 2007). In the field of integrated care, a partnership 

institutional logic is a key feature of healthcare policies and practices in several 

developed countries (Birrell & Heenan, 2014; Forbes, 2012; Kodner, 2006; Shaw et 

al., 2017). One way of understanding the efforts of social actors to enact collaborative 

practices that are driven by a partnership logic is through the concept of institutional 

entrepreneurship (Forbes, 2012; Shaw et al., 2017). 

 

Institutional entrepreneurship is a concept associated with institutional theory 

referring to the “activities of actors who have an interest in particular institutional 

arrangements and who leverage resources to create new institutions or to transform 

existing ones” (Maguire, Hardy, & Lawrence, 2004, p. 657). In other words, 

institutional entrepreneurs are individuals or groups who introduce new practices or 

modify existing practices within the constraints of their institutional environments 

(Battilana et al., 2009; Garud et al., 2007; Maguire et al., 2004). For instance, 

healthcare managers may act as collective institutional entrepreneurs when they 

connect new treatment norms to the routines of providers (Maguire et al., 2004) 

The literature suggests that the capacity to act as an institutional entrepreneur is 

preconditioned by two types of enabling conditions. Exogenous factors refer to 
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characteristics of the organisational field or the environments of social actors 

(Battilana et al., 2009; Jensen & Fersch, 2019), while endogenous factors refer to 

characteristics of social actors and their respective social positions (Battilana et al., 

2009; Jensen & Fersch, 2019). 

Exogenous factors cause disruptions of organisational fields and invite new ideas or 

different ways of doing things (Battilana et al., 2009). An exogenous factor that might 

facilitate the emergence of institutional entrepreneurs include regulatory changes, 

such as the introduction of a new law or policy reforms favoring partnership working 

between various organisations involved in the continuum of care for older adults 

(Birrell & Heenan, 2014; Forbes, 2012; Shaw et al., 2017). Another exogenous factor 

includes a change in leadership that modifies the strategic orientation of an 

organisation towards more integrated care (Shaw et al., 2017). 

Endogenous factors refer to the way social actors perceive their organisational 

environment and access critical resources necessary to enact changes they prioritize 

(Battilana et al., 2009). Some endogenous factors that might influence the activities of 

institutional entrepreneurs include: 1) Sense-making: the way social actors give 

meaning to equivocal information – such as laws, regulations, directions - and act 

accordingly to establish practices they prioritize (Denis et al., 2009; Garud et al., 

2007); 2) Social capital: hierarchical position, formal and informal networks 

influence the likelihood for social actors to build relationships that are necessary to 

enact changes they prioritize (Battilana et al., 2009). 3) Power: the capacity to 

mobilise resources and to control the behaviour of individuals to achieve integrated 

care partnerships (Garud et al., 2007). 
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Figure 2: Multiple institutional logics (Thornton & Ocasio, 2008) and institutional 

entrepreneurs (Battilana et al., 2009) influencing the implementation of integrated care 

models. 

 

2.5. Policy contexts of integrated care for older adults 

Integrated care for older adults is a policy priority in Canada (Leatt, Pink, & Guerriere, 

2000). All Canadian provinces/territories have Beveridgian-type publicly 

administered health insurance systems that are required to provide a comprehensive 

range of medically necessary services that are accessible to all residents according to 

the guiding principles of the Canada Health Act of 1984. However, Canadian 

provincial/territorial governments are responsible for designing, and organising their 

respective health care systems according to their needs, priorities and resources. That 

is why there are variations in provincial policies shaping integrated care for older 

adults. In the following subsections, we present an overview of the organisation of the 

health systems of Quebec and Ontario with respect to community-based integrated 

care for older adults. 

4.1.1. Policy context of Quebec 

Quebec is the second most populous Canadian province, with about 8.5 million 

residents. Historically, Quebec is considered a pioneer in integrating health and social 

services for two main reasons. First, the design of Quebec’s modern health system in 

1971 included Local Community Health Centres (CLSC – Centre Locaux de Services 
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Communautaires) where interdisciplinary teams of primary care providers (family 

physicians, nurses, social workers and other allied disciplines) were required to work 

together to deliver coordinated community-based services to their local populations 

(Turgeon et al., 2016). While the CLSC model faced enormous challenges, notably 

the resistance of physicians to work in CLSCs as salaried government workers, the 

community-based mandate of CLSCs and interdisciplinary teams of nurses and social 

workers are still functional to this day. Second, the provincial health system is 

governed by a “Ministry of Health AND Social Services (MHSS) that explicitly linked 

the health care and social services sectors. As of date, few countries and Canadian 

provinces have closely integrated both essential sectors of their health systems” 

(Couturier et al., 2021, p. 4). 

Despite these early efforts to integrate health and social care in Quebec, there was a 

continuously rising cost of health services that threatened the sustainability of the 

health care system in the 1980s. In this difficult socio-economic context, several 

provincial commissions evaluated the health system and proposed recommendations 

to improve the effectiveness and efficiency of services. The Rochon Commission of 

1985 proposed several recommendations, including i) the need to simplify a complex 

health care system that favored siloed functioning and fragmented services between 

organisations, ii) the need to increase investment and support the development of 

community organisations in order to decrease the burden of the public health care 

system, iii) the need to develop realistic policies with clear objectives for prevention, 

health promotion and wellbeing, and iv) the need to enhance and sustain the 

integration of health and social sectors (Bélanger, 1992). The Clair Commission of 

2002 proposed several recommendations including i) a capitation-based funding for 

older adults (assurance vielliesse), ii) the implementation of privately owned family 

medicine groups (FMG) and iii) the merger of primary care organisations (Bourque & 

Leruste, 2010).  

Two major structural health care reforms in 2004 and 2015 led to the formalization of 

integrated care in Quebec. In 2004, the government of Quebec enacted Bill 25 entitled 

an Act respecting the development of local health and social services networks. This 

legislation mandated the creation of 95 Health and Social Services Centre through the 
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administrative merger of CLSCs, long-term care facilities and acute care hospitals 

(Bourque & Quesnel-Vallée, 2014; Wankah, Guillette, et al., 2018).  

Furthermore, this legislation required that each Health and Social Services Centre 

should promote local health networks for vulnerable populations – like older adults. 

The policy document entitled Ministerial Action Plan of 2005-2010 a solidarity 

challenge: services for seniors with loss of autonomy outlined specific priorities 

including investing in community-based services to improve care experience of older 

adults living with complex health and social needs and creating favourable conditions 

for informal caregivers to support older adults at home.  

In this context government built on insights from two seminal research projects – the 

PRISMA (Hébert et al., 2010) and SIPA (Béland et al., 2006) – to design their 

integrated care model for older adults called the “Réseau de Services Intégrés aux 

Personnes Âgées (RSIPA) which has become the normal system of care for the elderly 

in Quebec” (MacAdam, 2015, p. 2). Key features of the RSIPA model include i) 

enhancing inter-organizational coordination and collaborations through concertation 

tables between the public sector (Health and Social Services Centers), family medicine 

groups and community organisations involved in the continuum of care of older adults, 

ii) strengthening home care services of CLSCs by investing in providers (nurses, social 

workers, occupational therapists etc.) and information systems to enhance the delivery 

of coordinated care to older adults in their homes, and iii) using needs assessment and 

care planning clinical tools to enhance the continuity and quality of care (MacAdam, 

2015; Wankah, Guillette, et al., 2018).  

In 2015, the government of Quebec enacted Bill 10 entitled An Act to modify the 

organization and governance of the health and social services network, in particular 

by abolishing the regional agencies. This legislation mandated the creation of 22 

Integrated Health and Social Services Centres through administrative mergers of 

Health and Social Services Centres, youth protection centres and rehabilitation centres 

(Wankah, Guillette, et al., 2018). These Integrated Health and Social Services Centres 

were required to sustain integrated care models for older adults in their respective 

territories by collaborating with family medicine groups and community 

organisations. 
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4.1.2. Policy context of Ontario 

Ontario is the most populous Canadian province, with about 14.8 million residents. 

Home and community-based care in Ontario is described “historically as a collection 

of community-based initiatives to meet local needs, remains a patchwork quilt of 

programs and services, each with its own entry point, assessment process, eligibility 

criteria, service offerings, service caps and users fees.” (Williams et al., 2016, p. 6). 

This means that health care policies and the distribution of resources have mostly 

prioritised medically necessary hospital and medical services at the expense of home 

and community care that is not covered by the provincial public health insurance 

(Williams et al., 2016). 

Amid increasing pressure from an ageing population, increase in chronic conditions 

and spiraling increased cost of health care, provincial governments mostly responded 

by increasing the number of beds in residential facilities (Williams et al., 2016). 

However, there were increasing appeals to shift institutional long-term care to the 

community sector. For instance, the Ontario Health Services Restructuring 

Commission (HSRC) of 1996 notably recommended to invest in community care for 

two main reasons (Peckham, Rudoler, Li, & D’souza, 2018). First, the HSRC aimed 

at increasing the cope and capacity of community care to manage long-term care 

clients in their homes and in the community. Second, by enhancing the capacity of 

community care, the HSRC aimed to relieve hospitals and institutional care by 

delaying long-term care and hospital use. Other policy initiatives like the Romanow 

report of 2002 continuously argued for enhancing community care to improve health 

outcomes for the general population (Peckham et al., 2018). 

In 2006, the government carried out structural reforms by the creation of 14 Local 

Health Integrated Networks (LHINs) in the territory of the province (Kuluski, 

Peckham, Williams, & Upshur, 2016). The LHINs were regional bodies that were 

required to lead in planning for local services, promoting integrated community care, 

establishing funding plans and improving access and the quality of patient 

experiences. Health Aging Strategy of 2007 channeled about 1.1 billion dollars 

funding through LHINs to enhance community care (Kuluski et al., 2016). The main 

idea of the Health Ageing Strategy was to support the development of local integrated 
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care initiatives that aimed to support older adults in their homes and communities for 

as long as possible. Government did not provide any blueprint for integrated care 

models for older adults, rather they promoted the development of creative and 

innovative “bottom-up” approaches to providing better integrated care for older adults. 

In this context, local provider organisations like Community Care Access Centres 

(delivering nursing and social care) and family health teams (delivering medical and 

nursing primary health care) developed various integrated care models to improve care 

for older people in their homes in the community. Key features of these models 

included enhancing care transitions from hospital to the community, augmenting 

professional care coordination and using IT systems to monitor clients in their homes 

(Breton et al., 2017). 

 

 



 

 

3. OBJECTIVES AND RESEARCH QUESTIONS 

Overall, the previous chapter highlights the great complexity of implementing 

integrated care models, and the need to better understand this highly complex process 

in ordered to inform future policies and practices.  

The main objective of this thesis is to advance understanding of the implementation 

integrated care models for older adults as perceived by policy makers, managers and 

providers in Quebec and Ontario. The specific objectives and research questions of 

this thesis are presented below: 

 

Objective 1 Research question 1 

To explore how interactions between 

the managerial, professional and 

partnership logics influenced efforts 

to implement integrated care models 

for older adults in Quebec and 

Ontario. 

How did interactions between the 

managerial, professional and 

partnership logics influence efforts 

to implement integrated care models 

for older adults in Quebec and 

Ontario? 

 

Objective 2 Research question 2 

To identify the main strategies 

employed by institutional 

entrepreneurs to enhance a 

partnership logic during the 

implementation of integrated care 

models for older adults in Quebec and 

Ontario. 

What are the main strategies 

employed by institutional 

entrepreneurs to enhance a 

partnership logic during the 

implementation of integrated care 

models for older adults in Quebec 

and Ontario? 

 

 

 

 



 

 

4. METHODOLOGY 

This chapter describes how we carried out the research. This thesis was embedded in 

a wider international project – the iCOACH project (Wodchis et al., 2018). This was 

a collaboration between researchers in Ontario, Quebec and New Zealand that aimed 

at understanding the main steps to improve the implementation of integrated care 

models for older adults. This project examined nine (three per jurisdiction) exemplar 

models of community-based integrated care models for older adults (Breton et al., 

2017). Between 2014-2018, qualitative data was collected at four levels 

(policymakers, managers, healthcare providers and patient/caregivers) of the health 

system. Publications from the iCOACH project covered various areas of integrated 

care such as patient and caregivers’ values for integrated care (Kuluski et al., 2019), 

the use of information and communication technologies in integrated care models 

(Steele-Gray et al., 2018), or developmental milestones for integrated care (Shaw et 

al., 2022). We shall provide additional details on the specific participation of the 

student-researcher in the thesis research.  

This chapter is presented in the following sections, i) the research paradigm and study 

design, ii) study settings, iii) study participants, iv) preparing the student researcher, 

v) data collection and analysis, and vi) ethical issues. 

4.1. Research paradigm and study design 

This thesis aims to capture and interpret the experiences of multiple stakeholders 

(policymakers, managers and providers) who were involved in the implementation of 

integrated care models for older adults. According to Creswell (2013) “a paradigm or 

worldview is a basic set of beliefs that guide action” (p. 19). Hence, researchers in any 

field have philosophical assumptions, beliefs or principles that guide their actions or 

ways of carrying out research. It is important to understand research paradigms 

because “research will uphold, and be guided by the assumptions, beliefs, norms and 

values of the chosen paradigm” (Kivunja & Kuyini, 2017, p. 27).  

This research falls within the constructivist research paradigm that recognises the 

subjective, constructed and contextual nature of human experiences (Denzin & 

Lincoln, 2017). Specifically, constructivist research seeks subjective, varied and 
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multiple meanings of a phenomenon; rather looking for complexity in views instead 

of reduction of ideas (Creswell, 2013). In this thesis, we adopt the constructivist 

epistemological stance that holds that, knowledge on conditions influencing the 

implementation of integrated care models for older adults is acquired by understanding 

the subjective meaning stakeholders (policymakers, managers and providers) involved 

in the enactment of this innovation give to their experiences (Creswell, 2013; Denzin 

& Lincoln, 2017). The experiences of stakeholders involved in the implementation of 

integrated care models constitute their individual realities, and the student-researcher 

acquires knowledge by interpreting these realities. 

Qualitative research methods are most suited to study the subjective experiences 

individuals on social matters within a given context, and to understanding the 

meanings people give to their experiences, actions and problems (Denzin & Lincoln, 

2017). The holistic multiple case study design is most suited for an in-depth 

exploration of a social phenomenon – such as the implementation of integrated care 

models – through multiple data sources in its natural context (Yin, 2018). By using a 

multiple case study design, the student-researcher can have a wider exploration of 

various aspects of the social phenomenon so as to develop an in-depth nuanced 

understanding of issues related to the implementation of integrated care models for 

older adults across the multiple-cases studied (Creswell, 2013; Yin, 2018). 

4.2. Study settings 

This thesis studied the perspectives of multiple stakeholders on the implementation of 

integrated care models for older adults in two different urban cases – one in Quebec 

and one in Ontario.  

 

Brief description of the Quebec case 

The integrated care model for older adults in the Quebec case was located in the home 

care unit of a health and social services centre that served an urban population (Breton 

et al., 2017). The home care unit consists of an interdisciplinary team of health and 

social care providers (nurses, social workers, occupational therapists, etc.) who carry 

out needs assessment, care plans and provide services to clients in their homes. Case 

managers – only social workers were case managers in this case – provide enhanced 
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care coordination for eligible clients who have advanced functional loss. Case 

managers work in collaboration with family physicians from family medicine groups 

to ensure care for clients. Several community organisations provide services such as 

house cleaning, transportation or meals on wheels to clients who are eligible for case 

management. 

 

Brief description of the Ontario case 

The integrated care model for older adults in the Ontario case was located in a family 

health team that served an urban population (Breton et al., 2017). Basically, several 

interconnected programs ensure the continuum of care for older adults. First, the 

family health team harbored a virtual ward program that is coordinated by a physician 

assistant under the supervision of a family physician lead. The virtual ward program 

basically ensures seamless transition of discharged older adults from the hospital to 

their homes. The home visit program consists of a physician, the physician assistant 

and two nurse practitioners who regularly visit homebound clients. The local 

Community Care Access Centre (CCAC) runs a separate program called the Integrated 

Client Care Program (ICCP). Through the ICCP, two care coordinators from the 

CCAC work two days a week in the family health team in order to ensure that home-

bound clients receive adequate social care and services from local community 

organisations.  

 

Both study sites implemented integrated care models for older adults that involved 

extensive networks of collaborative practices between multiple health and social care 

agencies such as privately owned grouped medical practices, public community health 

centres, hospitals, and community-based social enterprises (see - table 4 for 

organisations involved in models).  
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Table 4: Organisations involved in integrated care models for older adults 

Components  Québec case Ontario case 

Key 

organisations 

• One hospital 

• Two local community health 

centres 

• Three long-term care centres 

• Three family medicine 

groups 

• 20 community organisations 

• One hospital 

• One Community Care Access 

Centre 

• One family health team 

• Emergency Medical Services 

(paramedics) 

• 15 community organisations 

 

Both cases were not selected to represent wider integrated care practices in both 

contexts. Rather they were selected because they had the potential to provide rich 

insights into institutional dynamics during the process of implementing integrated care 

models for older adults for four main reasons. First, both integrated care models 

involved collaborations between multiple health and social care agencies with 

different missions, hence potential arena for institutional complexity and tensions. 

Second, coordinated and collaborative activities between managerial and clinical staff 

in the planning, organisation and delivery of services are complex situations that may 

offer insights on the interactions of institutional logics. Third, both cases have 

experienced changes in organisational design and processes that are informative from 

an institutional logics’ perspective. And finally, entrepreneurial managerial efforts to 

transform organisations by enhancing collaborations may offer additional insights on 

challenges encountered and strategies deployed to enhance partnerships. 

4.3. Study participants 

Population studied 

This study aimed to interpret the perspectives of multiple stakeholders (policymakers, 

managers and providers) involved in the implementation of integrated care models for 

older adults. The target population consisted of policymakers, managers and health 

and social care providers involved in the continuum of care for older adults in Quebec 

and Ontario. 

Sampling and inclusion criteria 
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We used a convenience sampling technique to identify potential research participants 

from the study population (Etikan, Musa, & Alkassim, 2016). This is a non 

probabilistic sampling “where members of the target population that meet certain 

practical criteria, such as easy accessibility, geographical proximity, availability at a 

given time, or the willingness to participate are included for the purpose of the study” 

(Etikan et al., 2016, p. 2). We finally had a sample of 65 participants (see table 5) that 

consisted of various policymakers, managers and providers that provided different 

aspects of experiences of stakeholders involved in the implementation of integrated 

care models for older adults. 

Policymakers were system leaders at the ministerial level and senior executives of 

healthcare organisations who had in-depth knowledge of strategic and policy issues 

related to the implementation of integrated care for older adults. Managers were 

middle-level administrative staff of healthcare organisations that were involved in 

daily tactical management of partner organisations involved in the continuum of care 

for older adults. Providers were health and social care professionals including 

physicians, nurses, occupational therapists, or community organisers involved in 

direct care delivery to older adults living with complex needs. Providers that assumed 

administrative roles were considered as managers. The same eligibility criteria applied 

for the iCOACH project and both articles. 

 

Table 5: Research participants 

 Quebec Ontario Total  

Policymakers 11 5 16 

Managers 12 14 26 

Providers 14 9 23 

 37 28 65 

 

Recruitment strategy 

Principal investigators of the iCOACH project were responsible for the recruitment of 

potential research participants. There were two recruitment strategies. First, the 
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administrators of health and social care organisations with whom the research team 

had already formed a working relationship assisted the team to identify appropriate 

personnel working in the continuum of care for older adults to be interviewed. The 

project manager of the research team then sent e-mails to potential participants with 

details about the study. Second, potential research participants who were already 

known to the research team, or who were identified from public websites were invited 

directly by an e-mail from the project manager. 

4.4. Preparing the student- researcher 

Preparing the student-researcher is an important aspect of qualitative research because 

researchers are measurement instruments in qualitative studies (Denzin & Lincoln, 

2017). Novice researchers need to develop skills that are essential for successful 

qualitative data collection and analysis such as the ability to conduct in-depth 

interviews and to accurately analyze and interpret qualitative data (Creswell, 2013; 

Denzin & Lincoln, 2017). The Ph.D. candidate had previously gained practical 

experience in qualitative research during his Master of Health Science studies at the 

Université de Sherbrooke 2015 to 2017 (Wankah, Couturier, & Breton, 2017). 

Specifically, the student-researcher had carried out a qualitative multiple case study – 

embedded in the iCOACH project - that consisted of exploring the perspectives of 

health and social care providers on the implementation of an integrated care model for 

older adults in Quebec (Wankah, Couturier, et al., 2018). 

Four main strategies were used to prepare the student-researcher for qualitative 

research. First, the student researcher participated in graduate level academic courses 

where he practiced mock interviews that enhanced his capacity to carry out data 

collection. Second, during the iCOACH project, the student-researcher participated in 

data collection by shadowing an experienced researcher for the first three interviews, 

then he carried out the remaining interviews of providers by himself. Third, the 

student-researcher received training in the use of the qualitative data analysis software 

NVivo 11. Finally, the student-researcher did co-coding of interviews with 

experienced researchers, followed by comparisons of intercoder reliability in order to 

refine his qualitative data analysis skills. Taken together, all these strategies served to 

prepare the student-researcher for this thesis. 
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4.5. Data collection and analysis 

A reflexive iterative approach of Miles, Huberman and Saldana (2014) was used for 

data collection and analysis. The reflexive iterative approach is used in qualitative 

research “not as a repetitive mechanical task but as a deeply reflexive process, is key 

to sparking insight and developing meaning. Reflexive iteration is at the heart of 

visiting and revisiting the data and connecting them with emerging insights, 

progressively leading to refined focus and understandings” (Srivastava & Hopwood, 

2009, p. 77). The three stages of reflexive iteration (Miles et al., 2014) in qualitative 

data analysis consist of (see figure 2): 

 

Data condensation: this stage consists of “the process of selecting, focusing, 

simplifying, abstracting, and/or transforming the data that appears in the full corpus 

(body) of written-up field notes, interview transcripts, documents and other empirical 

material” (Miles et al., 2014, p. 12). Qualitative researchers may inductively or 

deductively identify key themes, patterns, write summaries or generate categories that 

give meaning to the data or tell a story of the experiences of social actors (Miles et al., 

2014). Researchers often use a code book as a tool to assist in categorising qualitative 

data. 

Data display: this stage consists of developing “an organised, compressed assembly 

of information that allows conclusion drawing and action” (Miles et al., 2014, pp. 12–

13). Various forms of data display include extended textual description of key issues, 

matrices, graphs, charts and network (Miles et al., 2014). All of these data display 

strategies aim to organise information in a compact form so that the researcher can 

easily draw justified conclusions (Miles et al., 2014). 

Conclusion drawing/verification: this stage consists of interpreting the meaning of the 

condensed and displayed data as accurately as possible from the perspectives of 

research participants (Miles et al., 2014). This may often involve drawing intermediary 

conclusions, revising the data, exploring rival explanations or checking for 

inconsistencies. 

Overall, the three stages of data analysis are interwoven over the research process until 

researchers reach a final conclusion. 
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Figure 3: Reflexive iterative stages of qualitative data analysis, from Miles et al. 

(2014). 

 

4.5.1. Data collection  

Two data sources were used for this study – semi-structured interviews (Rubin & 

Rubin, 2012) and official documents (Bowen, 2009). 

Semi-structured interviews 

All 65 interviews (table 5) that were used for this thesis were collected between 2014-

2018 during the iCOACH project. Heaton (2008) provides guidance on five main 

approaches to carry out secondary analysis of qualitative data (table 6). 
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Table 6: Approaches for secondary analysis of qualitative data 

Type of analysis Description  

Supplementary 

analysis 

“a more in-depth analysis of an emergent issue or aspect of the data, 

that was not addressed or was only partially addressed in the primary 

study” (Heaton, 2008, p. 39) 

Supra analysis “the aims and focus of the secondary study transcend those of the 

original research” (Heaton, 2008, p. 39) 

Re-analysis “data are re examined in order to confirm and validate findings of a 

primary study” (Heaton, 2008, p. 39) 

Amplified analysis “two or more existing qualitative datasets may be compared or 

combined for purposes of secondary analysis” (Heaton, 2008, p. 39) 

Assorted analysis “re-use of existing qualitative data is carried out alongside the 

collection and analysis of primary qualitative data for the same study” 

(Heaton, 2008, p. 39) 

 

In the original design of this thesis, we had planned to carry out an assorted analysis 

that consisted of first analysing available semi-structured interviews from an 

institutional theory perspective, then collecting additional semi-structured interviews 

from both cases in order to substantiate our findings. However, due to constraints 

during the COVID-19 pandemic we were not able to go to the field to collect additional 

interviews. So, we modified our methodology and focused on a supplementary 

analysis of the 65 semi-structured interviews that were previously collected during the 

iCOACH project. The supplementary analysis consisted of using the institutional 

logics (Thornton & Ocasio, 2008) and institutional entrepreneur theory (Battilana et 

al., 2009) to re-analyze available data from semi-structured interviews. 

During the iCOACH project, separate interview guides covering strategic, tactical and 

operational issues (see annex 2) related to the implementation of integrated care 

models for older adults were used to collect data from policymakers, managers and 

providers respectively. Specific themes covered in the interview guides include: 

• Policymakers’ interview guide: wider socio-economic and political factors that 

influence the development and transferability of integrated care models; issues 

related to the funding and monitoring of integrated care models; policies, 
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regulations and legislation that influenced the implementation of integrated 

care models. 

• Managers’ interview guide: key features of the organisation that influenced the 

implementation of integrated care models; roles and functions of 

organisational actors that influenced the implementation of integrated care 

models; changes in organisational practices (or innovative practices) that 

influenced the implementation of integrated care models. 

• Providers’ interview guide: organisational culture and practices that influenced 

the implementation of integrated care models; links with community-based 

resources for older adults; innovative practices to enhance self-management 

support for community dwelling older adults; clinical information systems to 

support care delivery to community-dwelling older adults. 

After obtaining a signed informed consent (annex 3) of each participant, an interview 

was scheduled. Each interview ranged from 50 to 90 minutes. All interviews were 

audio recorded and transcribed. 

Document analysis 

We used a convenience sampling approach to identify policy documents that were 

relevant for understanding issues related to the implementation of integrated care 

models for older adults in both cases from July 2019 to March 2020 (Bowen, 2009). 

Only documents that provided insights on the objectives, means and strategies to 

implement integrated care models for older adults in the two cases we studied were 

retained. The main policy documents we identified consisted of: 

In Quebec – i) the Plan d'action 2005-2010 sur les services aux aînés en perte 

d'autonomie : Un défi de solidarité ; ii) the lignes directrices réseaux de services 

intégrés pour les personnes âgées; iii) the Guide à l’intention des utilisateurs de l’outil 

de suivi de l’implantation du RSIPA; iv) the analyse du déploiement du réseau de 

services intégrés auprès des personnes âgées en Montérégie: rapport regional and v) 

the official website of the health and social service centre we studied. 
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In Ontario – i) Seniors’ Voices on Aging at Home Community Consultation Report: 

winter 2007/08; ii) Aging at home strategy directional plan; iii) Integrated Client Care 

Project (ICCP); and iv) the official website of the family health team we studied. 

Taken together these policy documents provided valuable contextual information on 

the organisation of care for older adults, the changes that were implemented, key 

components of their models, and issues related to the implementation of the models. 

 

4.5.2. Data analysis 

The NVivo 11 qualitative data analysis software (QSR International, 2020) was used 

to manage and analyse data in this project. We started by developing an in-depth 

description of both cases (annex 4). This case description of each case allowed us i) to 

obtain a clear picture of the structure of the integrated care models, ii) to identify key 

features of both models and the main processes involved in the implementation of 

integrated care for older adults, and iii) to identify key actors participating in integrated 

care within the organisations and their environment. The case description was done 

using an extended text approach (Miles et al., 2014) that sought to condense data from 

the policy documents and semi-structured interviews into a more structured 

understanding of characteristics and key features of both integrated care models. This 

case description was used to ground the interpretation of findings of both research 

questions. 

Two distinct analysis approaches were used to capture institutional dynamics in both 

research questions. 

4.5.2.1. Data analysis of the first objective 

The first research objective focused on understanding the influence of the managerial, 

professional and partnership institutional logics on the implementation of integrated 

care models for older adults. This entailed finding ways to capture institutional logics 

in qualitative data. Reay and Jones (2016) suggested three main approaches to capture 

institutional logics in qualitative data (table 7). 
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Table 7: Three approaches to capture institutional logics in qualitative data (Reay and 

Jones, 2016) 

Approach Description  

Pattern 

deducing 

“Gather large volume of data (primarily text), convert text to countable 

occurrences, and use analytic methods to reveal patterns.” (Reay & Jones, 

2016, p. 443) 

Pattern 

matching 

“Identify patterns (ideal type of logics) from extant literature and then 

compare data to ideal type.” (Reay & Jones, 2016, p. 443) 

Pattern 

inducing 

“Focus on raw data using bottom-up process to identify patterns (logics) 

that can then be compared with extant literature” (Reay & Jones, 2016, p. 

443) 

 

We chose the pattern matching approach (Reay & Jones, 2016) of capturing 

institutional logics in qualitative data for two reasons: i) this approach privileges using 

existing theory to examine qualitative data – we had already identified the key 

constructs (managerial, professional and partnership logics) of interest (see theory 

section in chapter 2), and ii) we had previously identified key features (or ideal types) 

of our key constructs (see table 3 in chapter 2). 

Data condensation 

Data condensation consisted of using a codebook to identify the occurrence of 

institutional logics in qualitative data. Given that the express purpose of this analysis 

was to understand the interactions of three institutional logics – managerial, 

professional and partnership logics - and their implications for implementing 

integrated care, we did not attempt to identify additional logics that might be present 

in our data. Rather we remained focused on understanding these three logics and 

describing them clearly as they appeared in our dataset. Drawing on extant literature 

the student researcher identified key features of the three institutional logics of interest 

(table 3). The key features of these logics were converted to a codebook (annex 5) that 

was used to deductively capture the manifestation of institutional logics in the semi-

structured interviews and policy documents. 

Data display 

Two approaches were used to display our data. 
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First, we used a network display approach (Miles et al., 2014) to create a graphic 

illustration of interactions of multiple institutional logics (see annex 6). The “graphic 

representation allows the reader to acquire insights, develop an elaborate 

understanding, or appreciate new knowledge” (Verdinelli & Scagnoli, 2013, p. 360). 

To achieve the network displays, we inductively identified situations or scenarios 

where research participants implicitly or explicitly viewed the simultaneous 

contributions of various institutional logics as influencing efforts to enact integrated 

care practices. Tensions between logics occurred when simultaneous contributions of 

logics were viewed as hindering efforts to enact integrated care practices. 

Complementarity between logics occurred when simultaneous contributions of logics 

were viewed as advancing efforts to enact integrated care practices.  

Then we developed a matrix display (Miles et al., 2014) to compare the findings of 

both cases (annex 7). 

Drawing conclusions/verification 

The student-researcher presented the initial results (annex 7 and 8) to both research 

supervisors. These initial results were discussed, and final findings were arrived by 

consensus. The findings are presented as a narrative synthesis in the findings section 

of article 1 of this thesis. 

4.5.2.2. Data analysis of the second objective 

The second objective focused on identifying main strategies that were deployed by 

institutional entrepreneurs to enhance a partnership logic in integrated care models.  

Data reduction 

Data reduction was done in two stages. 

The first step consisted of using the institutional entrepreneur theory (Battilana et al., 

2009; Garud et al., 2007) as a reflexive framework to outline activities of managers 

involved in the implementation of inter-organizational partnerships. The student-

researcher developed codebook (annex 8) that was used to analyze the data. 

Then we carried out a thematic analysis (Braun & Clarke, 2006) of the reduced data 

to identify key strategies that emerged in relation to the implementation of inter-

organizational partnerships. A strategy was considered as a theme if it fulfilled two 

criteria: 1) research participants considered the sets of actions as facilitating, 
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improving or enhancing the way organisations worked together in the continuum of 

care for older adults, and 2) research participants perceived that considerable amounts 

of efforts, time or resources was required by healthcare managers to enact the strategy. 

Data display 

Condensed data was displayed as a matrix (annex 9) to compare strategies that were 

used to enhance the partnership logic in both cases. 

Drawing conclusions/verification 

The student-researcher presented the initial results (annex 9) to both research 

supervisors. These initial results were discussed, and final findings were arrived by 

consensus. The findings are presented as a narrative synthesis in the findings section 

of article 2 of this thesis. 

4.6. Ethical issues 

The iCOACH project that was funded by the Canadian Institute of Health Research 

(grant number TTF-128263). The funding agency did not participate in any part of the 

research project. This study was approved by the research ethics committees of i) 

Charles-Le Moyne Hospital Research Centre (ref. number CE-HCLM-15-001) in 

Quebec, and ii) University of Toronto (ref. number 31134) in Ontario (See annex 10).  

The Ph.D. research respected the three core principles – i) respect for persons, ii) 

concern for welfare, and iii) justice - of the Tri-Council Policy Statement: Ethical 

Conduct for Research Involving Humans (TCPS-2, 2018). 

4.6.1. Respect for persons 

The principle of respect for persons refers to respecting the autonomy of research 

participants by ensuring their free and informed consent to participate in the research 

project, providing measures to protect individuals with declining functional autonomy 

during the research process (TCPS-2, 2018). 

All research participants in this project were adults (older than 18 years of age) with 

no declining functional autonomy. Each research participant received an informed 

consent form (annex 3) that outlined the objectives of the research and the research 

process. The informed consent form had the contact information of the principal 

investigator (phone number and e-mail) so that the participant could follow up 
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questions if necessary. All participants were informed that they could withdraw from 

the research process at any time without any prejudice.  

4.6.2. Concern for welfare 

The principle of concern for welfare refers to protecting the privacy and confidentiality 

of research participants and informing research participants of all foreseeable risks of 

participating in the research (TCPS-2, 2018). 

This was a minimum risk research because empirical data collection mainly consisted 

of semi-structured interviews. Potential risks such as anxiety or distress of research 

participants were discussed prior to interviews. To ensure privacy and confidentiality 

of data i) all audio tapes of interviews were stored in a secure location where only 

iCOAC researchers had access, ii) transcribed interviews were anonymized by 

removing all identificatory data, and iii) we made sure that neither specific cases sites 

nor research participants were identified during dissemination of results in scientific 

articles. 

4.6.3. Justice 

The principle of justice refers to the obligation to treat people equitably and fairly 

during the research process (TCPS-2, 2018). 

We ensured equity during the recruitment process by ensuring that research 

participants were recruited based on eligibility criteria related to the research 

questions. We mitigated the relative power of researchers and participants by asking 

open-ended questions and following the lead of participants to understand what 

mattered to them. 
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Article 1: Objective One 

 

Title of manuscript:    

Interactions of multiple institutional logics during the implementation of integrated 

care: a multiple case study 

 

Authors’ of the article: Paul Wankah, James Shaw, Carolyn Steele Gray, Mylaine 

Breton. 

 

Status of the article: Submitted to the International Journal of Health Policy and 

Management.  

The article was submitted to the journal on the 10th February 2022. It is pending revision. 

 

This study was conceived and designed by the student researcher and his research 

supervisors. The student researcher carried out data collection and data analysis. The 

student researcher wrote the article completely, and the co-authors revised the manuscript. 

All co-authors have authorised the integration of this article into the thesis. 
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Résumé  

Introduction : Les modèles de services intégrés communautaires sont des approches 

novatrices pour améliorer la coordination et la continuité des services pour les personnes 

vivant avec des besoins sociosanitaires complexes. Des études ont identifié plusieurs facteurs 

contextuels qui facilitent ou entravent les efforts de mise en œuvre de modèles de soins 

intégrés dans des contextes réels. Toutefois, on a accordé moins d’attention à la façon dont 

les principales caractéristiques du contexte institutionnel influencent la mise en œuvre des 

services intégrés. Cet article vise à analyser comment trois logiques institutionnelles – 

managériales, professionnelles et partenariats - influencent simultanément le processus de 

mise en œuvre des modèles de services intégrés pour les personnes âgées. 

Méthodes : Une étude de cas multiples a été réalisée portant sur deux modèles de services 

intégrés pour les personnes âgées dans deux provinces au Canada : le Québec et l’Ontario. 

Les données qualitatives comprenaient 65 entrevues semi-structurées menées auprès de 

décideurs, gestionnaires et professionnels, ainsi qu’une analyse de 7 documents politiques. 

L’analyse thématique des données a été éclairée par la théorie des logiques institutionnelles.  

Résultats : Les gestionnaires et les professionnels ont connu des situations de tensions et de 

complémentarité en raison des effets mixtes des logiques institutionnelles managériales, 

professionnelles et de partenariat sur la mise en œuvre des modèles de services intégrés. Au 

Québec, les gestionnaires ont promulgué une logique de partenariat au sein d’une logique 

managériale de leadership centralisé, tandis que les professionnels ont géré des charges de 

travail de plus en plus complexes en raison d’une logique managériale d’efficience. En 

Ontario, les gestionnaires ont tiré parti d’une logique managériale de leadership décentralisé 

pour promouvoir une solide logique de partenariat inter organisationnelle, tandis que les 

professionnels s’efforçaient de maintenir les valeurs professionnelles de la pratique dans un 

réseau croissant de partenariats inter organisationnel. 

Conclusion : Les effets croisés de multiples logiques institutionnelles peuvent 

complexifier les efforts de mise en œuvre des modèles de services intégrés pour les 

personnes âgées. Les décideurs peuvent aborder les tensions qui découlent 

d’interactions de multiples logiques institutionnelles en investissant dans le leadership 

et en améliorant l’engagement avec les professionnels de santé. 
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Abstract 

Background 

Community-based integrated care models are innovative approaches for improving care 

coordination and continuity for people living with complex socio-sanitary needs. Studies 

have identified several contextual factors that facilitate or hinder efforts to implement 

integrated care models in real-life settings. However, less attention has been paid to how 

salient features of the institutional context influence the implementation of integrated care. 

This paper aims to analyze how three institutional logics - managerial, professional and 

partnerships - simultaneously influence efforts to implement integrated care models for older 

adults. 

Methods 

A multiple case study design was carried out for two integrated care models for older adults 

in two jurisdictions in Canada: Quebec and Ontario. Qualitative data included 65 semi-

structured interviews conducted with policymakers, managers, and providers, and 7 key 

policy documents. The analysis of data was informed by the theory of institutional logics; 

and consisted of iterative pattern matching.  

Results  

Health care managers and providers experienced situations of tensions and complementarity 

due to the mixed effects of managerial, professional and partnership institutional logics on 

the enactment of integrated care. In Quebec, managers struggled to promote a partnership 

logic within a managerial logic of centralized leadership, while providers worked to manage 

increasingly complex workloads as a result of a managerial logic driving cost-efficient 

reforms. In Ontario, managers leveraged a managerial logic of decentralized leadership to 

promote a strong partnership logic embedded in state reforms, while providers worked to 

maintain professional values of practice in a growing network of inter-organizational 

partnerships. 

Conclusion  

Intersecting effects of multiple institutional logics may complexify efforts to enact integrated 

care models for older adults. Decision makers may address tensions that arise from 

interactions of multiple institutional logics by investing in leadership and enhancing 

engagement with health care providers. 
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Key messages 

Implications for policy makers 

i. Understanding how simultaneous contributions of multiple institutional logics drive 

efforts to enact integrated care practices is important for policy analysis because this 

approach may reveal complex organisational processes that need to be addressed to 

improve the implementation of integrated care models for older adults. 

ii. Interactions between managerial, professional and partnership logics during the 

process of implementing integrated care models for older adults may create tensions 

that have to be resolved to enhance the capacity of organisations to enact integrated 

care. 

iii. Policy makers may optimize strategies to implement integrated care for older adults 

by investing in leadership capacities of stakeholders, enhancing engagement with 

various frontline providers, and building capacities of multiple stakeholders to assess 

their local context. 

Implications for the public 

All integrated care models operate in complex institutional environments that are shaped by 

various socio-cultural forces or institutional logics. However, it is not clear how these 

institutional logics simultaneously influence efforts to implement integrated care models. 

This study analyzed how managerial, professional and partnership institutional logics 

simultaneously influenced efforts to implement integrated care models for older adults in 

two distinct policy contexts. This study supports the public understanding of how broader 

contextual factors may hinder or enhance the implementation of healthcare interventions. 

 

Keywords 

Integrated care, older adults, institutional logics, implementation, case study 
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Introduction 

Older adults are more likely to live with complex health and social needs, as well as multiple 

chronic conditions.1–3 Innovative models of integrated community-based primary healthcare 

are an important component of preparing health systems to meet the increasing health and 

social care demands of older adults. Grounded in principles of person centered and 

population based care,4–6 integrated care models consist of various actors (e.g., policy 

makers, managers, and providers) working across professional and organisational boundaries 

to ensure a comprehensive continuum of health and social services for their target 

populations.1,6 

Integrating health and social services for older adults is a policy priority in most developed 

countries.1 Substantial efforts and resources are deployed to implement -  – integrated care 

models for older adults in different countries like Canada,7 England8 or the United States.9 

Implementation, defined as the “active and planned efforts to mainstream an innovation 

within an organization” 10(p582), is a complex process, often complicated by various 

contextual factors that influence the transformation of healthcare systems.11,12 For instance, 

individual level factors like lack of provider engagement or necessary skills often hinder the 

progress of integrated care models.11,12 Organizational level factors like inadequate staffing 

levels, prevailing inter-organizational blame cultures or cumbersome public services 

bureaucracies have been reported as barriers to the implementation of integrated care 

models.11,12 While contemporary literature has provided valuable insights on multiple 

individual and organisational factors influencing the implementation of integrated care 

models, less attention has been paid to understanding how features of the institutional context 

13,14 influence efforts to implement integrated care models for older adults. 

Integrated care models operate in complex institutional environments consisting of various 

economic, political and socio-cultural forces.15–17 For example, rising healthcare costs drive 

policy demands for more efficient managerial and clinical practices.18 Increasing complexity 

of client conditions require enhanced inter-organisational collaborative practices to deliver 

quality services.16 Furthermore, various groups of actors hold different interests, values and 

norms that shape their decision-making processes and behaviours.19,20 Drawing on studies of 

institutional logics – or widely shared sociocultural beliefs, ideas and values that guide 

organisational behaviour 21,22 - recent integrated care research has advanced our 
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understanding of dynamic activities during the process of implementing integrated care. For 

instance, the introduction of a partnership logic to enhance care transitions between acute 

care and community sectors in England drove healthcare managers to develop inter-

organisational hubs and to invest in relationship work between staff.16 Managers and 

providers of Accountable Care Organisations in the United States navigated a professional 

logic of improving patient experience of care, a state logic of improving the health of 

populations, and a market logic of reducing per capital cost of health care by segregating or 

hybridising the effects of these logics in different units of their organisations.23 

While previous studies clearly show that multiple institutional logics provide motives for 

action that drive changes in integrated care practices,15,16,23 little is known about how 

interactions – defined as the simultaneous contribution of two or more institutional logics 24 

– influence efforts to implement integrated care models. A better understanding of 

interactions of multiple institutional logics could help decision makers improve the design 

and optimize strategies to implement integrated care models. The aim of this paper was to 

analyze how multiple institutional logics simultaneously influenced efforts to implement 

integrated care models for older adults. 

 

Theory: Institutional logics 

Theoretical developments in organisational studies during the 1970’s foregrounded socio-

cultural factors as important forces that influenced the thinking and activities of individuals 

and groups in organisational settings.25,26 Subsequently, Friedland and Alford 27 framed the 

“institutional logics” concept as the manifestations of widely shared sociocultural beliefs and 

values systems into tangible organisational structures and practices. In other words, 

institutional logics are enduring values, beliefs and norms that prescribe or proscribe socially 

acceptable behaviours that guide the way individuals carry out their daily work 

routines.14,21,22,24 

The theory of institutional logics conceives society as an “inter-institutional system” that 

is constituted of multiple, and often contradictory socio-cultural belief systems.27 

Organisational fields, such as integrated care, are exposed to multiple institutional logics in 

their natural environments that constrain, regulate and guide the actions of individuals and 

groups.24 Co-existing or simultaneously occurring logics are often interdependent in their 
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natural setting. This means that simultaneously occurring institutional logics mutually 

influence each other during the transformation of health systems. Studies suggest that co-

existing logics interact in two main ways – tensions occur when simultaneous prescriptions 

from multiple institutional logics are perceived as having antagonistic effects or hindering 

change efforts, while complementarity occurs when simultaneous prescriptions from 

multiple institutional logics are perceived as having synergistic effects or enhancing change 

efforts.24,28 Bernardi and Exworthy,15 for example, investigated the interplay of a managerial, 

professional, and patient centered care logic during the implementation of integrated 

community-based Information Technology innovations for older adults. They pointed out 

that tensions between a patient centered care logic of bringing care closer to the home of 

clients and a professional logic of increased workload of physicians hindered the 

implementation of a telehealth project for heart failure.15 On the other hand, these authors 

argued that complementarity between a managerial logic of cost reductions, a patient 

centered care logic of bringing care closer to the home of clients and a professional logic of 

delivering effective clinical services may have enhanced the implementation of a telehealth 

project for obstructive sleep apnea.15 For integrated care models, this means that tensions 

between multiple institutional logics may hinder implementation efforts, while 

complementarity between logics may enhance implementation efforts. 

Several studies have highlighted professionalism and managerialism as the main 

institutional logics in the healthcare sector.15,18,29–33 The professional logic is rooted in the 

expert knowledge of professionals, and ideals of professions as a potential force for good in 

enhancing high quality care.29,32 The professional logic emphasizes strong beliefs in the 

autonomy and freedom of professionals in determining their practices, professional self 

regulation and collegial control of health issues.31 Furthermore, professional groups like 

physicians are often reported to be driven by a professional sub-culture – the medical 

professional logic – that emphasizes the professional privileges of physicians in healthcare 

organisations.31,32 For instance, Starr 34 framed “the golden Age of Medicine” as a reference 

to the mid 20th century when the beliefs and values of the medical profession was the 

dominant force in the organisation and transformation of health systems in developed 

countries. In integrated care literature, the central coordination role of physicians or the 
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introduction of medical standards in clinical evaluation tools and processes are 

manifestations of the medical professional logic.35 

The managerial logic refers to the introduction of or the prominence of management values 

and strategies in healthcare settings.15,18,30,32,36 This logic emphasizes core aspects of 

managerial beliefs, philosophies and practices in the organisation and delivery of health 

services.15,37 For instance, Carvalho 37 argued that the introduction of the New Public 

Management philosophy in the Portuguese health care sector was “a trend of reforms based 

on the three E’s idea: Economy, Efficiency and Efficacy” (p. 525). Some features of the 

managerial logic include standardization of clinical and administrative practices; mergers, 

acquisitions and downsizing to achieve economies of scale; optimization and efficiency in 

the use of human, material and financial resources; and performance-based management of 

organisations.15,18,37,38 The managerial logic influences the way daily operations in the health 

sector are organised.15 For example, strategies to optimize the use of resources by 

redesigning care processes and redistributing tasks in an integrated care pilot project in 

Canada was a manifestation of the managerial logic.39 

Recent studies recognize approaches to build collaborative practice capacities between 

professionals and organisations in the continuum of care as being driven by a distinct 

institutional logic, framed as the partnership logic.16,39 This logic emphasizes beliefs in a 

collaboration ethos that is critical to establishing/enhancing connectivity and working 

together to achieve collective goals. Some features of the partnership logic include shared 

responsibility for services and outcomes, reciprocal obligations between organisations, and 

a population-based approach of organising and delivering health services.16,40,41 For example, 

Shaw et al.16 illustrated a dominant partnership logic when hospital and social services 

department staff in the English National Health Services committed to work together to 

improve patient transitions to the community. 
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Table 1: distinctive features of three institutional logics 

Categories Managerial logic Professional logic  Partnership logic  

Goal The main goal is to 

provide effective and 

efficient services 

The main goal is to provide 

quality clinical services 

The main goal is to enhance 

collaborations between 

professionals and 

organisations 

Salient 

Values 

Value performance 

management of the 

health system 

 

Value the provider-client 

relationship as the main 

component of the health 

system  

 

Value connectivity between 

different elements of the 

health system 

Basis of 

attention 

Focus on administrative 

control of the health 
system 

Focus on collegial self 

regulation and professional 
autonomy in the delivery of 

health services 

Focus on joint responsibilities 

in the organisation and 
delivery of health services. 

 

Table 1 present a summary of key features of the managerial, professional and partnership 

logics. To the best of our knowledge, no previous study has examined the interaction or 

simultaneous contributions of these three institutional logics during the implementation of 

integrated care models. The specific objective of this study is to explore multiple 

stakeholders’ perspectives on how interactions between the managerial, professional and 

partnership logics influenced efforts to implement integrated care models for older adults. 

Methods 

Policy context of the design of integrated care model for older adults in Canada 

Each Canadian province is responsible for designing and implementing publicly funded 

healthcare systems according to their respective priorities. Hence, integrated care policies, 

structures, and practices may vary across the provinces. 

In Quebec, the government formalised efforts to integrate care in 2004 by creating 95 Health 

and Social Services Centres (HSSC) through administrative mergers of local community 

health centres, public long-term care facilities and acute care hospitals.42,43 Subsequently, 

government mandated each Health and Social Services Centre to implement a Local Health 

Network for Older Adults (Réseau des Services Intégrés pour les Personnes Âgées (RSIPA)) 

in its health area.7,44 Key elements of the RSIPA model included enhanced professional care 

coordination through case management, and heightened delivery of community-based 

services by multidisciplinary teams of health and social care providers (nurses, social 

workers, occupational therapists, physiotherapists) working in the homecare unit of Local 

Community Health Centres.7 In 2015, the government of Quebec enacted the Act to modify 
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the organization and governance of the health and social services network, in particular by 

abolishing the regional agencies.43 The 2015 reforms led to the creation of 22 Integrated 

Health and Social Services Centres (IHSSSC) through administrative mergers of Health and 

Social Services Centres, rehabilitation facilities and youth centres. 

In Ontario, the government passed the Ageing at Home Strategy in 2006 to encourage and 

support local communities to develop and implement innovative programs to improve care 

for community-dwelling older adults. Specifically, the government of Ontario invested about 

1.1 billion dollars, through 14 regional health authorities called Local Health Integration 

Networks (LHINS), to encouraged communities to work together in developing efficient and 

low-cost solutions to their local problems.45,46 In this context, several provider organisations 

including Community Care Access Centres, private physician clinics (Family Health 

Teams), and community organisations developed local initiatives to improve care for 

community-dwelling older adults. Key elements of this model included enhanced 

coordination by various care coordinators, transition planning between the hospital and 

family health team, and heightened delivery of home care services by multidisciplinary 

teams of providers. 

Study design and case sites 

This study is based on a qualitative multiple case study design 47 and a supplementary 

(secondary) analysis 48 of data from an international research project – iCOACH: 

Implementing Integrated Care for Older Adults with Complex Health Needs49.  

This multiple case study explores issues related to the implementation of one urban 

integrated care model for older adults in Quebec and one in Ontario.50 Both cases 

implemented integrated care models for older adults that involved collaborative practices 

between multiple health and social care agencies such as privately owned grouped medical 

practices, public community health centres, hospitals, and community-based social 

enterprises. Furthermore, managerial and clinical staff in both cases were actively involved 

in establishing a continuum of care for older adults. These two cases provided rich insights 

into interactions of the three institutional logics under study for three main reasons. First, 

both integrated care models involved collaborations between multiple health and social care 

agencies with different missions, hence they each offer a potential arena for institutional 

complexity and tensions. Second, coordinated and collaborative activities between 
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managerial and clinical staff required in the planning, organisation and delivery of these 

services were complex, potentially offering insights on the interactions of institutional logics. 

And finally, both cases have experienced changes in organisational design and processes that 

are informative from an institutional logics’ perspective. 

Study population and data collection  

Two main sources of data were used – semi-structured interviews and official documents.51 

We conducted 65 semi-structured interviews with three types of stakeholders between 2014-

2018 (see table 2). Separate interview guides covering strategic, tactical and operational 

issues related to the implementation of integrated care were used for policymakers, managers 

and providers respectively 49. Each interview ranged from 50 to 90 minutes. All interviews 

were audio recorded and transcribed. 

Table 2: Number and description of study participants. 

Participant 

group 

Characteristics Quebec Ontario Total 

Policymakers • System level leaders with in-depth knowledge of 

decision-making processes, strategic and policy 

issues related to integrated care for older adults 

• Ministerial level administrators (retired and active)  

• Senior executives of healthcare organisations 

11 5 16 

Managers • Mid-level administrative personnel that were 

involved in daily tactical management of 

organisations involved in the continuum of care for 

older adults. 

• Front-line administrative personnel offering clinical 

support for providers were also considered as 

managers. 

• Include program heads, heads of services, managers 

of physician clinics and administrators of community 

organisations 

12 14 26 

Providers • Health and social care professionals involved in 

direct care delivery to older adults. 

• Healthcare professionals who had administrative 

roles were considered as managers. 

• Include family physicians, nurses, social workers, 

occupational therapists, physiotherapist, community 

organisers 

14 9 23 

Total  37 28 65 

 

Seven policy documents relevant to the implementation of integrated care for older adults 

were selected for analysis in both cases from July 2019 to March 2020. These documents 

mainly consisted of policy initiatives such as provincial legislations, program guidelines, and 
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ministerial action plans that provided context specific information related to the 

implementation of integrated care for older adults. 

Data analysis 

NVivo 11 software 52 was used to manage and analyse qualitative data. Manifestations of 

various institutional logics were captured from qualitative data through a pattern matching 

approach.53 This consisted of first describing key features of institutional logics from extant 

literature, confirming that the dominant institutional logics identified in the literature were 

indeed also represented in our data (table 1). Then we compared the qualitative data to these 

key features to identify the occurrence of institutional logics that were perceived as 

influencing efforts to implement integrated care. Then we explored interactions by 

examining if respondents viewed tensions or complementarity during the simultaneous 

contribution of different institutional logics. The final analysis is presented as a narrative text 

in the findings section. Given that the express purpose of this analysis was to understand the 

interactions of these three institutional logics and their implications for implementing 

integrated care, we did not attempt to identify additional logics that might be present in our 

data. Rather we remained focused on understanding these three logics and describing them 

clearly as they appeared in our dataset. 

Ethics 

This study was approved by the research ethics committees of i) Charles-LeMoyne Hospital 

Research Centre (ref. number CE-HCLM-15-001) in Quebec, and ii) University of Toronto 

(ref. number 31134) in Ontario. 

Findings 

Our findings illustrate two different scenarios of institutional complexity in which multiple 

institutional logics mixed in their effects on the enactment of integrated care. In the Quebec 

case, managers sought to prevent the worst effects of a managerial logic embedded in state 

reforms, while working to promote a partnership logic in more local areas of care delivery. 

Providers dealt with a similar tension, working to manage increasingly complex workloads 

as a result of the managerial logic associated with state reforms, while working to maintain 

the professional logic that underpins the delivery of high-quality care. In the Ontario case, 

managers leveraged a managerial logic of decentralized leadership to promote a strong 

partnership logic embedded in state reforms. On the other hand, providers worked to 
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maintain professional values of practice in a growing network of inter-organizational 

partnerships. 

Quebec case 

The experience of managers navigating multiple institutional logics 

Our findings illustrate that managers in the Quebec health system faced constraints in 

exhibiting managerial agency to enhance meaningful collaboration for integrated care at the 

local level. Hence, they managed institutional complexity by fitting a partnership logic 

within a managerial logic. Quebec’s healthcare environment was marked by two successive 

policy reforms, in 2004 and 2015, that led to structural mergers of public healthcare 

organisations. All respondents were concerned by government’s top-down bureaucratic 

approach of implementing these reforms, as expressed by one policymaker who highlighted 

the government’s drive for more direct management of the health system: 

“Well, my understanding is that the current reform [2015 reform] wants to reduce the 

levels of decision-making. So, we bring it [health system] to 2 levels of decisions-

making. Therefore, we [government] want to impose a more direct management of 

the field [operational level]” (Policymaker-Qc 02) 

Another policymaker described this top-down management approach as:  

“Currently, [government] support is more in the form of control. They control. 

Sometimes we make jokes because we say we are more in nano management” 

(Policymaker-Qc 11) 

Specifically, respondents reported that health system leaders promoted a strong managerial 

logic of administrative control where managerial work mainly focused on harmonizing 

procedures of mergers. Meanwhile, managers were also under pressure to sustain the 

partnership logic of inter-organisational Local Health Networks. One respondent captured 

the complexity of this situation by pointing out that strong top-down management may have 

been detrimental to the sustainment of Local Health Networks: 

“The deep meaning [of the 2015 reforms] is, 1), control, 2), to simplify health 

structures. I think it’s the 2 leitmotifs. […]. We lost the local health network. For me, 

a health system that is not based on the Local Health Network, is a health system that 

responds to orders from above rather than to the needs of below. And that is not a 

good omen.” (Policymaker-Qc 01) 



78 

 

 

In other words, intersecting tensions occurred when “nano managed” managers were also 

required to develop local leadership capacities that were necessary to work across 

organisational boundaries. However, other respondents suggested that strong top-down 

management embedded in the healthcare reforms was necessary to address enduring 

problems of the health system: 

“It may be very controversial what I'm going to say now, but the 2015 reforms may 

have come a little late. Maybe it [the 2015 reforms] had to happen earlier. Because 

2015 [reforms] is coming when we are hit hard. In the past five years, [X health 

region] has increased its volume of emergency room activities by ten percent; 10%! 

So 10% may seem small, but it is huge and it generates hospitalizations and the use 

of resources.” (Policymaker-Qc 11) 

This respondent argued that strong reforms were necessary to relieve Quebec’s health system 

that was already cracking under the pressure of its aging population. 

In addition, managers still had leverage to adapt health services to their local contexts. For 

instance, several home care providers appreciated managerial efforts to regroup various 

professional disciplines into smaller interdisciplinary teams at the same location:  

“There are some providers who collaborate well, but there are others who don't 

necessarily communicate much. But I know there are changes that were made to try 

to improve [interprofessional collaborations] by sectorizing. By putting teams by 

sector. The intent is for providers to be in smaller teams. Because we previously 

operated in big teams. So, collaborations may not be quite the same if we worked in 

sub-teams. Collaborations would develop further.” (Provider-Qc01) 

Regrouping smaller interdisciplinary teams was perceived to be driven by three 

complimentary logics – a managerial logic to optimize the use of human resources, a 

partnership logic to improve interprofessional collaborations, and a professional logic to 

provide high quality care to local populations. 

The experience of home care providers navigating multiple institutional logics 

In the context of managers navigating managerial and partnership logics, home care 

providers also needed to establish clinical practices at the intersection of multiple logics. In 

Quebec, multidisciplinary teams of home care providers work in public local community 

health centres, under the governance of Integrated Health and Social Services Centres. These 
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home care providers specifically worked to find ways to abide by their professional logic of 

practice while at the same time adjusting to the managerial logic of their work environment.  

Respondents were concerned by a managerial logic driving several cost-saving initiatives 

during recent health care reforms. Specifically, the number of beds in public long-term care 

facilities were reduced to 200 in this territory. This meant an increasing number of highly 

complex patients received home services. Furthermore, there was no proportionate increase 

in the number of home care providers, as expressed by two managers. 

“We do not receive the same clientele we received 5 years ago in home care. The 

patient profiles we admit today are more complex than what we used to admit. But 

the staff ratio has never changed.” (Manager-Qc 02) 

“We are expected to have fewer staff with a clientele that is increasingly complex” 

(Manager-Qc 10) 

Home care providers such as nurses, social workers and nutritionists struggled to provide the 

best quality of services to an increasingly complex population. Providers complained that 

they were exhausted by this increased workload. In other words, increased workloads of 

providers occurred due to tensions between the managerial logic driving cost reduction 

initiatives and the professional logic driving the provision of quality care. However, driven 

by a partnership logic, providers found ways to share tasks amongst themselves to mitigate 

the effects of increased workloads. Health system leaders also attempted to address the 

situation by purchasing 300 additional beds in private residential facilities. 

In the same vein, case managers also faced unique challenges. During the health care 

reforms, a managerial logic of performance management drove increased scrutiny of the 

performance of case management compounded with increasing pressure for case managers 

to reduce their waiting list. For instance, senior management explicitly required case 

managers to increase the total number of clients on case management in this territory: 

“Currently, we have a total case load of 300 clients on case management. I have set 

a target of 1000 for this year.” (Manager-Qc 01) 

Performance metrics included individual case loads (number of clients on case management 

per case manager), and the volume of activities provided by case managers. However, 

tensions occurred with the professional logic driving the practice of case management. 

Specifically, case managers pointed out that each client situation was unique, and clients 
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with highly complex needs required more coordination work that was not adequately 

measured by existing performance metrics. 

Ontario case 

The experience of managers navigating multiple institutional logics 

Our findings illustrate that managers in the Ontario health system built on decentralized 

leadership to promote a strong partnership logic by investing time and efforts to connect 

multiple local programs. Health system leaders in Ontario did not design and mandate a 

specific integrated care model for older adults for the province. Ontario’s Ageing at Home 

Strategy of 2007 explicitly required organisations and communities to develop and 

implement efficient local programs that were tailored to the needs of their populations. Most 

respondents appreciated this bottom-up and decentralized managerial approach of 

developing and implementing integrated care as it was viewed as an opportunity to connect 

and create partnerships with other local organisations: 

“I think the master plan didn’t come from, you know, its inception from the top. The 

master plan was an idea. A general idea of needing to integrate care. And how can 

we do that? The best way was knowing what other partners in the grand scheme are 

doing and plugging in the right model in a module so to speak into the grander vision. 

And having built relationships with the leaders so that when it came to aligning 

things, they were willing to partner up and align it” (Provider-ON13) 

In their efforts to enact integrate care for older adults, managers embraced two 

“complimentary” institutional ideas embedded in the health care reforms. First, a 

decentralised or bottom-up managerial logic where leaders of local organisations developed 

different standalone programs to improve care for older adults. Second, a strong partnership 

logic where combined efforts and strategies were deployed to connect these programs and 

their source organisations. Hence, the integrated care for older adults’ landscape was 

characterised by multiple standalone programs linking partner organisations. These 

programs often started from a source organisation and progressively spread to other local 

partners. Three main programs stand out for integrating care for older adults living with 

complex needs. The Integrated Client Care Project (ICCP) originated from the Community 

Care Access Centre (CCAC) in 2008 spreading to the hospital, Paramedics, Family Health 

Team and community organisations. The Virtual Ward (VW) originated from the Family 



81 

 

 

Health Team (FHT) in 2009, spreading to the hospital, CCAC and paramedics. The Home 

Visit Program originated from the FHT, spreading to community organisations. And the 

Health Links program was created by government in 2013. 

Each of these programs was used as a strategy to bring multiple organisations and providers 

together in the effort to deliver more integrated care. Specifically, CCAC managers invested 

lots of time and efforts to organise meetings to co-design work processes and build 

relationships that were critical to establishing integrated care, as explained by a CCAC 

manager: 

“And then we sat together with [physician lead FHT] and team and co designed what 

this model would look like. So, it has been evolving over time. I would say that one 

of the foundational pieces that kicked off the integration was the integration of CCAC 

and [X] FHT. Since that time we have taken this core, which was integrating CCAC 

in Virtual Ward and then supporting home based primary care clients. And then we've 

been knitting in all the other opportunities to build off it” (Manager-ON 14) 

However, there were concerns about the intensity of managerial work that was required to 

co-design, develop, and connect these programs. For instance, one respondent explicitly 

questioned the sustainability of CCAC managers’ efforts to codesign work processes with 

the Health Links program: 

“Staff from my organization [the CCAC] had participated in 72 Health Links 

meetings in one month. Right? And so, this is not sustainable. There is no possible 

way that we could participate at 72 different tables. How do you work through that? 

Because people are trying to kind of have a grass roots process.” (Manager-ON 16) 

Nonetheless, the active engagement of CCAC managers, working in collaboration with other 

local partners (the family health team, hospital and paramedics) was acknowledged by most 

respondents as critical for enacting integrated care. 

The experiences of providers navigating multiple institutional logics 

Our findings illustrate that providers worked towards enhancing their professional values 

within a growing complex network of inter-organisational partnerships. Achieving integrated 

care in this context was by no means an easy process. Family physicians often contested 

ideas that did not align with their values, as explained by a CCAC manager: 
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“I guess most physicians didn't see the value in what we [CCAC managers] offered. 

You know, we had all these great things we thought we could do for them and they 

kind of looked like – “that's not of value for me”. So we switched our whole 

approach. We went and asked them what was most important to them, so it's kind of 

a theme, on help us to understand what's most important to you” (Manager-ON 16) 

Specifically, family physicians pointed out that CCAC priorities were driven by a managerial 

logic of cost reductions that focused on minimising hospital readmissions and minimising 

transfers to Long Term Care facilities. Meanwhile family physicians were driven by a 

medical professional logic of providing quality services to clients. To address this tension, 

CCAC managers organised several meetings with family physicians to understand what was 

more important to them, thereby finding ways to fit a professional logic of practice within 

the growing network of partnerships. 

The complex network of interconnected programs that was driven by a partnership logic also 

created tensions with the professional logic guiding the practice of care coordinators, as 

explained by a respondent: 

“I’ve been sort of asked to attend specific programs. But sometimes I feel that there 

are a lot of people to the table already and I don’t want to duplicate what’s already 

being done. For example, we have two CCAC coordinators, and it just tends to be a 

bit of a duplication, so there’s not as much of a role for me” (Provider-ON 02). 

This respondent was particularly concerned that the activities and missions of multiple 

integrated care programs were often overlapping and sometimes confusing. Various 

providers held roles that included coordinating care for patients in their respective programs. 

Specifically, a physician assistant coordinated care in the virtual ward and the home visit 

program; nurse practitioners coordinated care in the home visit program; a care navigator 

coordinated care in the family health team; two CCAC care coordinators coordinated care in 

the ICCP program, and the Health Links program also had care coordinators. All these 

providers often coordinated services for the same client – hence there was lots of duplication 

and overlapping services offered to clients. 

Discussion 

This multiple case study drew on the theory of institutional logics 21,22 to examine how 

interactions between the managerial, professional and partnership logics influenced efforts 
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to implement integrated care in two distinct policy contexts. Institutional logics are socio-

cultural drivers of behaviour that guide the way social actors carry out their routine activities 

21. Our findings suggest that managers and providers experienced intersecting effects of 

different logics that may enhance or hinder their efforts to implement integrated care in both 

cases. By exploring the simultaneous contributions of multiple institutional logics, we 

identified situations where tensions between logics were perceived as hindering efforts to 

implement integrated care and other situations where complementarity between logics were 

perceived as advancing integrated care. We discuss these findings highlighting strategies that 

were employed in situations of tensions and complementarity of logics to help move 

integrated care forward. 

Our findings illustrate two distinct leadership approaches for integrating care in the cases 

studied. While system leaders in Quebec favored prescriptive or top-down approaches for 

integrating care for older adults, system leaders in Ontario favored more organic or bottom-

up approaches. Respondents in Quebec expressed concerns that increasing bureaucratic 

constraints from the ministry hindered the development of local leadership competencies 

necessary for sustaining inter-organisational partnerships, while respondents in Ontario 

seemed to view bottom-up managerial leadership as an opportunity for enhancing inter-

organisational partnerships. There is converging evidence that inter-organisational 

leadership is a critical ingredient for the successful implementation of integrated care 

models.54,55. However, informed observers report that “leadership is certainly one of the 

neglected topics of integrated care” 56(p221). A recent literature review found mixed evidence 

on whether the effectiveness of integrated care models relied on centralised leadership 

structures and processes or decentralised leadership structures and processes.55 The author 

argued that there are several paths to success depending on the local context 55. Our study 

contributes to integrated care leadership literature by suggesting that the managerial logic 

driving integrated care leadership approaches may influence integration efforts. Hence, 

implementation strategies should focus on understanding local leadership structures and 

dynamics in order to improve the uptake of integrated care models. 

Our study showed that the managerial logic driving cost-saving initiatives and performance 

management in Quebec created tensions with the professional logic of quality care of home 

care providers and case mangers. Similarly, family physicians in Ontario were concerned by 



84 

 

 

community care access centre managers’ cost reduction strategies that did not align with 

their medical professional values of quality care. These findings converge with contemporary 

literature that suggests that health care professional will actively resist the adoption or 

implementation of innovations that did not align with their professional values 15,57. It is 

important to find ways to adequately motivate and secure the commitment of health care 

professional for the successful implementation of integrated care 11,12. Our findings show 

that mangers in Ontario organised meetings to better understand the priorities of physicians. 

In Quebec, health system leaders increased capacity by purchasing additional beds in the 

private sector to reduce the workload of home care providers. Martin et al.58 described three 

categories of tactics - seductive, deliberative and coercive - to enhance the engagement of 

health and social care providers in health system initiatives. The clinical manager role has 

been used as a strategy to reconcile professional and managerial logics during the process of 

implementing integrated care in the UK.15,59 In Denmark, General Practitioner Coordinators 

roles have been created for physicians who assumed important regional level decision-

making and administrative functions.60 

Our findings illustrated a unique situation in Ontario where care coordinators were concerned 

that the partnership logic driving the interconnection of multiple local programs created 

tensions with their professional logic of quality care. Specifically, each of the three local 

programs – the virtual ward, the integrated client care program and the home visit programs 

– had a distinct care coordinator. This meant that the activities of multiple care coordinators 

were often overlapping, duplicated and confusing. This finding draws attention to the need 

to redefine professional roles 61 and to improve role clarity 8 during the implementation of 

integrated care models so as to reduce waste and duplication of services. 

Overall, this study supports the value of exploring the dynamic co-existence of multiple 

institutional logics (managerial, professional, partnerships) since this offers an in-depth 

understanding of complex organizational processes that may influence the implementation 

of multidimensional health care initiatives such as integrated care models. In-depth 

understanding of complex organisational processes may inform the development of robust 

policies and strategies to improve integrated care.  

One strength of this study is the triangulation of policymakers, managers, and providers 

perspectives that enhanced the credibility of the findings. However, this study has two main 
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limitations. First, as a limit to transferability, our findings should be interpreted in the context 

of publicly funded health systems - hence other studies in different policy context should be 

conducted. Second, this paper focused on understanding the way institutional logics 

influenced organisational practices, without examining how organisational actors in turn 

transformed logics or worked around challenges.21,24 Strategies and approaches that 

institutional entrepreneurs enacted to shape integrated care practices is an important area of 

future research that we address in another paper. Third, we did not include the perspectives 

of providers in this study – hence, some institutional dynamics related to providers and 

caregivers are not captured in this study. Finally, strategies that were deployed to mitigate 

tensions between logics were not adequately addressed by this qualitative secondary data 

analysis. 

Conclusion 

This multiple case study illustrated how intersecting effects of managerial, professional, and 

partnership logics created tensions that influenced the process of implementing integrated 

care models. This approach advanced understanding of local dynamics that influenced the 

uptake of integrated care in real-life contexts. These findings suggest that integrated care 

implementation strategies should pay attention to their local leadership structures and the 

engagement of providers. Furthermore, resources capacities should be developed to identify 

unique intersecting dynamics that may influence the implementation of integrated care. 
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Résumé  

Objectif : Le but de cet article était d’approfondir les connaissances sur les stratégies 

employées par les gestionnaires de santé entrepreneuriaux pour améliorer la mise en œuvre 

d’une logique de partenariat dans les modèles de services intégrés pour les personnes âgées. 

Conception/méthodologie/approche : Une étude de cas multiple réalisée dans deux centres 

urbains de deux provinces :  Ontario et Québec. La collecte de données comprenait 65 

entrevues semi-structurées avec des décideurs, des gestionnaires et des professionnels et 

l’analyse de 7 documents politiques clés. La théorie de l’entrepreneuriat institutionnel a 

fourni la lentille théorique et a éclairé une analyse de données itérative réflexive.  

Résultats : Bien que chaque cas ait fait face à des défis uniques, il y avait des similitudes et 

des différences dans la façon dont les gestionnaires ont promulgué la logique de partenariat. 

Dans les deux cas, les gestionnaires ont créé de nouveaux rôles, négocié des accords 

mutuellement bénéfiques et colocalisé le personnel pour favoriser les partenariats inter 

organisationnels entre les organisations publiques, privées et communautaires dans le 

continuum de soins pour les personnes âgées. De plus, les gestionnaires de l’Ontario ont 

obtenu des fonds supplémentaires, tandis que les gestionnaires du Québec ont organisé des 

réunions semestrielles et des formations conjointes pour améliorer les partenariats inter 

organisationnels. 

Originalité : Cette étude a deux implications principales. Premièrement, les efforts visant à 

renforcer les partenariats inter organisationels devraient inclure stratégiquement les 

entrepreneurs institutionnels. Deuxièmement, des changements institutionnels réussis 

peuvent être soutenus par des investissements dans des stratégies de mise en œuvre qui 

ciblent différents aspects des organisations. 
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Abstract  

Purpose. The purpose of this paper was to develop deeper insights into the strategies 

employed by entrepreneurial healthcare managers to enhance the implementation of a 

partnership logic in integrated care models for older adults. 

Design/methodology/approach. A multiple case study design in two urban centres in two 

jurisdictions in Canada, Ontario and Quebec. Data collection included 65 semi-structured 

interviews with policymakers, managers and providers and analysis of 7 key policy 

documents. The institutional entrepreneur theory provided the theoretical lens and informed 

a reflexive iterative data analysis.  

Findings. While each case faced unique challenges, there were similarities and differences 

in how managers enhanced a partnership institutional logic. In both cases, entrepreneurial 

healthcare managers created new roles, negotiated mutually beneficial agreements and co-

located staff to foster inter-organisational partnerships between public, private and 

community organisations in the continuum of care for older adults. In addition, managers in 

Ontario secured additional funding, while managers in Quebec organised biannual meetings 

and joint trainings to enhance inter-organisational partnerships. 

Originality. This study has two main implications. First, efforts to enhance inter-

organisational partnerships should strategically include institutional entrepreneurs. Second, 

successful institutional changes may be supported by investing in integrated implementation 

strategies that target roles of staff, co-location and inter-organizational agreements. 

 

Key words: Integrated care, older adults, institutional entrepreneurship, implementation, 

case study 

Paper type: research paper 
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Introduction 

Frail older adults living with multiple chronic diseases often need a broad range of health, 

social and community-based services to improve health outcomes (Béland and Hollander, 

2011; Kodner, 2006; MacAdam, 2011). Over the last two decades, health systems of 

developed countries have implemented community-based integrated care models as effective 

and efficient means to address the complex needs of community-dwelling older adults 

(Béland and Hollander, 2011; Goodwin, 2016; MacAdam, 2011). Integrated care models are 

complex multi-component interventions that consist of collaborative clinical and 

administrative practices across acute, primary and community care sectors (Goodwin, 2016; 

Kodner, 2006; Kodner and Spreeuwenberg, 2002; Lewis et al., 2010; MacAdam, 2011). 

Interprofessional teams, professional care coordination, and shared clinical tools are key 

features of integrated care models. 

Inter-organizational partnerships that ensure seamless service delivery is an important aspect 

of integrated care models because complex patients often require a mix of services from 

different provider organisations (Auschra, 2018; Goodwin, 2016; Kodner, 2006; Suter et al., 

2009). In the field of integrated care, institutional change needed to enhance inter-

organisational partnerships often involves building formal and informal relationships 

between stakeholders, mutual exchange of information and sharing key resources in order to 

forge stronger links between various health and social care organisations (Auschra, 2018; 

Cook et al., 2007; Lewis et al., 2010; MacAdam, 2011; Shaw et al., 2017). Previous works 

show that the configuration and extent of inter-organizational partnerships varies from 

centralized models (Birrell and Heenan, 2014; Forbes, 2012) to organic partnership 

initiatives that developed in ways most suited to their local circumstances (Ahgren and 

Axelsson, 2007; Shaw et al., 2017). For example, Integrated Care Partnerships in Northern 

Ireland are a centralized model consisting of formal committees of representatives from 

health and social services organisations of a given health region (Birrell and Heenan, 2014), 

while Chains of Care are organic partnership models that developed in local councils in 

Sweden (Ahgren and Axelsson, 2007). While most studies have focused on positive 

outcomes of inter-organizational partnerships in terms of improved access to services, 

improved quality of service delivery or improved client satisfaction, (Goodwin et al., 2012; 

Kodner, 2006) less attention has ben paid to the substantial efforts that are employed to 
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implement these inter-organizational collaborative models in real life contexts (Auschra, 

2018; Cook et al., 2007; Lewis et al., 2010).  

The behaviours and practices of social actors in organisational settings are often driven by 

institutional logics or widely shared values of their organisational field (Greenwood et al., 

2017). A partnership institutional logic, defined as widely shared ideas or values driving an 

array of strategic actions to bring together two or more groups of social actors to achieve a 

common purpose (Cook et al., 2007; Forbes, 2012; Kodner, 2006; Nies, 2006; Shaw et al., 

2017), represents a paradigm shift from traditional siloed and fragmented care towards more 

collaborative and continuous models (Auschra, 2018; Goodwin, 2016; Kodner and 

Spreeuwenberg, 2002). Efforts to implement a partnership logic in integrated care models 

often face important challenges, such as difficulties in engaging key partners (especially 

social services) on joint committees (Birrell and Heenan, 2014), difficulties in balancing the 

interests and goals of various organisations involved in the partnership (Cook et al., 2007), 

or substantial efforts to convince physicians of the value of partnerships (Forbes, 2012). 

Healthcare managers play a unique role in shaping efforts to implement partnerships because 

management decisions represent strategic and operational commitment of organisations to 

adapt and change their practices (Auschra, 2018; Breton et al., 2014; Cook et al., 2007; 

Forbes, 2012; Nies, 2006; Shaw et al., 2017). In-depth understanding of strategies associated 

to enhancing inter-organizational partnerships is essential to identifying areas to improve the 

uptake of integrated care policies and practices. Hence, the main objective of this study is to 

develop deeper insights into the strategies employed by healthcare managers to enhance the 

implementation of a partnership logic in integrated care models for older adults. 

Institutional entrepreneur theory 

Institutional theory examines how new organisational arrangements emerge under paradigm 

shifts or the introduction of new institutional ideas and values (DiMaggio and Powell, 1983; 

Greenwood et al., 2017; Meyer and Rowan, 1977). Institutions can be understood as widely 

shared beliefs and practices that are often embedded in policies that influence the coordinated 

action of social actors (Greenwood et al., 2017). A central tenet of the institutional approach 

is that institutional change occurs when key social actors embrace environmental ideas, 

beliefs and values that provide motives for action to what is considered appropriate or 

inappropriate behaviour in their workplace (DiMaggio and Powell, 1983). In the field of 
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integrated care, a partnership institutional logic is a key feature of healthcare policies and 

practices in several developed countries (Birrell and Heenan, 2014; Forbes, 2012; Kodner, 

2006; Shaw et al., 2017). One way of understanding the efforts of social actors to enact 

collaborative practices that are driven by a partnership logic is through the concept of 

institutional entrepreneurship (Forbes, 2012; Shaw et al., 2017). 

Institutional entrepreneurship is a concept associated with institutional theory referring to 

the “activities of actors who have an interest in particular institutional arrangements and who 

leverage resources to create new institutions or to transform existing ones” (Maguire et al., 

2004, p. 657). In other words, institutional entrepreneurs are individuals or groups who 

introduce new practices or modify existing practices within the constraints of their 

institutional environments (Battilana et al., 2009; Garud et al., 2007; Maguire et al., 2004). 

For instance, healthcare managers may act as collective institutional entrepreneurs when they 

connect new treatment norms to the routines of providers (Maguire et al., 2004). 

The literature suggests that the capacity to act as an institutional entrepreneur is 

preconditioned by two types of enabling conditions. First, are  exogenous factors which are 

characteristics of the organisational field or the environments of social actors (Battilana et 

al., 2009; Jensen and Fersch, 2019). Exogenous factors cause disruptions of organisational 

fields and invite new ideas or different ways of doing things (Battilana et al., 2009). An 

exogenous factor that might facilitate the emergence of institutional entrepreneurs include 

regulatory changes, such as the introduction of a new law or policy reforms favoring 

partnership working between various organisations involved in the continuum of care for 

older adults (Birrell and Heenan, 2014; Forbes, 2012; Shaw et al., 2017). Another exogenous 

factor includes a change in leadership that modifies the strategic orientation of an 

organisation towards more integrated care (Shaw et al., 2017). 

The second type of enabling condition are endogenous factors, referring to the way social 

actors perceive their organisational environment and access critical resources necessary to 

enact changes they prioritize (Battilana et al., 2009; Jensen and Fersch, 2019). Some 

endogenous factors that might influence the activities of institutional entrepreneurs include: 

1) Sense-making: the way social actors give meaning to equivocal information – such as 

laws, regulations, directions - and act accordingly to establish practices they prioritize (Denis 

et al., 2009; Garud et al., 2007); 2) Social capital: hierarchical position, formal and informal 
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networks influence the likelihood for social actors to build relationships that are necessary 

to enact changes they prioritize (Battilana et al., 2009). 3) Power: the capacity to mobilise 

resources and to control the behaviour of individuals to achieve integrated care partnerships 

(Garud et al., 2007). 

Recent studies have illustrated how the institutional entrepreneurship of healthcare managers 

have contributed to enhancing a partnership institutional logic in the field of integrated care. 

Forbes et al. (2012) studied the implementation of a Community Health Partnership Model 

that was mandated by the Scottish Executive. They showed that as institutional 

entrepreneurs, health care managers transformed this centrally mandated partnership model 

by engaging in institutional work that involved re-designing the model according to local 

priorities, and then lobbying to legitimise the modified partnership model at the local and 

system level. Shaw et al. (2017) showed how healthcare managers improved care transitions 

between the hospital and community sectors in England by creating a hub bringing together 

local providers to work together and investing in relationship work that facilitated 

partnership working. Finally, Breton et al. (2014) showed how health care managers invested 

in conceptualisation and sensemaking work to modify practices, and had the power to 

mobilize resources to encourage collaborative work during the implementation of integrated 

local health networks for diabetes in Canada.  

While these studies highlight the critical role of entrepreneurial healthcare managers in 

enhancing a partnership logic, there is still lack of strong evidence on successful practices to 

enhance inter-organizational partnerships in integrated care. Furthermore, integrating care 

for older adults faces unique implementation challenges (Béland and Hollander, 2011; 

Threapleton et al., 2017). However, previous studies did not focus exploring strategies to 

enhance the partnership logic in integrated care models for older adults. To address this 

literature gap, this paper explored a specific research question: what are the main strategies 

employed by healthcare managers to enhance a partnership logic during the implementation 

of integrated care models for older adults? 

Methods 

Policy context 

Integrated care for older adults is a healthcare policy priority in Canada (MacAdam, 2011). 

While all Canadian provinces have Beveridgian tax-funded healthcare systems, there are 
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variations in provincial integrated care policies and practices that shape the nature and extent 

of inter-organizational partnerships. Major policy strategies provide an indicator on when 

regions are embarking on shifts with regard to organisational partnerships. Two such 

examples of this kind of policy strategy come from Ontario and Quebec around the same 

time. 

The government of Ontario passed the Ageing at Home Strategy in 2006 to encourage local 

communities to develop efficient initiatives tailored to the needs of community-dwelling 

older adults (Kuluski et al., 2016; Peckham et al., 2018). Through this policy, the 

government of Ontario promoted an organic or bottom-up approach to partnerships by 

supporting local health and social care provider organisations to work together on voluntary 

basis to address common problems. In this context, administrative staff of key provider 

organisations like Family Health Teams or Community Care Access Centres developed 

strategies to enhance inter-organisational collaborations and coordination in the delivery of 

services for their target populations (Breton et al., 2017). 

The government of Quebec enacted the Act Respecting Local Health and Social Services 

Network Development Agencies of 2004 whose main goal was to create 95 Health and Social 

Service Centres, through administrative mergers of acute care hospitals, long-term care 

facilities and Local Community Health Centres that mainly provided nursing and social care 

to community dwelling older adults (Bourque and Quesnel-Vallée, 2014; Wankah et al., 

2018). Furthermore, the government of Quebec explicitly mandated Health and Social 

Services Centres to lead in the implementation of concertation tables for older adults as a 

key component of their integrated care model (Poirier et al., 2013; Wankah et al., 2018). 

Concertation tables were formal structures that aimed at bringing together representatives 

from Health and Social Services Centres and all relevant provider organisations of their 

territories around the needs of older adults of their local communities (MacAdam, 2015). 

Study design and case studies 

This paper offers a supplementary (secondary) analysis (Heaton, 2008) of a wider 

international project – the Implementing Integrated Care for Older Adults with Complex 

Health Needs (iCOACH) (Wodchis et al., 2018). Specifically, we used a qualitative multiple 

case study design (Yin, 2018) to explore the process of implementing partnership logic or 

ideas in integrated care models for older adults in Ontario and Quebec (Breton et al., 2017). 
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The Ontario site consisted of an integrated care model for older adults that was located in an 

urban area with multiethnic and diverse populations. Voluntary partnerships initiatives 

emerged between a Family Health Team, an acute care hospital and a Community Care 

Access Centre. The Family Health Team consisted of physician-led multidisciplinary team 

(family physicians, nurses, nurse practitioners, physician assistant, dietician etc.) that 

provided a comprehensive range of community-based primary care services to their local 

populations. The Community Care Access Centre was a public funded organisations that 

helped community-dwelling older adults obtain health care and social services in their home 

by coordinating activities with about 15 community organisations of the territory. 

The Quebec site consisted of an urban integrated care model for older adults that promoted 

interorganizational partnerships between home care staff of a Health and Social Services 

Centre, three family medicine groups, and about 20 community organisations of the territory. 

The Health and Social Services Centre was a public funded organisation that included the 

acute care hospital and the local community health centre. The home care unit of the local 

community health centre employed multidisciplinary provider teams (nurses, social workers, 

occupation therapists, etc.) that provided a comprehensive range of community-based 

primary care services to their population. The Family Medicine Group was a physician-led 

multidisciplinary team (family physicians, nurses, nurse practitioners, social workers and 

pharmacists) that provided primary care services. 

These two case studies offer unique insights to strategies of implementing partnership 

working for two reasons. First, these models involved collaborations between multiple health 

and social care organisations, which offers the opportunity to explore organisational change 

efforts to enhance partnerships across sector boundaries. Second, healthcare managers 

played active entrepreneurial roles in advancing the transformation of inter-organizational 

collaborations for these case sites. By analysing the institutional entrepreneurship of 

healthcare managers in these cases, we may identify unique strategies that were employed to 

enhance inter-organizational partnerships. 

Data collection and study population 

We conducted 65 semi-structures interviews of three groups of key stakeholder’s – 

policymakers, managers, and providers (see table 1)- between January 2014 and December 

2018. We explored their experiences on efforts to implement partnership working in their 
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respective integrated care models for older adults (Morse, 2015). Policymakers were system 

leaders at the ministerial level and senior executives of healthcare organisations who had in-

depth knowledge of strategic and policy issues related to the implementation of integrated 

care for older adults for the cases under study. Managers were middle-level administrative 

staff of healthcare organisations that were involved in daily tactical management of partner 

organisations involved in the continuum of care for older adults. Providers were health and 

social care professionals including physicians, nurses, occupational therapists, or community 

organisers involved in direct care delivery to older adults living with complex needs. Face-

to face interviews were scheduled after each research participant signed an informed consent 

form. All interviews were audio recorded and transcribed. Each interview ranged from 50 to 

90 minutes. 

 

Table I: number of semi-structured interviews per case 

 Ontario Quebec Total  

Policymakers 5 11 16 

Managers 14 12 26 

Providers 9 14 23 

Total 28 37 65 

 

We also reviewed 7 key policy documents that were relevant to understanding efforts to 

enhance partnerships in both cases from July 2019 to March 2020. These policy documents 

included program guides, ministerial action plans or legislations in both cases. 

Data analysis 

We used a data analysis software - NVivo 11 (QSR International, 2020) to support data 

analysis. The institutional entrepreneur theory (Battilana et al., 2009; Garud et al., 2007) 

provided a theoretical perspective to examine the activities of health care managers involved 

in the implementation of inter-organizational partnerships. We carried out a thematic 

analysis (Braun and Clarke, 2006) that consisted of coding and categorising key strategies 

that emerged in relation to the implementation of inter-organizational partnerships. A 

strategy was considered as a theme if it fulfilled two criteria: 1) research participants 

considered the sets of actions as facilitating, improving or enhancing the way organisations 
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worked together in the continuum of care for older adults, and 2) research participants 

perceived that a considerable amount of effort, time or resources was required by healthcare 

managers to enact the strategy. Negative strategies that were enacted but hindered 

collaborations were not included because they were not the focus of this study. Themes were 

discussed with the research team until we arrived a consensus. The final analysis is presented 

as a narrative synthesis in the findings section. 

Ethics 

This study was approved by the research ethics committees of i) Charles-Le Moyne Hospital 

Research Centre (ref. number CE-HCLM-15-001) in Quebec, and ii) University of Toronto 

(ref. number 31134) in Ontario. 

Findings 

In this section we present our research participants’ views of various strategies that were 

employed by healthcare managers to enhance inter-organizational partnerships in their 

respective integrated care models for older adults. In the Ontario case, by creating a virtual 

ward program, Family Health Team managers introduced the role of physician assistant, 

negotiated data sharing agreements and co-located staff to enhance inter-organizational 

partnerships with their local hospital and Community Care Access Centre. In the Quebec 

case, while struggling to establish a concertation table for older adults, Health and Social 

Services Centre managers created new roles for community organisers, negotiated service 

agreements, co-located staff and leveraged joint training to enhance inter-organizational 

partnerships with community organisations and family medicine groups of their territory. 

Ontario 

A change in Family Health Team leadership served as a key contextual enabler that triggered 

the introduction of new partnership ideas as explained by a provider: 

“There was a huge change in focus [of the FHT], when {X] leader did take charge. 

Because when I started working here there was a different doctor that was the lead 

physician. So, [X] leader took charge maybe around six years ago. And that is when 

I noticed a huge shift in the programming that we have had here.” (Provider-ON 09) 

Specifically, the new Family Health Team managers (including the lead physician) readily 

embraced a partnership logic embedded in the Healthy Ageing Strategy of 2006 by orienting 

their organization towards more inter-organizational collaborations to advance integrated 
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care for older adults. By doing so, these managers enacted their roles as institutional 

entrepreneurs who actively contributed to strengthening a partnership logic by employing 

strategies that consisted of: 1) creating a new program to enhance collaborations with their 

local hospital and 2) enhancing connections with their local Community Care Access Centre. 

Creating a new program to enhance collaborations with the hospital 

A critical step towards improving integrated care for complex clients was the creation of a 

new program called the Virtual Ward, as explained by a Family Health Team manager:  

“From the [X]FHT perspective, I guess our journey in working with individuals with 

complex needs actually started with our virtual ward.” (Manager-ON 05) 

Three main strategies that were employed to create the virtual ward and to connect it to the 

hospital: i) creating a new role for physician assistants, ii) securing funding for the virtual 

ward, and iii) negotiating data sharing agreements across organisational boundaries. 

After consulting their staff on how best to develop the virtual ward, Family Health Team 

managers soon realised that family physicians were reticent to participate in a new program 

that would increase their workloads. Hence family health team managers negotiated with 

physicians and came to a compromise that consisted of hiring a physician assistant as the 

main coordinator of the virtual ward as explained by a manager:  

“Recognizing though, very quickly, that we could not put this burden necessarily on 

physicians who are already carrying 1,200 patient rosters; we worked with the 

Ministry. There was a time, back in 2010, when we could apply for a Health Force 

Ontario grant to get a physician assistant. The physician assistant was primarily hired 

to manage patients with complex needs starting with the virtual ward.” (Manager-

ON 05) 

However, the Family Health Team did not have sufficient budget to hire the physician 

assistant for the virtual ward. As institutional entrepreneurs, Family Health Team managers 

had the social capital and capacity to mobilise resources to create the virtual ward. They did 

this by reaching out to the Ministry of H ealth to support them to secure a Health Force 

Ontario grant that ensured an initial 2-year funding for the physician assistant. 

The physician assistant was a key resource to enhance partnership working between the 

Family Health Team and the hospital. Specifically, the physician assistant participated in 

discharge planning of complex clients in the hospital. This role allowed the physician 
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assistant to build trusting relationships with clients and the hospital team. Furthermore, the 

physician assistant worked in close collaboration with Family Health Team nurse 

practitioners to carry out home visits of clients. However, the physician assistant needed 

access to client data for effective collaborations with the hospital: 

“I use the hospital’s charting, PowerChart, because I am taking virtual ward patient 

from them. So, I need to know the patient’s history. And I also need these charts to 

work with the [X] Hospital effectively” (Provider-ON 07) 

Family Health Team and hospital managers enacted two main practices to facilitate the work 

of the physician assistant. They signed data sharing agreements to allow the physician 

assistant to consult patients’ hospital charts, and an electronic notification system was 

developed to instantly notify the family health team when a virtual ward patient was 

admitted. 

At this stage, the virtual ward mainly ensured continuous medical and nursing care between 

the hospital to primary care. However, Family Health Team managers recognised the need 

to enhance collaborations with organisations delivering social care and community services. 

Connecting the Family Health Team to a Community Care Access Centre  

Since 2008, the Community Care Access Centres was running a separate program – the 

Integrated Client Care Program – for community dwelling older adults. The Integrated Client 

Care Program consisted of Community Care Access Centre coordinators, assessing the social 

needs of homebound clients and connecting them to relevant community organisations. A 

critical step towards improving integrated care was the creation of a strategic partnership 

between the family health team and their local Community Care Access Centre in 2011, as 

explained by a manager: 

“I would say that one of the foundational pieces that kicked off integration was the 

partnership between CCAC and [X]FHT. Since that time, we have taken this core, 

which was integrating CCAC into the virtual ward and then supporting home based 

primary care clients” (Manager-ON 14) 

Two main strategies to enhance connectivity between the family health team and the 

Community Care Access Centre were i) data sharing agreements and ii) co-location of staff 

in the Family Health Team. 
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Difficulties in ensuring adequate client information exchange was an important challenge to 

connect family health team to the Community Care Access Centre, as explained by a 

manager: 

“When the virtual ward was first started, I don’t know how many meetings I sat with 

managers from CCAC. How do we communicate? How does one computer system 

communicate with the other to help provide care for patients? There were privacy 

issues. You can’t access this computer system. There are two different computer 

systems. It can’t work. And then finally we invited CCAC Care Co-ordinators to 

come to our [virtual ward] rounds and they have access to the system.” (Manager-

ON 01) 

Specifically, concerns on the privacy and confidentiality of client data hindered sharing of 

client information between both organizations. Furthermore, both organizations used 

different computer systems that further hindered data sharing. 

As institutional entrepreneurs, family health team managers worked around these obstacles 

in two ways. First, data sharing agreements were negotiated with the Community Care 

Access Centre to facilitate the circulation of client data. These data sharing agreements 

specified relevant clinically relevant data that could be shared between both organisations, 

while protecting the privacy of family health team clients. Second, family health team 

managers agreed to introduce Community Care Access Centre care coordinators for two days 

a week in the virtual ward, where they had access to the Family Health Team computer 

system, and also continued the Integrated Client Care program activities. By co-locating 

providers and data sharing agreements, the physician assistant worked in close collaboration 

with Community Care Access Centre care coordinators to ensure continuous medical, 

nursing, social and community services to homebound clients. 

Quebec  

The majority of the 37 participants we interviewed explicitly recognised that the 2004 

healthcare reforms in Quebec served as a key contextual enabler driving the shift towards a 

partnership logic as explained by a policymaker: 

“The 2004 reform brought a different view on integrate care. Health and Social 

Services Centres had to lead in the creation of concertation tables. I think that it 

facilitated the development of better integration. Better concertation between 
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different partners who needed to coordinate and ensure better fluidity and continuity 

of services.” (Policymaker-Q 05) 

Specifically, Health and Social Service Centre managers were required to assume an 

institutional entrepreneur role by actively establishing concertation tables that brought 

together public, private and community organisations around the needs of older adults of 

their local territories. The health managers of Health and Social services Center had the 

mandate the lead the establishment of local health network for older adults in partnership 

with the various organizations and providers located on their local territories. However, our 

data revealed that Health and Social Services Centre managers faced important challenges 

in establishing concertation tables and employed various strategies to enhance inter-

organisational partnerships. These consisted of strategies to enhance connections with 1) 

community organisations and 2) family physicians working in primary care clinics in the 

community. 

Connecting with community organisations 

Most respondents were concerned by the limited participation of local community 

organisations and social enterprises in concertation tables for older adults across Quebec, as 

explained by a policymaker: 

“I think that managers did not [adequately] understand concertation tables. For example, 

[Health and Social Services Centre] managers said that they created a concertation table 

of partners between the hospital and community health centres. Community 

organizations were not included, social economy enterprises were not included, private 

nursing homes were not included” (Policymaker-QC 01) 

Specifically, the respondent pointed out that there was great variability in the way inter-

organizational concertation tables for older adults were implemented across Quebec. Some 

concertation tables included community organizations as equal partners, others consulted the 

opinions of community organizations, and other health areas – like the case we studied – did 

not include community organizations at all. This means that the way Health and Social 

Services Centre mangers interpreted or made sense of policy requirements for concertation 

tables varied across the territory.  

Although Health and Social Services Centre managers faced considerable challenges in 

engaging community organisations in concertation tables, they deployed three main 
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strategies to enhance partnerships: i) hiring community organisers, ii) negotiating service 

agreements, and iii) organising biannual open days. 

In 2005, the Health and Social Services Centre included in this study  hired six community 

organisers to facilitate collaborations with community organisations of their territory. These 

newly hired community organisers participated in administrative and clinical meetings of the 

home care unit. Hence, they served as a linkage between Health and Social Services Centre 

administration and community organisations of the territory. This newly created role gave 

them leverage to support other community organisations as described by a provider: 

“In fact, I am paid by the Health and Social Services Centre, but I work with 

community organizations of the territory. I support them in organising their structure, 

problems of governance, or participation in local projects” (Provider-QC 03) 

Furthermore, Health and Social Services Centre managers negotiated service agreements 

with local community organisations. Under these service agreements, home care providers 

could refer vulnerable clients to community organisations for services. However, these were 

mostly bilateral agreements between the Health and Social Services Centre as the lead 

organisation and individual community organisations. 

Finally, Health and Social Services Centre managers organised biannual open days with 

community organisations as explained by a manager: 

“We often meet with community organizations. Kind of open days, where they 

present their services so that our homecare providers know these organizations, and 

then can get in touch with them.” (Manager-QC 01). 

The introduction of these biannual meetings allowed community organisations to showcase 

their products and services to homecare providers. This initiative aimed at fostering 

collaborations between these organisations in delivering care to older adults of their territory. 

Engaging family physicians working in the community 

Most respondents were concerned by the resistance of family physicians to participate in 

concertation tables for older adults. The lack of engagement was explained by a policymaker: 

“The efforts we made to make physicians part of the integrated care project. Then it 

didn’t work. And despite everything, when we went to check their opinion on the 

integrated care model, it was very favorable. […]. Yet, they were not willing to 

participate in concertation tables.” (Policymaker- QC 01) 
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Specifically, family medicine groups of the territory did not show great interest in 

participating in concertation tables. Other respondents pointed out that there were no real 

incentives for Family Medicine Groups to participate in concertation tables. 

Despite challenges to include family physicians in concertation tables, Health and Social 

Services Centre managers enhanced partnerships by i) co-location of social workers in family 

medicine groups and ii) joint training initiatives. 

In 2016, Health and Social Services Centre managers readily embraced a new government 

policy that promoted the co-location of social workers in Family Medicine Groups. In fact, 

social workers were a new type of providers in the interdisciplinary model of family 

medicine groups. However, some respondents raised concerns about the extent to which 

social workers could carry out their duties in Family Medicine Groups as explained by a 

policymaker: 

“It is not entirely clear what the social worker will do in family medicine groups. 

And even the reception of social workers in Family Medicine Groups is not very 

enthusiastic for many Family Medicine Groups” (Q-Policymaker 005) 

Specifically, although this policy initiative aimed to improve collaborations with Family 

Medicine Groups, there were two main issues. There was a lack of clarity of the specific role 

of public funded social workers in privately owned Family Medicine Groups. Furthermore, 

initial observations revealed that family physicians were not very enthusiastic to integrate 

social workers in their Family Medicine Groups. 

As institutional entrepreneurs, Health and Social Services Centre managers had the capacity 

to leverage existing programs to improve connectivity with family physicians. Specifically, 

Health and Social Services Centre managers promoted joint training of home care providers 

and family physicians in the context of two programs – the Alzheimer’s project and the 

Behavioral and Psychological Symptoms of Dementia program. The idea was that that by 

promoting interactions between providers from different organisations through joint training 

programs, this would improve connectivity and build relationships that would improve 

collaborations between these providers. 

Discussion 

This paper has explored the implementation of partnership logic in integrated care models 

for older adults using the analytical lens of the institutional entrepreneur theory (Battilana et 
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al., 2009; Garud et al., 2007). Acting as institutional entrepreneurs, healthcare managers in 

Ontario and Quebec sought to transform their organisations by introducing strategies that 

aimed at enhancing collaborations between various organisations in the continuum of care 

for older adults. Our findings show three similar strategies in both cases: 1) introducing new 

roles (physician assistants in Ontario and hiring community organisers in Quebec), 2) 

negotiating mutual agreements (data sharing, and services agreements), and 3) co-location 

of staff (introducing care coordinators in Family Health Teams in Ontario and introducing 

social workers into Family Medicine Groups in Quebec). Other strategies to enhance 

partnerships in these cases include securing new funding in Ontario and biannual open days 

and joint training initiative in Quebec. We discuss implications of these findings for 

institutional change. 

A growing body of literature suggests that management may be the Achilles’ Heel of 

integrated care (Miller and Stein, 2020). These studies argue that several barriers to the 

successful implementation of integrated care such as lack of commitment of strategic and 

operational managers or lack of adequate competencies and skills to manage across 

organisations are related to managerial roles and functions (Auschra, 2018; Miller and Stein, 

2020; Nies, 2006). Our study contributes to this literature by highlighting strategies used by 

healthcare managers that assumed institutional entrepreneur roles in their efforts to transform 

their organisations towards more collaborative practices. Our findings show that 

entrepreneurial managers creatively adjusted the operations of their organisations by 

introducing new roles, promoting the co-location of staff or negotiating mutual agreements 

to enhance partnership working. While these organisational strategies are frequently reported 

in the literature (Auschra, 2018; Nies, 2006; Powell et al., 2015), our findings also showed 

that entrepreneurial actions of managers were critical to overcoming or working around 

specific challenges in order to support partnerships. For example, healthcare managers 

creatively used data sharing or service agreements to improve partnership working within 

the structural constraints of their respective institutional environments. 

We identify two main practical implications of these findings. First, institutional change such 

as enhancing a partnership logic in integrated care models for older adults need the 

participation of managers, acting as institutional entrepreneurs, to support and guide such 

complex change initiatives. Entrepreneurial managers have the capacity assess their work 
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environment, introduce new practices or adjust existing practices at clinical, organisational 

and system levels of their respective healthcare systems (Breton et al., 2014; Forbes, 2012). 

Healthcare organisations should invest in developing entrepreneurial capacities of 

employees so as to enhance skills and competencies that facilitate collaboration across 

organisational and sectoral boundaries (Miller and Stein, 2020; Shaw et al., 2017; Shortell 

and Kaluzny, 2006). This means that healthcare organisations may either develop proactive 

recruitment strategies that target people with advanced leadership qualities in key sectors or 

provide leadership trainings to existing staff. 

Second, our findings show that healthcare managers used multiple and diverse strategies in 

their efforts to enhance partnership logic in integrated care for older adults. These findings 

suggest that successful institutional change may need integrated implementation strategies 

that address different areas of the continuum of care for older adults (Powell et al., 2015). 

For instance, while healthcare policies often focus on joint outcomes as a strategy to engage 

diverse stakeholders in partnership initiatives (Cook et al., 2007), our Quebec findings show 

that additional support is required to guide the way healthcare managers interpret and enact 

policy requirements for partnerships. Furthermore, healthcare managers in Ontario require 

implementation strategies that address regulatory and bureaucratic constraints to information 

exchange, as well as mobilizing resources to establish partnerships. Future research and 

practice should focus on developing bundles of implementation interventions that address 

identified barriers to implementation success (Bauer et al., 2015). 

While this study has the merit of reporting firsthand experiences of social actors and their 

actions to enhance collaborative partnerships in their respective contexts, there are limits to 

this study. We acknowledge that these findings do not represent all strategies used by 

healthcare managers in their efforts to enhance partnership logic, rather they represent salient 

strategies in our cases. Hence these findings can only be generalized to similar contexts. 

Other literature reviews (Powell et al., 2015) can provide additional information on various 

strategies in enhancing the implementation of healthcare innovations in various contexts. 

Conclusion 

This multiple case study examined strategies associated with implementing a partnership 

institutional logic in integrated care models for older adults in two distinct policy contexts. 

Our findings illustrated that healthcare managers acting as institutional entrepreneurs in their 
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efforts to establish and enhance collaborative practices created new roles, co-located staff, 

signed mutual agreements and promoted joint training initiatives. These findings also 

underscore the critical role of healthcare managers in developing strategies that overcoming 

or working around context specific challenges to advance the implementation of integrated 

care. 
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6. DISCUSSION 

The general objective of this thesis was to better understand issues related to the 

implementation of integrated care models for older adults in Quebec and Ontario. The 

specific objectives were: 1) to explore how interactions between the managerial, 

professional and partnership institutional logics influenced efforts to implement 

integrated care models for older adults, and 2) to identify the main strategies employed 

by institutional entrepreneurs to enhance a partnership logic during the 

implementation of integrated care models for older adults. 

This chapter aims to discuss cross-cutting contributions of the findings of this thesis 

in relation to the theory and practice of implementing integrated care models for older 

adults. We argue that in order to improve the uptake of integrated care models for 

older adults, decision makers, managers and providers should decisively invest in 

strategies to better monitor and understand the effects of key features of their 

institutional environment (managerial, professional and partnership institutional 

logics) and to support the entrepreneurial activities of health care managers to 

creatively develop strategies to enhance inter-organisational partnerships within this 

complex institutional environment.  

We present our argument in two sections that highlight the specific contributions of 

this thesis: i) theoretical perspectives on the implementation of integrated care, ii) 

challenges and strategies to enhance the implementation of integrated care models for 

older adults. This chapter is completed by the strengths and limitations of the study 

followed by implications for policy, practice and research. 

6.1. Theoretical perspectives on the implementation of integrated care 

Given the complexity of integrated care models and the contexts in which they are 

implemented, it is often difficult to know what features of the models work, for whom, 

and in what circumstances (Kirst et al., 2017; Sadler, Sandall, Sevdalis, & Wilson, 

2019). Theory driven analysis can contribute in advancing understanding of how and 

why integrated care models are successfully (or not) implemented in various contexts 

(Sadler, Sandall, et al., 2019). Organisational studies (Clegg, Hardy, & Nord, 1996; 

Greenwood et al., 2017) and implementation science (Bauer et al., 2015; Damschroder 
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et al., 2009; Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou, 2004; Rogers, 

2003) theories, models and frameworks provide a systematic way of conceiving, 

thinking and assessing how and why organisational changes – such as the 

implementation of integrated care models for older adults – happen in their natural 

contexts. They do so in three main ways: i) by providing a broad set of constructs that 

may influence the transformation of organisations, ii) by proposing various types of 

meaningful relationships between different constructs during organisational change, 

and iii) by proposing various ways of understanding how a mechanism or construct 

may change the nature or behaviour of another construct during the process of 

organisational change (Bauer et al., 2015). 

Various theoretical perspectives have been used to study factors influencing the 

implementing integrated care models. Vogel et al. (2007) used the Stages of 

Collaboration model (Gardner, 1999) that focused on four constructs – i) information 

exchange, ii) joint projects, iii) changing the rules, and iv) changing the system – to 

study the implementation of an integrated care model for older adults in the US. Ling 

et al. (2012) used the Normalization Process Theory (May et al., 2009) to study 

barriers and facilitators to the implementation of integrated care pilots. Although these 

theoretical approaches have the merit of illustrating how distinct contextual factors 

facilitate or hinder the progress of organisational change, their main weakness is that 

they do not capture dynamic situations underlying organisational change. Specifically, 

Billings et al. (2020) point out that “discussions on ways to support planning and 

implementation of integrated care initiatives [should] move beyond ascertaining 

separate influencing factors” (p. 37). This means that theoretical perspectives that 

capture dynamic interactions should be increasingly used in studying organisational 

change. 

The institutional theory perspective (Greenwood et al., 2017) can potentially unravel 

complex dynamics underlying organisational change. For instance, Reay and Hinings 

(2005) explained the radical transformation of Alberta’s health care system in 1994 as 

a political struggle between managerial actors introducing a business-like institutional 

logic and professional actors carrying a medical professional logic. In this thesis, we 

used two institutional theory concepts – the institutional logics theory (Thornton & 



115 

 

 

Ocasio, 2008) and the institutional entrepreneur theory (Battilana et al., 2009) – to 

examine issues related to the implementation of integrated care models for older 

adults. 

The theory of institutional logics basically examines how socio-cultural beliefs and 

values of the institutional environment influence changes in organisational practices 

(Thornton & Ocasio, 2008). Previous integrated care studies have mostly explained 

organisational changes as driven by the introduction of an institutional logic that shifts 

the way social actors carry out their daily practices – without investigating 

simultaneous contributions of logics. For instance, Shaw et al. (2017) explained that 

successful changes in the configuration of care transitions in an integrated care model 

in England were related to the introduction of legislation carrying a partnership 

institutional logic that was translated at the meso level of organisations and adopted 

by managers and providers in clinical practice at the micro level. Breton et al. (2014) 

explained successful organisational changes in the implementation of an integrated 

care model for diabetes as related to the introduction of state reforms that promoted a 

population-based institutional logic instead at the expense of a service-centered 

institutional logic.  

In this thesis, we specifically focus on understanding how interactions – or 

simultaneous contributions – of multiple institutional logics influence organisational 

change. To the best of our knowledge, this is the first study that specifically focused 

on understanding how multiple institutional logics simultaneously influenced the 

implementation of integrated care models for older adults. Hence, this innovative 

theoretical contribution may open avenues for future research on understanding how 

co-occurring institutional logics facilitate or hinder organisational change. 

The institutional entrepreneur theory basically examines how entrepreneurial social 

actors advocate for and enact innovative practices that advance divergent 

organisational change (Battilana et al., 2009). Previous studies have used the 

institutional entrepreneur theory to examine the implementation of integrated care 

models. For example, Breton et al. (2014) highlighted the key role of entrepreneurial 

health care managers who enacted new practices such as negotiating with hospitals to 

provide access to high-tech systems to primary care organisations or developing 
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contractual agreements with different partners in order to enhance integrated care. 

Forbes (2012) explained changes in the Integrated Care Partnership model in Ireland 

as being driven by entrepreneurial managers that actively created an alternative 

partnership model and lobbied at the local and national level for legitimation. In this 

thesis, we illustrated how entrepreneurial managers in Quebec and Ontario deployed 

creative strategies to work around obstacles to inter-organizational partnerships. The 

findings of this thesis contribute to strengthen the evidence-base on successful 

strategies to enhancing inter-organisational partnerships in integrated care models in 

various contexts. 

6.2. Challenges and strategies to enhance the implementation of integrated care 

models for older adults.  

The empirical findings of this thesis mostly align with broader organisational change 

literature that indicates multiple challenges during the transformation of health 

systems and creative strategies that are employed to successfully enact innovative 

practices (Damschroder et al., 2009; Greenhalgh et al., 2004; Rogers, 2003). 

Specifically, our findings illustrate how a managerial, professional and partnership 

institutional logic mixed in their effects during the implementation of integrated care 

models for older adults. Furthermore, we illustrate how entrepreneurial health care 

managers creatively employed strategies to overcome unique challenges as they 

sought to enhance a partnership institutional logic during the implementation of 

integrated care models for older adults. 

Complex institutional environment 

Challenges and opportunities of moving through change in a complex institutional 

environment have to be properly understood and addressed by decision makers in 

order to improve the uptake of innovations. Our findings showed that bureaucratic 

constraints of a centralised managerial logic of state reforms was perceived as 

hindering efforts to establish functional inter-organisational partnerships. Specifically, 

following the 2004 health care reforms, managers in Quebec were required to carry 

out large-scale reorganisation of their health system by merging community health 

centres, hospitals and long-term care facilities to create the health and social services 

centres, while simultaneously creating partnerships with family medicine groups and 
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local community organisations. This finding concurs with MacAdam (2015) who 

stated that “the extent of the merger temporarily diverted the energy of health care 

managers away from ongoing integration [efforts]” (p. 11).  

On the other hand, managers in Ontario readily embraced a decentralised managerial 

logic as they collectively worked to establish partnerships between three distinct 

integrated care programs – the virtual ward, the integrated client care program and the 

home care program. The managerial logic driving leadership in integrated care may 

vary from centralised top-down approaches (single organisation coordinates 

integrated care activities) to decentralised bottom-up approaches (where multiple 

organisations coordinate integrated care activities) (Mitterlechner, 2020).  

Studies suggest that success may depend on finding the right balance of centralised 

and decentralised leadership depending on the local implementation context (Gutberg 

et al., 2021; Mitterlechner, 2020). Furthermore, successful decentralised leadership 

may be contingent on having a single centralised leader who acts as a unifying force 

across the integrated care model (Gutberg et al., 2021). However, informed observers 

still state that “leadership is certainly one of the neglected topics of integrated care” 

(Amelung, Chase, & Reichert, 2017, p. 221).  

There is lack of consistent evidence on what leadership structures and practices best 

enhance collaborative and coordinated practices in integrated care models (Amelung 

et al., 2017; Mitterlechner, 2020). Our study contributes to the evidence-base of 

integrated care leadership literature by suggesting that the managerial logic driving 

leadership approaches may influence efforts to establish partnerships in integrated care 

models. Hence, implementation strategies should focus on understanding how 

institutional ideas that shape local leadership structures and dynamics influence 

collaborative practices in order to improve the uptake of integrated care models. 

Our study showed that the managerial logic driving cost-saving initiatives and 

performance management in Quebec created tensions with the professional logic of 

quality care of home care providers and case managers. Specifically, managerial cost-

saving strategies to reduce the number of long-term care beds were perceived as 

increasing the work loads of home care nurses and social workers who had to provide 

services to an increasing number of complex clients. Similarly, family physicians in 
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Ontario were concerned by community care access centre managers’ cost reduction 

strategies that did not align with their medical professional values of quality care. 

Contemporary health care and integrated care literature suggest that health care 

providers may actively resist or may not be motivated by interventions that they 

perceive as not aligned to their professional values of quality care (Ling et al., 2012; 

Threapleton et al., 2017) or that increased their work loads (Barry et al., 2021; 

Bernardi & Exworthy, 2020). For instance, Bernardi and Exworthy (2020) found that 

a patient-centered telehealth project for heart failure that could reduce cost of care for 

homebound clients was not adopted because physicians were concerned by increased 

workloads. Our study showed that health care managers eventually changed their 

strategy by organising meetings with family physicians to better understand what was 

more important to them in order to secure their commitment and participation in the 

integrate care model for older adults in Ontario. These findings underscore the 

importance of engaging health care providers early on and during the process of 

implementing integrated care models (Billings et al., 2020; Ling et al., 2012; 

Threapleton et al., 2017). Furthermore, Martin et al. (2015) suggest that decision 

makers should actively use seductive, deliberative and coercive strategies to enhance 

the engagement and participation of health and social care providers in health care 

initiatives. For instance, seductive strategies that appealed to the values and 

sensibilities of staff consisted of demonstrations of inspiring leadership and providing 

evidence of poor practices and benefits of change; deliberative strategies that brought 

together various stakeholders to take ownership of changes consisted of organising 

regional meetings and deliberative forums; and coercive strategies that exerted 

pressure for changes consisted of regular auditing and individual performance 

management. 

Our findings illustrated a unique situation in Ontario where care coordinators were 

concerned that the partnership logic driving the interconnection of multiple local 

programs created tensions with their professional logic of quality care. Specifically, 

each of the three local programs – the virtual ward, the integrated client care program 

and the home visit programs – had a distinct care coordinator. This meant that the 

activities of multiple care coordinators were often overlapping, duplicated and 
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confusing. This finding draws attention to the need to redefine professional roles 

(Barry et al., 2021) and to improve role clarity (Billings et al., 2020) when connecting 

integrated care programs so as to reduce waste and duplication of services. 

Entrepreneurial strategies to enhance integrated care partnerships 

This thesis identified several strategies such as creating new roles or co-locating staff 

that were employed by entrepreneurial managers to enhance partnerships in integrated 

care models. These strategies mostly align with existing literature; notably, the 73 

implementation strategies to enhance the uptake of innovations of Proctor et al. (2015). 

Our findings are important for two main reasons; i) they strengthen the current 

evidence-base of strategies to successfully enact integrated care practices, and ii) they 

may help interested stakeholders such as decision makers, managers, clinicians and 

researchers design more effective integrated care models for older adults. We discuss 

each strategy in relation to contemporary literature. 

Our findings showed that managers in Quebec and Ontario created new roles and hired 

staff within their organisations to enhance partnerships. Although inter-organisational 

concertation tables were mandated for integrated care models for older adults in 

Quebec (MacAdam, 2015; Poirier, Descôteaux, Levesque, & Tourigny, 2013), 

community organisations did not participate in concertation tables of the case we 

studied. This posed a problem for managers of the home care unit who regularly 

referred clients to local community organisations. So, the home care unit created a 

new role and hired six community organisers. These newly hired community 

organisers participated in administrative and clinical meetings of the home care unit 

and were also responsible for improving outreach to local community organisations.  

Similarly, family health team managers in Ontario realised that family physicians were 

concerned and not motivated to work in a virtual ward if it meant increasing their work 

loads. These managers hired a physician assistant to work under the supervision of a 

family physician and coordinate the activities of the virtual ward. By creating new 

roles within their organisations and hiring staff to occupy these roles health care 

managers enacted changes that were perceived as improving partnerships, thus 

enhancing the implementation of integrated care for older adults. This means that 

successful organisational change may need creating new roles or adjusting the scopes 
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of existing roles to new realities (Powell et al., 2015). Hiring new employees may 

introduce new expertise, skills and competencies that were lacking in an organisation 

(Damschroder et al., 2009; Greenhalgh et al., 2004). However, managers should be 

aware of potential drawbacks such as lack of role clarity or stress/insecurities of 

employees that may affect their adaptation to their new work environment (Ling et al., 

2012). 

Our findings showed that managers in Quebec and Ontario negotiated different types 

of agreements to enhance partnerships. In Quebec home care managers negotiated 

service agreements with their local community organisations to improve referrals of 

vulnerable clients. In Ontario, family health team managers negotiated data sharing 

agreements with the hospital and the community care access centre to work around 

data sharing barriers due to privacy and confidentiality of client data. Various types of 

agreements such as resource sharing agreements (Powell et al., 2015), or partnership 

agreements (Powell et al., 2015) have been used to work around barriers to 

organisational change. Basically, these agreements consist of defining the way two or 

more organisations will work together to achieve shared goals. However, we noticed 

that managers in both cases studied carried out multiple bilateral agreements; we did 

not have any instance of formal multi-lateral agreements. The literature suggests that 

it is easier to negotiate bilateral agreements since it involves two organisations than 

multilateral agreements (Powell et al., 2015). However, given the number of provider 

organisations involved in the continuum of care for older adults it may be necessary 

to develop innovative approaches to formalise working partnerships between multiple 

partners. 

Our findings show that managers in Quebec and Ontario co-located staff to enhance 

partnerships. In Quebec, social workers were introduced into family medicine groups 

to improve collaborative interdisciplinary team-based care. By introducing 

community care access centre care coordinators into the family health team, managers 

facilitated collaborations with the physician assistant who coordinated care of the 

virtual ward. Co-locating staff has frequently been reported in the literature as a 

strategy for supporting the implementation of innovations (Ling et al., 2012; Mackie 

& Darvill, 2016; Powell et al., 2015). Advantages of co-locating staff include building 
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trust and reinforcing relationships of staff the frequently share same office space, and 

accelerated information exchange between team members that often meet (Ling et al., 

2012). However, co-locating may mean displacing staff to new office spaces (Mackie 

& Darvill, 2016). Furthermore, co-locating interdisciplinary teams may create clusters 

of operational teams that may create siloes with other units (Barry et al., 2021). 

Finally, as many organisations are shifting to remote or virtual working, it may be 

necessary to explore how virtual models affect co-location of staff. 

Our findings showed that family health team managers in Ontario worked with the 

ministry of health to secure additional funding to operate the virtual ward. This was a 

two-year funding to finance the physician assistant. Lack of adequate funding and 

resources is a known barrier to organisational change (Powell et al., 2015; Threapleton 

et al., 2017). Access to new or existing funding can facilitate efforts to implement 

innovations (Powell et al., 2015). Furthermore, our findings highlight government 

support for securing the funding necessary to operationalize the virtual ward in our 

case studied. Overall, these findings suggest that available funding may be an 

incentive for organisational change (Powell et al., 2015). 

Our findings show that managers in Quebec organised biannual open days to enhance 

collaboration between the home care unit and community organisation. These open 

days were a means for community organisers to show case their products and facilitate 

collaborations with home care staff. These findings concur with Billings et al. (2020) 

who found that open days helped to bring together health and social care staff in a 

spirit of open learning during the implementation of integrated care vanguards in 

England. There is limited evidence in broader literature on open days as a strategy to 

advance organisational change. 

Our findings showed that managers in Quebec organised joint training activities to 

enhance collaboration between family physicians working in family medicine groups 

and home care staff. Training activities are frequently reported as strategies to foster 

organisational change (Powell et al., 2015). Joint training could contribute in breaking 

professional cultural barriers and improve relationships between health and social care 

providers in an integrate care model in England (Erens et al., 2017) 
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6.3. Benefits and future implications 

We present benefits and future implications of this thesis for policy, practice, and 

research. 

Implications for policy 

Integrating care for older adults is a policy priority in developed countries. Policy 

initiatives like the Healthy Ageing Strategy have been enacted to improve the 

coordination and continuity of care for older adults. However, there is mixed evidence 

on how these policies are successfully implemented to improve outcomes for older 

adults. Two main policy implications of this thesis: 

1) The findings of this thesis may enlighten policymakers on how simultaneous 

contributions of managerial, professional and partnership institutional logics create 

tensions and complementarity during the implementation of integrated care models. 

Evidence from our research may be integrated in the development of policies that 

impact the implementation of integrated care practices. Specifically, developing 

policies that mitigate the tensions caused by interacting institutional logics in order to 

improve the uptake of integrated care models. Also, policymakers may develop 

policies that strengthen the complementarity of logics to improve the progress of 

integrated care. 

2) This thesis suggests that policies that promote the development of integrated 

care models should include sufficient material support such as funding or flexible 

hiring procedures for entrepreneurial managers who may improve the uptake of 

models. 

Implications for practice 

Health care managers and providers face various challenges during the process of 

implementing integrated care models for older adults. However, there is increasing 

understanding on how to deploy innovative strategies and adapting organisational 

practices to successfully implement integrated care models. Four main practice 

implications of this thesis: 

1) Organisations should invest in better understanding how their complex 

institutional environment influence the implementation of their integrated care 

models. This may mean hiring or training staff that can enhance the capacities of 
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organisations to monitor the mixed effects of multiple institutional logics in order to 

improve their change management initiatives during the implementation of integrated 

care models. 

2) The findings of this thesis provide insights on processes that guide 

implementation and factors that influence implementation. This may inform decision-

making by helping organisational leaders develop sturdy action plans that improve the 

uptake of integrated care models. 

3) Organisations should invest in entrepreneurial managers who may have the 

capacity to develop creative strategies that may advance integrated care. This 

investment may take the form of hiring practices that target entrepreneurial managers, 

entrepreneurial training of managers or providing adequate resources to facilitate 

entrepreneurial activities of managers. 

4) Organizational leaders may need to develop integrated implementation 

strategies that combine various approaches such as engaging providers to mitigate 

tensions between the managerial and partnership logic or negotiating agreements to 

improve the implementation of integrated care models. 

Implications for research 

Despite substantial implementation literature on complex health care innovations, 

there is still a persisting knowledge-to-action gap on how to successfully implement 

integrated care models (Mackie & Darvill, 2016; Threapleton et al., 2017). Knowledge 

of how to successfully implement these models. Four main research implications of 

this thesis: 

1) It is important to disseminate knowledge that contributes to strengthening the 

evidence-base on the implementation of integrated care models. To this end, we 

previously published our initial findings as a conference abstract (Wankah, Shaw, 

Steele-Gray, Gaboury, & Breton, 2019) at the International Conference for Integrated 

Care. We have also submitted two scientific articles at the International Journal of 

Health Policy and Management, and the Journal of Health Organisation and 

management. 

2) This thesis used an innovative theoretical approach that consisted of examining 

the simultaneous contribution of institutional logics and institutional entrepreneurs on 
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the implementation of integrated care. This innovative theoretical approach may 

advance research avenues on the implementation of integrated care models for older 

adults. However, it should be tested in different studies and improved to enhance the 

quality of results.  

3) There is ongoing research on multiple implementation strategies for complex 

health care innovations (Powell et al., 2015). This thesis supports more research on 

the development of complex integrated implementation strategies that target multiple 

aspects of integrated care models in order to improve uptake. 

4) Researchers should also invest in developing measurement tools that can 

adequately capture the institutional environment that influence the implementation of 

integrated care models for older adults. 

5) This thesis supports further research on the impact of the interactions of multiple 

institutional logics on the quality and experience of care of patients and caregivers. 

6.4. Strengths and limits of the study 

The strengths and limits of this thesis are presented according to the four quality 

criteria of qualitative studies of Miles, Huberman and Saldana (2014) – confirmability, 

reliability, transferability and credibility. 

Strengths of the study 

The main strength of this study is the original theoretical framework that was used to 

examine the implementation of integrated care models for older adults. By combining 

the institutional logics (Thornton & Ocasio, 2008) and institutional entrepreneur 

(Battilana et al., 2009) perspectives, we were able to explore how simultaneous socio-

cultural forces of institutional environment facilitated or hindered efforts to implement 

integrated care models and to explore how health care managers acting as institutional 

entrepreneurs deployed strategies within this complex institutional environment to 

enhance partnerships. This allowed us to go beyond identifying separate influencing 

factors and showing dynamic interactions that are more relevant in a real-life context. 

Hence this framework may have the potential to advance studies on organisational 

change. 

Four strategies improved the credibility of the study by ensuring that the results 

represented the perspectives of research participants. First, the study methods and 
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procedures were described in detail to ensure that a complete picture of issues related 

to the implementation of integrated care models were properly captured. Second, the 

complete sequence of how data was processed and analysed was described in detail so 

that readers could understand how we arrived at our conclusions. Third, we included 

key quotes from research participants that represent the main results of this project. 

Finally, all along the process of data analysis the student-researcher constantly held 

meetings with both research directors to confirm the findings – the final findings of 

this project were reached by consensus of the student researcher and both research 

directors. 

Three strategies improved the reliability of the study. First, analytic constructs were 

properly defined in the theoretical sections. Second, the research questions are clear 

and congruent to the theoretical framework. Third, the student-researchers role and 

status were explicitly described in the methods section.  

Three strategies improved the credibility of the study. First, thick description of study 

sites and findings were provided. Second, triangulation of methods – interviews and 

policy documents. Triangulation of perspectives – policy makers, managers and 

providers enhanced the credibility of results. Finally, similarities and differences in 

cases were discussed and clarified. 

Two strategies improved the transferability of study. First, the report includes a thick 

description of findings so that readers could assess the potential transferability of 

findings to their own contexts. Second, in the discussion section we ensured that 

findings were congruent and consistent with contemporary knowledge on 

organisational change theories. 

Limits of the study 

The main limit of this study is related to secondary analysis of qualitative data (Heaton, 

2008). As previously mentioned, the original intent of this study was to collect 

additional semi-structured interview data (in addition to the iCOACH data) to explore 

our research questions. We could have asked probing questions related to the 

institutional environment and institutional entrepreneurship. However, due to the 

covid-19 crisis we were not able to go to the field to collect additional data. So we 

used the supplementary analysis approach (Heaton, 2008) that consisted of exploring 
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existing data from the institutional perspective. We acknowledge that salient issues 

may have been missed because we did not collect additional data. However, we also 

updated analysis of policy documents since it did not require us going into the field. 

A potential limit of credibility may be due to the fact that we did not do debriefing or 

member checking of research participants. A debriefing could have enhanced the 

credibility of our study by ensuring that the views of participants were accurately 

represented by our interpretation of data. Furthermore, we did not include the 

perspectives of providers in this study – hence, some institutional dynamics related to 

providers and caregivers are not captured in this thesis. 

A limit of transferability is that the findings of this study can only be transferred to 

similar public funded health care systems. This study may need to be replicated in 

other settings to confirm the robustness of our findings.  

 



 

 

7. CONCLUSION 

This study advances understanding of challenges faced by multiple stakeholders 

during the implementation of integrated care models for older adults. Health care 

managers and providers navigate complex institutional environments marked by 

mixed effects of managerial, professional and partnership institutional logics that 

influence the progress of integrated care models. Entrepreneurial health care managers 

face structural barriers such as privacy of client data, lack of sufficient funding or 

limited engagement of physicians that hinder inter-organisational partnerships. 

However, investing in integrated care leadership, engaging providers early on and 

during the implementation process to understand their values and preferences, as well 

as supporting entrepreneurial health care managers to seek creative solutions to their 

daily problems may enhance the successful implementation of integrated care models 

for older adults. 

Institutional logics (Thornton & Ocasio, 2008) as powerful socio-cultural drivers of 

organisational behaviour and institutional entrepreneurs (Battilana et al., 2009) as 

social actors that creatively adapt organisational practices to improve care are 

important theoretical perspectives that may advance understanding of issues related to 

the implementation of integrated care models for older adults. More institutionalist 

studies (Greenwood et al., 2017; Scott, 2008) may unravel complex underlying 

conditions that need to be addressed at the policy and organisational level to enhance 

the uptake of integrated care and improve health outcomes for older adults. 
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Annex 1 : Data extraction grid for literature review 

Full reference of article:  Country :  

Language:  

 

1) Type of article, methodology and theoretical framework 

Type of article 

 Quantitative                                                                           Literature review 

 Qualitative   

 Mixed methods    

 Other ______________________________________ 

  

Research question and/or objectives:  

Data collection year(s) :  N :  Place/location :  

Data bases: Key terms : 

Data analysis strategies:  

Theoretical frameworks used:  

2) Relevant concepts for the research project and their definitions 

Identify and define 

the concept 

 

Identify and define 

the concept  

 

Identify and define 

the concept 

 

3) Description of factors influencing the implementation of integrated care 

models 

Emerging theme Description 
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Annex 2: Interview guides 

Quebec policymakers’ interview guide 
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Quebec managers’ interview guide 
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Quebec providers’ interview guide 
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Ontario managers’ interview guide 
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Ontario providers’ interview guide 
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Annex 3: Informed consent forms 

Quebec policymakers’ informed consent form 
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Quebec managers’ informed consent form 
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Quebec providers’ informed consent form 
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Ontario policymakers’ informed consent form 
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Ontario managers’ informed consent form 
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Ontario providers’ informed consent form 
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Annex 4: Description of both cases 

 

Extended description of the Quebec case 

The integrated care model for older adults in Québec is called the Réseaux de Services 

Intégrés pour les Personnes Âgées (RSIPA). In English – Integrated Service Network 

for Older Adults. The RSIPA is a model of organising care for older adults at risk of 

dependency that is embedded within a larger government program for older adults – the 

Soutien à l’Autonomie des Personnes Âgées (SAPA; Support Program for the 

Autonomy of Seniors). This is important because providers and managers identify 

themselves as working for the SAPA program instead of the RSIPA model.  

A-1 Historical and organisational context of the RSIPA 

• In 2004 the government of Quebec carried out a sweeping structural reform of its 

health system (Bill 25 of 2004 - Act Respecting Local Health and Health Service 

Network Development Agencies). The government merged Local Community 

Service Centres (CLSC), public long-term care facilities (CHSLD) and acute 

care hospitals (in most cases) to create 95 Health and Social Services Centres 

(HSSCs) through out the province of Québec. 

o HSSCs were mandated to organise health and social services in their 

respective territories as part of their population responsibility. 

o HSSCs were mandated to implement 11 service programs in their local 

territories. One of those service programs was the Support Program for the 

Autonomy of Seniors -SAPA. 

o HSSCs were mandated to create Local Service Networks (Réseaux Locaux 

des Services - RLS) for their local populations. Local Service Networks 

were created through partnerships between HSSC and all relevant health 

and social care agencies in the private and community sector; including 

private clinics, community organisations, community pharmacies. These 

partnerships could extend to inter-sectoral organisations such as schools, 

community police or municipal governments. 

• In 2005, the Ministry of Health and Social Services (MHSS) of Québec designed 

its integrated care model for older adults at risk of dependency (RSIPA). 

o The main policy directive was the Ministerial Action Plan 2005-2010: a 

challenge for solidarity (Plan d’Action Ministerielle 2005-2010: un défi 

de solidarité). This policy document re-emphasised the need for integrating 

care for older adults that was previously noted in the Ministerial orientations 

for services offered to older adults at risk of dependency in 2001 

(Orientations sur les services offerts aux personnes âgées en perte 

d’autonomie de 2001). 

o The ministry proposed a model of integrating care for older adults – the 

RSIPA – that was to be embedded in a larger government program – the 

SAPA – in each HSSC of its territory.  

o Each RSIPA had to implement 09 core components: 

i. A joint concertation table for inter-organisational coordination 

ii. A single entry point 

iii. Case management 
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iv. A multidisciplinary evaluation tool (OEMC) 

v. A personalised care plan 

vi. A health information system 

vii. A local administrator responsible for the RSIPA 

viii. Family physician 

ix. A geriatric team 

 

Why did the MHSS of Québec propose this explicit design for the integrated care 

model for older adults? 

We have to go back a few years earlier to answer this question.  

Between the late 1990s and the early 2000s two important experiments were carried out in 

Québec on community-based integrated care for older adults at risk of dependency – i) the 

Program of Research to Integrate Services for the Maintenance of Autonomy 

(PRISMA) (Hébert et al. 2004); and ii) the Integrated Services for Frail Elders (SIPA) 

(Béland et al. 2006). 

• SIPA was a nested model of integrated care similar to Leutz’s (1999) full 

integration model. 

• PRISMA was an embedded model of integrated care similar to Leutz’s (1999) 

coordination integration model. Specifically, PRISMA proposed 6 core components 

of their experimental model 

i. A joint concertation table for inter-organisational coordination 

ii. A single entry point 

iii. Case management 

iv. A single multidisciplinary assessment tool 

v. A personalized care plan 

vi. A computerized clinical chart 

Basically, the MHSS of Québec used the PRISMA and SIPA studies as models for its 

integrated care model for older adults. The MHSS used the six core components of 

PRISMA, and added three more components (see the 09 RSIPA components above). 

Summary of the historical and organisational context of RSIPA 

Briefly, the integrated care model for older adults in Québec is an exemplar of the 

translation of research to practice in a very complex environment. As we shall see in the 

next section, this translation was marked by dilution and transformation of the original 

model. 

• A complex policy environment: The 2004-2005 environment was filled with 

multiple policy initiatives in Québec. The RSIPA was supposed to be 

simultaneously implemented with i) organisational mergers, ii) Local Service 

Networks and iii) the 11 Service Programs of HSSCs. This led to substantial delays 

in the operationalisation of the RSIPA. 

• Two complex structural reforms: 

o The scope of organisational mergers in 2004: The organisational mergers of 

2004 took a lot of organisational energy. In fact, we are talking of the 

dissolution of the management boards of about 250 organisations (147 

Local Community Health and Service Centres, 78 acute care hospitals and 

about 50-100 long term-care facilities); followed by the creation of the 
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management boards of 95 Health and Social Service Centres in newly 

enlarged territories. 

o The scope of organisational mergers of 2015: The management boards of 95 

Health and Social Services Centres were dissolved, leading to the creation 

of 22 management boards of Integrated (University) Health and Social 

Service Centres (I(U)HSSCs) over huge territories. Following this reform, 

health and social services were administered at a regional level (Territorial 

Service Networks) and delivered at the local level (Local Service 

Networks). 

• Inadequate implementation of the RSIPA: The common theme in providers’, 

managers’ and policy interviews of Quebec is a disappointment that none of the 

RSIPA components met the expectations of the experimental models.  

In other words, there is progress in the implementation of integrated care for older adults, 

but it falls short of the model on which it was designed. A Quote to illustrate this view 

“I think it [integrated care model for older adults] was a great experience. I think we 

have improved the efficiency of the health system, but not as much as we should have 

done. Because the case managers have not been well trained. Because the essential 

element [case management] from the PRISMA model of coordination is not well 

established in the regions of Quebec. Currently, we do not do what the model prescribes” 

(Q-Policymaker 001) 

Specifically, 

o The joint concertation table of partner organisations never happened. There 

were a few limited initiatives and smaller inter-organisational boards for 

specific issues (e.g. Table Maltraitance in our case studied; Table 

Maltraitance is a board of organisations around the needs of older adults 

with financial difficulties).  

▪ The control logic of the HSSC was stronger than the partnership 

logic. 

o The single access point never happened. Actually, the Acceuil CLSC seems 

to be a single access point for public services –  but not for private and 

community partners. 

o There was great variation in case management models across the province. 

The professional logic – nurse vs social worker case manager – was evident 

in our case studied. Eventually, in 2016, government had to set out clear and 

specific guidelines for case management in a bid to harmonise case 

management throughout the province – harmonization/standardisation 

logic. 

o The multidisciplinary evaluation tool was poorly implemented due to lack 

of standardised use across partner organisations. Standardization logic. 

o The individualised care plan was the least implemented component of the 

model – recurring results from government monitoring of the 

implementation of the model. 

o There were substantial delays in the development of the integrated health 

information system (IT tool), and lack of connectivity with pre-existing IT 

tools. 



198 

 

 

Physicians (GPs and Specialists) never really bought into the integrated care model for 

older adults – at the experimental or real-life implementation stage. 

 

Organisation of the RSIPA in the case studied 

• There are two CLSCs in the case studied. The RSIPA was located in the home care 

unit of one CLSC because managers thought it was more efficient to have all 

providers in the same location. 

o Only social workers were case managers in this case – other RSIPAs had 

nurses as case managers. 

• There were three CHSLD in this case.  

• There are three FMGs in this territory, but the physicians do not do home visits.  

• There is an acute care hospital that merged with the CLSCs in 2012 – 8 years after 

the 2004 reforms. The merger was an arduous process as described by one manager. 

• Introduction of the SCPD (Symptômes comportementaux et psychologiques de la 

démence – dementia related behavioural and psychological symptoms) program 

in all health areas of Quebec. Government funded program – 2 years renewable 

once. Partnership logic? 

▪ Aims at building local capacity to manage clients living with 

cognitive disorder 

▪ Aims to promote collaboration of HSSC and physicians in GMFs 

(joint training activities) – partnership logic. 

• 2004 reforms was not smooth. There were resistances to the merger of 

organisations. First, the CLSC merged with the CSHLD. Some time later, they all 

merged with the hospital in 2012. Now they have to deal with the new mergers to 

form the CISSS – they are always restructuring 

• Mergers led to disruption of services 

▪ “Well, the problem is not so much to change the structure 

[mergers], it's when the posts change. You do not know who 

the[new]  manager is. You do not know who to talk to. That's more 

complicated” (MCG007) 

• Government framed the 2015 reform as abolishing the regional level of governance 

of the health system. But the new organisational forms that emerged (I(U)HSSCS) 

administer large territories – or one could say regional territories. So basically, the 

administration and delivery of health care were entrusted to regional organisations 

that answered directly to the ministry. 

• The territory was divided into three sectors. Homecare providers were divided into 

three teams – each team covering a given sector – so that they do not have to travel 

from one end of the territory to the other. Optimization logic. 
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• Previously each professional order had a different coordinator or administrator 

(nursing, social works, physiotherapy, etc);  the X case is divided into 3 sectors. 

The multidisciplinary workers of each sector shall have a common coordinator or 

administrator. This strategy aims at improving interdisciplinary teamwork. The 

administrator aims at improving communication between the different groups of 

providers. 
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Extended description of the Ontario case 

The organisation of Ontario’s healthcare system is very heterogenous. Regarding our case 

study there are three main programs that stand out for integrating care for older adults 

living with complex needs. The Integrated Client Care Program (ICCP) originates from 

the Toronto X Community Care Access Centre , the Virtual Ward (VW) originates 

from the X Toronto Family Health Team (XFHT) and the Home Visit Program 

originates from XFHT. These programs started from a source agency and progressively 

spread to other partner agencies. Finally, other smaller programs serve as integration 

enablers. For instance, the Community Agency Notification Program (CAN) and 

Community Referral by Emergency Medical Services (CREMS) originates from 

Toronto Paramedics (Toronto Emergency Medical Services – EMS) and are linked to 

ICCP or VW; or the Telemedicine Impact Plus Initiative (TIP) originates from the 

Health Link (HL) and is linked to ICCP and VW. 

B-1 Historical and organisational context 

• System level governance 

o Three ministries were involved in the governance of health, community and 

social services in Ontario: The Ministry of Health and Long-term Care, 

the Ministry of Community and Social Services and the Ministry of 

Children and Youth Services. 

o 2019 reforms: different configuration 

▪ Split: Ministry of Health and Ministry of Long-term Care 

▪ Merger: Ministry of Children, Community and Social Services. 

• Primary health care (PHC) models : Historically there has been a great variety of 

PHC models in Ontario – called the “alphabet soup of PHC models” (Hutchinson, 

2008). They include; Health Service Organizations (HSO - 1975), Community 

Health Centres (CHC - 1979), Primary Care Networks (PCN – 1999), Family 

Health Networks (FHN – 2001), Comprehensive Care Model (CCM – 2003), 

Family Health Groups (FHG – 2004), Family Health Organizations (FHO -

2007; PCNs merged to form FHOs) and Family Health Teams (FHT – 2005). 

These models differ in their governance (public, private or mixed) or funding 

(public, private or mixed), or scopes of practice. Our case study consists of a 
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Family Health Team model in Toronto - XFHT. XFHT is a privately owned FHT, 

with mixed funding. 

• Community Care Access Centres (CCAC) : A government program that was 

created in 1996. There were 42 CCACs covering the territory of Ontario. The main 

role of the CCAC was to provide social services to patients living in the community 

(home care) and to link community resources (community organisations) to other 

health and social care agencies (hospital, FHTs etc.). 

• Local Health Integrated Networks (LHIN): 14 LHINs were created by 

government in 2007. They served as regional entities that mainly had a strategic 

mission that included funding of local health and social service programs (such as 

hospitals, FHTs or community organisations) in their areas of jurisdiction.  

o The CCACs were attached to their corresponding LHINs in 2007. In other 

words, in 2007, Ontario went from 42 CCACs to 14 CCACs (?). 

o CCACs were merged to LHINS in 2018. 

• Health Links (HL): This is a community-based government program that was 

introduced in 2013. HLs consist of local health and social care agencies that 

voluntarily agree to form a partnership (with a joint governing table) to deliver 

health and social services to their local community. Hence, partner agencies could 

apply to be recognised as a Health Link by government. Recognition as a HL came 

with funding and material resources (such as IT systems). In other words, HLs are 

not formal organisations and they do not have a specific governance structure – 

they are basically a partnership of local organisations, that varies in structure in 

different areas. There are about 82 approved HLs across the 14 LHINs of Ontario 

(ref- government website).  

Recent reforms (not included in our PhD project) 

• Ontario Health Teams (OHT): government introduced OHTs in 2019. It is a 

different way of organising services in an area, where eligible health and social 

services agencies can apply to become part of their local OHT. The idea is to 

improve the connection between local service provider organisations -partnership 

logic. The governance and accountability structures of OHTs are still work-in-

progress. There are currently 24 approved OHTs in Ontario. 
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o LHINs were abolished in Ontario to give way for OHTs.  

o CCACs that had merged with LHINS in 2018 were also abolished. 

o It is not clear how Health Links will function with OHTs. 

Observations from the contexts of Ontario and Quebec. 

• Several ministries govern and fund health and social care initiatives for a large 

variety of PHC models in Ontario; meanwhile one ministry mainly governs and 

funds health and social services initiative of a smaller variety of PHC models in 

Quebec (including youth care). Hence, it may be more likely for the partnership 

logic to foster in Ontario, and the control logic in Quebec. 

• Healthcare reforms in Ontario (LHINs, Health Links; even OHTs) mostly respect 

the organisational boundaries of health and social care organisations, laying 

emphasis on voluntary partnerships to deliver care to their local populations. In 

contrast, the 2004 and 2015 structural reforms in Québec merged public health and 

social care organisations that became bigger and more powerful entities that were 

mandated to form partnerships with local organisations to deliver care to their local 

populations. Hence, the partnership logic seems to foster in Ontario, while the 

control logic seems to dominate the partnership logic in Québec. 

• Ontario mainly has virtually integrated models (e.g Virual Ward, ICCP) – 

partnership logic.  
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Annex 5: Codebook for institutional logics 

Main 

codes 

Sub-code Description 

Managerial institutional logic Referring to the introduction or the prominence of 

managerial beliefs, values and ideas in the organisation and 

delivery of integrated care practices. 

 

 Efficiency, economy and 

effectiveness of services 

Specific references to activities that are driven by the desire 

to reduce costs of services, increase savings for the health 

system, reduce waste in services, or improve the usefulness 

of services. 

Performance management of 

services 

Specific reference to managerial strategies to monitor and 

evaluate the work of staff – including managers and 

providers. 

Administrative control of 

services 

Specific reference to hierarchical mechanisms or leadership 

approaches to organise services. This may include two main 

variants in integrated care literature – centralised control or 

more decentralised or shared control. 

Professional institutional logic  Referring to the introduction or the prominence of 

professional beliefs, values and ideas in the organisation and 

delivery of integrated care practices. 

 Professional driven quality 

clinical services 

Specific reference to activities that are driven by the desire 

by health and social care professionals to improve the quality 

of services delivered to clients. 

Enhancing provider-client 

relationship 

Specific reference to situation where providers emphasize 

the provider-client relationship as the driving force to 

improve practices. 

Collegial self-regulation and 

professional autonomy in the 

organisation and delivery of 

services 

Specific reference to situations where health and social care 

professionals protect their autonomy of practice from 

external influences or argue for professional self-regulation. 

Partnership institutional logic Referring to the introduction and prominence of 

collaborative practices in the organisation and delivery of 

integrated care. 

 Enhancing collaborations 

between providers and 

organisations 

Specific references to activities that are driven by the desire 

to improve collaborations between providers or 

organisations. 
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Enhancing connectivity between 

elements of integrated care 

model 

Specific references to activities that aim to enhance 

collaborations and coordination between various elements of 

integrated care models. 

Joint responsibilities in the 

organisation and delivery of 

services 

Specific references to activities that are driven by the desire 

to share responsibilities and accountabilities between various 

organisations and providers. 
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Annex 6: Network display of interactions of institutional logics 

Quebec 
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Ontario 
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Annex 7: Matrix display to compare interactions of institutional logics in both cases 

 

Quebec Ontario Comments  

Managers seemed to be constrained by 

ministerial requirements (2004 and 2015 

reforms) to restructure services (organisational 

mergers) that led to delays in creating and 

sustaining local health networks, including the 

local health network for older adults. 

Managers seemed to appreciate 

the decentralised approach 

where they could create local 

initiatives to connect the virtual 

ward, ICCP and home visit 

programs 

Distinctive in centralised 

leadership vs decentralised 

leadership approaches may 

have influenced the motivation 

and capacity of managers to 

create partnerships. 

Providers faced difficulties in covering the 

whole territory – long distances to get to the 

homes of clients. By regrouping home care 

teams into three sectors CLSC managers were 

able to optimize the use of providers time, 

improve inter-professional collaborations, and 

improve quality of clinical services. 

 No equivalent in Ontario. 

 Mangers of FHT, CCAC and 

other programs regularly met to 

harmonise practices. Sometimes 

up to 72 times a month! 

Trying to improve 

collaborations (driven by a 

partnership logic) in order to 

restructure services (driven by 

managerial logic) led to 

increased workload of 

managers. 

Home care providers found that they were not 

able to deliver quality care to increasing number 

of very complex patients at home because of 

cost reduction reforms that led to reduction of 

number of long-term care beds. 

Family physicians were 

concerned that CCAC managers 

were more interested in 

reducing cost of services than 

providing support in improving 

quality of care. 

Managerial strategies created 

tensions with providers’ values 

of quality care. 

Case managers (social workers) of the home 

care unit were concerned that the performance 

management targets were not aligned with their 

duties. Performance management targets 

focused on the number of clients in their case 

loads, not on the quality of care delivered. 

 Care coordinator was concerned 

that there were too many care 

coordinators simultaneously 

participated in the care of 

clients. Duplication and 

redundant services. 

In Quebec, only the case 

manager (sometimes an 

infirmière pivot) had 

coordination roles. 
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The physician assistant, CCAC 

care coordinators, care 

navigators, Health Links care 

coordinators, home care nurse 

practitioners all had 

coordination roles 

Too many care coordinators 

(driven by a partnership logic) 

created tensions with 

professional quality of care 

(driven by a professional logic) 
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Annex 8: Codebook for activities of institutional entrepreneurs 

Main 

code 

Sub-code Description  

Exogenous factors Referring to the way research participants viewed differences in the way they 

worked together as being caused by supra-organisational factors that introduced 

new ideas and ways of working together. 

 Regulatory 

changes 

Specific reference to the introduction of a new law, regulation or any other 

policy reform that influenced the development or implementation of 

collaborations, coordination or connectivity between various organisations 

involved in the continuum of care for older adults 

 Change in 

leadership 

Specific reference to the changes in leadership that influenced the development 

or implementation of collaborations, coordination or connectivity between 

various organisations involved in the continuum of care for older adults 

Endogenous factors Referring to the way research participants perceived their organisational 

environment and access to critical resources as necessary to enacting 

collaborative practices. 

 Sense-

making 

Specific reference to situations where research participants interpreted or give 

meaning to equivocal information – such as laws, regulations, directions – to 

enhance collaborative practices. 

 Social capital Specific references to situations where research participants perceived their 

hierarchical position, formal and informal network as influencing their 

likelihood to build relationships that are necessary to enhance collaborative 

practices. 

 Power Referring to situations where research participants perceived their capacity to 

mobilise resources and to control the behaviour of individuals as important 

factors to achieve integrated care partnerships 
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Annex 9: Matrix display to compare activities of institutional entrepreneurs in both 

cases 

 

Quebec Ontario Comments  

Hired 6 community organisers in the home 

care unit 

Hired a physician assistant in the FHT Similar 

strategy 

Negotiated service agreements with 

community organisations 

Negotiated data sharing agreements with 

hospital and CCAC 

Similar 

strategy 

Organised biannual open days with 

community organisations 

  

Co-located social workers in family medicine 

groups 

Co-located physician assistant and 

CCAC care coordinators in FHT 

Similar 

strategy  

Organised joint training between family 

physicians and home care unit staff 

  

 Secured additional funding for the virtual 

ward 
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Annex 10: Ethical clearance letters 

Ethical clearance Quebec 
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Ethics clearance Ontario 

 

 


