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Doing primary care integration: a qualitative s
study of meso-level collaborative practices
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Abstract

Background The integration of Primary Care (PC) into broader health systems has been a goal in jurisdictions
around the world. Efforts to achieve integration at the meso-level have drawn particular attention, but there are few
actionable recommendations for how to enact a ‘pro-integration culture’amongst government and PC governance
bodies. This paper describes pragmatic integration activity undertaken by meso-level participants in Alberta, Canada,
and suggests ways this activity may be generalizable to other health systems.

Methods 11 semi-structured interviews with nine key informants from meso-level organizations were selected
from a larger qualitative study examining healthcare policy development and implementation during the COVID-19
pandemic. Selected interviews focused on participants’ experiences and efforts to ‘do’integration as they responded
to Alberta’s first wave of the Omicron variant in September 2021. An interpretive descriptive approach was used to
identify repeating cycles in the integration context, and pragmatic integration activities.

Results As Omicron arrived in Alberta, integration and relations between meso-level PC and central health system
participants were tense, but efforts to improve the situation were successfully made. In this context of cycling
relationships, staffing changes made in reaction to exogenous shocks and political pressures were clear influences
on integration. However, participants also engaged in specific behaviours that advanced a pro-integration culture.
They did so by: signaling value through staffing and resource choices; speaking and enacting personal and group
commitments to collaboration; persevering; and practicing bi-directional communication through formal and
informal channels.

Conclusions Achieving PC integration involves not just the reactive work of responding to exogenous factors,
but also the proactive work of enacting cultural, relationship, and communication behaviors. These behaviors may
support integration regardless of the shocks, staff turnover, and relational freeze-thaw cycles experienced by any
health system.
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Introduction

Integration of healthcare services has been a policy goal
in jurisdictions around the world for decades [1, 2]. Spe-
cifically, the integration of primary care (PC) into broader
health systems and social services has been a focus
[3—-6], with PC positioned as a key access and coordina-
tion point in a broader move to deliver Primary Health
Care (PHC) [7-11]. Efforts to achieve integration have
approached it as an end state in which diverse clinicians
come together to provide care to those with complex
health needs, while eliminating redundancies or gaps in
service [12]. From this broad and clinically focused defi-
nition, a literature has developed that studies integration
as it is attempted at micro-, meso-, and macro-levels [13].

The present paper analyzes the meso-level integration
activities of PC participants as they sought to accomplish
more by collaborating across the organizational silos of
their health system [14, 15]. Meso-level here is distinct
from both the clinical operations of the micro-level, and
the macro-level efforts of national or international orga-
nizations seeking high-level policy changes. We describe
the integration efforts of meso-level participants from
implementation-oriented departments of the govern-
ment, operations-focused PC governance organizations,
and associations or colleges representing PC providers
in Alberta, Canada. We describe them attempting to ‘do’
integration at a time when relationships were tenuous,
and at a particular moment in the COVID-19 (C19) pan-
demic. By showing a particular group of PC participants
signaling one another, sharing ways of thinking, and
enacting cultural values [16, 17] and so achieving greater
continuity of planning and care delivery in the pandemic
response [18], our aim is to make a broader contribution
to the practice of integration.

While a robust body of literature describes the facili-
tators of (and barriers to) integration at the micro-level
[19-21], the effects of local culture on the uptake of
integration-focused improvement initiatives remain
‘underspecified, [22].Similarly at the meso-level, the evi-
dence available to support actually doing complex culture
change [23, 24] has been described as “thin” [25]. This is
to say the literature often invokes high-level concepts like
“culture’, “relationships’, or “communication” as impor-
tant factors, but rarely examines the ways in which these
concepts are enacted, particularly as facilitators between
institutions or organizations.

In the analysis that follows, we illustrate how partici-
pants practically enacted culture, relationships, and com-
munications in a way that fostered integration. Our work
here aligns with that of PC scholars who have sought to
understand integration as an emerging set of practices
[18]. Specific mechanisms of integration, such as qual-
ity improvement measures [26] performance feedback
[27], incentives and financing models [13, 27-30] and
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governance structures to promote accountability [5, 13,
26, 31] have been identified. Across these mechanisms,
and the micro-, meso-, and macro-levels of intervention,
the literature suggests the importance of establishing a
pro-integration culture [32] that emphasizes inter-orga-
nizational relationships [13, 26], and facilitates open
communication [27, 33]. Beyond these high-level encour-
agements to pursue underspecified goals, the evidence
for how to go about this culture, relationship, and com-
munication work is thin. What follows draws pragmatic
lessons in ‘doing’ meso-level integration from the experi-
ences of Alberta’s PC participants.

Background

PC in Alberta is directly financed by the province’s ‘single
payer’ [34, 35] Ministry of Health (MoH), and most care
is delivered by independent family physicians who bill the
government on a fee for service (FFS) basis. The fees a
family physician may charge are negotiated between the
Alberta Medical Association (AMA) and the MoH. Over
the last decades, remuneration, the viability of PC prac-
tices as businesses paying their own overhead, and efforts
to ensure access to PC for increasingly complex patients
in a range of settings across the province, have made
those negotiations contentious, while also leading to sig-
nificant innovation [33]. We describe this innovation in
more detail below.

Alongside the independent FFS model of PC delivery,
the province operates the largest centralized healthcare
system in Canada, with over 650 facilities managed by a
single health authority: Alberta Health Services (AHS).
AHS is charged by the MoH with delivering care in five
geographically-based ‘health zones, with facilities pro-
viding acute, long-term, and urgent care. A small PHC-
focused unit inside AHS is devoted to achieving PC
integration as a policy objective [36]. In addition, inno-
vative bridging organizations called Primary Care Net-
works (PCNs), financed through capitation, act as key
points of contact between central AHS and independent
family physicians who opt-in to PCN membership [33].

As C19 arrived in Alberta in March of 2020, relations
between the MoH and the AMA were cold. The negotia-
tion of virtual care billing codes to facilitate community
management of C19 patients took place at a moment
of deep chill in the relationship between independent
PC and the central system [37-39]. Nonetheless, over
time, the relationship warmed and mutually acceptable
arrangements were made [5]. The data we present below
describe activity at a subsequent moment in what we
argue is an ongoing, and perhaps universal, cycle of freez-
ing and thawing relationships in the integration context.
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Methods

An ‘interpretive description’ approach [40] was taken to
analyse interviews with key informant participants. Inter-
pretive description focuses on identifying applied knowl-
edge and allows for specific attention to participants’
institutional commitments and perspectives [41, 42]. It
provides insights not just into areas of commonality but
also areas of disagreement among participants, with an
eye on unearthing pragmatic suggestions to improve pol-
icies and outcomes [40, 43]. With research showing that
purposive, rather than random, sampling is effective at
drawing information from small samples [44, 45] focused
interviews with a limited number of key informants were
conducted. This approach has been validated as increas-
ing the likelihood of attaining data saturation [46], with
evidence indicating that when a qualitative study: is
more specific in its aims; targets informants with specific
knowledge; and relies on interviews of sufficient length
and quality, saturation can be achieved with relatively low
sampling [47].

Semi-structured qualitative interviews with key infor-
mants were conducted as part of a broader project
seeking to understand the experiences of healthcare
participants from across the provincial health system as
they responded to C19. Participants in the broader proj-
ect were initially recruited purposively based on their
administrative or clinical roles and involvement in the
creation or implementation of pandemic response poli-
cies. A snowball sampling strategy was adopted there-
after as we identified areas of policy innovation and
implementation activity. Our particular focus was on
the challenges encountered as policy was implemented
across the boundaries of health system organizations
[removed for peer review purposes] [48]. In this way
administrative, physician, and patient leaders from a
range of micro-, meso-, and macro-level organizations
were interviewed in the full sample, with data collection
focused on moments of policy transfer or implementa-
tion that spanned boundaries or sought to coordinate
and integrate activity [removed for peer review purposes]
[49, 50].

Table 1 Key Informant Interview Participants in Methods
Participant No. Primary Affiliation General Descriptor

018 Central System Physician Leader
074 Central System Administrative Leader
079 Central System Physician Leader
109 Independent PC Administrative Leader
110 Independent PC Physician Leader
111 Central System Administrative Leader
112 Independent PC Physician Leader
113 Independent PC Physician Leader
114 Central System Physician Leader
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From that full sample of semi-structured interviews
(n=127) with 114 unique participants, the present analy-
sis focuses on 11 interviews with nine key informants
from meso-level organizations conducted by [Removed
for Peer Review Purposes] between January and March
2022. The focus of these interviews was on the planning
for, and response to, the Omicron wave which began in
September of 2021. The Omicron wave was, in this sense,
an episode identified in the broader sample of interviews
that could be analyzed to identify themes and draw les-
sons in doing integration at the boundary between PC
and the central system. While anonymity concerns pre-
clude us from offering details about the meso-level orga-
nizations that these key informants were associated with,
Table 1 provides an overview of their alignment with
either independent PC or central-system aspects of the
integration context.

The interviews in the present paper averaged 65 min
in length and were digitally recorded and transcribed
for analysis. [Removed for peer review purposes] ana-
lyzed the data to identify themes. Analysis was supported
by MAXQDA 2022 software and deployed an inductive
coding approach to render an interpretive description of
key informants’ integration experiences and activities at
the boundary between PC and the central health system.
The authorial team analyzed the data iteratively, expand-
ing, collapsing and merging themes to arrive at the final
analysis. We summarize passages from the verbatim
transcripts in our analysis and provide access to the full
quotes in Boxes at the close of each section in the Results.
We attribute the quotes to participant numbers ranging
from 18 to 114 (see Table 1). This research obtained ethi-
cal approval from the Conjoint Health Research Ethics
Board at the University of Calgary (REB20-0371). All par-
ticipants provided written and verbal consent.

Results

Contextual freeze-thaw cycle

Participants felt the pandemic had catalyzed signifi-
cant connectivity across the PC environment, increas-
ing interactions between the various parts of the health
system (Table 2, Quote 1). However, relations between
the MoH and PC were decidedly cool in the summer of
2021. MoH officials were taking direction from a govern-
ment that all-but declared the pandemic over as it vowed
to make the season the ‘best ever’ [50, 51], and PC lead-
ers felt they had been taken advantage of. Just a week
before, they had begun work on a plan for delivering PC
under endemic conditions, and were caught off guard by
government moves to suspend mass testing and return
to ‘normal’ (T2, Q2). Beyond surprised, PC leaders felt
snubbed, betrayed, and like the engagement and con-
sultation process to integrate PC into the ongoing pan-
demic response was disingenuous (T2, Q3). Some acted
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Table 2 Verbatim quotes supporting Freeze-Thaw Cycle

Quote Partici- Quote
No. pant
No.

1 074

[The pandemic saw] the development of new
relationships. And not just with AHS-PHC and the
MoH, but with a whole bunch of other groups that
you certainly would not have worked with before,
which is of huge benefit.

[Independent PC, and AHS-PHC leaders] were
engaged by [the MoH to start planning] — we were
thinking September, October - for an endemic
environment. We were one week into our [June]
conversation, [and the MoH] declared that at the
end of that month, they would: switch all [COVID-
19] testing to primary care; discontinue testing in
AHS facilities, and basically move on into a new
environment. That caught us completely off guard.
[The government was] already committed [to
COVID-19 being] endemic. And so [the consulta-
tion with PC was] a rear guard action [where they
were saying,] "Here's some [rapid antigen] test kits.
We'll throw them at you. And hopefully that helps
a little bit”

[Some PC leaders] walked away from the table,
[saying] “Expletive yourself! If you're not going to
listen to me and you're not even going to take
what I'm saying seriously, and then you're going to
lie about having consulted with me in public, I'm
not even showing up anymore.

4 079

5 074 [There's] a looming election. [And the govern-
ment starts to think] “we have to strategically [put]
another minister in there because of the destroyed
relationship [with PC] and our need to actually
move forward together”

[In the autumn] we're under the watch of a new
minister who has set a very different tone. Who
has engaged directly not just with [the AMA] Presi-
dent, but has asked for the President to arrange
briefings by physicians from various sections,
including primary care and rural care.

6 109

When the minister changed ... it was in rapid suc-
cession thereafter that things started getting bet-
ter. [That's also] when [the new Assistant Deputy
Minister] came into the picture.

Suddenly [the new Deputy Medical Officer of
Health] was here, and we sort of heard about it,
and she has seemed to reconvene the collabora-
tive table where we're all working together on [the
newly arrived Omicron variant], and she [proves to
be] a source of good information and consultation.

on these feelings by walking away from the conversation
entirely (T2, Q4). In a contextual cycle of freezing and
thawing relationships between the MoH and PC, then,
June 2021 marked a particularly cold point and a low in
meso-level PC integration into the pandemic response.
Months later, however, the cycle reversed. According
to participants, the thaw in relations, and so increase in
PC integration, was attributable to a range of exogenous
factors: (1) The arrival of the Omicron variant that defied
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the optimism of the summer; (2) A provincial cabinet
shuffle (T2, Q5) introduced a new consultative style (T2,
Q6); (3) A new Assistant Deputy Minister at the MoH
took up the health portfolio and made good on the new
Minister’s consultative style (T2, Q7); and (4) The hir-
ing of a new Deputy Chief Medical Officer of Health
(DCMOH) who brought the various participants back
to the table, provided reliable information, and lived the
consultative ideal (T2, Q8). Under these conditions, as
the ‘best summer ever’ became the autumn of Omicron, a
freeze-thaw cycle in Alberta’s integration context moved
into a warmer period.

Doing pro-integration culture

Achieving a pro-integration culture involved sending
value signals through staffing choices; personal expres-
sions of commitment to the values of integration; and
ensuring communal commitments to those values. The
hiring of a new DCMOH - at the request of an over-
stretched Chief Medical Officer of Health (Table 3, Quote
1) — was a key moment in the thaw. The Chief sent a sig-
nal by creating a position focused on PC integration and
hired someone who was able to deliver on her priorities
and consultative style (T3, Q2).

This signal that PC was valued was received as intended
in both the PHC-focused unit inside AHS and on the
front lines of PC. The AHS-PHC unit saw the choice
to hire a family doctor into the DCMOH role as a step
towards legitimate, good-faith engagement (T3, Q3),
and leaders in the independent PC world felt, with the
appointment, that they had an easily-engaged advocate
in the halls of power (T3, Q4). Similar staffing choices,
and so signals of the value of integration work, were sent
by the AHS-PHC unit. These were also well received, cre-
ating a sense of team and collective enterprise (T3, Q5).
Thus, doing integration involved successfully sending a
value signal through staffing and resource choices. The
values of pro-integration culture were made real through
the creation of specific jobs and a commitment to inte-
gration work.

Personal expressions of commitment to integration
were similarly seen as enactments of a shared value and
common priority. Expanding on the importance of con-
sultation, PC leaders emphasized how words and deeds
that showed personal commitments to integration built
trust over time (T3, Q6). Specific actions beyond being
consultative and collaborative (T3, Q6) included: assum-
ing good faith and intentions (rather than bad-faith and
selfish intent) on the part of others (T3, Q7), and indicat-
ing a desire to work together by not shutting others down
(T3, Q8).

In addition to individual signals of commitment to
the collaborative values of pro-integration culture, par-
ticipants also described communal expressions through
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Table 3 Verbatim quotes supporting Doing Pro Integration Culture

Quote Partici- Quote
No. pant
No.

1 114 [The Chief Medical Officer of Health] certainly felt that she was unable to be that consistent presence, and create that connec-
tion with primary care and with physician colleagues. Yet it was a priority for her. But given her schedule and demands on her
time, she kept being called away and unable to meet. So she asked [the new DCMOH] to do that on her behalf, [and to connect
with the MoH PC team].

2 109 There's a new physician lead [hired and] one of [their] jobs is to confer with primary care. And they start doing that, they start
conferring!

3 74 If you want to truly engage and get the most out of those engagements, [you have to] have the right players to the table. So, a
champion within that particular group you're trying to move ... So in this case, you're trying to engage family physicians, you
actually have to have a champion family physician.

4 110 It just feels better because we've got an advocate in the office of the Chief Medical Officer of Health. And | think [the MoH
primary care unit] is more willing to be collaborative. ..

[On the ground having that advocate means that] | feel very comfortable firing off an idea for expedited return to work, for
instance, in primary care offices to [the new DCMOH, and asking them], “Does this make sense with your guys’ public health
order?”| would never have done that with the Chief. | would just go, “Oh, she’s too busy!"

5 114 It's been a huge investment as well from AHS, they’ve devoted lots of their staff time to help make this happen. Because physi-
cians are busy people, and they don't have a lot of hours left in the day, and so it really has been, I'd say, a very strong team
effort across various parts, whether it's primary care or AHS or [the MoH]. We're trying to work to each other’s strengths, and
contribute in whatever way we can to make this happen.

6 112 [Since the new DCMOH arrived] you see the messaging, you see the open attitude of collaboration to start with, and you see
that your input is making a difference in actions and decision-making. That builds trust over time. [You see the DCMOH saying]
“Hey guys, this is an issue we're looking at. This is what we're thinking. Are we missing anything? Are there any red flags here?
What else do we need to know? What other topics are we needing to discuss?” [They just] come in with a collaborative attitude.

7 18 I think there have been a couple of changes within the MoH where some people are a little more interested in listening and not
assuming that there’s an agenda behind the advice [that we in PC might be giving.] Which was the feeling that we often had
before. [It was like they thought:]“If you're a physician giving advice, you have some hidden agenda related to compensation or
something like that! So that feels like that's thawed a bit.

8 079 [the new DCMOH] just wants to work with us and doesn't shut us down all the time.

9 110 we are working towards a common goal.

10 113 [When the MoH said], “Okay, now let’s bring people to the table, and let’s actually start playing less directive and more col-
laborative,” that's when things started changing. | think [that built] trust at a bureaucratic table, [as] the minister [of health said]
“You know what, let’s be more collaborative!”

1 113 (It was like they realized] if this is going to work, we need [the MoH], AHS and primary care...to co-chair [the work] so that we
all have a stake in the game. And we also need to be more open to involving other groups in the process.

12 110 [Expanding the table became a matter of finding] maybe not the traditional leaders to integrate into the system, but maybe

those people that are working on the workarounds of the system. | think a lot of people spend a lot of time just working
around the policies that exist to make solutions that make sense for their patients, and [there was a realization that] it would be

really great to have a table to voice that.

shared work. A PC leader used a collective pronoun to
describe how the work of the autumn thaw period felt
like the various participants were striving for common
goals (T3, Q9). Another PC leader invoked collabora-
tion, contrasting it with directive command and control
approaches, as the enactment of integration’s cultural
values. They also noted that in ‘playing more collabora-
tive’ and ‘being less directive; their MoH counterparts
were engendering trust (T3, Q10). Trust here was accom-
plished by the assumption of good faith noted above, and
by the inclusion of more voices and perspectives (T3,

Ql11-2).

Doing integration relationships

Working at the relationships that contributed to, or were
able to benefit from, a thawing integration environment
required participants to follow through on their rhetoric,

and persevere in proving themselves to their counter-
parts. From the perspective of both MoH and PC leaders,
following through on stated intentions was key to doing
the relationship work that supported integration. As part
of enacting the pro-integration value of collaboration,
all those involved needed to do what they had promised
(Table 4, Quote 1). PC leaders judged their MoH counter-
parts’ follow through work against real-world outcomes.
Those outcomes might include changed public health
messaging that incorporated PC perspectives; or a will-
ingness to revisit the billing codes that kept independent
PC financially viable (T4, Q2); or supplying government
purchased personal protective equipment to PC practices
(T4, Q3). This was not to say PC leaders demanded fol-
low-through on all their issues, but rather that doing the
relationship work of integration required an openness to
discussion and making good on commitments (T4, Q4).



Leslie et al. BMC Primary Care (2023) 24:149

Table 4 Verbatim quotes supporting Doing Integration
Relationships
Quote Par-
No. tici-
pant
No.
1 14

Quote

I think it's about following through on what you say
you're going to do. Holding each other accountable.
Chipping in and helping and [finding] the solutions.
Workling] together towards common goals. And it's
following through on that. It's been a very successful
collaboration; that's because people are committed,
and they're doing what they said they're going to do.
[You see follow through when] you see that your
input is included in messaging and decision making.
And things happen...that actually work to meet
your needs. The minister being willing to look at
virtual [billing] codes and making changes there in
the absence of an agreement is also [an example].

3 109 [In the Autumn thaw period] the engagement was
different, so the result was different. We were able
to raise things like, “[Sourcing] Personal Protective
Equipment [in PC] is going to be a problem! [And
the MoH] said, “Right, we'll take that away, we'll see
what we can do”

It doesn't mean [the MoH always] acts on [your
input], but there seems to be a more open
discussion.

| would say you continue to grind [away at the
work] in any case, but during the thaw period you
probably can make more progress. During the freeze
period, you're not going to stop working and stop
trying. [You need to] show resilience and [try] to
forge forward.

[During the freeze] | think [the relationship] publicly
looks dormant. | don't think it is [you have to keep
working at it]. And then you can set it aside, that ugly
relationship, [when the thaw comes]

We've fought and we struggled so long, so hard, to
be recognized, to be valued. There was probably not
a better opportunity for [PC] to show our value than
with [COVID] and [prove] our impact on the health-
care system. That's the motivator that continued to
drive us [in the freeze period].

I think if there's one hero character to all of this: it's
[participant 113 and how they] kept selling [PC to
the MoH]

When Omicron came [in the autumn and relations
thawed], we took the same terms of reference with
exactly the same recommendations that we made
[in the spring during the freeze]. And | showed
[them] to the new ADM and | said, “You want the so-
lution? We had the solution four months ago. Here's
your solution.” And with him reading through that, |
think something sparked because the whole attitude
of [the MoH] changed. So | actually think that [was
the moment the MoH started to] trust [us].

6 074

8 079

Following through, then, was a key to enacting a healthy
integration relationship.

Similarly, participants noted that perseverance in the
integration relationship was important. As a PC Leader
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described it, perseverance was a steady ‘grind’ of rela-
tionship work that, even if it yielded more success in a
thaw period, required effort even during cooler periods
(T4, Q5). An AHS-PHC leader described how persever-
ance bridged the freeze periods, setting the possibility for
integration when the thaw came, and previous misgivings
could be set aside (T4, Q6). This characteristic of perse-
verance was described as an ongoing struggle to have PC
recognized and valued (T4, Q7) and a heroic undertaking
in the face of frozen relationships (T4, Q8). Through per-
severance, despite the odds and the summer’s freeze, PC
leaders were able to immediately take advantage of the
autumn’s thaw. They could take not just ideas, but fully
formed plans that had been rejected earlier, and present
them to newly attentive eyes (T4, Q9). Being present and
seeking constantly to prove the value of PC in the pan-
demic response were essential to enacting integration.
Persevering with relationships that might look dormant,
or worse, was of central importance.

Doing integration communication

Participants described specific ways of communicating to
achieve integration. These included: practicing bi-direc-
tional communication; and actuating a mix of formal and
informal communication channels. Practicing bi-direc-
tional communication was a key behavior underpinning
the thaw in relations that all participants described. As
parties on both sides showed they were willing to listen,
as well as to talk, the communication pattern was per-
ceived both as more cordial (Table 5, Quote 1), and as
having shifted from uni-directional commands from the
MoH, to a reciprocal flow of co-designed ideas and feed-
back from PC on implementation efforts (T5, Q2). The
shift was seen as central to achieving two-way consulta-
tion, and so the integration of PC into policy formation
(T5, Q3).

A final practical step for achieving communication that
supported integration involved accessing a mix of for-
mal and informal channels. While the autumn thaw was
characterized by the creation, or resurrection, of formal
committees, (T5, Q4) bi-directional consultative commu-
nications also occurred in unofficial conversations (T5,
Q5). These informal channels took advantage of individ-
ual PC leader’s broader social and professional networks,
drawing more perspectives and ideas into the relation-
ships that were being cultivated (T5, Q6). Participants
emphasized the importance of informal social relation-
ships that extended beyond the formal committee work,
describing how those relationships and communication
channels were central to achieving integrative goals (T5,

Q7).
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Table 5 Verbatim quotes supporting Doing Integration

Communication

Quote  Par-

No. tici-
pant
No.

1 74

Quote

[In the autumn there was] a change of [leadership]
and now this is somebody who doesn’t come with
the same baggage, who is willing to listen and talk.
So it becomes cordial.

[PC leaders can now give] opinions so that [the
MoH is] not just flying blind and telling us what
they're going to do, [but] we can give back some
information.

[I call it] the sausage-making [table]...We created

a forum for two-way consultation. [The MoH]

can take things to [PC leaders], just to get their
feedback. And it also helps them give us [ie. the
MoH] information, and ask for things that we can
take forward as well. So it’s helpful. [And we're ask-
ing ourselves] “How do we engage other partners,
whether it be community physicians or AHS, or
eventually it'll be other ministries? How do we
engage with people in terms of being able to bring
their advice forward into creating policy?

[In the autumn] suddenly, the MoH is setting up
not one, but two committees to work with us.
There's other types of consultations going on infor-
mally [as well]. The gates have opened up!

[With the arrival of the] new health minister,
negotiations were going better. The unofficial
negotiations [particularly].

I have that informal relationship [with other PC
leaders in other organizations where] we are
working towards a common goal. | can talk to [phy-
sicians in the AHS-PHC unit] and say “[My organiza-
tion] is going to do [a] webinar, do you guys want
to [come and] speak about what you're doing?”
And so we're just working closer. And it's informal.
It's not like we have to do those things.

[Since the autumn, | think the MoH leaders] truly
understand, and maybe were naive to, or underes-
timated the need for, strong relationships and what
[those informal relationships] can actually produce.

7 074

Discussion

Our data suggest there is an ebb and flow of people and
relationships in the meso-level integration context. Fol-
lowing our participants, we have deployed a temperature
metaphor to describe this pattern, calling it a ‘Freeze-
Thaw’ cycle. At one level this cycle is the product of
factors exogenous to the integration effort, like the C19
Omicron wave, or imposed changes in leadership. At
another level, and borne out by our data, organizations
can do and learn more about integration beyond rely-
ing on exogenous shocks like pandemics to shake things
up and alter the ‘temperature! In Alberta, the pandemic
highlighted pragmatic temperature-raising activities that
supported meso-level integration.
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The relationships between meso-level organizations
in the integrated care literature tend to be conceptual-
ized as more or less deep. Greater depth in those rela-
tionships is in turn seen as allowing the organizations to
pool skills and expertise and so achieve integration and
improve care [13, 51, 52]. Our data, described through
a temperature metaphor, suggest this depth varies cycli-
cally. Whether integration relationships are freezing
and thawing, or ebbing and flowing, further research
is required to understand if and how the cycle presents
itself across jurisdictions. While we can be confident that
publicly funded health systems are influenced by exog-
enous factors such as elections, leadership turnover, or
pandemics [5, 53], the way these factors shape meso-level
participants in varying locations as they ‘do’ integration is
unclear. For now, and assuming some level of generaliz-
ability from our key informants’ experience of Alberta’s
Omicron Freeze-Thaw, we turn to providing pragmatic
options for those in other jurisdictions to consider.

The literature on integrating PC into health systems
emphasizes the importance of participants espousing a
pro-integration culture [32] that focuses on strong rela-
tionships [13, 26] and open communications [27, 33].
However, practical advice on doing this culture — enact-
ing its relationships and communicating its values — is
thin [54]. Culture, generally, can be defined as the nego-
tiation and expression of commonly held values and
norms [55]. In the specific case of a ‘pro-integration cul-
ture’ those values and norms have been specified [56],
and their negotiation and expression involve commu-
nity members: visibly manifesting them; sharing ways of
thinking; and sharing deeper unsubstantiated assump-
tions about how integration works [16, 17].

Our data suggest that making pro-integration culture
real requires sending and receiving signals that a collab-
orative working environment is valued. These signals can
be sent through: staffing and other resource decisions;
matching rhetorical commitments with collaborative
actions; shifting from uni-directional talking to bi-direc-
tional talking and listening; and activating a mix of for-
mal and informal communication channels. These visible
manifestations of individual and group commitments to
collaboration are the product of more than a mere atti-
tude switch. From walking the talk to engaging in ‘active
listening’ [57, 58], these are enactments of shared men-
tal models [59-61] and the trust that becomes possible
when one assumes others are acting in good faith, and
when one relinquishes a measure of control over the con-
versation by adding voices to it. Beneath the visible signs
of commonly held values, then, Alberta’s meso-level par-
ticipants formed what the literature refers to as ‘moral
community, holding one another mutually accountable
for following through on the rhetoric and ideals of col-
laborative integration culture [62].
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The success of this moral community and the flour-
ishing of this pro-integration culture were founded in
trust. Trust is characterized by vulnerability [63]. To
trust someone is to be vulnerable to them without proof
or assurances that they will do what we hope they will
do [64]. In this sense, Alberta’s MoH participants made
themselves vulnerable to their PC counterparts when
they began assuming good faith and positive intent [65],
rather than bad faith and selfish intent as had prevailed
during the preceding freeze of the contextual cycle. The
doctors might have been acting in bad faith, but the
administrators chose to trust their intentions. Similarly,
the MoH participants exhibited vulnerability when they
increased the size and scope of the consultation table,
thereby relinquishing some of their control of the con-
versation. Embracing these sorts of vulnerability gener-
ated trust. As such, embracing vulnerability appears to be
the sort of practical action that can be taken to advance
integration. Perhaps even more importantly, those seek-
ing to do integration may wish to consider the value of
perseverance. Our data suggest that persevering — at
sending the right signals, at maintaining relationships, at
active listening as well as talking, at fostering formal and
informal communications, at embracing a vulnerability
that cedes control but gains trust — is central to achieving
integration. It is the quality, applied to all these pragmatic
behaviours, that appears to support warming and prevent
cooling in the integration context.

Conclusions

Achieving PC integration likely involves more than pas-
sive resignation to the effects of exogenous and con-
textual factors. The proactive work of enacting specific
cultural, relationship, and communication behaviors also
appears to contribute. Those seeking to integrate at any
given moment in their own context may consider a range
of practical activities that enact culture and engender
trust: from sending signals with staffing, to connecting
rhetoric with demonstrable action; from showing vulner-
ability to achieve trust, to persevering at relationships.
Enacting these visible behaviors, and so the collaborative
values that subtend them, appears to support integration
regardless of the external shocks, internal staff turnover,
and relative coolness of the local freeze-thaw cycle.

List of Abbreviations

AHS Alberta Health Services — the province’s single healthcare delivery
authority

AMA Alberta Medical Association — the province’s medical professional
association

DCMOH  Deputy Chief Medical Officer of Health

FFS Fee for Service — the predominant payment model for primary

care in Alberta

MoH Alberta Health (the province’s ministry of health)
PC Primary Care
PCN Primary Care Network

PHC Primary Health Care (as defined by the WHO)

Page 8 of 10

Supplementary Information
The online version contains supplementary material available at https://doi.
0rg/10.1186/512875-023-02104-7.

[ Supplementary Material 1 ]

Acknowledgements

The authors wish to thank all of the anonymous participants for their time and
insights, particularly as these were given during the intense experiences of the
pandemic.

Authors’ contributions

ML conceived and secured funding for the study, conducted the interviews,
oversaw the analysis, and lead in drafting the manuscript. RF assisted in
securing funding for the study, conducted data analysis, and contributed to
the drafting of the manuscript. NP conducted data analysis, contributed to
the drafting of the manuscript, and prepared the manuscript for submission.

Funding

Research funding was provided by the Canadian Institutes of Health Research
(CIHR 2020-02-18). CIHR was not involved in study design, data collection,
analysis or interpretation, or in writing the manuscript.

Data Availability

The datasets generated and/or analysed during the current study are not
publicly available to protect the anonymity of our study participants, but may
be available from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate

The interviews and analysis presented here were conducted in accordance
with the Declaration of Helsinki and approved by an appropriate ethics
committee. Specifically, the University of Calgary’s Conjoint Health Research
Ethics Board approved application REB20-0371 in relation to this research.
Informed consent in both verbal and written form was obtained from all
participants in this study. The study did not include any minor participants.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 28 January 2023 / Accepted: 4 July 2023
Published online: 17 July 2023

References

1. Kearney LK, Zeiss AM, McCabe MA, Thistlethwaite JE, Chana N, Chen S, et al.
Global approaches to integrated care: best practices and ongoing innova-
tion. Am Psychol. 2020,75(5):668-82.

2. Aworldwide push for. integrated care [Internet]. https.//www.apa.org.

[cited 2022 Nov 29]. Available from: https://www.apa.org/monitor/2016/01/
integrated-care.

Vedel |, Monette M, Beland F, Monette J, Bergman H. Ten years of integrated
care: backwards and forwards. The case of the province of Québec, Canada.
Int J Integr Care. 2011 Mar 7;11(Special 10th Anniversary Edition):e004.

4. Integration of Primary Care and Public Health. (Position Paper) [Internet].
[cited 2022 Nov 29]. Available from: https://www.aafp.org/about/policies/all/
integration-primary-care.html.

5. Leslie M, Fadaak R, Pinto N, Davies J, Green L, Seidel J et al. A"Shock Test" to
Primary Care Integration: COVID-19 Lessons from Alberta. Healthc Policy 2021
Nov 26;17(2):38-53.

6. Kasperski WWR. and J. Organizing Primary Care for an Integrated System.
Healthc Pap [Internet]. 1999 Dec 15 [cited 2022 Nov 29];1(1). Available


https://doi.org/10.1186/s12875-023-02104-7
https://doi.org/10.1186/s12875-023-02104-7
https://www.apa.org
https://www.aafp.org/about/policies/all/integration-primary-care.html
https://www.aafp.org/about/policies/all/integration-primary-care.html

Leslie et al. BMC Primary Care

20.

21.

22.

23.
24,

25.

26.

27.

28.

(2023) 24:149

from: https://www.longwoods.com/content/17444/healthcarepapers/
organizing-primary-care-for-an-integrated-system.

Government of Canada. About primary health care [Internet]. 2005 [cited
2022 Nov 29]. Available from: https://www.canada.ca/en/health-canada/
services/primary-health-care/about-primary-health-care.html.

Cash-Gibson L. Integrating Health Services [Internet]. WHO; 2018 [cited 2022
Nov 29]. (Technical Series on Primary Health Care). Available from: https://
www.who.int/docs/default-source/primary-health-care-conference/linkages.
pdf.

Nowak DA, Mulligan K. Social prescribing: a call to action. Can Fam Physician
2021 Feb 1,67(2):88-91.

Australian Government. Primary Health Care [Internet]. Australian Institute of
Health and Welfare. [cited 2022 Nov 30]. Available from: https://www.aihw.
gov.au/reports-data/health-welfare-services/primary-health-care/overview.
OECD. Realising the Potential of Primary Health Care [Internet]. OECD.

;2020 [cited 2022 Nov 30]. (OECD Health Policy Studies). Available

from: https.//www.oecd-ilibrary.org/social-issues-migration-health/
realising-the-potential-of-primary-health-care_a92adee4-en.

Bywood P, Lunnay B, Oliver-Baxter J, Brown L. Initiatives to integrate primary
health care services. Int J Integr Care [Internet]. 2013 Oct 23 [cited 2022 Nov
300;13(5). Available from: http://wwwi.ijic.org/articles/abstract/https:/doi.
0rg/10.5334/ijic.1264/.

Valentijn P, Schepman S, Opheija W, Brujinzeels M. Understanding integrated
care: a comprehensive conceptual framework based on the integrative func-
tions of primary care. Int J Integr Care. 2013;13.

Martin-Misener R, Valaitis R, Wong ST, Macdonald M, Meagher-Stewart D, Kac-
zorowski J, et al. A scoping literature review of collaboration between primary
care and public health. Prim Health Care Res Dev. 2012 Oct;13(4):327-46.
Wong ST, MacDonald M, Martin-Misener R, Meagher-Stewart D, O'Mara L,
Valaitis RK. What systemic factors contribute to collaboration between pri-
mary care and public health sectors? An interpretive descriptive study. BMC
Health Serv Res. 2017 Dec 1;17(1):796.

Schein PA, Schein EH, UNITED STATES. Organizational Culture and Leadership
[Internet]. New York, : John Wiley & Sons, Incorporated; 2016 [cited 2022 Dec
5]. Available from: http://ebookcentral. proquest.com/lib/ucalgary-ebooks/
detailaction?doclD=4766585.

Ferlie E, Montgomery K, Pedersen A. The Oxford Handbook of Health Care
Management [Internet]. Oxford University Press; 2016 [cited 2022 Dec 5.
Available from: https://academic.oup.com/edited-volume/28326.

Hughes G, Shaw SE, Greenhalgh T. Rethinking Integrated Care: a systematic
Hermeneutic Review of the literature on Integrated Care Strategies and
Concepts. Milbank Q. 2020,98(2):446-92.

Dobrow M. Caring for people with chronic conditions: a health system
perspective. Int J Integr Care [Internet]. 2009 Mar 16 [cited 2023 Apr 12],9(1).
Available from: http://www.ijic.org/article/https.//doi.org/10.5334/ijic.298/.
Barriers to. and facilitators in, introducing integrated diabetes care in Ireland:
a qualitative study of views in general practice | BMJ Open [Internet]. [cited
2023 Apr 12]. Available from: https://bmjopen.bmj.com/content/3/8/
e003217.

Integrated care for older populations and its implementation facilitators and
barriers. : A rapid scoping review | International Journal for Quality in Health
Care | Oxford Academic [Internet]. [cited 2023 Apr 12]. Available from: https://
academic.oup.com/intghc/article/29/3/327/3744776.

Tietschert MV, Angeli F, Raak AJAV, Clark J, Singer SJ, Ruwaard D. Can Organ-
isational Culture of Teams be a Lever for Integrating Care? An exploratory
study. 2019 Dec 20;19(4):10.

Kodner DL. All together now: a conceptual exploration of integrated care.
Healthc Q Tor Ont. 2009;13:6-15. Spec No.

Axelsson R, Axelsson SB. Integration and collaboration in public health-a
conceptual framework. Int J Health Plann Manage. 2006;21(1):75-88.
Mannion R. Making Culture Change Happen. Elem Improv Qual Saf

Healthc [Internet]. 2022 Oct [cited 2022 Dec 2]; Available from: https://
www.cambridge.org/core/elements/making-culture-change-happen/
ABTE89CABE939DAB47C641BFDES6F150.

Mulvale G, Embrett M, Razavi SD.'Gearing up'to improve interprofessional
collaboration in primary care: a systematic review and conceptual frame-
work. BMC Fam Pract 2016 Jul 20;17(1):83.

McNellis RJ, Genevro JL, Meyers DS. Lessons Learned From the Study of
Primary Care Transformation. Ann Fam Med. 2013 May 1;11(Suppl 1):S1-5.
Bodenheimer T, Ghorob A, Willard-Grace R, Grumbach K. The 10 build-

ing blocks of high-performing primary care. Ann Fam Med. 2014
Mar;12(2):166-71.

29.

30.

31.

32,

33.

34.

35.

36.
37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

Page 9 of 10

Homer CJ, Baron RJ. How to scale up primary care transformation: what we
know and what we need to know? J Gen Intern Med. 2010 Jun;25(6):625-9.
Hutchison B, Glazier R. Ontario’s primary care reforms have transformed the
local care landscape, but a plan is needed for ongoing improvement. Health
Aff Proj Hope. 2013 Apr;32(4):695-703.

Spenceley SM, Andres C, Lapins J, Wedel R, Gelber T, Halma L. Accountability
by Design: Moving Primary Care Reform Ahead in Alberta. Sch Public Policy
Publ [Internet]. 2013 Sep 19 [cited 2022 Dec 11;6. Available from: https://jour-
nalhosting.ucalgary.ca/index.php/sppp/article/view/42440.

van der Klauw D, Molema H, Grooten L, Vrijhoef H. Identification of mecha-
nisms enabling integrated care for patients with chronic diseases: a literature
review. Int J Integr Care. 2014 Jul 21;14:e024.

Leslie M, Khayatzadeh-Mahani A, Birdsell J, Forest P, Henderson R, Gray R et al.
An implementation history of primary health care transformation: Alberta’s
primary care networks and the people, time and culture of change. BMC Fam
Pr.2020,21(258).

Martin D, Miller AP, Quesnel-Vallée A, Caron NR, Vissandjée B, Marchildon GP.
Canada'’s universal health-care system: achieving its potential. Lancet Lond
Engl. 2018;391(10131):1718-35.

Woolhandler S, Campbell T, Himmelstein D. Costs of Health Care Administra-
tion in the United States and Canada. NEJM. 2003;349:768-75.

Government of Alberta. Alberta’s Prim Health Care Strategy. 2014;49.

Braid D. UCP cancels doctor pay contract, imposes radical change.

Calgary Herald [Internet]. 2020 Feb 20 [cited 2021 Mar 11]; Avail-

able from: https://calgaryherald.com/opinion/columnists/
braid-ucp-cancels-doctor-pay-contract-imposes-radical-change.

Molnar C. Embattled [Internet]. Vol. 2020, President’s letter archive. Alberta
Medical Association; 2020. Available from: https.//www.albertadoctors.org/
services/media-publications/presidents-letter/pl-archive/Embattled.

Molnar C. We are under attack. Alta Med Assoc [Internet]. 2020 Jul 20; Avail-
able from: https://www.albertadoctors.org/services/media-publications/
presidents-letter/pl-archive/we-are-under-attack.

Thorne S, Kirkham S, MacDonald-Emes J. Interpretive description: a noncat-
egorical qualitative alternative for developing nursing knowledge. J Nurs
Heal Res. 1997;20(2):169-77.

Thorne S, Kirkham SR, O'Flynn-Magee K. The Analytic challenge in interpre-
tive description. Int J Qual Methods. 2004 Mar;3(1):1-11.

Hunt MR. Strengths and challenges in the use of interpretive description:
reflections arising from a study of the moral experience of health profession-
als in humanitarian work. Qual Health Res. 2009 Sep;19(9):1284-92.

Thorne S, Stephens J, Traunt T. Building qualitative study design using nurs-
ing's disciplinary epistemology. J Adv Nurs. 2016;72(2):451-60.

Quialitative Research & Evaluation Methods [Internet]. Sage Publications Inc.
2023 [cited 2023 Apr 12]. Available from: https://us.sagepub.com/en-us/
nam/qualitative-research-evaluation-methods/book232962.

van Rijnsoever FJ. (I can't get no) saturation: a simulation and guidelines for
sample sizes in qualitative research. PLoS ONE. 2017 Jul;26(7):e0181689.
Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al. Satura-
tion in qualitative research: exploring its conceptualization and operational-
ization. Qual Quant. 2018;52(4):1893-907.

Malterud K, Siersma VD, Guassora AD. Sample size in qualitative inter-

view studies: guided by Information Power. Qual Health Res. 2016
Nov;26(13):1753-60.

Leslie M, Fadaak R, Davies J, Blaak J, Forest PG, Green L et al. Integrating the
social sciences into the COVID-19 response in Alberta, Canada. BMJ Glob
Health. 2020;5(7).

Blaak MJ, Fadaak R, Davies JM, Pinto N, Conly J, Leslie M. Virtual tabletop simu-
lations for primary care pandemic preparedness and response. BMJ Simul
Technol Enhanc Learn. 2021/04/13 ed. 2021 Jul;7(6):487-93.

Fadaak R, Pinto N, Leslie M. Considering context: Adaptive elements of a
simulation program to improve primary care safety during the COVID-19
pandemic in Alberta, Canada. Am J Infect Control. 2022 Aug 1,50(8):885-9.
Vogel ME, Kirkpatrick HA, Collings AS, Cederna-Meko CL, Grey MJ. Integrated
care: maturing the relationship between psychology and primary care. Prof
Psychol Res Pract. 2012;43:271-80.

Shaw S, Rosen R, Rumbold B. What is integrated care? [Internet]. Nuffieldtrust;
2011 Jun [cited 2023 Apr 12]. Available from: https://citeseerx.ist.psu.edu/doc
ument?repid=rep1&type=pdf&doi=78e6dbbea14252400eef836aef4429b42e
9056dd.

Claver E, Llopis J, Gasco J, Molina H, Conca F. Public Administration: from
Bureaucratic Culture to Citizen-Oriented culture. Int J Public Sect Manag
12(5):455-64.


https://www.longwoods.com/content/17444/healthcarepapers/organizing-primary-care-for-an-integrated-system
https://www.longwoods.com/content/17444/healthcarepapers/organizing-primary-care-for-an-integrated-system
https://www.canada.ca/en/health-canada/services/primary-health-care/about-primary-health-care.html
https://www.canada.ca/en/health-canada/services/primary-health-care/about-primary-health-care.html
https://www.who.int/docs/default-source/primary-health-care-conference/linkages.pdf
https://www.who.int/docs/default-source/primary-health-care-conference/linkages.pdf
https://www.who.int/docs/default-source/primary-health-care-conference/linkages.pdf
https://www.aihw.gov.au/reports-data/health-welfare-services/primary-health-care/overview
https://www.aihw.gov.au/reports-data/health-welfare-services/primary-health-care/overview
https://www.oecd-ilibrary.org/social-issues-migration-health/realising-the-potential-of-primary-health-care_a92adee4-en
https://www.oecd-ilibrary.org/social-issues-migration-health/realising-the-potential-of-primary-health-care_a92adee4-en
http://www.ijic.org/articles/abstract/
https://doi.org/10.5334/ijic.1264/
https://doi.org/10.5334/ijic.1264/
http://ebookcentral.proquest.com/lib/ucalgary-ebooks/detail.action?docID=4766585
http://ebookcentral.proquest.com/lib/ucalgary-ebooks/detail.action?docID=4766585
https://academic.oup.com/edited-volume/28326
http://www.ijic.org/article/
https://doi.org/10.5334/ijic.298/
https://bmjopen.bmj.com/content/3/8/e003217
https://bmjopen.bmj.com/content/3/8/e003217
https://academic.oup.com/intqhc/article/29/3/327/3744776
https://academic.oup.com/intqhc/article/29/3/327/3744776
https://www.cambridge.org/core/elements/making-culture-change-happen/AB1E89CABE
https://www.cambridge.org/core/elements/making-culture-change-happen/AB1E89CABE
https://www.cambridge.org/core/elements/making-culture-change-happen/AB1E89CABE
https://journalhosting.ucalgary.ca/index.php/sppp/article/view/42440
https://journalhosting.ucalgary.ca/index.php/sppp/article/view/42440
https://calgaryherald.com/opinion/columnists/braid-ucp-cancels-doctor-pay-contract-imposes-radical-change
https://calgaryherald.com/opinion/columnists/braid-ucp-cancels-doctor-pay-contract-imposes-radical-change
https://www.albertadoctors.org/services/media-publications/presidents-letter/pl-archive/Embattled
https://www.albertadoctors.org/services/media-publications/presidents-letter/pl-archive/Embattled
https://www.albertadoctors.org/services/media-publications/presidents-letter/pl-archive/we-are-under-attack
https://www.albertadoctors.org/services/media-publications/presidents-letter/pl-archive/we-are-under-attack
https://us.sagepub.com/en-us/nam/qualitative-research-evaluation-methods/book232962
https://us.sagepub.com/en-us/nam/qualitative-research-evaluation-methods/book232962
https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=78e6dbbea14252400eef836aef4429b42e9056dd
https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=78e6dbbea14252400eef836aef4429b42e9056dd
https://citeseerx.ist.psu.edu/document?repid=rep1&type=pdf&doi=78e6dbbea14252400eef836aef4429b42e9056dd

Leslie et al. BMC Primary Care

54.

55.
56.
57.

58.

59.

60.

(2023) 24:149

Making Culture Change Happen [Internet]. [cited 2022 Dec 1].

Available from: https://www.cambridge.org/core/elements/
making-culture-change-happen/AB1E89CABEI39DAB47C641BFDES6F150.
Mannion R, Davies H. Understanding organisational culture for healthcare
quality improvement. BMJ. 2018 Nov 28;k4907.

Nine Pillars of Integrated Care [Internet]. IFIC. [cited 2022 Dec 5]. Available
from: https://integratedcarefoundation.org/nine-pillars-of-integrated-care.
Joyce P. Quality improvement in healthcare: an action learning approach.
Action Learn Res Pract 2022 Sep 2;19(3):275-82.

Morris N. Use Active Listening to Support Staff and Patients [Inter-

net]. Institute for Healthcare Improvement. 2021 [cited 2023 Apr

12]. Available from: https://www.ihi.org/communities/blogs/
africa-use-active-listening-to-support-staff-and-patients.

Wu AW. Reaching common ground: The role of shared mental models in
patient safety. J Patient Saf Risk Manag. 2018 Oct 1,23(5):183-4.

Evans JM, Palmer KS, Brown AD, Marani H, Russell KK, Martin D et al. Out

of sync: a Shared Mental Models perspective on policy implementation in
healthcare. Health Res Policy Syst 2019 Nov 27;17(1):94.

Holtrop J, Scherer L, Matlock D, Glasgow R, Green L. The Importance of Men-
tal Models in Implementation Science. Frontiers [Internet]. 2021 [cited 2023

62.

63.

64.

65.

Page 10 of 10

Apr 12];9(2021). Available from: https://www.frontiersin.org/articles/https://
doi.org/10.3389/fpubh.2021.680316/full.

Aveling E, Parker M, Dixon-Woods M. What is the role of idividual account-
ability in patient safety? A multi-site ethnographic study. Sociol Health Ilin.
2015;38(2):216-32.

Brown B. Daring greatly: how the courage to be vulnerable transforms the
way we live, love, parent, and lead. Penguin Publishing Group; 2012. p. 304.
McLeod C. Trust. In: Zalta EN, editor. The Stanford Encyclopedia of Philosophy
[Internet]. Fall 2021. Metaphysics Research Lab, Stanford University; 2021
[cited 2022 Dec 5]. Available from: https://plato.stanford.edu/archives/
fall2021/entriesrust/.

Fellows JJ. Trust without Shared Belief: Pluralist Realism and Polar Bear Con-
servation. Perspect Sci. 2017;25(1):36-66.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://www.cambridge.org/core/elements/making-culture-change-happen/AB1E89CABE939DAB47C641BFDE56F150
https://www.cambridge.org/core/elements/making-culture-change-happen/AB1E89CABE939DAB47C641BFDE56F150
https://integratedcarefoundation.org/nine-pillars-of-integrated-care
https://www.ihi.org/communities/blogs/africa-use-active-listening-to-support-staff-and-patients
https://www.ihi.org/communities/blogs/africa-use-active-listening-to-support-staff-and-patients
https://www.frontiersin.org/articles/
https://doi.org/10.3389/fpubh.2021.680316/full
https://doi.org/10.3389/fpubh.2021.680316/full
https://plato.stanford.edu/archives/fall2021/entriesrust/
https://plato.stanford.edu/archives/fall2021/entriesrust/

	﻿Doing primary care integration: a qualitative study of meso-level collaborative practices
	﻿Abstract
	﻿Introduction
	﻿Background
	﻿Methods
	﻿Results
	﻿Contextual freeze-thaw cycle
	﻿Doing pro-integration culture
	﻿Doing integration relationships
	﻿Doing integration communication

	﻿Discussion
	﻿Conclusions
	﻿References


