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C O M M E N T A R Y

The need for coordination of health care is a global 
issue, driven by increasing fragmentation across 
the health care system. Countries such as Australia, 

the United Kingdom, and New Zealand have all imple-
mented strategies to improve coordination of care and 
address system fragmentation.1,2 In Canada, fragmenta-
tion exists across multiple sectors of care, notably pri-
mary care, which has been touted as the foundation for 
system improvement.3-6 In a survey of Commonwealth 
countries, Canada consistently lacked in health care 
coordination.7,8 Weak coordination negatively affects 
patients’ quality of care, access to care, and quality of 
life.6,7,9,10 Health care providers (HCPs) are also affected 
by system fragmentation owing to duplication of serv
ices, conflicting information from providers, and costs 
incurred by delays in care.10-12 The landscape of pri-
mary health care in Canada has been changing, with an 
increase in the different types of independent primary 
HCPs (eg, nurse practitioners, pharmacists).5 While this 
increase in available practitioners can support access to 
primary care, it can also result in a potential increase in 
fragmentation of care more broadly.

In Canada, the term siloization is often used to 
describe this fragmentation across sectors of care. 
Siloization refers to the lack of flow of information and 
resources between different sectors of care; this results 
in each sector of care operating in a manner isolated 
from the others within the same system. Siloization of 
health care in Canada is well documented.13,14 Within 
primary care, siloization limits the efficiency and effec-
tiveness of care provision, and contributes to both frag-
mentation and reduced quality of care.15  

Care coordination
Care coordination is “the deliberate organization of 
patient care activities … to facilitate the appropriate 
delivery of health care services.”11 Care coordination 
requires communication, trust, and collaboration; addi-
tionally, it requires practical channels through which 
HCPs can effectively coordinate care.11,13,16-19 Literature 
has demonstrated the functional and systematic benefits 
of a formalized care coordinator role, where coordina-
tors manage and communicate patient information and 
needs across clinics and sectors. Coordinators are often 
responsible for in-person consultation with patients in 
their homes,20,21 and a care coordinator can facilitate 
the connection between a patient and the long-term 
care sector by connecting the patient to necessary serv
ices, resources, and support.20 While the effective use 
of coordinators for improving care and patient flow has 
been common in hospitals for decades,22 there remains 

a lack of consensus on a standard definition of care 
coordinator. The care coordination role has been suc-
cessful at supporting transitions in care and managing 
continuity of care, most often from acute to subacute 
settings.6,23 Continuity of care is an essential element 
across high-performing health systems, and improve-
ments to primary care coordination are a critical compo-
nent of improving health system quality.24 Studies have 
shown that improvements in care coordination support 
a reduction in hospital admissions among patients with 
chronic conditions (except for those with mental illness) 
and reduced emergency department (ED) visits among 
older patients.10,19,25

Care coordination in primary care is a newer con-
cept.26 While little to no evidence exists on the effec-
tiveness of care coordination in primary care in Canada, 
a study in the United States showed no net savings 
for care coordination programs serving fee-for-service 
Medicare patients with chronic disease.27 More research 
is needed in this area.

Care coordination interventions can exist as commu-
nication and support for HCPs and patients28 or as struc-
tural arrangements to support the system.1 Interventions 
should be specific to the needs of patients and adapt-
able to various settings.16,29 Successful care coordination 
requires a culture of strong communication, support, 
trust, and collaboration, in addition to practical chan-
nels through which care practitioners can funnel that 
motivation to coordinate patients’ care.16,17

Comprehensive interventions to improve care coor-
dination use multiple strategies and experience greater 
success in patient health and satisfaction. Strategies can 
be categorized into 2 groups: communication and sup-
port for HCPs and patients, and structural arrangements.16

Primary care is an essential focus of care coordina-
tion because the sector is a gateway to other health 
care services, and as such primary care is well suited to 
coordinate care for complex cases.30-32 In Ontario, family 
health teams (FHTs) were introduced as an intervention 
to facilitate coordinated care33 and to unite physician 
care with allied health providers in an interprofessional, 
team-based approach. However, many FHTs continue to 
experience a lack of care coordination.34 

This commentary describes an innovative primary care 
coordination intervention called Primary Care Connections 
(PCC). We are highlighting the PCC intervention based on 
an availability (or convenience) approach28 (author D.R.D. 
works in the clinic where PCC was implemented). This 
does not serve as a formal evaluation of the interven-
tion; our goal is to share the story of PCC and the lessons 
learned from its implementation to date. 
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Primary Care Connections
In 2016, an FHT in southwestern Ontario piloted the 
PCC care coordination quality improvement intervention. 
The PCC was grounded in recommendations for and 
enablers of coordination found in the literature.35 During 
the implementation of PCC, within the whole clinic, staff 
were encouraged to engage in smaller quality improve-
ment interventions, focused on specific areas of care 
(such as diabetes or opioid use). Simultaneously, PCC 
used existing resources and streamlined existing struc-
tures to improve care provision for all patients. 

Context
At the time of PCC’s implementation, the geographic 
region was organized under the South West Local Health 
Integration Network (LHIN). The South West LHIN served 
a population of nearly 1 million; approximately 30% lived 
rurally, 3% identified as Aboriginal, and 30% lived below 
the provincial low-income cutoff.36 The region experi-
enced gaps in primary care including geographic inacces-
sibility, inaccessibility to culturally competent care, and 
a lack of after-hours care.37,38 Gaps were compounded 
by a lack of coordination. There were 19 FHTs within 
the South West LHIN. The clinic that implemented PCC 
is located in a suburban part of the larger city of London, 
Ont, and serves more than 100 000 patients and hosts 
more than 500 000 patient visits annually. The clinic is 
part of a large FHT with more than 115 providers oper-
ating across multiple sites within the region. From 2006 
to 2016, community care access centres (CCACs) coordi-
nated home, community, and long-term care in the prov-
ince.39 In 2016, CCACs were subsumed under the LHINs, 
where care coordinators were assigned to a geographic 
region.39 The PCC brought care coordination into the 
clinic, closer to patients and care providers.

Actors
Within PCC, 3 roles were critical to patient coordination: 
the care coordination liaison, the care coordinator, and 
the physician (Figures 1 and 2).

Care coordinator.  When PCC was first implemented, 
there was 1 coordinator assigned to the clinic. This was 
later increased to 2 coordinators providing 1.5 full-time 
equivalents. This clinic-based care coordinator ensured 
patients received appropriate and efficient care. Under 
PCC, the clinic-based care coordinator caseload was 
limited to patients of the clinic (N = 17 000 to 18 000).

Under PCC, physician referrals for coordination of 
care were sent directly to the clinic-based care coordi-
nator. This was more efficient than sending referrals to 
regional coordinators. The clinic-based care coordina-
tors had access to patient health information through 
both the Client Health and Related Information System 
(CHRIS) and the clinic’s electronic medical record (EMR). 
The clinic-based care coordinators did not require any 

additional training to facilitate the implementation of 
PCC. They had extensive experience providing both 
primary and acute care within their current roles and 
related previous roles. 

Care coordination liaison.  The care coordination 
liaison mediated communication between physicians, 
clinic-based care coordinators, and patients. The liaison 
required a robust skill set in disease management and 
system navigation, including a comprehensive knowl-
edge of the system and available services. These skills 
and this knowledge allowed the liaison to be effective 
at supporting care coordination for patients within the 
clinic. The liaison worked at the clinic as an HCP in 
addition to the role for PCC; the liaison had access to the 
clinic’s CHRIS (through the coordinator) and the EMR.

To effectively support the coordinator and facilitate 
continuity of care, the liaison required extensive working 
knowledge of primary and acute care. Within the specific 
case presented, the liaison was a registered nurse, with 
relevant knowledge and experience working in primary 
and acute care; no additional training was required for 
this nurse. The liaison provided the coordinator with 
administrative support to facilitate the flow of informa-
tion and resources between the coordinator and clinic.

Physician.  Within the clinic, the physician addressed 
patients’ care needs by providing diagnoses and manag-
ing treatment. While the physician is traditionally focused 
on the clinical aspects of care, the increasing emphasis 
on team-based care required that the physician provide 
additional support to facilitate the provision of coordi-
nated care, including identifying patients requiring home 
care, monitoring patients’ health status, supporting 
home care providers, and supporting care transitions.

Successes and challenges
The PCC’s implementation included several successes 
and challenges that provide insight into its potential 
effectiveness in coordinating care.   

Figure 1. Primary Care Connections  
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Successes
Improved relationship between HCPs and patients:  

Experiential information suggests that PCC improved 
relationships between HCPs and patients. Clinic-based 
assignment of coordinators fostered trust between 
patients and the liaison and coordinators with their exist-
ing physicians and clinic. This association combated mis-
conceptions of coordinators being outsiders with access 
to patients’ private information. Under PCC, patients 
came to view coordinators as a reliable resource. 

Improved communication:  The PCC streamlined 
information flow within the clinic and between the clinic 
and patients. Before PCC, the clinic would contact the 
CCACs to access information (through CHRIS). Under 
PCC, the clinic’s liaison could access this information 
through CHRIS and the EMR. This increased access to 
information enabled HCPs to more effectively address 
patient concerns and questions. This improved commu-
nication between the clinic and patients.

Improved quality of care:  Knowledge of the system, 
clinic history, protocols, communication lines, and case-
load positioned the liaison to more quickly and nim-
bly address patients’ needs. This ensured that patients 
received the most appropriate care when needed and 
supported more preventive care for patients. 

Challenges 
Relat ionship dynamics:   The PCC’s success 

depended heavily on supportive working relationships. 
Unfortunately, the demanding nature of the coordi-
nators’ role contributed to a high turnover rate. This 
often meant the coordinators’ tacit knowledge, which 

contributed to the success of the working relationships, 
was lost when there was transition. This also meant 
relationships with coordinators took time to build and 
might not have reached their full potential.

Procedure and culture:  Implementation of PCC 
required reassignment of patient cases that were the 
responsibility of multiple coordinators, to 2 coordinators. 
The workload associated with organizing and monitoring 
the increased caseload, in addition to daily coordination 
activities, was demanding. Consequently, there was a 
need for forming procedures to support the coordinators. 
This also required a substantial culture change within the 
clinic. Often, navigational knowledge is tacit and experi-
ential.40 The implementation process demonstrated that 
a lack of knowledge and skills negatively affects work-
ing relationships and PCC’s overall success. Early in PCC’s 
implementation, the coordinator lacked sufficient naviga-
tional skills and systems knowledge to manage the needs 
of the clinic; consequently, the implementation stagnated. 
When the coordinator was changed to an individual with 
a more robust skill set and knowledge base, the per-
ceived effectiveness of PCC improved.

It took approximately 2 years to shift the culture and 
establish the liaison as the authority on care coordination.

Evaluation metrics:  It was challenging to determine 
evaluation metrics for PCC. Most information pertain-
ing to PCC’s effectiveness and efficiency came from staff 
and patient experiences. This tacit information coupled 
with the small patient population served (relative to the 
catchment) made it challenging to use traditional met-
rics (eg, ED visits, ED admissions) to prove the effective-
ness of the intervention. 

Figure 2. Former coordination model
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The next steps for PCC might include embedding for-
mal evaluation metrics to better understand the effects 
on provider and patient experiences and determine the 
benefits associated with the intervention. However, there 
remains a lack of agreement in the literature on the best 
way to do these complex evaluations.41 As a main goal 
of care coordination is to meet patients’ needs and pref-
erences in the delivery of high-quality, high-value health 
care, evaluation should be done using a mixed-method 
approach. The approach should consider both qualitative 
factors (such as patient and provider experiences) as well 
as quantitative elements (such as cost effectiveness and 
health outcomes). Further, evaluation should be done 
using an integrated knowledge translation approach that 
involves all stakeholders (from providers to patients and 
family) in the evaluation planning.42 While an evaluation 
of this nature was beyond the scope of this commen-
tary, the lessons learned from our description of the PCC 
implementation can help support the current transforma-
tions in our health care system. 

Lessons learned
The liaison and coordinators’ considerable workload 
and limited time required robust time management and 
communication skills. Strong communication is linked 
to improved collaboration, quality of care, and patient 
outcomes.43 Compartmentalization as a time manage-
ment strategy allowed the liaison and coordinators to 
prepare for common issues and reduced disruption 
to daily activities. Additionally, 1 to 2 hours every week 
were allocated for in-person meetings; this structure 
acted as a scaffold for all communication, both struc-
tured and unanticipated.

Under PCC, the liaison and coordinators shared data-
bases. Before PCC, the clinic contacted CCACs with 
queries about patients’ care; this process was time-
consuming, resource intensive, and an example of the 
inefficiencies and siloization in health care. The PCC 
initiative streamlined communication, which facilitated 
timely access to patient information and improved qual-
ity of care. Bridging health care silos through communi-
cation pathways, collaboration, and knowledge of the 
health care system was both necessary to implement 
PCC and vital to its success.

Conclusion
While PCC was piloted in a specific clinic of an FHT in 
Ontario, the intervention could be adapted by other clin-
ics and organizations as part of the ongoing efforts to 
improve primary care and care coordination. Other clin-
ics (within this FHT) and other organizations (outside 
of the FHT and even outside of the region or province) 
could learn from this example of a care coordination 
intervention. It is important to note that there remain 
challenges in knowing how best to objectively measure 
the success of interventions like PCC (either current or 

future). It is further concerning that there are few use-
ful measures provided in the literature (for example visit 
counts and measures of costs and resources are insuf-
ficient). In the program example presented in this com-
mentary, having a lead physician involved made the 
process of implementation more comprehensive and 
effective. We believe there might be value in looking to 
relationship measures (such as the patient relationship 
with a caregiver and between providers). We encourage 
future research to capture these types of measures both 
before and after implementation. Given the challenges 
associated with evaluation metrics, PCC has not yet 
been subject to rigorous evaluation, and this commen-
tary did not include a formal evaluation. While there is a 
need for additional research on the appropriate outcome 
metrics, PCC can act as a resource for other clinics and 
organizations pursuing similar quality improvement ini-
tiatives. This commentary aims to present PCC as a con-
crete example of a care coordination intervention and 
provide insight into the practical implications associated 
with its implementation. There is no “one-size-fits-all” 
approach; if PCC were to be adopted by other clinics, it 
would also be necessary to adapt the model to address 
the needs unique to the population. The recent and pro-
posed changes to Ontario’s health care system mandate 
moving toward increased coordination and integration 
under constrained budgets.44 It is imperative that exist-
ing resources and infrastructure be used to improve 
coordination improvement efforts. The PCC interven-
tion demonstrates that coordination can be improved 
by facilitating communication within and across sec-
tors, using existing resources, and streamlining existing 
organizational structures.      
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